
 

Date:______________________                                                                                                                  Chart :___________ 

 

Nombre Del Paciente: __  _________ __________________________ FDN : _________________ Sex :__ male/female__ 
Dirección: __________________________________ Ciudad: ___________ Estado : _____ CódigoPostal:________________ 
Teléfono de casa: ___________________Trabajo: ______________________ Teléfono Celular: ______________________ 
#deSeguro Social_____________________________Drivers Lic / ID #:_______________  Apodo:______________________ 
Email:_________________________________ Estado Civil: __casado(a)/divorciado(a)/soltero(a)/viudo(a)__ 

 

Nombre del responsable : __________________________________________ FDN: _________________ Sex : __male /female____ 
Dirección: ________________________________Ciudad: ____________________ Estado : _____ Código Postal: __________________ 
Teléfono de casa: ________________________Trabajo:_______________EXT_______Teléfono Celular: _______________________ 
Seguro Social: __________________________________Drivers Lic / ID # :_____________________Titular de la póliza :_Y / N 

Refferido por: ________________________________________________ 
 

      Dentista anterior: _________________________Fecha de la última visita dental : ___________ /Limpieza: _____________ 
      Motivo de su visita hoy:_____________________________________________________________________________________________________ 

 

Primaria: Nombre del seguro: _____________________________________________________ ID # : _______________________________ 
#Teléfono de seguro: ___________________________________ Nombre del empleador : _____________________________________ 
Dirección: _________________________________ Ciudad: ___________________ Estado : _______ Código Postal: ________________ 
Nombre del Asegurado / Tomador / Suscriptor : ___________________________________________FDN:____________________ 
Seguro Social: ______________________________________ Relación al paciente : ______________________________________________ 

Secundaria:  Nombre del seguro: __________________________________________________ ID # : _______________________________ 
#Teléfono de seguro: ___________________________________ Nombre del empleador : _____________________________________ 
Dirección: _________________________________ Ciudad: ___________________ Estado : _______ Código Postal: ________________ 
Nombre del Asegurado / Tomador / Suscriptor : ___________________________________________FDN:____________________ 
Seguro Social: ______________________________________ Relación al paciente : ______________________________________________ 

 



Historial Medico y Dental 
 

Apellido _______________________________ Primer Nombre _________________________________________ FDN ____/____/_______ 
 

Mujeres solamente: 
Esta Embarasada?... Si / No  Cuantas Semanas _____  Usa anticonceptivos?... Si / No  Usted da pecho?... Si / No 

 
       ¿Tiene usted alguna de las siguientes enfermedades o problemas: 
       La tuberculosis activa……………………………………………………………………………………….. si / no 
       Tos persistente con una duración de 3 semanas o mas……………………………………….. si/ no 
       Tos con sangre………………………………………………………………………………………………….. si/ no 
       Ha estado expuesto a cualquier persona con tuberculosis…………………………………... si/ no 
       Si su respuesta es sí a cualquiera de los 4 puntos anteriores, por favor, parar y devolver a la recepcionista. 

 
Su información médica 
Reemplazo de Articulaciones : ¿Ha tenido un reemplazo total de la articulación ortopédica?............................................. si / no 
En caso afirmativo, fecha de la sirugia _____________ , ¿ha tenido alguna complicación? __________________________ 
¿Está tomando el alendronato ( Fosamax ) o risedronato ( Actonel ) para la osteoporosis o enfermedad de Paget… si / no 
¿Recibió tratamiento con bifosfonatos intravenosos ( Aredia , Zometa ) para el dolor óseo, hipocalcemia,  
el cáncer, la enfermedad de Paget…………………………………………………………………………………………………………………………si/ no 
¿Utiliza el tabaco (fumar , tabaco , masticar ) ? ........................................................................................................................................... si / no 
En caso afirmativo, ¿Cuántos al dia? _________________________________ 
¿Consume bebidas alcohólicas ? ........................................................................................................................................................................ si / no 
En caso afirmativo, ¿Cuánto al dia_________________________________ 
 
¿Es alérgico a la siguiente ( marque con un círculo ) 
Látex ............................................. si / no          drogas sulfa…………………………….. si /no  Otro__________________________ 
La aspirina .................................  si/ no          Codeine ................................................. si / no           __________________________ 
La penicilina .............................. si / no          hidrocodona ....................................... si / no 
Barbitúricos / sedantes ........ si/ no           metal ..................................................... si / no 
 

Marque Sí o No para la siguiente enfermedad o problema  
 Válvula cardíaca artificial ......................... si / no          Asma ...............................................................si / no  
 Endocarditits infecciosa ........................... si / no          Reflujo / Acidez Estomacal .............................si / no 
 La cardiopatía congénita ......................... si / no          Hepatitis A / B / C ............................................si / no 
 Ataque del corazón………………………...si / no          Ictericia o Enfermedad Hepática .....................si / no 
 Soplo en el corazón ................................. si / no          EPOC (bronquitis / enfisema) .........................si / no 
 Prolapso de la válvula mitral .................... si / no          Diabetes tipo I o II ..........................................si / no  
 La presión arterial alta ............................. si / no          Sangrado anormal ..........................................si / no  
 Angina ..................................................... si / no          Anemia ............................................................si / no  
 Marcapasos ............................................. si / no          Hemofilia .........................................................si / no  
 Stroke ...................................................... si / no          Osteoporosis ...................................................si / no  
 Arteriosclerosis………………………….… si / no          Problemas renales ….......................................si / no  
 Cáncer / quimioterapia / radioterapia …... si / no          SIDA o la infección por VIH ............................si / no 
 Epilepsia .................................................. si / no          enfermedad de transmisión sexual .................si / no  
 Desmayos o convulsiones ........................si / no          Enfermedad autoinmune.................................si / no  
 La fiebre reumática .................................. si / no          problema tiroides ............................................si / no 
 La cardiopatía reumática ......................... si / no          Trastorno Mental .............................................si / no 
 
 Especifique OTRAS CONDICIONES MÉDICAS no mencionados anteriormente _________________ 
 ____________________________________________________________________________________ 
 

¿Está tomando algún medicamento? ...................................................................................................si / no  
Especifique___________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 



Nombre de Paciente _______________________________________ 

Su Información Dental 

 
    ¿Tiene usted algún dolor de dientes? ....................................................................si /no 
    En caso afirmativo por favor especifique _________________________________________________  
    ¿Sus encías sangran al cepillarse o usar el hilo dental? ................................si / no  
    ¿Tiene la apnea del sueño? ........................................................................................si / no 
    ¿Usted brux o rechinar los dientes? .......................................................................si / no  
    ¿Usted ronca cuando duerme? .................................................................................si / no 
    ¿Tiene usted alguna molestia en la mandíbula? ...............................................si / no  
    ¿Le gusta su sonrisa? ....................................................................................................si / no 
    ¿Estás pensando en blanquear sus dientes? ......................................................si / no  
    ¿Está usted buscando algún tratamiento de ortodoncia (frenillos)? …..si / no  
    ¿Ha tenido algún tratamiento periodontal (de las encías)? ........................si / no 
    ¿Bebes agua de fluoruro? ...........................................................................................si / no 
    ¿Cuándo fue su último examen dental? ______________________________________  
    ¿Cuándo fue su última limpieza dental profesional?_____________________________  
    ¿Cuál es el motivo de su visita al dentista hoy?___________________________________________ 
 
 
Certifico que he leído y entendido lo anterior y de que los datos recogidos en este formulario son 
correctos. Entiendo la importancia de una historia de salud sea precisa y que mi dentista y su personal se 
basará en esta información para tratarme. Reconozco que mis preguntas, si las hubiere, acerca de preguntas 
de este formulario han sido respondidas satisfactoriamente. No voy a responsabilizar a mi dentista, o 
cualquier otro miembro de su / su personal, responsable de las medidas que adopten o no toman por errores 
u omisiones que yo haya podido cometer al llenar este formulario. 
 

   Signature of patient/legal guardian ___________________________ Date___________________ 

   Dentist Signature_________________________________________________        Date___________________ 

   BP_______________ Pulse_________ Dentist notes_________________________________________________ 

 

   BP_______________ Pulse_________ 

 

   BP_______________ Pulse_________ 

 

   BP_______________ Pulse_________ 
 



HIPAA & Your Privacy Rights 

We strongly believe in doing everything we possibly can to safeguard the privacy and security of your health information and records. As a 
result, we have made some change in our office management procedures to make sure we follow the health information Portability and 
Accountability Act (HIPAA).   Passed into law in 1996, HIPAA sets federal standards for the privacy and security of patient information for all 
healthcare providers, plans, insurance companies and anyone they do business with.  HIPAA gives you additional rights regarding control and 
use of your health information, meaning you have more access and control than ever.  Please take a few minutes to review these new rights.  
We are happy to answer any question you may have. 

Control Over Your Health Information  

All health care providers (and health plans) are now required to give you a written explanation of how they use and disclose your personal 
health information before they can treat you.  This way, you can decide if a provider is doing everything they should to protect your privacy 
before you choose them as your caregiver.  We must by law, post a Notice of Privacy Practices, which outlines how we secure the privacy of 
patient information, in a place where you can easily see it.  We must get your signature for non-routine users and disclosures of your 
information.  A non-routine use is any situation not directly related to treatment, payment or operations.  For example, if your child is going to 
summer camp and the camp needs a medical history, you will be asked to authorize us to release it before we can send the information.  You 
have the right to say no, and you don’t have to tell anyone why.  Authorizations of non-routine information are one-time –only, case by case, 
for the use defined by you. 

Access to Your Health Information 

You can get copies of your medical records simply by asking for them.  Healthcare providers are required to get your a copy of your records 
within 60 days of your request.  There may be a cost for this service.  Providers also must give you a history of non-routine disclosures if you ask 
for it.  All you need to do is ask for the record and it is provided to you – no justification is needed.  You can also amend your medical records.   
You cannot change the existing record, but you can add notes or comment on any procedures, treatments, payments or operations.  The 
provider then has the right to respond to your amendment.  This way, you can be sure your records reflect your side of the story about 
treatment and payment issues. 

Patient Recourse if Privacy Protections Are Violated   

Every healthcare provider must also inform you of grievance procedures. If your privacy is violated, report the incident to our Privacy Officer 
immediately.  You also have the right to report any violation to the Department of Health and Human Services, Office of Civil Rights.  200 
Independence Avenue, SW, Washington, D.C. 20201.  If you decide to file a grievance either with us or with the Department of Health and 
Human Services, we are not allowed to discriminate or retaliate against you in any way.  Aside from these new rights to access and control of 
your medical information under HIPAA, there are also clear limits on all healthcare providers regarding how they disclose medical information.  
Here are some of the key aspects of these boundaries:  Providers must ensure that health information is not used for non-health purposes.  
Health information (covered by the privacy rules) generally may not be used for purposes not related to health care – such as disclosures to 
employers to make personnel decisions, or to financial institutions – without your explicit authorization.  There are clear, strong protections 
against using health information for marketing.  The privacy rules set new definitions, restrictions and limits on the use of patient information 
for certain marketing purposes.  Providers must get your specific authorization before sending you any materials other than those related to 
treatment.  Use only the minimum amount of information necessary.  In General, use or disclosures of information will be limited to the 
minimum necessary.  This does not apply to disclosure of records for treatment purposes, because physicians, specialists and other providers 
may need access to the full record to provide quality care. 

Exceptions 

There are situations where healthcare providers may not have to follow these privacy rules.  They include: emergency circumstances; 
identification of a body or the cause of death; public health needs; judicial and administrative proceedings; limited law enforcement activities; 
and activities related to national defense and security.   

We understand your right to have your medical information kept confidential.  Out compliance with the Health Information Portability and 
Accountability Act is one example of our advocacy and leadership on issues of patient’s rights and privacy of information.  We encourage you to 
ask questions and look forward to working together to improve the quality of your healthcare experience.  

_____________________ _________________________   ____________ 

Patient/Guardian Signature Print Name     Date 
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