CincinnatiAreaDentist.com

Family Dentistry Specialists
Colerain e Western Hills

Ruchika Khetarpal, D.D.S.

On behalf of our entire staff, we would like to welcome you and thank you for choosing us for your dental
home. We are committed to providing you affordable quality dentistry in a friendly, professional
environment. Your dental health is important to us and prevention is the key to a healthy smile.

Please take time to complete the information forms so that we can best serve you. It is necessary to bring
these completed forms to your first visit. If you have dental insurance, please come prepared with your
insurance card and any important information that your plan provides.

As a courtesy, we will file your service to your insurance however any estimated copayments, deductibles
or co-insurance balances are due at the time of service. For your convenience, we accept check, cash,
Mastercard, Visa, discover and Care Credit.

It is our privilege to serve you.

Sincerely,

Dr. Shetarpal @ Plef

Ruchika Khetarpal, DDS - Creating generations of healthy smiles!

Colerain Office Western Hills Office
6571 Colerain Avenue 3012 Glenmore Avenue, Suite 206
Cincinnati, Ohio 45239 Cincinnati, Ohio 45238

513-923-1215 513-661-6576



New Patient Questionnaire

Please take a moment to write down what you wish to achieve during your visit today and future visits. We

want to know what your main concern is so that we can be sure to address it with you.

We know people sometimes wish their teeth or smile were different. Is there anything you would like to

discuss about your teeth or smile?

Do you have any sensitive teeth or areas in your mouth?

Are you happy with your bite?

Is your bite comfortable?

Have you ever had TM (Jaw) joint problems?

Have you had braces in the past?

Have you ever been told you have (periodontal) gum disease?
Do you have any cosmetic bonding on your teeth?

Do you wear a night guard for grinding or clenching?

Does the appearance of the amalgam fillings bother you?

Are you happy with the size and shape of your teeth?

Would you like your teeth to be whiter?
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MEDICAL HISTORY

PATIENT NAME Birth Date

| AIthough dental personnel pnmanly treat the area in and around your mouth, your mouth is a part of your entlre body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? (_} Yes (_) No If yes, pl explain:

Have you ever been hospitalized or had a major operation?( Yes () No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes !F ) No If yes, please explain:

Are you taking any medications, pills, or drugs? ( ) Yes‘ ) No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? @

(_) No
Do you use tobacco? ()
Do you use controlled substances? (__ Yes
—~Women: Are you——

Pregnant/T rying to get pregnant" Yesx 7» No Takmg oral contraceptlves‘7- ) Yes() No Nursing? () Yes () No
T Are you allerglc to any of the foIIowmg" _— =
| [] Aspirin (7] Penicitin [ Codeine [ Acyic ] Metal ] Latex [[] tocal Anesthetics.
| O

If yes, please explain:

~Do you have, or have you had, any of the following?-——— = s —
AIDS/HIV Positive O Yes( ) No | Cortisone Medicine ) Yes () No Hemophilia

Renal Dialysis
| Alzheimer's Disease ) YesI ) No Diabetes ‘.';d/ Yesy__\ No Hepatitis A Rheumatic Fever
Anaphylaxis Drug Addiction () Yes () No Hepatitis B or C Rheumatism
| Anemia Easily Winded \'\ Yesx\J No Herpes Scarlet Fever
1‘ Angina Emphysema c; Yes ( ',‘: No High Blood Pressure () Shingles
| Arthritis/Gout Epilepsy or Seizures () Yes(_) No Hives or Rash Sickle Cell Disease
| Attificial Heart Valve Excessive Bleeding () Yes () No Hypoglycemia $ > Yes (_ _) No | Sinus Trouble
! Artificial Joint Excessive Thirst :\ Yes () No Irregular Heartbeat () Yes () No Spina Bifida
| Asthma Fainting Spells/Dizziness : { Kidney Problems () Yes() No | Stomach/Intestinal Disease () Yes () No
| Blood Disease Frequent Cough ( Leukemia () Yes() No | Stroke
| Blood Transfusion Frequent Diarrhea B Liver Disease () Yes(_) No | Swelling of Limbs
| Breathing Problem Frequent Headaches () Low Blood Pressure () Yes () No | Thyroid Disease
| Bruise Easily Genital Herpes O Lung Disease (O) Yes(_) No | Tonsilltis
Cancer Glaucoma () Yes(_) No | Mitral Valve Prolapse () Yes () No | Tuberculosis
| Chemotherapy Hay Fever ) Yes() No | PaininJawJoints () Yes( ) No [ Tumors or Growths
Chest Pains Heart Attack/Failure Yes( ) No | Parathyroid Disease () Yes( ) No | Ulcers
Cold Sores/Fever Bllstersl 3 Yes| ,,‘r No Heart Murmur Yes Q No Psychiatric Care () Yes Q‘ No Venereal Disease
5 Congenital Heart Disorder() Yes(_) No Heart Pace Maker () Yes() No Radiation Treatments( ) Yes () No Yellow Jaundice
| Convulsions () Yes(") No | Heart Trouble/Disease () Yes( ) No | RecentWeightLoss () Yes /\_ No

Have you ever had any serious illness not listed above? (:E Yes : ) No If yes, please explain:

/\

lYes\J No ‘
() Yes() N
) Yes(O) No

~
) Yes () No

() Yes () No
() Yes () No
() Yes() No
() Yes() No
() Yes() No
() Yes(_) No
) Yes() No
() Yes(O) No |
O Yes() No

Comments:

1 To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be ~|

‘ dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: | | Policy Holder Preferred Name:

[ ] Responsible Party

—Responsible Party (if someone other than the patient) ——
First Name: N i Last Name: Middle Initial:
Address: ) Address 2: - = —
City, State, Zip: B Pager:
. Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
O Responsible Party is also a Policy Holder for Patient ©) Primary Insurance Policy Holder O Secondary Insurance Policy Holder
—Patient Information - ———
Address: i Address 2:
City: State / Zip: ~ Pager: -
Home Phone: Work Phone: Ext: Cellular: oy o
Sex: () Male () Female Marital Status: () Married () Single () Divorced () Separated () Widowed
Birth Date: 0 Age:. ~~  Soc.Sec: DriversLic
E-mail: [ I'would like to receive correspondences via e-mail.
Section 2 - - Section 3 - -
= — ~ Smartdoc:
Employment Status: () Full Time () Part Time () Retired
Student Status: () Full Time () Part Time
Medicaid ID: Pref. Dentist:
Employer ID: ___ Pref. Pharmacy: _
Carrier ID: Pref. Hyg.:
—Primary Insurance Information
Name of Insured: Relationship to Insured: ) Self (") Spouse () Child (") Other
} Insured Soc. Sec: Insured Birth Date:
Employer: i Ins. Company: N
Address: Address:
Address 2 Address 2:
City,State, Zip: City,State,Zip:
Rem. Benefits: ) .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of Insured: Relationship to Insured:_) Self () Spouse () Child (") Other
Insured Soc. Sec: ) _Insured Birth Date:
Employer: B - o Ins. Company: -
Address: B Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:
Rem. Benefits: ) .00 Rem. Deduct: .00




