
Multiple files are bound together in this PDF Package.

Adobe recommends using Adobe Reader or Adobe Acrobat version 8 or later to work with 
documents contained within a PDF Package. By updating to the latest version, you’ll enjoy 
the following benefits:  

•  Efficient, integrated PDF viewing 

•  Easy printing 

•  Quick searches 

Don’t have the latest version of Adobe Reader?  

Click here to download the latest version of Adobe Reader

If you already have Adobe Reader 8, 
click a file in this PDF Package to view it.

http://www.adobe.com/products/acrobat/readstep2.html




1.  Please describe the primary reasons for your visit (concerns):


NoYes2.  Have you come to this office for pain relief?
If yes, how long has it hurt?


1.


Where is the pain?
How does it hurt? With: Hot


Cold YesConstantly
YesSweets


3.  How long since you have been to a dentist? Month(s) Year(s)


4.  When was the last set of full mouth x-rays?


5.  How often do you brush your teeth?


Hand Tooth Brush
6.  Please check any items below that you use often in oral care:


Electric Tooth Brush


Dental Floss


Gum Stimulators


Rubber Tips


Water Spray 


7.  Have you ever suffered from, or been told you may have any of the following:


Bruxism or Grinding


Gum Disease


Dental Pain


Jaw Pain or TMJ


Bad Breath


8.  If you could rate your smile from 1 - 10, what would it be?
How?


10.  When were your natural teeth removed?


IF THIS IS FOR A NEW DENTURE, COMPLETE THE FOLLOWING PORTION:


NoYes9.  Would you like to improve your smile?


11.  How many sets of dentures have you had?


13.  Do you like the appearance of your present set of dentures?
14.  Has your present set of dentures ever been relined or rebased?


12.  When were your present dentures constructed?


IF PATIENT IS CHILD, PLEASE ANSWER THE FOLLOWING QUESTIONS:
15.  Please check any of the following habits the child has:


PLEASE ANSWER ALL OF THE FOLLOWING CONFIDENTIAL QUESTIONS COMPLETELY.


Thumbsucking
Mouthbreathing


Nailbiting
Unusual Speech Patterns


Extraction complication


Headaches or Migraines


Malocclusion


2.


No
No
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NoYes
NoYes


NoYes
NoYes No


NoYes
Yes


No
NoYes


Yes


No
NoYes


Yes


No
NoYes


Yes


No
NoYes


Yes


No
NoYes


Yes
NoYesNo


No
NoYes


Yes
Yes


NoYes
Yes No


Dental Questionnaire


CONSENT & ACKNOWLEDGEMENT 
*To the best of my knowledge, the questions on this form have been accurately answered.  I 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 my medical status. 
* Further, I hereby authorize Tereza Hambarchian, D.D.S. or the designated staff to take x-rays, study models, photographs, and any other diagnostic aids  
   deemed appropriate to make a thorough diagnosis of my dental needs. 
* Upon such diagnosis, I authorize Tereza Hambarchian, D.D.S. to perform all recommended treatment mutually agreed upon by me and to employ such  
   assistance as required to provide proper care. 
* I consent to the use of appropriate medication and therapy as deemed necessary.  I fully understand that using anesthetic agents embodies a certain risk.


PATIENT'S NAME:


SIGNATURE OF PATIENT, PARENT, OR GUARDIAN:


DENTIST'S SIGNATURE: Date:


Date:








Financial & Payment Policy


Print Patient Name:


Signature of patient or 
responsible person:


Thank you for choosing us as your dental provider. We are committed to providing you with quality and affordable dental care. Because some 
of our patients have had questions regarding patient and insurance responsibility for services rendered, we have been advised to develop this 
payment policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon 
request. 
  
1. Payment for service.  Payment is due at the time of service unless other arrangements have been made.  We gladly accept Visa, Master 
Card, personal checks or cash.  Ask us about other financial arrangements available. 
  
2. Insurance. We participate in most dental insurance plans. If you are not insured by a plan that we are a provider for, payment in full is 
expected at each visit. If you are insured by a plan we do business with, but don't have an up-to-date insurance card, payment in full for each 
visit is required until we can verify your coverage. Knowing your insurance benefits is your responsibility. Please contact your insurance 
company with any questions you may have regarding your coverage.  
  
3. Co-payments and deductibles. All co-payments and deductibles must be paid at the time of service. This arrangement is part of your 
contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients can be considered fraud. 
Please help us in upholding the law by paying your co-payment at each visit. 
  
4. Non-covered services. Please be aware that some  - and perhaps all  - of the services you receive may be non-covered or not considered 
reasonable or necessary by your dental plan. You must pay for these services in full at the time of visit. 
  
5. Proof of insurance. All patients must complete our patient information form before seeing the dental provider. To confirm your insurance 
eligibility, please provide us with a copy of your driver's license and current valid insurance.  If you fail to provide us with the correct 
insurance information in a timely manner, you may be responsible for the balance of the claim.  
  
6. Claims submission. As courtesy to you we will submit your claims and assist you in any way we reasonably can to help get your claims 
paid. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. 
Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays your claim. Your insurance 
benefit is a contract between you and your insurance company; we are not party to that contract. 
  
7. Coverage changes. If your insurance changes, please notify us immediately so we can make the appropriate changes to help you receive 
your maximum benefits. If your insurance company does not pay your claim in 45 days, the balance may automatically be billed to you.  
  
8. Nonpayment. If your account is over 60 days past due, you will receive a letter stating that you have 20 days to pay your account in full. 
Partial payments will not be accepted unless otherwise negotiated. Please be aware that if a balance remains unpaid, we may refer your 
account to a collection agency and you and your immediate family members may be discharged from this practice. If this is to occur, you will 
be notified by regular and certified mail that you have 30 days to find alternative dental care. During that 30-day period, your dentist will only 
be able to treat you on an emergency basis. 
  
9. Missed appointments. Our policy is to charge a fee equal to $50 for missed appointments NOT canceled or rescheduled prior to 48 hours 
of your scheduled appointment. This will allow more availability for patients who desire to be seen.  These charges will be your responsibility 
and billed directly to you. Please help us to serve you better by keeping your regularly scheduled appointment. 
  
10. Returned Checks. All returned checks will be subject to an external collection service and a collection fee of $25.  In addition, to cover 
the cost for returned checks, you will be charged an administrative fee of $25 (which includes the bank penalty charges incurred) and the cost 
of certified mailing in the addition to the amount of your returned check amount. 
  
11. Credit Balance. If there is a credit balance on your account, we will mail you a refund check within 30 days.  
  
Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and customary charges for 
our area.  Thank you for understanding our payment policy. Please let us know if you have any questions or concerns. 
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I have read the above.  I fully understand and accept the terms and conditions set forth.


Date:








HIPAA PRIVACY RULE 
PATIENT AUTHORIZATION & ACKNOWLEDGEMENT AGREEMENT


 Authorization for the disclosure of Protected Health Information for Treatment, Payment, or 
Healthcare Operations (164.508 (a)). 
  
I, ____________________________________________ understand that as part of my health care, Tereza 
Hambarchian, D.D.S., Glendale, CA, originates and maintains health records describing my health history, 
symptoms, examination and test results, diagnosis, treatment and any plans for future care of treatment.  I 
understand that this information serves as: 
  
 *   A basis for planning my care and treatment; 
 *   A means of communication among the health professionals who may contribute to my health care;
 *   A source of information for applying my diagnosis and surgical information to my bill; 
 *   A means by which a third-party payer can verify that services billed were actually provided; 
 *   A tool for routine health care operations such as assessing quality and reviewing the competence  
      of health care professionals. 
  
I have been provided with a copy of the Notice of Information Practices that provides a more complete 
description of information uses and disclosures. 
   
PRIVACY RULE OF PATIENT CONSENT AGREEMENT 
  
Consent to the use and disclosure of Protected Health Information for Treatment, Payment, or 
Healthcare Operations (164.506 (a)) 
  
I understand that: 
   * I have the right to review Tereza Hambarchian, D.D.S. - Glendale, CA, Notice of Information practices  
      prior to signing this consent; 
   * Tereza Hambarchian, D.D.S. - Glendale, CA, reserves the right to change the notice and practices and     
      that prior to implementation will mail a copy of any revised notice to the address I have provided, if 
      request; 
   * I have the right to object to the use of my health information for directory purposes; 
   * I have the right to request restrictions as to how my protected health information may be used  
      or disclosed to carry out treatment, payment, or health care operations and that Tereza Hambarchian,         
      D.D.S. - Glendale, CA, has already taken action in reliance thereon.


For Office Use Only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but it could not be obtained 
because: 
 [     ]   Individual refused to sign 
 [     ]   Communication barrier prohibited obtaining the acknowledgement 
 [     ]   An emergency situation prevented us from obtaining acknowledgement 
 [     ]   Other (please specify): _______________________________________________________________________________


© 2008 ProDent Care, Dental Practice of Tereza Hambarchian, D.D.S., PC---All Rights Reserved.


Current Date:Patient Name:


Signature of patient or 
responsible person:








Medical Questionnaire


To the best of my knowledge, the questions on this form have been accurately answered.  I 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 my medical status.


PRINT PATIENT'S NAME:


SIGNATURE OF PATIENT, PARENT, OR GUARDIAN:


Yes If yes, please explain:No


If yes, please list:


NoYesHave you ever had any serious illness not listed above?


Alzheimer's Disease
Anaphylaxis


Anemia
Angina


Arthritis/Gout
Artificial Heart Valve


Artificial Joint
Asthma


Blood Disease
Blood Transfusion
Breathing Problem


Bruise Easily
Cancer


Chemotherapy


AIDS/HIV Positive
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Have you ever been hospitalized or had a major operation? 


Have you ever had a serious head or neck injury?


Do you take, or have you taken, Phen-Fen or Redux?


Are you on a special diet? 


Do you use tobacco?


Are you taking any medications, pills, or drugs?


Do you use controlled substances?


Are you under a physician's care now?


If yes, please explain:NoYes


If yes, please explain:NoYes


If yes, please explain:NoYes


Yes No


Yes No


Yes No


Yes No
 Pregnant/Trying to get pregnant?
 Taking oral contraceptives?  Nursing?


 Women: Are you 
 


Aspirin Pencillin Codeine Acrylic Metal Latex Local Anesthetics


Other


 Are you allergic to any of the following?


Chest Pains
Cold Sores/Fever  Blisters
Congenital Heart Disorder


If yes, please explain:


Comments:


 Do you have, or have you had, any of the following? ( Please  indicate "YES" or "NO" for each condition )


Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire 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.


DENTIST'S SIGNATURE:


Convulsions


Yes No
NoYes


No
Yes No
Yes


No
Yes No
Yes
Yes No


Yes No
Yes No


NoYes
NoYes
NoYes
NoYes


NoYes
NoYes


NoYes
NoYes


NoYes
NoYes


Frequent Diarrhea


Diabetes
Drug Addiction
Easily Winded


Emphysema
Epilepsy or Seizures
Excessive Bleeding


Excessive Thirst
Fainting Spells/Dizziness


Frequent Cough


Frequent Headaches
Genital herpes


Glaucoma
Hay Fever


Cortisone Medicine


Heart Attack/Failure
Heart Murmur


Heart Pace Maker
Heart Trouble/Disease


Yes No
NoYes


No
Yes No
Yes


No
Yes No
Yes
Yes No


Yes No
Yes No


NoYes
NoYes
NoYes
NoYes


NoYes
NoYes


NoYes
NoYes


NoYes
NoYes Liver Disease


Hepatitis A
Hepatitis B or C


Herpes


High Cholesterol
Hives or Rash
Hypoglycemia


Irregular Heartbeat
Kidney Problems


Leukemia


Low Blood Pressure
Lung Disease


Mitral Valve Prolapse


Pain in Jaw Joints


Hemophilia


Parathyroid Disease
Psychiatric Care


Radiation Treatments
Recent Weight Loss


Yes No
NoYes


No
Yes No
Yes


No
Yes No
Yes
Yes No


Yes No
Yes No


NoYes


NoYes
NoYes
NoYes


NoYes
NoYes


NoYes
NoYes


NoYes
NoYes Swelling of Limbs


Rheumatic Fever
Rheumatism
Scarlet Fever


Shingles
Sickle Cell Disease


Sinus Trouble
Spina Bifida


Stomach/Intestinal Disease


Stroke


Thyroid Disease
Tonsillitis


Tuberculosis
Tumors or Growths


Renal Dialysis


Ulcers
Venereal Disease
Yellow Jaundice


Yes No
NoYes


No
Yes No
Yes


No
Yes No
Yes
Yes No


Yes No
Yes No


NoYes
NoYes
NoYes
NoYes
NoYes


NoYes
NoYes


NoYes
NoYes


Date:


Date:


If yes, Physician Name: Phone Number:


Have you ever taken Fosamax, Boniva, Actonel or any 
other medications containing bisphosphonates?


Yes No


NoYesOsteoporosis


NoYesHigh Blood Pressure








Patient Information
Patient's Last Name


PLEASE ANSWER ALL OF THE FOLLOWING CONFIDENTIAL QUESTIONS COMPLETELY.
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First Name Initial


StateCityHome Address Zip


 e-mail


FemaleMaleGender ?


 Emergency contact Name ? Relationship ?


Responsible Person Information


NoYesConsent to use ?


 If Same as Patient, Please Skip This Section


InitialFirst NameLast Name


Relationship to Patient ?


ZipStateCityHome Address


FemaleMaleGender ?


NoYesConsent to use ? e-mail


ZipStateCityEmployer Address


Employer Name 


 Primary Dental Insurance Information


InitialFirst NameInsured Last Name


ZipCityInsurance Address


Insurance Name 


State
Subscriber ID Group Number


Secondary Dental Insurance Information
If NO Dental Secondary, Please Skip This Section


 If NO Dental Insurance, Please Skip Insurance Sections


Insurance Name 


InitialFirst NameInsured Last Name


Group NumberSubscriber ID


ZipStateCityInsurance Address


Responsible Person Signature


AUTHORIZATION


I hereby authorize payment directly to ProDent Care, Dental Practice of TEREZA HAMBARCHIAN, D.D.S., Inc. of all insurance benefits. I 
understand that I am financially responsible for all costs whether or not paid by my insurance.  I hereby authorize the release of all information 
necessary to secure the payment of benefits.


Patient Registration


Employer Name


Employer Name


 Employer Information


Driver's License #/ID:


Referred by:


 Is patient a student? Yes No Provide school name & address:


Social Security No.


Home Phone Cell


Phone


CellHome Phone


Phone


Social Security No.


Social Security No.


       Date:


DOB


DOB


DOB


DOB


Phone


Social Security No.


PT FTIf yes:


Phone








Patient's name:


Signature of patient or 
responsible person: 


Dear Patient: 
  
You have probably experienced it.  Sometimes you are in the middle of a busy day and may not want to make or take 
another phone call, so you turn to e-mail or text messaging for quick and easy communication.  With your convenience in 
mind, we wanted to let you know that we are now offering patients the option of communicating via e-mail and/or text 
messaging with us to ask general questions, patient satisfaction surveys, book appointments and receive appointment 
reminders.  
  
In addition, we will be sending you patient education messages via e-mail with news and information on maintaining the 
best oral health. 
  
We are collecting e-mail addresses for our patient database, and wanted to ask if you'd like to be included.  Your 
information will not be sold to any third parties, but used exclusively by our office staff to contact you with appointment 
reminders or other important news.   
  
Please fill out the form below and either send it in to us at 213 N. Orange St., Suite F, Glendale, CA  91203, or just send 
us an e-mail at DrTereza@ProDentCare.com to let us know that you would like to be added to our database.  (You can 
opt out at any time by letting us know.)  Another option is to mention it to us next time you are here for an appointment. 
  
Again, we want to make your experience with us as smooth and easy as possible.  Thank you for choosing us as your 
dental care provider! 
  
Sincerely, 
  
Tereza Hambarchian, D.D.S. 


Your e-mail address:


 Yes, I would like to receive appointment reminders, surveys and occasional news via e-mail from Dr. Tereza! 


  Please return completed form with your permission via: 
           
                 e-mail:     DrTereza@ProDentCare.com 
                                                    or 
                 Mail:          213 N. Orange St., Suite F 
                                    Glendale, CA  91203
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Date:


May we contact you via text message?* NOYES * Standard text messaging rates apply.





