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EXCEPTIONAL PATIENT CARE

We welcome you to our family of patients. Thank you for selecting us as your dental office. We want you to know
that we pride ourselves on trying to make dentistry a pleasant experience. Our commitment is to provide you
with the best dental treatment possible using state of the art techniques and materials.

DR. CHRISTOPHER HERMAN

Dr. Herman received his Doctor of Dental Surgery in 2006 from the University of the Pacific School of Dentistry
in San Francisco, CA. He also earned a Bachelor of Science in Biology and Biomedical Sciences from CSU San
Bernardino. Prior to attending dental school, Dr. Herman pursued a Master’s Degree in Public Health in Health
Administration from Loma Linda University. He is an active member of the American Academy of Cosmetic
Dentistry, the American Dental Association, California Dental Association, San Diego Dental Society. To stay
on top of the latest advancements, Dr. Herman regularly attends continuing education courses learning the
latest techniques in restorative, cosmetic, and minimally invasive dentistry. Dr. Herman is a native of Southern
California and now lives in Carlsbad with his wife, two daughters, and his son.

Dr. Herman’s practice provides a friendly and warm atmosphere focusing on providing personalized care to his
patients. His office is unique because of the strong focus on individualized care. This practice philosophy is why
Dr. Hermanss office is highly rated and has been treating generations of families.

OUR STAFF

Our dental staff is made up of knowledgeable and highly qualified dental professionals representing over 30 years
of experience. One of the reasons we can provide such competent and excellent care is that our entire staff is well
trained in all aspects of dentistry. We take the time to thoroughly listen to your concerns and answer all your
questions. We will customize your treatment to meet your individual needs.

We know this approach requires efficient teamwork and a long term commitment to excellence. We invite you to
come in and experience it for yourself.
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Patient Information
(This information is necessary for our files and will be considered confidential)

Today's Date

Patient’s Name Date of Birth Age

Mairried Single ___Divorced __Separated ___Widowed

___Student/Name of School City/State

If patient is a minor, parent or guardian’s name

Home address City Zip

Home phone # E-mail address

Cell phone # Drivers license# State___ Social Security #
Patient/parent employed by Occupation

Address Business Phone#
Spouse’s name Date of Birth Social Security #
Spouse employed by Occupation

Business address Business phone#

Name of nearest relative not living with you Relationship

Address Home phone #

Name of Physician City Phone #
Former Dentist City/State Phone #

Whom may we thank for referring you to our office

INSURANCE INFORMATION

Primary insured’s name Secondary insured’s name
Insurance Co Insurance Co
Group/Policy# Group/Policy#
Employer Employer

TERMS & CONDITIONS

As a condition of your treatment by this office, financial arrangements must be made in advance. All emergency
services or dental services performed without financial arrangements must be paid for at the time of the visit. We
will help prepare your insurance forms to assist in collection from your insurance and credit your account,
however, this office cannot render services on the assumption that our charges will be paid by an insurance
company. | grant you permission fo telephone me at home or work to discuss matters related to this form. | have
read and understand the above conditions.

Signature (Parent, if patient is a minor) Date



HEALTH QUESTIONAIRE

Are you in good health?
Are you under the care of a physician?
If yes, what is the condition being freated?

Have you ever had any serious illness or operation?
If yes, what was the iliness or operation?

Have you ever been hospitalized?
If yes, what was the reason?
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If yes, please explain

Do you reguire antibiotic pre-medication for dental treatment? If Yes, which medication?
Do you have any disease or condition not listed that we should be aware of?

List Medications you are currently taking: | Allergies or sensitivities to: Artificial Joints:
O Asp|.r|rl1l O Bdrbrrurdres(Sleepmg Pills) O Hip When?
O Penicillin O Local Anesthetic O Knee When?
O Codeine O Tetracycline O Other
O lodine O Sulfa Wh
en?
O Latex O Other
Do you have, or have you had, any of the following: (Please check known conditions)
Cardiac Conditions: |Diseases: O HIV Positive | Other Conditions: O Chemical 0O Jaw Pain O Sinus Trouble
O Angina O AIDS O Jaundice O Anemia Dependency O Low Blood O Skin Rash
O Artificial Heart Valve O Blood O Kidney O Arthritis/ O Chemotherapy Pressure O Special Diet
O Eolﬂgeﬂl’@' Heart Disecse E|seose Rheumatism o g]r%lJlo‘rory O Nervous O Swelling of
esions O Diabetes O Liver roblems
O Heart Murmur g Disease O Asthma O Contact Lenses Problelmsl Fee’r(AnkIe
When Diagnosed O Eoi O Respiratory O Back Problems O Cortisone O Psychiatric O Thyroid Problems
O Heart Problems - GFIN epsy Disease O Bleeding Treatments Care O Tonsillitis
O Mitral Valve Prolapse =t ouchc;Imo O Tuberculosis abnormally with O Cough, persistent O Radiation O Tumor/Growth
O Pacemaker Tyeppeo s O Venereal extraction, surgery or bloody Treatment on Head/Neck
O Rheumatic Fever Disease/ O Cancer O Fainting/Dizziness O Shortness [ Ulcer
O Scarlet Fever O Herpes STD's Type O Headaches of Breath O Weight L
O Stroke O High Blood Pressure eignt Loss
Yes No
O O Do you have a tobacco habit? Present User Former User
O O Have you ever taken Fen-Phen or Redux? If Yes, When? For how long?
O O Are you on or have you ever taken oral bisphosphonate treatment such as Fosamax, Boniva or Actonel?
O O Have you ever taken Aredia or Zometa?
O O Have you ever had any unfavorable reaction from local anesthetic?
O O Have you had any serious trouble associated with previous dental treatment?
If yes, please explain
O O Have you ever had an upsetting experience in the dental office?

If yes, please explain

How long has it been since your last dental freatment?
How do you feel about your teeth?

Last x-rays?

Are you sdatisfied with the appearance of your teeth?

Yes No

Does food tend to get caught between your teeth?
Do your gums often bleed when you brush?

Have you experienced problems with your jaw?

Do you grind or clench your teeth?

Do you have popping or soreness in your jaw?

Do you have difficulty opening or closing your mouth?

Do you have difficulty with chewing?
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When?
When?

Orthodontic treatment?
Periodontal treatment?

Have you ever had: Oral surgery? When?

Worn a bite appliance?

FOR WOMEN ONLY: Are you pregnant? O Yes, what month?

Are you nursing? 0O Yes O No
Are you taking birth control pills? O Yes O No

| hereby certify that the above information is true and correct 1o best of my knowledge.

Signature (Parent, if patient is a minor) Date
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