
MICHAEL R, S,,I'O'V, D.D.S
Malaga Cove Dental Ads 36 Malaga Cove Plaza #310 Palos Verdes Estales CA 90274

Today's Date:

PATIENT NAME: Prefered Name:

First MI Last

Address Male: Female Date of Birth: I I

Status (circle one) Single Manied Divorced Widowed

Email Address: SS#

Home Phone: Employer:

Work Phone Employer Address:

Mobile Phone: How Long There: Occupation

Whom may we thank for refening you

SPOUSE NAME Employer:

Date of Birth: _/_/_ SS# Phone #

PERSON RESPONSIBLE FOR ACCOUNT: Namel Phone:

Address: Relationship:

INSURANCE INFORMATION Do you have dental coverage: Yes _

Oo you have secondary insurance

No

lns Co Name Phone:

lnsured's Name:

_lnsured Birthdate: _/_/_ Relation: _

Address

Address

lnsured's Employer: lnsured lD# _

lN CASE OF EMERGENCY HigHer Name

Home # Mobile #

Relation



MICHAEL SIMON, D.D.S.
36 Malaga Cove Plaza Palos Verdes Estates CA 90277

HIPAA NOTICE OF PRIVACY PRACTICES

I give Malaga Cove Dental Arts my consent to use or disclose my health information to carry out my treatment and
to receive payment from my insurance.

I give my consent to Malaga Cove Dental Arts to send reminders to my home/or leave messages on my cell phone,
email, voice mail/answering machine regarding dental work, appointments, billing or any other information.

I understand I can revoke my consent at any tlme, as long as I make my request in writing except for information
already used or disclosed information.

Malaga Cove Dental Arts has my permission to perform all treatment diagnostic, preventive and therapeutic for
necessary proper dental care. I can request a copy of the Notice of Privacy Practices - available upon request.

Print Patient Name Signature Date

lgive Malaga Cove Dental Arts permission to share any of my information regarding existing and future dental work,
billing and appointments with the following:

Name:

Name:

Signature: _
Patient, parent or legal guardian

Relationship:

Relationship:

FINANCI L POLICY OFFI C E POLICY

- Your insurance is a contract between you and your insurance company,we are not a part of that contract. I\rost
insurance companies pay a percentage of the cost, you are responsible for what insurance does not cover. We ask
that you provlde all insurance information and we will submit claims to your insurance as a courtesy to you.
- I understand that I am financially responsible for any outstanding balance for services provided that are not fully
covered by insurance, and may be billed for this remaining balance. I consent and agree to be financially responsible
for payment on myself and on behalf of my dependants (if any)
- I hereby authorize the Assignment of Benefits to Michael R. Simon DDS, dba Malaga Cove Dental Arts.
-lf you have insurance, you are responsible for your estimated patient portion at the time service is rendered.
-lf you do not have insurance, payment in full is due at the time service is rendered.
- I agree to pay all collection costs, interest and reasonable attorney fees in the event this account of any future
account of mine/ours is tumed over to our attomey or collection agency.

I authorize the dental office staff to perform any necessary dental services that I may need during diagnosis
and treatment with my informed consent. lt is my responsibility as the patient to inform the dental office of
any changes in my health status, insurance coverage and contact information.

TO AVOID A CANCELLATION FEE A 48 HOUR NOTICE IS REOUIRED

Date:



Dr. Michael R. Simon DDS/Malaga Cove DentalArts
www.michaelsimondds.com

36 Malaga Cove Plaza I Suite 310 . Palos Verdes Estates, CA 90274

malagacovedentalarts@gmail.com

(31 0)3754888

II,EOICAL HISTORY FORM

Patlent Nrmo:
Llrl Firut Ml Pl€Lnod Name

Plesse tata a moment to l€l u. know aboul your m.dicaland d.nlalhl3tory to w€ mry ssrw you morc efl€cllv€ly 6nd in a way lhal walchos out lor your ovorallhsallh and woll-b6ing

\.y'ithin th€ past yea., hat6 th€fe be€n any dranges in your general hsain?

What is the dale (or approximate dab) of your last medlcalexam?

Your Primary CsrB Physidan's name, address. & phorl3 numbec

Please mark any ol tho following to lndlcato YES ln reaponro to tho quoltlon:

f| Are you o-rnently under lh6 care of a physician du€ to a spscifc condition?

E Ha\,E you been hospnalized wihin tle last 5 years due to a surg€ry or illness?

n Are you or,rendy takjng any prescriplion or nonfrescriplion medications?

n Do you use tobacco (smoking or ch€wing)?

n Do you have any oth€r conditions, diseases, etc., nol listed abor6 lhat we should be aware on

ll any ol lh6 pr€vious qu63tlonr are maftod, pl6at6 eslaln

Ittal is u€ raasm tor your dontal visit loday?

when wa! your la6r visir lo th. denlisl (tf lo 6 difi8r€nl otfc.)?

whal w.a dons on your latl d.ntal vi6it (il to 3 dlflerent offlc.)?

Pnor D€ntilt. nam€, ad&c!s, E Phona numbd:

Pleaso chock box .ny o, the tollowlng to indlcrto Yes ln rcaponao to lny o, the quoatlons:

! Do your gums bleed when you brwh o. foss?

E Do your teeth experience sensitivity lo cold or hol temperatureg?Sweet foods or pressure?

E tue any of your teeh ql,rently causing you pain?

! Do you gdnd your belh (either consciously or during slEepP

! ere any of your teeth loose, orare you concemed .bout any teeth loosening?

E Do you oJnently hav€ any denlal implants, denlur6s. o, panials?

E Halo yoo eve. had complicaliiros following &ntal tseabnenl?

E Your cuner{ dental h€alth: (G@D / FAIR / POOR)

! Do you have fears about going to th€ dentist?

! Have you erer had gum treatDenu gum surgery?

! Do you no.r or harre you ever exparienced paid di6comforl in youriaw join0 GMJ/TMD)

E Do you like yoursmlle?

n Are you happy with the apperance o, your leqth or old dental work?

l, any ol lns Pravk u! qu.slbn! ar€ matid, P1...6 exPldn:

lr you could ch.n€e anyuiog .Dool ydrr mouul, l€eh. or 3ft116. wMl would il b.?



WOMEN ONLY: Are you 9r€gnann I Y6!, etrql is lho du€ dater-

Ar0 you allergic to any ofthg tollowing?

EAspidn ! coaelr

E Tetracydine !o+e
! oental Anesthet cs ! erymomycin ! t-atex ! eenicffir

lf OTHER plsass llst

Pleas6 ll.r 6I cllr€nt M.dlcrrioos:

Pleaso check box It you havs oxpo encgd any

! enr+o

! enemta

E Bbod Disease,/ Hemophila

n cancer/ chemotErapy

! DizzlnEss/ Fainting

! Gtaucoma

! ruaoaares

! Heart Murmur

E HerpeY Fe\,/er Bliste6

E Jaundice

! Lupus

! Muttipte Sderosis

!ros
! Pacemaker

n Radialion Treatnent

[ ruterrnarm

E Sinus Problems

I srrote

f] Tuberqtosis

ot the lollowing:

E Abohou Drug Abuse

I erttritis

E Bbod Transtusion

E Congenilal Hean Oehct

E Epilepsy/ Seizures

E Growths

E Head lniubs

E Heart Vatve ReplacemenUHeai Surgery

E High Blood Pressure/ Low

I xitney oisease

E Mental Disorde6

[ ruzo

E Ostsoporcsis/ Pagets Disease

I eregnancy

E Resplratory Problems

E Shinghs

I srcvw

! tating L,tedications

! runos

! eltergies

! Artificiat Joints/ vatves

n Breathing Ditro,lty/ Emphysema

! uauetes

! Excessh,/e Bleeding

! uay rever

E Heart Disease/ Hea.t Attack

! xepatlis

! uvrnros

! Li\,er Diseas€

E Mfuatvatue Protapse

n Nervous Disorde6

! oner

! Psydrlatric Treatnent

fl Rheumatic Fever/ Scarlet Fe\€r

fl sic*r cet oisease

E Slomadr Problems/ Colitjs

! Thy.oiij Problems

! utcers

Pleas€ llll any oherh.alth isBuer lhEt yo''l may haw:

Do YOU REOURE Al{TlBOnG PrcR TO IrE[rAL TREATITEXm O Yes O No

How rrequently do you brush youl teeth?

!s1+1aoay !Twiceaday !onceaaay I weeoy E s"uo,

TO THE BEST OF MY KNOV\I!EOGE, ALL OF THE PRECEDING INFORMATION IS TRUE AND CORRECT, IF I EVER I]AVE A CHANGE IN MY HEALTH, I WLL INFORM THE

OFFICE AT MY NEXT OENTALAPPOINTMENT WTHOIJT FAIL, PATIENT SIGMTURE

- 
oFFEE USE oNLY- OTFF|CE USE ONLY-4FF|CE USE ONLY -__-_noFF|CE USE OI{LY_______roFF|CE USE ONLY _

Dodors Comm.nls:_
I vedally r€viowed lhe m€dlcau dental {nformation abov6 with rhe pEtlenl nam€ herein Dr. tniUat3:

I IIAVE READ MY MEDICAL HISTORY OAfEO AND CONFIRMEO TI]"AT IT STATES PAST AND PRESENT MEOICAL CONOITIONS.

I HAVE READ MY MEDICAL ITISTORY DATED ANO CONFIRMED THAT IT STATES PAST AND PRESENT MEDICAL CONOITIONS

Oal€:

SIGNATURE


