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I' Patient Information Sheet 

Chart#--~- Dato ____ _ 

PATIENT 
First Na~: ___________ Last Name: ________________ Int. __ _ 

~x: MaI8/Fer:;,;I. 

Aa<l/ess: A;ltl __ _ 

CiTf _________________________ State: _______ Zip: ___ -:---:--_.,-

H6rr1a Phone ( __ ) ______________ Work Phone: ( __ ) __________ _ 
8..:1 : 

Soc Sec. DLM __________ Dale 01 Birth: ________ AQe _____ _ 

RESPONSIBLE PARTY (IF NOT PATIENT) 
First Name: ___________ Last Name: _________________ Int. __ _ 

Sex: Ma;elF emote 

Address : Api' __ _ 

Ci~ ________________________ _ 
State: _ ______ Zip: _____ _ 

"ome Phone ( __ ) ______________ Work Phone: ( __ ) __________ _ 
8 Xl , 

Sec Sec. ________ _ DLM ___________ Date 01 Birth: ________ Age: _____ _ 

Relationship to Patient: ____________________________________ _ 

~--------------------------------------------------.-------------------------------------
EMPLOYMENT& CREDIT INFORMATION (_ Patient __ Responsible Party) 
Emptoyer : __ .".--__________________________________ _ Position: ___________ _ 

How Long? _______ _ 

City _________________________ -:--___ _ State: _______ _ Ztp: ____ _ 

hO,AE ' __ _ Owned _____ Rent How long? _________________ ..:.-. _______ _ 

Previous Address: 

I am aware that by signing below I certify that l:illinformation Is complete and correct. Emmanuel N. Pacia, D.D.S. may 
veritl this Information from which ever sources ~ deems necessary (Including but not IIm~ed to credit reports) and may provide 
others with Information regarding your credit history (or the cr,edlt report) to the extent parmttted by law, This Is your 
authorization for Emmanuel N. Pacia, D.D.S. to verity credit history. ' 

Signature 01 Patient Signature ot'R~ponalble Party 

TO BE COMPLETED BY OFFICE STAFF ONLY 
::O'/ERAGE: _______ DENTI·CAL --------- INSUAA'<CC ---___ CASH _____ PREPAIO ___ _ 

;:>'ep .. dPt."OI P\"'o< ,''"'''''''co Ca",., ____________________ Policy' _______________ ---".:...----' ___ _ 

?~~ --------------------
Cov.,.~ CI UWlliIy Vtli1\.d by ______________ _ 

Aw<~.,;J by:-_________ 0 •• : ____________ _ 

',I , 

~. '. 



HEALTH HISTORY 
HISTORIA DE SALUD 

PATIENT NAME ________ ~----------

CHART NO. OFFICE 

Date of Birth Sex'<" H·.fght~ Weight ... ;'~_ 

INSTRUCTIONS 
Answer all questions and fill inbfanfCspaceswhen indicated. Answers 
to the following questions· are for our· records- only and wilt be 
confidential. 

, Are you In poor health ...... . ...... ... .... .. .... • ..•. 

2 Has tnere been any cnange in your general h,aItI't 
within th, past yeat .' 

:1 My last phySical was on _____________ _ 

4 Are you now under the care of a pnySician . 
A, If so. what is the condition being treated ______ _ 

5 Tne name and address of my phySician is 

6 h ave you had any senous illness or operation 
A. If so. what was the illness or operation __ -'-___ _ 

7 Have you been hospitalized or had a serious 
Illness within the past five years . 
A. If so. what was tne problem ______ ~ ____ _ 

8 Do you have or have you had any 01 the fOllowing 
olseases or problems: 
A. Damaged heart valves or artificiat heart valves . ... . 
8. Congenital heart lesions or murmurs ...... . . . . 
C. Cardiovascular disease (heart trouble, heart attaCk. 

coronary insufficiency. coronary occlusion, high 
olcod pressure, arteriosclerolis. stroke) ... ..... .. . 
') 00 you have pain in ch,st upon exertion ...... . . . ..... . 
2) Are you ever shOrt 01 breath after mild exercise . . .... . 
3) 00 yoUr,ankles swell . . . . . . .. ... ... . .. .... ....... .•. . 

4) 00 you get short of breath when you lie down, or 

do you require extra pillows wilen you sleep .. .. ... ...... •.. . . . 
5) 00 you have a cardiac pacemaker. . . . .. ....... .. . ...... . 

O. Allergy. . . ...... . .•... . . . . . . . 

YESISI 

E. Sinus trouble ... .... .. .. ..... .. ... . .. . . ........ ... ... . . . . . . ... __ _ 
F Asthma ... .. . . . . . . .. . . . ..... ..... ... . . .. .. . .... . . __ _ 
G. Hives or skin rash .... . .... • .... .... ... . . . •.. .•.. ... .. . . ...... __ _ 
H. Fainting spells or saizur, •............ " . ....• . .. . . '; .•... ....... __ _ 

DiaDetls .' 
1) 00 you have to urinat' (pass watat) more than 

6 times a day. . . . . . . . . . . . . . . . . ....... .. . 
2) Are you thirsty much of tne time ..•........ . ... ..... ..... .. . ... 
3) Does your mouth frequently bec.ome dry . ........ . . .... •... .. ... 

J, Hepatitis. jaundice or liver dise_ ...... . ..... .. . ... ........... .. _ 
K. Annritis . .. . . ...... • . ...... .... . ... .. ...... . ............... __ 
L Inflammatory rneumatism (painful, swoIleiI Joints) ...... .... . . . . . . . . . __ 
M. Stomacn ulcers ...... : . ...• •..•.• , " .••..••••.•• , •.•••••••..•• __ _ 

N. Kidney troubl' .... .. .. . . .....• ' •... . .. .. . . • • : •... . .... .. •.•• .. '. __ _ 

O. Turberculosis . . . .. . ... ...... ..... .. . .... . .. ..•.. . .... . 

p Do you have, a persistent cough Of cough up bloo4 .... . ........... . 
Q. Low blOOd prlssure, . . . • ............ , ..•..• . .. ; . ' ......••....... 

R. Venereal dise ... . .... ..... . .. .. ................. .. .......... . 
S Do you nave prosthetic nip or joint proathNia, imPtama. bone 

plates or screws ...... .. . ... ..... .. ........ .. .......... . ..... . 
If ~ what~ ______________________________ ~ __ _ 

9. Have you had abnormal bleeding associlNd wit!'I' previous 
elClractions, surgery, or trauma ................ , . . . . • • . . . . . . . . . . . . .. __ _ 
A. 00 you bruise easily .. ...... .......... .. . : .. .................... _. __ 

B Have you evllr required a blood transfusion .. ............. ~ .. . ...... ___ _ 
If so, explain the Circumstances _________ _ 

10 . 00 you have any blood dIsorder suCh u anemia .. . . . . . . . . . . . . . • . . . • . . __ _ 
, 1 Have you I'Iad surgery or x·ray treatment for a tumoc" 

growth . or other condition of your mouth or lips .. .... .•.......•.••.•.. __ _ 
~ 2. Are you taking any drug or medicine . . . . . . . . . . . . . .. . . . . .... __ Itso. what ____________________________________ _ 

NOMBRE DEL PACIENTE __________ _ 

DATE 

INSTRUCCIONES 
Conteste todas las preguntasyllene los espacios en blanco cuanc::: ~:, 
indique. Las contestaciones' a nuestras preguntas son unicamente ::lad, 
nuestros archivos, y se consideran estrictamentEJ confidenc l ale~ 
NO 

1. Esta mal de salud 

2. Ha habido cambio de su saluo ourante el ultimo anc 
pasado 

3. Mi ultimo examen mediCO fue en 
4 Esta an ora bajo atenClon meoica 

A. Si as asi. Que enfermedad se esta c"ranoo ___ _ 

5 EI nombre y domicillo de ml medico as 

6. Ha tsnido alguna enlarmedad sena u 'operation 
A. Si 85 asi, Que enfermedad 0 operacion _______ _ 

7. Durante los ultimos CInco (5) anos ha 5100 

hospitalizado 0 "OIdo una enfermeaad se"a 
A. Si contesta afirmauvamenl8 expliQue 

8. Tiene 0 ha t'nido alguna de las $Igulentes enrermaCa.ld 
o problemas: 

A. Valvulas del corazon danadas 0 valvulas aniticlales ~e ' :~ . .., 
B. Lesion cardiaca congenita 
C. Enlermedad cardiovascular (enlarmedaa oel cora!or 

. insuficiencia cardiaca. oclusion coronaria . alta 
presion artenal. anenosclerosls. sincope) 
1) Tiene algun dOlor en aI pechO cuanoo nace al; .c 05'". 

2) Despues de hacer algun ejerciClo Slente tanar e e· , . 
3) Se Ie hinchan los tobillos 
4) Cuando se acuesta Sierlte Que Ie lalta alfe .,a:a ';~; 

o Ie faltan mas aimohaaas cuanoe auerme 
5) Tiene un marcapasos cardiaco 

D. Alergla 

E. PrOblema de sinusitis· 
F. Alma 
G. Ronchas 0 sarpullidO 

H. Desmayoa y sUdores 0 ataQues 
I. Diabelis 

1) Orina usted mas de seis vecu 
por dia 

2) Tiene sed la mayoria del tlempo 
3) Se Ie reseca la bOca frecuentemente 

J. Maleslar Oilioso. hepatitis 0 entermeaaa oel nl<;a~c 
K. Artn!is 
L. Inflamacion rlumatica (coyunturas intlamaoes CO~ ~c ,e , 
M. Ulceras estomacales 
N. Enflrmedad del rillon 

O. Turbenculosis 

P. ' Tos perlistentt 0 tose sangre 

Q. Baja presion sanguinea 

A. Enfermedad's v,ner,a. 
S. Tie"e cader.' 0 cojuntura. prosthetlca. Implan:e S. ~ 

de huese or tOfnillos,' 

Si es asi, Que 
9. Ha 5angrado anormalmente. cuando una extracC lo~ :l~r:a l 

cirujia 0 trauma 
A. Se moretea sli plel !acilmerne· . 
B. Ha requerida transfuSion sanguinea 

Si conlesta afirmiitlvamente expliQue ____ _ 

10. Tiene algun deSorden sangutnso tal como anemia 

11 . Ha teriido clrulia orayea x para tralar algun lumo'. 

crecimleriu, iiotra anfermedad oucal or laOlal 
12. ESIa tomando alguna drega 0 medlclna 

Si es aSI. que esla tomando 



I 

I 
I 

YE:;iISI NO 

. 3 Are yov taking any of tile following: 
A. Antibiotics or sulfa drvgs . . . . . . . . . . . .• ..... .• .... . .• •. .••. 
8. Antico.gul.nts (blood Ihinners) • . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .. __ _ 
C. MediCine for higll blOod plIAU,... . . • . • . . . . . . . . . . . . . . . . . . . . . . . . . . __ _ 

D. Cortisone (steroids) ..... .... .... .. .... .......... . ...... . ......... __ 
E. Tranquilizers: ...... .. ...• ....•... •.... .. • . , .• , . , .• , .. , , ... , . ,. __ 
F. Antillistimine· ... " ..... ,., ... , ... .. .. .. . , . .. ..... " •... " . " ." . __ 
G. Aspirin, .... , ... " ... "", •. "." , •• . ", .. , .• , . • , •.. . · • ....• , •.. __ 
H. Insvlin. tolOutamide (orin.It' Of .irnila, drvg . . , .. , .... , . , . . .. ... • ... __ --_ . . ... . ... . 
I. Oigitalis or drugs lor lie," troullW· . " , , , ... , .... , ..• ' • ... , ..... , . _ . __ 

• . NItroglycerin. . ........ . .•.. ' .' . . , , , .. , , ... , ... : ••• .. .•..• , • ,. __ _ 
K. Oral contraceptive or oltler IIOmIOllllltlerapy " .• ,., .• , •. ,',.,', •• , __ _ 

13. Esta tomando alguno da ios sigulemas 'TIed:camen:cs 
A. Sulfa! 0 antibioticos 
B. Anticoagulantes (adelgazador Slnlluineo) 
C. Medicaminto contra I, alia presIOn 
O. ConisOna (esteroidas) 
e. Tranquiliunt .. : 
F. AntilliSlaminico 
G. Aspirin." 
H. Insulina, tOOultamida (Orin ... ) 0 orogas Slmllares 
I. Oigilalas 0 medieamento. para tlnflrmadades carc:ia:a~ 
J. Nitroglictlrina 
K. AnticonceplM:)a orale. 0 ocra· terapia.lIOrmonat L. Other __________________ _ 

14. Are yOu allergic or have you. re,cted' 
acversely 10: 

LOtro _________ ....;.. ____ _ 

A Local anesthetics , .......... .. ... .... ... , . . ... . , , , .. . , , , , , . • ,. __ _ 
B. ~nicillin or other antibiotics .. . , , . , ' , , , , , , .. , ....... .. . .. . .. .... _. __ 
C. Sulfa drugs ... . .............•••...•...• •. .... . ....... . .... . .. __ 
D. 9arbiturates. sedatives or sleepIng pills . ............ ... . . . . ',' , •.. . __ _ 
E. Aspirin . 
~ IOd ine 
G Codeina or otner narcotics .............. . .......... ... .. • • , •... _. __ 
H. Are yo.; alergie to latex or iubber products. , .. . .. .. , .. ... . . .. , .. .. __ _ 

Other __________ -------------
15. "'ave you had any serious trouble associated with any 

~'9ViovS dental treatment ..... , . . . ....... . . . . .... . . . 
II so. explain __________________ "-__ 

13. Do yov have any dls.,ase. condition. or problem not listed 

14. e. ustad .IIerglco 0 ha reac:cionldO Idversamema a los 
silluientas medicamentos: 
A. Anestesia IOCII 
B. Antibioticos 0 penieilina 
C. Oroga con .ulfal 
O. Barbituricos, sed antes 0 pastiUas para dormlr 
E. Aspirina 
F. Yodo 
G. COdeina 0 ottos narcoticos 

H. Es ustad alergico a latEl)( 0 proouctos de nul a 
I. Alguna otrs . 

15. Ha tenido alSlun prOblema despues de haoer tenido .;' 
tratamiento dental 
51 es . asi expllque 

a~ove Ihal you think I ShOuld know abOut . , ..... . .. . ......... • .....• . __ __ __ 
1e. Tien. ustad alguna ,nfermedad 0 condicion lisica ' 0 al,Jf\ 

problema no enumerado anteriomente Y Que uSled c'9a 
qua yo deba saber 

I~ so. pleas-e explain _____ -..;. ________ _ 

1~. AC8 you employed in any situation which expos .. yOu regularly 
10 x,rays or Ollter ionizing radial ion ........... : ........... .. ... .. . 

13. Ara you waanng contact lenses ....•....• ... . .. .... . .. .. ... .. .... , . 
: •. Have yo.; oeen in sexual cOt'ltI!ct with a~one _ risk for the following: .. 

A. Herpes C. TB 
8. Hepatitis O. AIDS 

;2'). Are you pregnant ... . ..•. . ..•.. ' .' ....••.••............... . .. . . . . • ___ _ 
2' . Dc you have any prOblems associated witll your menstrual period ... .. , . . __ _ 
2.2. A'e yov nursing . ... ... . ....•....... ..•. .••..... .. . ........ .. . . . • __ 
23. Nre~ was your last vist to the Dentist .......................... ..... _________ _ 

F)I!JW UP to Medical HistOIY ODS Only 

5i as asi explique 
17. Esta trabajandO 0 esta en un situaeion donoe esta ~,~_ 0; 

regularmenta I radiollrafias 0 algun olra forma ce r a~ ac:~". 
18. E$ta usando lentes de contaC1O 
19. Ha estado en sexulll contaC1o can alguian con 10 sigU1en:e: 

A) Herpes C) TuberCUlOSis 
B) Hepatitis ; 0) CIOA 

20. Esta ustad encinta 
21 . Tiene algun problema asociado con 'su periodO men s : '~ a · 
22. Esta dando pecllo (amamamt&r) 
24. Cuando lue su ultima visita al dentista 

UPDATE TO MEDICAL HISTORY 
SIGNATURE OF PATIENT 

DATE COMMENTS 

.. 

I ."Ie reoy certify that I have read tne forgOing and have fined oul tnls healln question
naire completely. I have advised you of all medk:al problems 01 wIlien I am aware. Ilur· 
~. er ceMy that I. Ihe undersigned. consenllO lIIe perlonnlng.ol x-rays, examlnallOn and 
W'la tever denlallreatment may be agreed upon 10 be necessaty or adVIsable, 

5:GNATURE OF PATIENT DATE. 
e;:; PARENT IF PATIENT IS A MINOR 

S G:'-IA7URE OF DOCTOR (Firma del Ooctor) 

OR PARENT IF PATIENT IS A MINOR DOS I": ~;'l 

-

Yo por la presente he leldo 10 de arriba y he contestado este euestlonano de S"I.,O ;~1l1 
menle. He dado a conoeer 10doS los Irastomos da que tango coneocimieto. Adan. s 
certifieo que yo. et que flnna, presto ml concentlmento para que hagan el .uso ce r.)?~ 
X. examlnacon 0 eualquler tratamleto dental qua sea de acuerdo 0 aconcejado. 

FIRMA DEL PACINTE FECI-A 
SI MENOR FlAME PADRE 

• f •. 

i 



EMIvLANUEL N. PACIA D.D.S. 
16905 SAN FERNANDO MISSION BLVD. 

Granada Hilt., CA 9.1344 

PATIENT CONSENT FORM 

I understand that I have certain rights to privacy regarding my protected health 
information. These rights are given to me under the Health Insurance Portability and 
Accountability Act of 1996 (HIP AA). I understand that by signing this consent I authorize 
you to use and disclose my protected health information to carry out: 

>- Treatment (including direct or indirect treatment by other healthcare providers 
involved in my treatment); 

~ Obtaining payment from third party payers (e.g. my insurance company); 
» The day-to-day healthcare operations of your practice. 

I have also been informed of, and given the right to review and secure a copy of your Notice 
of Privacy Practices, which contains a more complete description of the uses and disclosures 
of my protected health information, and my rights under HIPAA. I understand that you 
reserve the right to cbange the terms of this notice from time to time and that I may contact 
you. at any time to obtain the most current copy of this notice. 

I understand tbat I have the right to request restrictions on how my protected health 
information is used and disclosed to carry out treatment, payment, and health care 
operations, but that ysu are not required to agree to these requested restrictions. However, if 
you do agree, you are then bound to comply with this restriction. 

I understand that I may revoke this consent, in writing, at any time. However, any useor 
disclosure that occurred prior to the date I revoke this consent is not affected. 

Signed this __ day of _____ , 20_. 

Print Patient Name: 

Relationship to Patient: ____________ _ 

Signature: _________________ _ 

" ' .. 



PACIA DENTAL CORPORATION 
Dr. Emmanuel N. Pacia 
16905 San Fernando Mission Blvd 
Granada Hills, CA 91344 
Phone (818) 368-4661 
Fax (818) 368-1344 
epacia818@aol.com 

TO ALL PATIENTS WITH INSURANCE COVERAGE 

PLEASE READ AND SIGN 

If you have an insurance coverage, it is your responsibility to know the policy and 
guidelines of that company. What that means is, you are responsible to know your 
deductible, c~pay, type of coverage, your benefits and whether or not you need 
authorization to be seen at the office. 

IMPORTANT! If we are an out-of-network provider for your insurance please know that 
your insurance coverage is different than going to an in-network provider. 

With so many insurance policies around: it is virtually impossible for this office to know 
the details of every insurance policy. We will try to help you as much as possible, but 
should your insurance deny your bill, you will be liable for any charges. 

If you have any questions, we will be happy to answer and assist you in anyway. 

Thank you. 

PRINT Patient's Name 

Patient's or Responsible Party's Signature Date 



PACIA DENTAL CORPORATION 
16905 San Fernando Mission Blvd. 
Granada Hills, CA 91344 
Tel. (818) 368-4661 Fax (818) 368-1344 

BROKEN APPOINTMENT AGREEMENT 

In the interest of your good health, our office will reserve appropriate time for your 
appointment schedule. The Doctor may dedieate himself or herself to your quality 
care. 
In the event that you are Dot able to keep the scheduled appointment, we ask that 
you notify our office at least 24 hours in advance. Broken appointments Dot only 
delay your Decessary treatment, but also deny other patients the opportunity for 
treatment. 
'For this reason, there may be a fee of $25.00 for late, broken or failed appointments . 

. ' 

,PATIENT'S SIGNATURE DATE 
OJ- Parent if Patient is a Minor 

" , 


