
WARNER VILLAGE DENTAL 
21516 Victory Blvd   
Woodland Hills, CA 91367 
(818) 884-2700 

        Welcome to our office!       
         THANK YOU FOR COMPLETEING THE FOLLOWING CONFIDENTIAL INFORMATION.   

Please give your DENTAL INSURANCE 
Information or card to the receptionist 

 
Name(Mr. Mrs. Ms. Dr. Rev.)______________________________________________________ Birth date________________ 
 
Home Address__________________________________________________________________________________________ 
 
City__________________________ St.________________ Zip___________  Social Security Number_____________________    
 
Home Phone (      )________________ Work # (      )______________ Ext _____ Cell # (      )_____________________________ 
 
Please circle:  Male    Female    Married    Single    Divorced    Widowed     *Email Address_______________________________        
 
How would you like us to confirm appointments? Home #____ Work____ Email____ Cell______(Carrier_______________)   
 
Whom may we thank for referring you? _____________________________________________________________________ 
Or how did you hear about us? (Circle) Yellow Pages   Relative   Co-Worker   Internet   Walk-In   Other____________________ 
 
Name & number of Emergency contact ______________________________________________________________________ 

 
EMPLOYER  & FINANCIAL 
Person responsible for account: ________________________________________________________ Birth date___________ 
 
Insurance Name_______________________ Subscriber’s Name __________________________ _______________________ 
 
Employer’s Name _______________________________________________________________May we call you at work? ____ 
 

 DENTAL HEALTH & APPEARANCE  
What is the primary concern you would like us to address first?________________________________________________________ 
_____________________________________________________________________________________________________________ 
Approximate date of last dental visit:_______________________ 
Have you ever had any serious problem associated with previous dental treatment?   Yes     No □ 
If so, please explain:___________________________________________________________________________________________________________________________ 
What, if anything, has happened in previous experiences at the dentist that was reason not to return?_______________________________ 
___________________________________________________________________________________________________________________________________________________ 
Do you have any of the following? (circle) 
 

Tenderness while chewing Head, neck or face pain Food catches between teeth Pain when biting 
Sensitivity to sweets Clicking or popping of jaw Tender or bleeding gums Swellings or sores in mouth 
Sensitivity to hot or cold Clinch or grind teeth Missing teeth Snore regularly 

 
If you have missing teeth, have you had them replaced?______ 
If you have had missing teeth replaced, are you happy with the results?___________________________________________________ 
 
Do you feel (or have you ever been told) that you don’t have fresh breath?________________________________________________ 
 
How often do you brush your teeth?_____________How often do you floss (routinely)?_____________________________________ 
 

COSMETIC EVALUATION  
Are you happy with your smile?___________________________________________________________________________________ 
Please rate your smile from 1 to 10   (1= I dislike my smile, 10= love my smile)___________ 
If you could, what, if anything, would you change about your smile?______________________________________________________ 
_____________________________________________________________________________________________________________ 
If you would like an improved smile please check off all that apply: 
 

□ Lighten all front teeth showing □ Rebuild fractures(s) □ Straighten rotation □ Eliminate dark or stained fillings 
□ Lighten single tooth □ Lengthen □ Straighten angulation □ Reduce gum showing in smile 
□ Close spaces between teeth □ Shorten □ Eliminate crowding □ Repair uneven edges 

 
 

                      
                     
                     Chart # 

 
                    



WARNER VILLAGE DENTAL 
21516 Victory Blvd   
Woodland Hills, CA 91367 
(818) 884-2700 

 

 
 
 

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 
* You May Refuse to Sign This Acknowledgement* 

 
 

I, _______________________________________________________, 
*(PLEASE PRINT) 

 
am aware this office follows HIPPA regulations and that I may request a copy of the Notice of Privacy Practices 

 
___________________________________________________________ 

*Signature 
 

__________________________________________________________ 
*Date 

 
PATIENT ACKNOWLEDMENT OF RECEIPT OF DENTAL MATERIALS FACT SHEET 

I acknowledge that I have reviewed a copy of the Dental Materials Fact Sheet dated May 2004. 
 

*Patient Signature_____________________________________   Date___________________ 
 
 
 
 

 

Authorization and Consent  
 
1. To the best of my knowledge, all of the preceding answers are true, complete, and correct.  I hereby 
authorize Warner Village Dental to   take necessary radiographs (X-rays), study models, photographs, 
and any other diagnostic aids deemed appropriate to make a thorough diagnostic of the patient’s 
dental needs.  I also authorize them to perform treatment, therapy or medication deemed necessary by 
the doctor and agreed upon by the patient.  I understand that the use of anesthetic agents or nitrous 
oxide gas embodies a certain risk 
2.  I also understand that responsibility for payment for dental services provided for myself and my 
dependents is mine and is due and payable at the time services are rendered.  There may be addition 
charges for late payments, broken appointments, returned checks and collection cost. 
3.  I understand that it is necessary to give 24 hours prior notice to change or cancel any dental 
appointment in order to avoid a $25 fee for a broken appointment.  For appointments of 2 or more 
hours please give a 48 hours notice. Acknowledged Initials: __________________ 
4 . Insurance. I understand that any insurance estimate given to me by Warner Village Dental are 
estimates and cannot be a guarantee of payment by my insurance company.  I understand that I am 
responsible for the entire balance.  I give Warner Village Dental permission to give my insurance 
company any information that is necessary to process my insurance claim. 
 
Patient or Responsible Party 
Signature:_______________________________________________________Date:_________________ 
 




