
Alice H. Tai, D.D.S. 
525 Bollinger Canyon Way, Suite 103, San Ramon, CA 94582    (925)735-1881 FAX (925) 735-1440 

 
PATIENT INFORMATION  

 
Today’s Date ______________ 
Patient’s Name (Mr. Mrs. Ms.) ________________________ SS# __________________ Birthdate __________ 
Residence Address _________________________________________ Mailing __________________________ 
City ____________________________ State ________ Zip _________ Home Phone (____)_______________ 
E.mail address:_____________________________________   Cell Phone:_____________________________ 
Occupation ________________ Employer ___________________ Business Phone/Ext. (____)_____________ 
Business Address _________________________ City ____________________ State _______ Zip __________ 
Please Circle One: Minor       Single       Married       Separated       Divorced       Widowed 
 
Name of Spouse ________________________________ SS# __________________ Birthdate _____________ 
Occupation ________________ Employer ____________________ Business Phone/Ext. (____)____________ 
Business Address ________________________ City _____________________ State _______ Zip __________ 
Responsible Party if Patient is a Minor ___________________________ Relationship to Minor _____________ 
Address (Home/Business) ______________________________ Phone (Home/Business) (____)____________ 
Name, Address and Phone of relative NOT living with you: _________________________________________ 
_________________________________________________________________________________________ 

INSURANCE INFORMATION 
 

Insured’s Name __________________________________ Insured’s SS# _____________________________ 
Insurance Company __________________________________ Group No. _____________________________ 
Insurance Co. Address ____________________________________ Phone # (____) ____________________ 
     ___________________________________ 
Is policy connected with your union?  If yes:  Name of Union _________________________ Local No. ______ 
 
Do you have dual coverage?  If yes:  Please complete the following secondary insurance information 
Insured’s Name __________________________________ Insured’s SS# _____________________________ 
Insurance Company __________________________________ Group No. _____________________________ 
Insurance Co. Address ____________________________________ Phone # (____) ____________________ 
     ___________________________________ 
Insured’s Employer _______________________________________ Phone # (____) ____________________ 
 

DENTAL HISTORY 
 
Referred By ___________________________ Your Dentist _________________________ How Long? ______ 
Your Previous Dentist _____________________________________ City ______________ How Long? ______ 
When was your last cleaning by a Hygienist? _______________________ Cleanings per year? ____________ 
How often do you brush? ______________________ Floss? _____________ See your Dentist? ____________ 
 
DO YOU OR HAVE YOU EVER HAD: (Circle) 
1. Head or neck injuries  Yes/No  8. Orthodontic treatment    Yes/No 
2. Sore or sensitive teeth  Yes/No  9. Periodontal Disease (Pyorrhea)   Yes/No 
3. Bleeding gums   Yes/No          10. Trouble Opening/Closing your jaw   Yes/No 
4. Grind or clinch teeth  Yes/No          11. Sores on lips/mouth that are slow to heal  Yes/No 
5. Difficulty Chewing   Yes/No          12. Bleeding or slow healing after an extraction Yes/No 
6. Anxiety of dental treatment Yes/No          13. Dissatisfaction w/appearance of your teeth Yes/No 
7. Reaction to “Novocaine”  Yes/No          14. When was your last dental x-ray taken? __________ 



MEDICAL HISTORY 
 

Your Physician_______________________________________Type_____________________How Long_______________ 
Office Address__________________________________________________Zip_______________Phone_______________ 
 
DO YOU HAVE OR HAVE EVER HAD (circle)   25.  A stroke……………………..…………………. Yes No 
 1.  Hospitalization for illness or surgery………… Yes No  26.  Shortness of breath on mild exertion……….. Yes No 
 2.  Any allergic reaction to:     27.  Chest pains on mild exertion………………… Yes No 
  a.  aspirin………………………………….. Yes No  28.  Hives, skin rash, hay fever…………………... Yes No 
 b.  penicillin……………………….………..Yes No  29.  Asthma…………………………….…………... Yes No 
 c.  erythromycin…………………………... Yes No  30.  Emotional problems or tension…………...…. Yes No 
 d.  tetracycline……………………………. Yes No  31.  Psychiatric treatment…………………………. Yes No 
 e.  codeine………………………………… Yes No  32.  A tumor or abnormal growth…………….…... Yes No 
 f.  sedatives, sleeping pills (barbiturates) Yes No  33.  Medical radiation treatment………………….. Yes No 
 g. dental anesthetic………………………. Yes No  34.  Glaucoma………………………………...…… Yes No 
 h.  any other medication…………………. Yes No  35.  Contact lenses………………………………… Yes No 
 i.  latex gloves…………………………….. Yes No  36.  Prostate disorders (if male)………………….. Yes No 
 3.  Hepatitis………………………………………… Yes No  37.  Blood transfusions……………………………. Yes No 
 4.  Jaundice (yellow skin and eyes)…………….. Yes No  38.  Substance abuse (alcohol, drugs, IV drug)... Yes No 
 5.  Epilepsy………………………………………… Yes No  39.  Immune deficiency syndromes (HIV, AIDS).. Yes No 
 6;  Arthritis…………………………………………. Yes No  
 7.  Venereal disease……………………………… Yes No  ARE YOU 
 8.  Rheumatic fever……………………………….. Yes No  40.  Presently being treated for any illness……... Yes No 
 9.  Scarlet fever……………………………………. Yes No  41.  Taking any medication regularly now or within 
10.  Anemia or other blood disorders……………. Yes No          the past year……………………………… Yes No 
11.  Prolonged bleeding due to a slight cut………Yes No  42.  Aware of recent change in general health … Yes No 
12.  Kidney disease……………………………….. Yes No  43.  Aware of any recent weight change…..……. Yes No 
13.  Diabetes……………………………………….. Yes No  44.  Often thirsty…………………………………… Yes No 
14.  Stomach or duodenal ulcer………………….. Yes No  45.  Urinating more than six times per day……… Yes No 
15.  Liver disease………………………………….. Yes No  46.  Often exhausted and fatigued………………. Yes No 
16.  Tuberculosis…………………………………... Yes No  47.  Subject to frequent headaches……………… Yes No 
17.  Emphysema…………………………………… Yes No  48.  A smoker…………………………………….… Yes No 
18.  Thyroid or parathyroid disorders……………. Yes No  49.  Generally a nervous person……………….… Yes No 
19.  Heart trouble……………………………………Yes No  50.  Often unhappy and depressed……………... Yes No 
20.  Heart murmur…………………………………. Yes No 
21.  Arteriosclerosis……………………………….. Yes No  IF FEMALE, ARE YOU NOW: 
22.  High blood pressure………………………….. Yes No  51.  Pregnant……………………………………….. Yes No 
23.  Low blood pressure……………………………Yes No  52.  Taking birth control pills or other hormones.. Yes No 
24.  Excessively swollen ankles………………….. Yes No  53.  Presently in the menopause (change of life). Yes No 
25.  Taken Phen-fen………………………………. Yes No  54.  Past menopause……………………………… Yes No 
 
PLEASE EXPLAIN FULLY ANY YES ANSWERS ABOVE 
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
IF THERE ARE ANY CHANGES IN MY MEDICAL HISTORY, I WILL NOTIFY THE DENTIST 
 
PATIENT’S SIGNATURE_________________________________________________________DATE_________________ 
 
Reviewed by_______________________Date____________ Reviewed by_______________________Date__________ 
        _______________________       _____________                         _______________________        __________ 
                    _______________________       _____________                         _______________________        __________ 
                    _______________________       _____________                         _______________________        __________ 



Alice H. Tai, D.D.S. 

Periodontics 

525 Bollinger Canyon Way, Suite 103, San Ramon, CA  94582 (925) 735-1881 FAX (925) 735-1440 
 

Thank your for choosing us as your dental health provider.  We are committed to your treatment being 
successful.  Our aim is to provide each patient with the finest periodontal care in a professional environment that 
inspires trust and confidence.  Our Periodontal office is a business that must be managed efficiently if we are to 
continue serving our community with quality periodontal care.  Our fees are fair and reflect the care and 
expertise with which we treat each patient. 
 

INSURANCE 
 
As a courtesy to you, we accept assignment of insurance benefits from most insurance companies.   All 
insurance companies will be processed through our office on a company by company basis.  At the time services 
are rendered, the deductible, estimated patient portion and any uncovered services will be due.  Any patient 
portion remaining after insurance has paid, above and beyond what we estimated, is due and payable upon 
receipt of your initial statement.  Your insurance policy is a contract between you and your insurance company.  
Patients who carry dental insurance should remember that all dental services performed are charged directly to 
the patient and not the insurance company.  We do accept Visa, Master Card, or Discover Card by phone for 
your convenience.  All patients with insurance are fortunate, as it will help offset their investment.  We are happy 
to assist you in maximizing your insurance benefits without compromising our standard of care for you. 

 

INSURANCE ASSIGNMENT RELEASE 
 
I understand and agree that I am responsible for the payment of all treatment fees on my account.  If my 
insurance company fails to make payment within 90 days, I will be responsible for the full amount owed to Alice 
H. Tai, D.D.S.  I understand that after the insurance company pays Alice H. Tai, D.D.S. there could still be a 
balance remaining, for which I am responsible.  My signature on this form constitutes signature on file.  This 
enables this dental office to submit my insurance forms for me without my signature.  I hereby instruct and direct 
my insurance company, or if I have dual coverage, both of my insurance companies to pay by check made out 
and mailed to Alice H. Tai, D.D.S.  If my current policy or policies prohibit direct payment to Alice H. Tai, D.D.S., I 
will pay in full at the time of treatment and hereby instruct and direct my insurance company to make the check 
out to me. 

 

PAYMENT OPTIONS and ACCOUNT INFORMATION 

 
To keep our fees from rising considerably and to minimize the expenses of billing and bookkeeping, we offer our 

patients several payment options.  We ask that all accounts be paid at the time services are rendered.  If a 
statement becomes necessary, and the balance is over 30 days, a billing fee will be charged at the rate of 1.5% 
per month, or $5.00, whichever is greater.  In the event we receive a returned check for insufficient funds or a 
closed account, there will be a $35.00 fee charged to your account.  Collection fees of 35% of the account 
balance will be added to any balance turned over for collection purposes. 
We accept:  cash, personal check, cashier check, Visa, Mastercard, and Discover Card 
We also offer an extended payment plan with prior credit approval  
 

APPOINTMENTS 
 
Your appointments are scheduled to respect your time.  We reserve a significant amount of time and a specific 
room for your care, and make every effort to see you at the appointed time.  We appreciate your promptness and 

consideration in not changing your reserved time.  However, if you must change an appointment, a 48 hour 

notice is expected.  A fee may be applied for short notice or missed appointments. 
 

Our main purpose for having policies is to keep our patients informed of their choices and obligations.  We want 
to serve your dental needs and handle the business aspect through a clear understanding by all parties involved.  
If you have any questions, we are always willing to answer them in person or by telephone.   
 
I have read, understand, and agree to the above office and financial policies. 
 
____________________________________________  _____________________ 
       SIGNATURE OF RESPONSIBILITY PARTY    Date   
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