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(619) 4d5-4s40

Fax (61.9) 473-8625

THE OFFICE OF REX E, GRTZZLE D,D,S, F,A,G,D,

W e  a r e  d e l r g h t e d  y o u  h a v e  c h o s e n  o u r  p r a c t i c e ,  a n d  l o o k  f o r w a r d  t o  h e l p r n g  y o u  w l t h  y o u r  d e n t i s t r y  f o r

m a n y  y e a r s  t o  c o m e .  W e  f e e l  t h a t  e v e r y  p a t i e n t  i n  o u r  p r a c t i c e  d e s e r v e s  t o  h a v e  a  s m i l e  t h e y  c a n  b e
p r o u d  o f  W e  a r e  e x c i t e d  t o  o f f e r  o u r  p a t i e n t s  a  u n i q u e  p r o g r a m  w e  c a l l  L i f e t i m e  B l e a c h i n g .

W h e n  y o u  c o m e  t o  o u r  o f f i c e  f o r  y o u r  i n i t i a l e x a m i n a t i o n  a n d  c l e a n i n g  w e  w i l l  p r o v i d e  y o u  w i t h  c u s t o m
b l e a c h i n g  t r a y s  a n d  m a t e r i a l s  f o r  a  o n e t i m e  e n r o l i m e n t  f e e  o f  S 9 9 . 0 0  T h e n ,  a t  e a c h  s i x  m o n t h

p r e v e n t t v e  v i s i t ,  w e  w i l l  g r v e  y o u  a  c o m p l i m e n t a r y  t o u c h  u p  k i t  o f  b l e a c h i n g  g e l  T h i s  e n s u r e s  t h a t  y o u
' a , ' t l  h o  r h r o ' n  l z o o n  r , 6 1 r r  I p p l h  h r i p h t  a n d  b e a U t i f U l  f O r  l r f e t' \ r r H  

t v s '

w e  a s K  I n  r e l u r n  1 5 :

Y o u  k e e p  y o u r  s i x  m o n t h  p r e v e n t i v e  v i s i t s  c u r r e n t ,  Y o u r  l o n g  t e r m  d e n t a l h e a l t h  r s  a s

i m p o r t a n t  t o  u s  a s  i t  i s  t o  y o u .  O u r  p a t i e n t s  h a v e  f o u n d  t h a t  t h e s e  s i x  m o n t h  v i s i t s  h e l p

g r e a t l y  r e d u c e  e m e r g e n c i e s .  T h a t  i s  w h y  w e  a r e  h a p p y  t o  p r o v i d e  t h i s  e x t r a  b o n u s  f o r  o u r
pa t ien ts  who are  commi t ted  to  the i r  denta l  hea l th .

r  Prov ide  a t  leas t  48  hours  no t ice  i f  you  need to  cance l  o r  change an  appo in tment .  ln  o rder

t o  p r o v i d e  e x c e p t i o n a l  s e r v i c e s  l i k e  L i f e t i m e  B l e a c h i n g  t o  a l l  o u r  p a t i e n t s ,  w e  a s k  t h a t  y o u

g i v e  u s  t h e  c o u r t e s y  o f  a d v a n c e  n o t i c e  f o r  s c h e d u l e  c h a n g e s .

W e  a p p r e c i a t e  t h e  o p p o r t u n i t y  t o  s e r v e  y o u ,  a n d  l o o k  f o r w a r d  t o  s e e i n g  y o u r  b r i g h t  s m i l e  f o r  m a n y

r  ears  !o  come I

l u n d e r s t a n d  t h e  L i f e t i m e  B l e a c h i n g  p r o g r a m  r e q u i r e m e n t s ,  a n d  w o u l d  I i k e  t o  e n r o l l

S i q n p d D a t e

' Y o u r  L i f e t r m e  B l e a c h i n g  m e m b e r s h , p  i s  v a l i d  a s  l o n g  a s  D r .  G r i z z l e  r e t a i n s  h i s  p r i v a t e  p r a c t r c e  i n  d e n t i s t r y

Alr

t

28914 Oid Hwy. 80, Suite 104 o Pine Valley, CA9I952
Email rgrizzle@cox.net



We are complimented that you have selected us to provide dental care for you and your family.

Patient Information
Date What are your hobbies and interests?

Palient's Name

Address

Home Phone
Str€st

C e l 1 # Birthdate
Stale

Social Security #

lf patient is a minor, give parent's or guardian's name

Whom mav we thank for referrinq vou to our office?

Name ol nearesl relative not living with you

Complete Address

Responsib le lnformation

How long at this address

(if less than a y.urr) 
Si;;;i

Relationship to Patient

Insurance Information
lnsured's Name Insured's Soc. Sec. #

Insurance Company Group No.

Insurance Co. Address Ph .  #

ls policy connected with your union? Yes No - Name of Unlon Local No.

Do you have dual coverage? Yes - No -if yes: Please complete the following secondary insurance inlormation.

Insured's Name lnsured's Soc. Sec. #

Insurance Co. Group No. Local No.

Insurance Co. Address Ph. #

Ph. #Insured's Employer

Dental Information

Do your gums bleed when you brush? Yes_ No_

Are your teeth sensitive to heat or cold? Yes - No - Pressure Yes_ No _ Sweets Yes _ No_

Do you grind or clench your teeth? Yes_ No_

Do you have any lear of dental work? Yes_ No_

What was done at that time?

How would you describe your current dental problem?

How do you feel about the appearance of your teeth?

D l o a c a  n n m a l ^ t ^  h ^ ^ t .  ^ ^ ^ ^



Medical lnformation

Physician's Name Phone No.

Address

It yes, please list:

6. Are you sensitive or
lf yes, please list:

7. Indicate which of the lollowing you have had or have al present. Circle !es" or'no" to each ilem.

Heart Fai lure...  . . . . .YES NO Art i f ic ial Joints (hip, knee, etc.). . . .YES NO
Heart Disease or At1ack... . . . . . . . . . . .YES NO Kidney Trouble .. . . . .YES NO
Angina  Pector is  . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO Ulcers  . . . . . . . . . . . .  . . . . . .YES NO
Congenital Heart Disease .. . . . . . . . .YES NO Diabetes .. . . . . . . . . . . . .YES NO
Heart Murmur. . . . . .YES NO Thyroid Problems .. . . . . . . . . . . . . . . . . . . . . . .YES NO
High Blood Pressure .. . . . . . . . . . . . . . . . .YES NO Glaucoma .. . . . . . . . . . .YES NO
Ar ter iosc le roses  . . . . . . . . . - . . . . . . . . . . . . . . . .YES NO Cancer . . - . . . . . . . - -  . . . . . .YES NO
Mitral Valve Prolapse .. . . . . . . . . . . . . . . . .YES NO Emphysema .. . . . . . .YES NO
Arl i f ic ial Heart Va|ve... . . . . . . . . . . . . . . . . .YES NO Chronic Cough .. . . . . . . . . . . . . . . . . . . . .- . . . . .YES NO
Hearl Pacemaker.. . . . . . . .- . . . . . . . . . . . . . .YES NO Tuberculosis . . . . . . . .YES NO
Heart Surgery. . . . . .YES NO Asthma .. . . . . . . . . . . . . . .YES NO
Rheumatic Fever . . . . . . . . . . . . . .- . . . . . . . . .YES NO Hay Fever . . . . . . . . . . . .Y8S NO
Arthri t is.. . . . . . . . . .  . . . . .YES NO Allergies or Hiv€s .. . . . . . . . . . . . . . . . . . . . . . .YES NO
Rheumatism...  . . . . .YES NO Sinus Trouble.. . . . . . .YES NO
Corl isone Medicine .. . . . . . . . . . . . . . . . . . .Y8S NO Radiat ion Therapy..-. . . . . . . . . . . . . . . . . . . . .YES NO
Drug Addict ion .. . . . . . . . . . . . . . . . . . . . . . . . . . .YES NO Chemotherapy .. . . . .YES NO
Stroke... . . . . . . . . . .  . . . . .YES NO Hepati t is A ( infect ious) . . . . . . . . . . . . . . . .YES NO

B. When you walk up stairs or take a walk, do you ever hav€ to stop because of pain in your chest,

l f  yes, please l ist:

NO
NO
NO

NO
NO

NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO

NO

NO

NO

I authorize the use of my radiographs or pholographs for use in seminars or publications of this dental office
Patient Signature _

Parent or Responsible Party Relationship to Patient

Date

FOR WOMEN ONLY:
Are you pregnanl? O Yes, what month? O No Are you nursing? 0 Ves 0 No Are you taking birth control pills? Cl Yes O tto

I undersland th€ above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all questions truthfully
and lo the best of my knowledge.

Patienl Signature

CONSENT:
1. The undersigned hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor

to make a thorough diagnosis of the patient's dental needs.
2. I also authorize doctor to perform all recommended trealrnent mutually agreed upon by me and to use the appropriate medication and therapy

indicated for such treatmenl in connection with (name of patient) I understand that using anesthetic
agenls embodies a cerlain risk. Furthermore, I authorize and consent that doctor choose and employ such assistance as deemed fit to provide
recommended lreatment.

3. I undersland that all responsibility for payment for dental services provided in this office for myseli or my dependents is mine, due and payable at
the time services are rendered unless olher arrangements have been rnade. In the evenl payments are noi received by the agreed upon dates, I
understand that a 1 - 1/27"finance charge (18% APR) may be added lo my account.

4. I understand that where,appropriate, credit bureau reports may be obtained.
5. I understand that i( is my responsibility to advise your office of any changes in the information contained on this form.

Patient Witness-

FOR OFFICE USE: Reviewed bv Dr.

Date

Date



The Off ice of Rex E. Grizzle, D.D.S.,  F.A.G.D.
ln order to serve you better snd give you the indiv idual

qt tent ion you deserve, please check the oppropr iate responses

I  have  a  f ea r  o f  -  |  have  conce rns  abou t :

_ E x p e r i e n c i n g  p a i n

_ N o t  b e i n g  n u r n b

_Need  l es

_Unnecessa ry  o r  w rong  t rea tmen t

_Gagg ing

_ L o s i n g  c o n t r o l

_ H a v i n g  s o m e t h i n g  p u t  o v e r  m y  m o u t h

_ t l e i n g  s c o l d e d  o r  m a d e  t o  f e e l  a s h a n r e d

_ C a t c h i n g  a  d i s e a s e

__Los ing  my  tee t i r

_ H a v i n g  t o  w e a r  a  d e n t u r e  o r  p a r t i a l

O the r

The  fo l l ow ing  makes  me  uncomfo r tab le :

_ T h e  s o u n d s  o f  a  d e n t a l  d r i l l

_ L a y i n g  d o w n  i n  a  d e n t a l c h a i r

_The  sme l l s  i n  a  den ta l  o f f i ce

_ B e i n g  n u m b

_ _ H a v i n g  t o  w a i t  i n  t h e  r e c e p t i o n  a r e a

When  I  t h i nk  abou t  com ing  to  t he  den t i s t  I
f ee l :

_Comfo r tab le  -  I  have  no  anx ie t y  abou t
s e e i n g  t h e  d e n t i s t  o r  d e n t a l  p r o c e d u r e s

_ A n x i o u s  -  |  d o n ' t  w a n t  t o  c o m e  b u t  I  m a k e
rnyse l f ,  howeve r  I  a rn  se ldom comfo r tab le

_Fear fu l  -  |  have  s tayed  away  f rom the
d e n t i s t  b e c a u s e  o f  m y  f e a r  a n d  a v o i d
c o n ' r n g  t i n l e s s  a b s o l u t e l y  n e c e s s a r y

_Ex t reme ly  Fea r fu l -  I  canno t  cope  w i th
d e n t a l v i s i t s  a n d  h a v e  a v o i d e d  t h e
den t i s t  f o r  yea rs  t o  t he  de t r imen t  o f  my

d e n t a l  h e a l t h

I  have  avo ided  the  den t i s t  because  o f :

_Anx ie t y  and  fea r
R r  r r l o e t  a n n c e r r r (

Time concerns

My ch i ldhood denta l  exper iences  were :

_Comple te ly  pa in  f ree  and corn for tab le

_Somewhat  uncomfor tab le

_ P a i n f u l
_Tra  u  ma t i c

_ l  d i d  n o t  g o  t o  t h e  d e n t i s t  a s  a  c h i l d

My immedia te  concern  about  my tee th  and my
smi le  i s :

Othe r  No  sense  o f  u rgency

To unders tand what 's  go ing  on  in  my mouth ,
my preference is:

_To know a l l  the  de ta i l s

_To be  g iven the  bo t tonr  l i r re

_To be  shown p ic tu res  and nrov ies

_To read panrph le ts  and brochures

_ T o  t a l k  w i t h  a  t e a m  m e m b e r  a b o u t  s o l u t i o n s
to  my prob le r ls

My denta l  exper iences  as  an  adu l t  have been:

_Comple te ly  pa in  f ree  and comfor tab le

_Somewhat  u  ncomfor ta  b ie
Pa i r r fu l

_Lack  o f  t rus t
O t h e r

T r a  u m a t i c
I  h a v e  n o t  s e e n  t h e  d e n t i s t  a s  a n
a d u l t  o r  m y  v i s i t s  h a v e  b e e n  v e r y  f e w

2891 .4  O ld  Hwy  80 ,  S te  104  *  P ine  Va l l ey ,  CA ,91962

www.  rexs r i zz l  edds .con r  *  619  -47  3  -87  35



Oral Screening Consent Form

Our practice continually looks for advances to ensure that we are providing the optimum level of oral
health care to our patients. We are concerned about oral cancer and look for it in every patient.

One American dies every hour from oral cancer. Late detection of oral cancer is the primary cause that
both the incidence and mortality rates of oral cancer continue to increase. As with most cancers, age is the
primary risk factor for oral cancer. Tobacco and alcohol use are other major predisposing risk factors but
more than 25oh of oral cancer victims have no such lifestyle risk factors. Oral cancer risk by patient
profile is as follows:

Increased risk: patients ages l8-39
High risk. patients age 40 and older; tobacco users (any age, any type within I0 years)

Highest risk: patients age 40 and older with lifestyle riskfactors (tobacco and/or alcohol use),'
previous history oforal cancer

We have recently incorporated Vizilite@ Plus into our oral screening standard of care. We find that using
YiziLite Plus along with a standard oral cancer examination improves the ability to identiS suspicious areas
at their earliest stages. YizlLite Plus is similar to proven early detection procedures for other cancers such as
matnmography, Pap smear, and PSA. Vizilite Plus is a simple and painless examination that gives the best
chance to find any oral abnormalities at the earliest possible stage. Early detection of pre-cancerous tissue
can minimize or eliminate the potentially disfiguring effects of oral cancer and possibly save your life.
The Vizilite Plus exam will be offered to you annually.

This enhanced examination is recognized,by the American Dental Association code revision committee as
CDT5 procedure code D043l;..however, this exam might not be covered by your insurance. The fee for
this enhanced examinati on is{Qt{.

Yes. I authorize the clinician to perform the Vizilite Plus exam along with the standard oral cancer
examination. I accept financial responsibility for this enhanced examination.

Print name:

Signature: Date:

No. I would prefer not to have the YizlLite Plus exam at this time.

Print name:

Signature:

| ililt ilil ililr ililt ilIil ililt ilil ill
650602 01 07

\1,P004 - 2t06

Date:



\itmilfrePlus Patient

Cl inic ian

Highest Risk Sites
Lateral border of tongue
Lip
Anterior floor of mouth
Soft palate

Date

lateral border


