
 

 

 

Dr. Jay S. Grossman's & Associates' Dental Practice

 
   

   Patient Registration

  Date:        /2012

Personal Information    
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How do you prefer to be contacted? (circle all that apply)           Dr. Jay S. Grossman & Associates
       11980 San Vicente Blvd., Suite 507
               Brentwood, CA 90049
             Tel. 310.820.0123 * Fax. 310.207.3784
       www.drjaydds.com
               PAGE 1 OF 6

[Home]     [Work]     [Mobile]    [Email]      

Welcome to our practice!  Dental care is more than repair.  It is maintaining your best dental health.  This 
is done by restoring your teeth so that they are comfortable, functional and attractive, treating your gum 
tissue health to last your lifetime and evaluating your general health and habits that may affect your 
future dental health.

Your answers to the following questions are the first step in determining your immediate and long-term 
dental care.  Please add any comments that you might have... the more we know about your needs and 
concerns, the better we can serve you.  Thank you!

How did you find out about us?  Our practice grows by referrals from our dental family.  
Who may we thank for referring you to our practice for your dental care?

Referral Source:_____________________________________

1) This office practices state-of-the-art sterilization
2) We DO NOT discriminate
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Insured's
Wk Address

Insured's
Hm Address



Dr. Jay Grossman & Associates' Dental Practice

MEDICAL HISTORY Date:          / 2012

Patient Signature    tsitneD______________________________________ Signature____________________________________

___________________________ etaD_______________________ etaD

The information documented in this form remains strictly confidential and will not be shared
with third parties without the consent of the patient. PAGE 2 OF 6

Pharmacy Name______________________________________________________   Pharmacy Phone________________________________________________

Date of last eye exam _____________________________       Optometrist Name _________________________________________________________________

Hospital or Serious Illness in Last 5 Years Yes____ No____
AIDS/Other Immunosuppressive Disorders Yes____ No____

YamhtsA/seigrellA es____ No____
____oN____seYmsitamuehR ,sitirhtrA
____oN____seYsevlaV traeH laicifitrA
____oN____seYstnioJ laicifitrA

Abnormal Bleeding w/ Extractions/Surgery Yes____ No____
____oN____seYrecnaC
____oN____seYycnednepeD lacimehC
____oN____seYyparehtomehC
____oN____seYsetebaiD

Epilepsy Fainting or Seizures Yes____ No____
YamocualG es____ No____

____oN____seYsehcadaeH
Heart Murmur/Heart Disorder Yes____ No____

____oN____seYsititapeH
____oN____seYsepreH
____oN____seYerusserP doolB hgiH
____oN____seYerusserP doolB woL
____oN____seYesaesiD yendiK

Any Operations in Last 5 Years? Yes____ No____
____oN____seYesaesiD reviL

____oN____seYrekaM ecaP
____oN____seY?tnangerP :nemoW

              Due Date ______________
____oN____seY?gnisruN              
____oN____seYtnemtaerT/eraC cirtaihcysP
____oN____seYtnemtaerT noitaidaR
____oN____seYesaesiD traeH citamuehR
____oN____seYreveF telracS
____oN____seYelbuorT suniS
____oN____seYesaesiD laereneV/DTS
____oN____seYekortS
____oN____seYsdnalG nellowS
____oN____seYredrosiD dioryhT

YsitillisnoT es____ No____
____oN____seYnoisufsnarT
____oN____seYsisolucrebuT

Tumor or Growth on Neck or Head Yes____ No____
____oN____seYsreclU
____oN____seYssoL thgieW denialpxenU

Have you ever taken Fen-Phen? Yes____ No____
____oN____seY?ygrellA xetaL

List any medications you are currently taking: ________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

List any allergies you have: _______________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

Patient Name ________________________________________           Physician Name ____________________________

Physician Phone Number ________________________

11980 San Vicente Blvd., Suite 507
Brentwood, CA 90049
Tel. 310.820.0123 * Fax. 310.207.3784
www.drjaydds.com
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To the best of my knowledge, the questions on this form have been understood by me and accurately answered. I understand that providing incorrect information

can be dangerous to my health. It is MY RESPONSIBILITY to inform the dental office of any changes in my medical status. I will NOT hold my Dentist or 

any other member of the staff responsible for any errors or omissions that I many have made in the completion of this form.



Dr. Jay Grossman & Associates Dental Practice

DENTAL HISTORY

The information documented in this form remains strictly confidential and will not be shared
with third parties without the consent of the patient. PAGE 3 OF 6

11980 San Vicente Blvd., Suite 507
Brentwood, CA 90049
Tel. 310.820.0123 * Fax. 310.207.3784
www.drjaydds.com

Date:          / 2012

 

__oN __seY hteeT neewteB noitcelloC dooF __oN __seY htaerB daB
__oN __seY gnihcnelC/hteeT gnidnirG __oN __seY smuG gnideelB

Blisters on Lips or Mouth Yes __  No __  Gums Swollen or Tender Yes __  No __
Are you missing teeth? Yes __  No __  Loose Teeth or Broken Filling Yes __  No __
Cigarette Smoking Yes __  No __  Orthodontic Treatment Yes __  No __
Clicking or Popping Jaw Yes __  No __  Periodontal Treatment Yes __  No __
Dentures/Partial Dentures Yes __  No __  Sensitivity to Heat or Cold Yes __  No __

__oN __seY htuoM ni shtworG ro seroS __oN __seY htuoM yrD
Finger Nail Biting Yes __  No __

__oN __seY ?erons uoy oD
Does your partner snore? Yes __  No __

Indicate if you had or are currently aware of any of the following:

Patient Name ________________________________________ Former Dentist Name_____________________________

Former Dentist Phone Number __________________________

Reason for Today's Visit_____________________________________________________________________________________

Date of Last Dental Visit ___________________________________  Date of Last Dental X-Rays ________________________

How often do you brush?______________________  Are you satisfied with the whiteness of your teeth? Yes __  No__
How often do you floss?_______________________  Are your teeth straight enough for you? Yes __  No__
Are you satisfied with your smile? Yes __  No __  

To avoid any misunderstanding regarding your dental insurance, we wish our patients to know that all professional services are charged directly to  the 
patient and that patients are personally responsible for payment of fees. We do not render services on the basis that the insurance companies will pay 
our fees. We will assist you in filing all insurance forms. Payment is due when services are rendered unless other arrangements have been made. 
Our policy for missed appointments or appointments cancelled with less than 48 hours notice is as follows: $100 or 10% of that day's scheduled treatment, 
whichever is higher. We appreciate the opportunity to serve you and hope you understand our implementation of cost controls such as these.

I herby authorize Doctor to take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough 
diagnosis of my dental needs. I also authorize Doctor to perform any and all forms of medication, and therapy  that may be indicated and agreed upon.
All balances over 30 days are subject to a 1.5% monthly service fee.
I further authorize the release of any information, including the diagnosis and the records of any treatments or examinations rendered, to my insurance 
company or consulting professionals. The release to the insurance company is solely for the purpose of facilitating the billing and reimbursement. I understand 
that responsibility for payment for dental services provided in this office for me or my dependents is mine, due and payable, at the time services are rendered.

Patient Signature__________________________________________  Dentist Signature___________________________________________

Date ___________________________________________________  Date ____________________________________________________

Updated Health History - This section is for FUTURE updates, please do not sign at this time.

 Patient Signature ____________________________  Dentist Signature __________________________

 Date______________________________________  Date ____________________________________

 Patient Signature ____________________________  Dentist Signature __________________________

 Date______________________________________  Date ____________________________________
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Dr. Jay Grossman & Associates Dental Practice

Medical  History Update

The information documented in this form remains strictly confidential and will not be shared
with third parties without the consent of the patient. PAGE 4 OF 6

11980 San Vicente Blvd., Suite 507
Brentwood, CA 90049
Tel. 310.820.0123 * Fax. 310.207.3784
www.drjaydds.com

Date:          / 2012

Changes______________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Patient Signature ___________________________

Date _____________________________________

Dentist Signature__________________________________

Date ___________________________________________

Updated Health History- This section is for FUTURE updates, please do not sign at this time.

Changes______________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Patient Signature ___________________________

Date _____________________________________

Dentist Signature__________________________________

Date ___________________________________________

Updated Health History- This section is for FUTURE updates, please do not sign at this time.

Changes______________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Patient Signature ___________________________

Date _____________________________________

Dentist Signature__________________________________

Date ___________________________________________

Updated Health History- This section is for FUTURE updates, please do not sign at this time.

Changes______________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Patient Signature ___________________________

Date _____________________________________

Dentist Signature__________________________________

Date ___________________________________________

Updated Health History- This section is for FUTURE updates, please do not sign at this time.

Changes______________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Patient Signature ___________________________

Date _____________________________________

Dentist Signature__________________________________

Date ___________________________________________

Updated Health History- This section is for FUTURE updates, please do not sign at this time.
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Dr. Jay S. Grossman and Associates 

CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION

SECTION A:  PATIENT GIVING CONSENT 

 Name:

Address:

:enohpeleT E-mail:

Social Security Number:

SECTION B:  TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health 
information to carry out treatment, payment activities, and healthcare operations. We will never sell or disclose your 
personal information to outside parties. We may use personal information for Dental Insurance claims and collection 
activities.

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent.  Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses 
and disclosures we may make of your protected health information, and of other important matters about your protected 
health information.  A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and completely 
before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change our 
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  Those changes may 
apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting: 

Contact Person:  Theresa Kimbro, Office manager

Telephone:         310/820-0123                  Fax:  310/207-3784

E-mail:               drjaydds@mac.com         Address:11980 San Vicente Blvd., Suite 507; LA, CA 90049

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action 
we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to 
continue treating you if you revoke this Consent. 

SIGNATURE

I, ______________________________________________, have had full opportunity to read and consider the contents 
of this Consent form and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my 
consent to your use and disclosure of my protected health information to carry out treatment, payment activities and heath 
care operations. 

:erutangiS Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.  This completed Consent must be kept in 

the patient’s chart.        Jan 2012 
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RECORDS: I authorize Dr Grossman & Associates, or staff, to take digital images, models, 
photographs and any other diagnostic aids deemed appropriate to make a thorough diagnosis of 
my dental needs. I also authorize email communications at the email address I provided. 
 
CHANGE IN TREATMENT PLAN: during treatment it may be necessary to change the original 
treatment plan due to conditions found while working that were not discovered during exam. The 
most common is the need for a root canal on a tooth that is being prepared for a crown. 
 
FILLINGS: dental fillings may require additional treatment, such as root canals or crowns. 
 
DENTAL CLEANINGS: deep cleanings in particular may result in sensitivity, that mostly resolves 
in a few days, or may need a periodontal referral if not resolved. 
 
COSMETIC PROCEDURES: may result in exposed nerves or sensitivity that may require root 
canals. Veneers have a chance of falling off and may require re-cementation, or a change to a full 
crown. We warranty veneers for 1 – year, which we will replace at no charge if they fail. 
 
ROOT CANALS: complications include a broken instrument inside the canal that we cannot 
retrieve, or a fractured root, and may require re-treatment or extraction. 
 
CROWNS / BRIDGES: sometimes it is difficult to get an exact color match so we may need to 
refer you to the lab for a custom color selection. Sometimes porcelain may chip on a crown or the 
glue no longer holds. If a crown or bridge fails within the first year, we will replace it at no charge. 
If it fails in year 2 or 3, there will be a nominal charge of $300 per tooth to restore it. In short, we 
warranty our crowns for the first 3 years providing you keep all three of your dental re-care 
cleaning appointments annually. 
 
Confidentiality & Public Postings: 
“Dr. Grossman and Patient understand that all matters relating to treatment and care provided are 
confidential.  Therefore, Patient agrees to promptly address any and all concerns relating to 
Patient’s treatment directly to Dr. Grossman & Associates who will make every effort to promptly 
resolve any such concerns with Patient to the extent possible.  Patient further agrees not to 
publicize any concerns relating to treatment provided to Patient by Dr. Grossman & Associates 
without, at a minimum, first providing Dr. Grossman & Associates an opportunity to resolve the 
concerns.  This provision in no way is intended to limit or prevent the Patient from making any 
formal administrative complaints to any relevant governmental or regulatory entity. 
Patient further agrees that should the Patient publicize any complaints or concerns in any forum 
(i.e. internet websites, blogs, chat groups, newspapers, etc.), Patient shall be deemed to have 
expressly waived confidentiality relating to Patient’s treatment with Dr. Grossman & Associates.  
Should Patient publicize any complaints or concerns relating to treatment and care provided by 
Dr. Grossman & Associates, Dr. Grossman & Associates shall have the right to publicly respond 
to any complaints or concerns published by Patient in any forum.  Patient further agrees that 
Patient’s election to publish any complaints or concerns in any forum shall constitute a waiver of 
Patient’s rights under the Health Insurance Portability and Accountability Act (HIPAA), to the 
extent such Act applies to treatment and care provided by Dr. Grossman & Associates to Patient.” 
 
 
X___________________________________ Date: ______________ 
Signature of patient: I have reviewed the risks benefits and options of the basic general dentistry 
procedures & agree to the confidentiality & Public posting policy 
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Dr. Jay Grossman & Associates 
Risks & Policies for dental care at our office & 
confidentiality & Public posting policy
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