
Welcome! 

It is our pleasure to welcome you and your family. We are so pleased that you have chosen our office 
for your dental care. We will make every effort possible to ensure your visits are pleasant and 
rewarding. We are confident that you will find our office to be different from many others – our 
commitment to your care and comfort is our foremost priority. We have a very modern office to 
provide you with the highest level of dentistry in a comfortable and convenient setting. 

We know that your time is valuable and we make every effort to be on time for your appointment. 
For your convenience, we have attached our new patient forms to fill out before your first 
appointment. The information you provide will help us make an accurate and complete assessment 
of your dental condition. If you have any questions, or concerns prior to your visit please give us a call. 
We look forward to meeting you!

Very sincerely, 

Dr. Matthew Riggs and Staff

15 Mareblu, Suite 210   •   Aliso Viejo   •   CA 92656   •   949.831.4193 

info@pacificparkdental.com   •   www.pacificparkdental.com 

mailto:info@pacificparkdental.com




MEDICAL HISTORY
Patient Name:   Date of birth:

Address (UPDATE ): ______________________________________________________________________________________________________

Please answer ALL of the following questions by placing an (X) in the box that applies to you and/or writing in the answer.

Is your general health good?

When was your last medical exam?

Primary Care Physician's name and phone #:

Has there been a change in your health within the last year?

Are you being treated by a physician now?

If so, for what?

Have you ever been told to pre-medicate with antibiotics prior to dental treatment?

If so, for what, and what do you take?

Have you ever had complications after dental treatment?

Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva, or other similar 

drugs (Bisphosphonates)?

Are you aware of any allergic  or adverse reaction to any substance or medication?

Have you ever had or experienced any of the following?  Mark appropriate YES or NO square for each of the following:
YES NO YES NO

Difficulty swallowng Dry mouth

Bleeding disorders / Blood thinning medication Cold sores / Fever blisters

Infective endocarditis Heart attack / Stroke

High / Low blood pressure (circle one) Artificial heart valve / Pacemaker

Joint replacement (hip, knee, etc) Alzheimer's / Dementia

Diabetes Type 1 / Type 2 (circle one) Hepatitis A    B    C  (circle one)

Liver disease Kidney disorder

Tobacco in any form Dizziness / Vertigo

Radiation therapy Chemotherapy

Long-term steroid use HIV or AIDS (circle one)

Eating disorder Asthma, TB, emphysema, or other lung disease

Epilepsy / Seizures Nervous / Anxious

YES NO  Women only:

Are you/could you be pregnant or nursing? substance or medication?  Please list:
Are you taking birth control pills?

      All Patients:

Do you have any other medical problem or condition NOT listed on this form?  Please explain:

List all prescriptions & non-prescription drugs and supplements you have taken within the last 6 months.

To the best of my knowledge, I have answered every question completely and accurately.  Should further information be needed, you have my permission
to ask the respective health care provider, who may release such information to you. I will inform my dentist of any change in my health and/or medications.

  Patient Signature   Date Doctor Signature   Date

2021a

YES NO

If yes, please list:

If yes, please specify:





     
 

Practice Policies Acknowledgement 
 
 
 

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other 
diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of my dental needs. 

 
2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by 

me and to employ such assistance as required to provide proper care. 
 
3. I agree to the use of anesthetics, sedatives and other medication as necessary. I fully understand that using 

anesthetic agents embodies certain risks. I understand that I can ask for a complete recital of any possible 
complications. 

 
4. I understand that I assume all responsibility for payment of dental services provided in this office for myself 

or my dependents, due and payable at the time services are rendered unless other arrangements have 
been made.  We accept cash, personal checks, Mastercard, Visa, Amex, Discover and Citi Health Card. In the 
event payments are not received by the agreed upon dates, I also understand that a 1.50% finance charge 
(18% APR) may be added to my account, in addition to any billing charges, and collection charge. 

 
5. I authorize the use of my social security number and/or alternate ID to file my dental claim, and understand 

that I may need to provide the office a copy of my California state driver’s license. 
 
6. I understand that I may be charged a minimum of $58 for any cancelled, failed, or missed appointment 

when notifying the office less than 48 business hours except under EXTREME circumstances. 
 
7. My dental insurance may not cover the services, or may only partially cover them. The office can make NO 

GUARANTEE of the actual payment by my insurance company. 
 
8. There is a $35 fee for returned checks. 
 
9. Failure to return for the delivery of Crowns, Dentures, and Bridges is subject to a fee for doctor time and lab 

fee charges. 
 
10. I acknowledge receipt of the Dental Board of CA Dental Materials Fact Sheet. 
 

 
              Patient’s Signature __________________________________________Date______________________ 
 
              Print Name___________________________________________ 

 
              Parent/Responsible Party’s Signature________________________ Relationship to Patient_____________ 
 
 
 
 
Practice Policies Acknowledgement 02/20/2025 
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