
WELCOME

Hello,

My Staff and I are delighted that you have chosen our oflice to care for your dental
needs-

Ilaving graduated frnm tbc Temple University Schccl of llenti*try in 19E4,I m
proud to provide gentle, fanily oriented dental care to the adults and children of
this community. We utilize state of the ert equipment end sterilizrtion techniques.
In addition to general dentistry, wc offJr trettrl-ent ira corme6-c and rpeonstructive
dentistry. Our caring staff believes in providing a comfortable atmosphere during
trcatment. Plersc let us know of anything we cen do to meke your office visit es
pleesant rs posrible.

Enclosed ere forms that you mey complete at your convenience. At the time of your
scheduled appointment ploaro be sure to bring the foms with you, along with your
picture ID and insurance card. If you have any questions about your insurance, we
will be more than happy to help.

Our office is located at 99-155 Moanalua Road near the Aiea Public Librarv. Please
feel free to contact us at (808)488-4017 if we can be of further assistance.

We are very happy to have you as a new patient and look forward to meeting you at
your scheduled appointment

Sincerely,

Jay T. Kanegawa D.M.D.
And Stafr
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Directions.

Take the Aiea off ramp
Head west- passing the Aiea Shopping Center
Turn left at the intersection of Heleconia St. and Moanalua Rd.
Aiea State Library will be on the right side.
Make immediate left turn into Aiea Village Square parking.
Dr Kanegawa's off ice is located @ 9g-155 Moanalua Road in the AieaVil lage Sq.

( street level ).
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(Please Print)

Patient's name:

Address:

PATIENT INFORMATION
Date

Zip Code

Phone #(home): Phone#(work)_

Birthdate: Married_Single_Separated_Divorced-Widowed-

Referred by:

Employer's name: Address:

Spouse or parentts name:

Address: ' Zip Code

Birthdate: S.S#:

Person responsible for bill:

Address: Zip Cade

Nearest relative (not living w/you)-

Address: Zip Code

Phone#(home) Phone#(work)

Dental insurance:

In the event that suit or actions in instituted on this account I (we) agree to pay in addition
to the amount of the delinquent account and interest, an attorney or collector's fee equal to

75 " of said delinquent account.

Patient's or Legal Guardian's signature



Yes No  Know
Do your gums bleed when you brush? ❑    ❑    ❑

Have you ever had orthodontic (braces) treatment? ❑    ❑    ❑

Are your teeth sensitive to cold, hot, sweets or pressure? ❑    ❑    ❑

Do you have earaches or neck pains? ❑    ❑    ❑

Have you had any periodontal (gum) treatments? ❑    ❑    ❑

Do you wear removable dental appliances? ❑    ❑    ❑

Have you had a serious/difficult problem associated
with any previous dental treatment? ❑    ❑    ❑

If yes, explain:

How would you describe your current dental problem?

Date of your last dental exam:                                                                       

Date of last dental x-rays: 

What was done at that time?

How do you feel about the appearance of your teeth?

Name: Home Phone: (       ) Business Phone: (       )

Address: City: State: Zip Code:

Occupation: Height: Weight: Date of Birth:    Sex:  M ❑   F ❑

SS#: Emergency Contact: Relationship: Phone: (       )

If you are completing this form for another person, what is your relationship to that person?
NAME RELATIONSHIP

For the following questions, please (X) whichever applies, your answers are for our records only and will be kept confidential in accordance with applicable laws.
Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there may be additional questions
concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Medical Alert: Condition: Premedication: Allergies: Anesthesia:                                  Date:

LAST FIRST MIDDLE

HEALTH HISTORY FORM

Don’t

DENTAL INFORMATION

Don’t

MEDICAL INFORMATION

Yes No  Know
Are you taking or have you recently taken any
medicine(s) including non-prescription medicine? ❑    ❑    ❑

If yes, what medicine(s) are you taking? 

Prescribed:

Over the counter:

Vitamins, natural or herbal preparations and/or diet supplements:

Are you taking, or have you taken, any diet drugs such
Pondimin (fenfluramine), Redux (dexphenfluramine) 
or phen-fen (fenfluramine-phentermine combination)? ❑    ❑    ❑

Do you drink alcoholic beverages? ❑    ❑    ❑

If yes, how much alcohol did you drink in the last 24 hours?

In the past week?

Are you alcohol and/or drug dependent? ❑    ❑    ❑

If yes, have you received treatment?  (circle one) Yes / No            

Do you use drugs or other substances for
recreational purposes? ❑    ❑    ❑

If yes, please list:

Frequency of use (daily, weekly, etc.):

Number of years of recreational drug use:

Do you use tobacco (smoking, snuff, chew)? ❑    ❑    ❑

If yes, how interested are you in stopping?

(circle one)  Very / Somewhat / Not interested  

Do you wear contact lenses? ❑    ❑    ❑

Don’t

P.O. BOX or Mailing Address

PLEASE COMPLETE BOTH SIDES

Yes No  Know

If you answer yes to any of the 3 items below,
please stop and return this form to the receptionist.

Have you had any of the following diseases or problems?

Active Tuberculosis ❑    ❑    ❑

Persistent cough greater than a 3 week duration ❑    ❑    ❑

Cough that produces blood ❑    ❑    ❑

Are you in good health? ❑    ❑    ❑

Has there been any change in your general
health within the past year? ❑    ❑    ❑

Are you now under the care of a physician? ❑    ❑    ❑

If yes, what is/are the condition(s) being treated?

Date of last physical examination:

Physician:
NAME PHONE

ADDRESS CITY/STATE ZIP

NAME PHONE

ADDRESS CITY/STATE ZIP

Have you had any serious illness, operation,
or been hospitalized in the past 5 years? ❑    ❑    ❑

If yes, what was the illness or problem?



Yes No  Know
Abnormal bleeding ❑    ❑    ❑

AIDS or HIV infection ❑    ❑    ❑

Anemia ❑    ❑    ❑

Arthritis ❑    ❑    ❑

Rheumatoid arthritis ❑    ❑    ❑

Asthma ❑    ❑    ❑

Blood transfusion. If yes, date:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Cancer/Chemotherapy/Radiation Treatment ❑    ❑    ❑

Cardiovascular disease. If yes, specify below: ❑    ❑    ❑

____ Angina ____Heart murmur
____ Arteriosclerosis ____High blood pressure
____ Artificial heart valves ____Low blood pressure
____ Congenital heart defects ____Mitral valve prolapse
____ Congestive heart failure ____Pacemaker
____ Coronary artery disease ____Rheumatic heart 
____ Damaged heart valves disease/Rheumatic fever
____ Heart attack

Chest pain upon exertion ❑    ❑    ❑

Chronic pain ❑    ❑    ❑

Disease, drug, or radiation-induced immunosurpression ❑    ❑    ❑

Diabetes. If yes, specify below: ❑    ❑    ❑

____ Type I (Insulin dependent) ____Type II

Dry Mouth ❑    ❑    ❑

Eating disorder. If yes, specify:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Epilepsy ❑    ❑    ❑

Fainting spells or seizures ❑    ❑    ❑

Gastrointestinal disease ❑    ❑    ❑

G.E. Reflux/persistent heartburn ❑    ❑    ❑

Glaucoma ❑    ❑    ❑

Yes No  Know
Hemophilia ❑    ❑    ❑

Hepatitis, jaundice or liver disease ❑    ❑    ❑

Recurrent Infections ❑    ❑    ❑

If yes, indicate type of infection:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Kidney problems ❑    ❑    ❑

Mental health disorders. If yes, specify:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Malnutrition ❑    ❑    ❑

Night sweats ❑    ❑    ❑

Neurological disorders. If yes, specify:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Osteoporosis ❑    ❑    ❑

Persistent swollen glands in neck
Respiratory problems. If yes, specify below: ❑    ❑    ❑

____ Emphysema ____ Bronchitis, etc.

Severe headaches/migraines ❑    ❑    ❑

Severe or rapid weight loss ❑    ❑    ❑

Sexually transmitted disease ❑    ❑    ❑

Sinus trouble ❑    ❑    ❑

Sleep disorder ❑    ❑    ❑

Sores or ulcers in the mouth ❑    ❑    ❑

Stroke ❑    ❑    ❑

Systemic lupus erythematosus ❑    ❑    ❑

Tuberculosis ❑    ❑    ❑

Thyroid problems ❑    ❑    ❑

Ulcers ❑    ❑    ❑

Excessive urination ❑    ❑    ❑

Do you have any disease, condition, or problem
not listed above that you think I should know about? ❑    ❑    ❑

Please explain:

NOTE:  Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. I will not hold my
dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.    

SIGNATURE OF PATIENT/LEGAL GUARDIAN DATE

Comments on patient interview concerning health history:

Significant findings from questionnaire or oral interview:

Dental management considerations:                                                                                                                                                         

Health History Update: On a regular basis the patient should be questioned about any medical history changes, date and comments notated, along with signature.

Date Comments Signature of patient and dentist
 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Don’tDon’t

Yes No  Know
Are you allergic to or have you had a reaction to?
Local anesthetics ❑    ❑    ❑

Aspirin ❑    ❑    ❑

Penicillin or other antibiotics ❑    ❑    ❑

Barbiturates, sedatives, or sleeping pills ❑    ❑    ❑

Sulfa drugs ❑    ❑    ❑

Codeine or other narcotics ❑    ❑    ❑

Latex ❑    ❑    ❑

Iodine ❑    ❑    ❑

Hay fever/seasonal ❑    ❑    ❑

Animals ❑    ❑    ❑

Food (specify)  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Other (specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

Metals (specify) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ❑    ❑    ❑

To yes responses, specify type of reaction.

Don’t
Yes No  Know

Have you had an orthopedic total joint
(hip, knee, elbow, finger) replacement? ❑    ❑    ❑

If yes, when was this operation done?

If you answered yes to the above question, have you had
any complications or difficulties with your prosthetic joint?

Has a physician or previous dentist recommended
that you take antibiotics prior to your dental treatment? ❑    ❑    ❑

If yes, what antibiotic and dose?

Name of physician or dentist*:

Phone:

Are you or could you be pregnant? ❑    ❑    ❑

Nursing? ❑    ❑    ❑

Taking birth control pills or hormonal replacement? ❑    ❑    ❑

Don’t

Please (X) a response to indicate if you have or have not had any of the following diseases or problems.

FOR COMPLETION BY DENTIST

WOMEN ONLY

©2002 American Dental Association S500



Ci-rilci lleolth/Denfcl fJistonu Fonrn

illrilcj's f-listonq
1. ls the child taking any prescription and/or over the count€r medications or vitamin supplements at this time?

ADA"
Amcrican Dental Association
w.ada.org

Yes No

. 1 . Q  O

Patient's Name

ST

Parent'yGuardian's Name

Address

lqo!llArL!91,D9Rqss
Phone

Hdn€

lDate 
of B|l1h

to Patient

STAIE

1s" , .  Mo pe
I

Have you (the parenVguardian) or the patient had any of the following diseases or problems?....
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
lf you answer yes to any of the three items above, please stop and return this form to the receptionist

. . U Y e s  D N o

Has the child had any history of, or conditions related to, any ol tho following:
O Anemia D Cancer D Epilepsy C HIV +/AIDS fl Mononucleosis O Thyroid
O Arthritis O Cerebral Palsy D Fainting D lmmunizations O Mumps O Tobacco/Drug Use
O Asthma Q Chicken Pox O Growth Problems O Kidney D Pregnancy (te€ns) O Tuberculosis
O Bladder O Chronic Sinusitis O Hearing O Latex allergy O Rheumatic fever El V€nereal Disease
O Bleeding disorders O Diabetes O Heart Ll Livor O Seizures Cl Other_
O BoneVJoints O Ear Aches O Heoatitis O Measles O Sickle cell

Please list the name and phone number of the child's physician:

2 .

A

5 .
6 .
7 .
8 .
o

1 0 .
1 1 .
12 .
'13.

1 7 .
1 8 .

20.
21.
22.
23.

25.
26.
27 .

lf yes, please list:
ls the child allergic to any medications, i.e. penicillin,
ls the child allergic to anything else, such as certain

antibiotics, or other drugs? lf y€s, pl€ase explain:
foods? lf yes, pleas€ explain:

How would you describe the child's eating habits?
Has the child ever had a serious illness? lf yes, when: Please describe:

Does th6 child have a history of any other illnesses? lf yes, please list: 7

*#fft*ff*triffi*..'......'.'...'.........'.*.*n'..'i.........'.......''..,..'..''..'........,..............ll
ls this the child's first visit to a dentist? lf not the first visit, what was the date of the last d€ntist visit? Dato: 1 5

What typ€ of water does your child drink? C City water O Well water O Boftled wat6r O Filtered water

How many times ar€ the child's teeth brushed per day? When are the teeth brushed?

At what age did the child stop bottle feeding? Age _ Breast feeding? Age _

2 . O  O
3 . O  0

5 . O  O

o o

O O

t l u
0 c l
o f l
o C l
O Q
o o
o 0
D 0
o o
o o
o o
t l 0
o o
D O
O O

o o
L ] r J
o o

NOTE: Both doctor and patient aro encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that I may have made in the compl€tion of this form,

ParentVGuardian's Signature Date

For completion by dentist
Comments

For Ofiico Use Only: -l M€dical Alen :l Prsmedication J Altergies f, Anesthesia

Oats

@ Americe Dental Association, 2006
Form 5707

To Reorder call l -800-947-4746
or go online at M.adacalalog.org



Effective Date: April 14, 2003

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW YOUR DENTAL INFORMATION MAY BE USED AND DISCLOSED,
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW THIS

I N FORMATIO N CAREFU LLY.

Dr. Jay T. Kanegawa DMD uses health
information about you for treatment, payment
and health care operations. Your health
information is contained in paper and electronic
records that are the property of Dr. Jay T.
Kanegawa DMD, Inc.

Use or Disclosure of Your Health Information

For Treatment:
Your dent ist  may use your health information to
provide you with dental treatment and services.
For example, information obtained by your
dentist will be included in your dental records
that are related to your treatment. This
information is necessary for your dentist to
determine what treatment you should receive.
Dentists will also record actions taken by them in
the course of your treatment and note how you
respond to the actions.

For Payment:
Your dent ist  may use and disclose your health
information to others for purposes of payment for
treatment and services that you receive. For
example, a claim may be sent to your insurance
carrier from your dentist, in order for the
insurance carr ier to make payment based upon
your dental benefits coverage. The information
on the claim wi l l  include information that
ident i f ies you, your diagnosis and treatment or
suppl ies used in the course of t reatment.

For Health Care Operat ions:
Your insurance carr ier may use and disclose
health information about you for operational
purposes. For example, your dental information
may be disclosed to your insurance provider's
dental  consultants or the Qual i ty Management
Department, and others to:

. Evaluate the performance of your dentist;
o Assess the quality of care and outcomes in

your cases and simi lar cases;
. Learn how to improve our services and

dental benefit coverages; and
. Determine how to continually improve the

quality and effectiveness of dental care our
Member Dentists provide to you.

Appointments:

Your dentist may use your information to provide
appointment reminders or information about
treatment alternatives or other dental-related
benefits and services that mav be of interest to
you.

Required by Law:
Your dentist may use and disclose information
about you as required by law. For example,
insurance carrier may disclose information for
the following purposes:
r For judicial  and administrat ive proceedings

pursuant to legal authority;
. To report information related to victims of

abuse, neglect or domest ic violence, and
o To assist law enforcement officials in their

law enforcement dut ies.

Publ ic Health:
Your health information may be used or
disclosed for public health activities such as
assist ing publ ic health authori t ies or other legal
authorities to prevent or control disease, injury or
disability, or for other health oversight activities.

Decedents:
Health information may be disclosed to funeral
directors or coroners to enable them to carry out
their lawful duties.

Organ/Tissue Donation:
Your health information may be used or
disclosed for cadaveric organ, eye or tissue
donat ion purposes.

Research:
Your dentist may use your health information for
research purposes when an institutional review
board or privacy board that has reviewed the
research proposal and established protocols to
ensure the privacy of your health information has
approved the research.

Health and Safety:
Your health information may be disclosed to
avert a serious threat to the health or safety of
you or any other person pursuant to appl icable
law.

QMHtPAAooS (/2003\



Notice of Privacy Practices (continued)

Government Funct ions:
Specialized government functions such as
protection of public officials or reporting to
various branches of the armed services that may
require use or disclosure of protected health
information.

Workers Compensation:
Your health information may be used or
disclosed in order to comply with laws and
regulations related to Workers Compensation.

Your Health lnformation Riqhts

You have the right to:
. Request a restriction on certain uses or

disclosures of your protected health
information, however, your dentist is not
required to agree to a requested restriction.

. Obtain a paper copy of the Notice of Privacy
Practices upon request.

. Inspect and obtain a copy of your dental
records held by your dentist upon request.

. Request to amend your dental records.

. Request communications of your dental
information by alternative means or at
alternative locations.

. Revoke your authorization to use or disclose
dental information except to the extent that
action has already been taken.

. Receive an accounting of disclosures maoe
of your dental information by your dentist.

Complaints

You may submit complaints to your dentist,
Insurance carrier, and to the Department of
Health and Human Services if you believe your
privacy rights have been violated. you willnot
be retaliated against for fil ing a complaint.

Obl iqat ions of Your Dent ist

Your dentist is required to:
r Maintain the privacy of protected health

information;

. Provide you with this notice of its legal duties
and privacy practices with respect to your
health information;

. Abide by the terms of this notice,

. Notify you if we ar'e unable to agree to a
requested restriction on how your
information is used or disclosed:

QMHTPAAooS (1t2003)

Paoe2

. Accommodate reasonable requests you may
make to communicate health information by
alternative means or at alternative locations:
and

. Obtain your written authorization to use or
disclose your health information for reasons
other than those listed above and oermitted
under law.

Your dentist reserves the right to change the
privacy practices and to make new provisions
effective for all protected health information it
maintains. As notices are revised, copies will be
mailed to you within sixty (60) days of making
the change.

lf  you have any questions or complaints, or i f  you
do not want to provide your consent to your
dentist, to use your protected health information
for purposes of payment and/or health care
operatlons, please submit a letter of denial to
provide consent to:

Dr. Jay T. Kanegawa DMD
99-155 Moanalua Road
Aiea, Hi 96701



Acknowledgement of Receipt of Notice of Privacy Practices

have received a copy of

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowlqdgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

tr Individual refused to sign.

tr Communication barrier prohibited obtaining the acknowledgement.

tr An emergency situation prevented us from obtaining acknowledgement.

! Other (please specify).

Signature:

QMHIPAAol3 (10t2002\

Date:


