
WELCOME 
to 

Dental Programs

Professor Diaz, RDA, CDA, BA

Coordinator Dental Business Office/ Adjunct Faculty



Paperwork Requirements:

The Following Documents must be turned into me (NOT MAILED) on the first morning of the 
Fall semester:   Monday, August 17,  2020 (DA) Tuesday, August 18th 2020 (DH)         

Please make copies of all forms for your records.

Paperwork must be in the following order!!!

 Demographic Information Form

 Getting To Know You Form

 Dental Student Health History Forms (3 pages)

 Dental Programs Policy Manual Signature Pages (11 pages)

 Dental Programs Health Evaluation Forms (6 pages)

 Copies of Immunization Records - Must have completed all vaccinations TB Clearance (two part 
series) and at least the first Hep B (2nd and 3rd vaccinations scheduled).

 Copy of CPR Card, Healtcare Provider or BLS w/AED (AHA or American Red Cross) 

 Combination Lock Form



Demographic Information Forms – DA/ DH Examples



Getting To Know You Form - Examples



Dental Clinic Health History
3 pages – signature required on page 2.

SRJC Health History Form  

Name: _________________________________ Home Phone (___) ______________Cell Phone (___) _______________ 
                 Last                  First  Middle 

Address _________________________________________ City _____________________ State ____ Zip Code ________  
 P.O. Box or mailing address 

Occupation ________________________ Business Phone ___________________ Date of Birth __ / __ / __    Sex:  □ M □ F 
 
Email __________________________________________ Text message _________________  

Emergency Contact _____________________ Relationship _____________________ Phone: _____________________ 

If you are completing this form for another person, what is your relationship to that person? ____________________________________ 
               Your name                              Relationship 

For the following questions, please circle YES/ NO/ DON'T KNOW or write in the appropriate response. Your answers are for our records only 
and will be kept confidential in accordance with applicable laws. Please note that during your initial visit your assigned student will follow-up 
with questions about your responses and they may ask additional questions concerning your health. This information is vital to allow us to 
provide appropriate and safe care for you. SRJC does not use this information to discriminate.     
What is the main reason for your visit? _________________________________ 

Medical Information: 
1. How would you rate your health?                       □ Good  □ Fair  □ Poor 
2. Has there been any change in your general health                                   
within the past year? ...........................................      Yes   No   Don't Know   
    If yes, explain _____________________________________ 
3. My last physical examination was on   _________________ 
4. Are you under the care of a physician? …………..... Yes   No   Don't Know  
    If so, what is the condition being treated? ______________ 
5. The name and address of my physician(s) is 
Name: ________________________________Phone: ________________                
Street Address: _______________________________________________ 
City/State/Zip:________________________________________________ 
6. Have you had any serious illness, operation, or been 
     hospitalized in the past 5 years? ......................... Yes     No   Don't Know 
If so, what was the illness or problem? _________________ 
Are you taking or have you recently taken any of the following 
medications? 
a. Antibiotics or sulfa drugs……………………………..    Yes      No     Don’t Know 
b. Anticoagulants (blood thinners)………………….     Yes      No     Don’t Know 
c. High Blood Pressure Medication…………………      Yes      No     Don’t Know 
d. Steroids    …………………………………………………..      Yes      No     Don’t Know 
e. Aspirin ………………………………………………………       Yes      No     Don’t Know 
f. Bisphosphates ………………………………………….       Yes      No     Don’t Know 
g. Insulin, tolbutamide …………………………………       Yes      No     Don’t Know 
h. Digitalis ……………………………………………………        Yes      No     Don’t Know 
i. Nitroglycerin ……………………………………………        Yes      No     Don’t Know 
j. Antihistamine …………………………………………         Yes      No     Don’t Know 
8. Are you taking any medication(s) including non-prescription and herbal 
medications? If so, what medicine(s) are you taking?  
Prescribed: __________________________________________________ 
____________________________________________________________ 

____________________________________________________________ 

____________________________________________________________ 

Over the Counter: _____________________________________________ 

____________________________________________________________ 

Natural/herbal preparations:____________________________________ 

____________________________________________________________ 

 

9. Do you have active Tuberculosis? ………….  Yes      No     Don’t Know 

10. Do you have a persistent cough greater than a 3 week duration 

or cough that produces blood?......................   Yes     No     Don’t Know 

 

Bleeding Problems: 

11. Have you had abnormal bleeding? ........   Yes      No     Don’t Know 

12. Have you ever had a blood transfusion? ……..   Yes      No     Don’t Know 

      If yes, when? ______________________________________ 

13. Do you have a blood disorder?  

       (anemia, hemophilia, leukemia) ………….   Yes      No     Don’t Know 

       If yes, please explain_____________________________________ 

 

Premedication (Antibiotic) 
14. Has a dentist or physician ever recommended that you take  

       antibiotics prior to dental treatment? ……….    Yes      No     Don’t Know 

       If yes, for what condition? ________________________________ 

15. Do you have any of the following medical problems? 

  a. Prosthetic cardiac valve …………………….........      Yes      No     Don’t Know 

  b. Previous endocarditis ………………………….........    Yes      No    Don’t Know 

  c. Congenital heart disease, unrepaired, including  

       palliative shunts and conduits ……………………    Yes      No     Don’t Know 

  d. Congenital heart disease, repaired,  

       with prosthetic device …………………………….       Yes      No     Don’t Know 

  e. Cardiac transplantation ……………………………..     Yes      No     Don’t Know 

16. Have you had an orthopedic total joint 

        (knee, hip or other joint) replacement?  …….. Yes      No     Don’t Know 

                               If yes, date of surgery? ________________________ 

a. For this condition, has your surgeon directed you to take antibiotics 

before dental treatment?                                Yes______  No ______ 

Cardiovascular Diseases: 

17. Have you had a heart attack? …………………….    Yes      No     Don’t Know 

       If yes, when?  __________________________________________ 

18. Have you had a stroke? ………………………………   Yes      No     Don’t Know  

       If yes, when? __________________________________________ 

19. Do you have chest pain upon exertion? ….....   Yes      No     Don’t Know 

20. Are you ever short of breath after mild exercise or when  

       Lying down? ………………………………………………    Yes      No     Don’t Know 

21. Do you have a Cardiac pacemaker? …………..    Yes      No     Don’t Know 

22.  Do you have any of the following cardiovascular problems? 

   a. Coronary insufficiency …………………………..         Yes     No     Don’t Know 

   b. Angina …………………………………………………..         Yes     No     Don’t Know 

   c. High blood pressure ………………………………         Yes      No     Don’t Know 

   d. Low blood pressure ………………………………          Yes      No    Don’t Know  

   e. Arteriosclerosis …………………………………….           Yes     No    Don’t Know  

                

  

 

I certify that I have read and understand the above.  I Acknowledge that my questions, if any, about inquires set forth above have 

been answered to my satisfaction.  I will not hold SRJC, or any member of the staff, or student, 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. 

_____________________________________________________  Initial vitals:  BP______ P______ R______ 

Signature of Patient/Legal Guardian  Date    Stage __________  ASA Classification______ 

Relationship to Patient __________________________________   

Student Name/# __________________________________ Date_________  Student Signature _________________________ 

Faculty Signature __________________________________Date _________ DDS Signature ____________________________ 

Diabetes 
23. Do you have Diabetes?  ……………………………..    Yes       No    Don’t Know 

If Yes, please answer the next three questions: 

 What type? ..................................... Type I_____ Type II______ 

 Have you eaten today? ………………..     Yes ______   No _______ 

 What was your glucose count this morning?  ______________ 

____________________________________________________________ 

Other Diseases 
24. Have you ever had any treatment for a tumor or growth (surgery,  

       Radiation, or chemotherapy)?    ………………..    Yes       No    Don’t Know 

 If yes, please explain ___________________________________ 

25. Do you have or have you had any of the following diseases  

       or problems? 

a. Asthma or hay fever ………………………………... Yes       No    Don’t Know 

Do you have your inhaler with you?              Yes_______ No ______ 

b. AIDS or HIV infection ……………………………….. Yes       No    Don’t Know 

c. Arthritis, rheumatism ………………………………. Yes       No    Don’t Know 

d. Cancer ……………………………………………………... Yes       No    Don’t Know 

e. Chronic pain …………………………………………….. Yes       No    Don’t Know 

f. Eating disorder …………………………………………  Yes       No    Don’t Know 

g. Epilepsy ……………………………………………………  Yes       No    Don’t Know 

h. Fainting spells or seizures ………………………..  Yes       No    Don’t Know 

i. G.E. reflux ………………………………………………..  Yes       No    Don’t Know  

j. Glaucoma …………………………………………………  Yes       No    Don’t Know 

k. Hepatitis, jaundice, or liver disease ………….  Yes       No    Don’t Know 

l. Kidney trouble ………………………………………….  Yes       No    Don’t Know 

m. Mental health problems …………………………..  Yes       No    Don’t Know 

n. Mononucleosis …………………………………………  Yes       No    Don’t Know 

o. Oral herpes/ cold sores/ fever blister……….. Yes       No    Don’t Know 

p. Osteoporosis ……………………………………………. Yes       No    Don’t Know 

q. Persistent swollen glands in neck …………….. Yes       No    Don’t Know 

r. Problems of the immune system ……………… Yes       No    Don’t Know 

s. Recurrent infections ………………………………… Yes       No    Don’t Know 

t. Respiratory problems ………………………………. Yes       No    Don’t Know 

If yes, please specify type (emphysema, bronchitis, other) 

________________________________________________________ 

u. Severe headaches …………………………………….  Yes       No    Don’t Know 

v. Sexually transmitted disease (syphilis, gonorrhea,  

           Chlamydia, etc.) ……………………………………….. Yes       No    Don’t Know 

w. Sinus trouble ……………………………………………. Yes       No    Don’t Know 

x. Stomach ulcer or hyperacidity ………………….  Yes       No    Don’t Know 

y. Systemic lupus erythematosus …………………  Yes       No    Don’t Know 

z. Thyroid problems ……………………………………   Yes       No    Don’t Know 

 

Allergies 
26. Are you allergic or have you had a reaction to:  

  a. Aspirin …………………………………………………………  Yes       No    Don’t Know 

       If yes, specify reaction ______________________________________ 

  b. Barbiturates ……………………………………………....   Yes       No    Don’t Know 

       If yes, specify reaction ______________________________________ 

  c. Codeine or other narcotics ………………………….  Yes       No    Don’t Know 

       If yes, specify reaction ______________________________________ 

  d. Food ……………………………………………………………. Yes       No    Don’t Know  

       If yes, specify food and reaction _______________________________ 

  e. Iodine ………………………………………………………….. Yes       No    Don’t Know 

     If yes, specify reaction ______________________________________ 

  f. Latex ……………………………………………………………. Yes       No    Don’t Know  

     If yes, specify reaction ______________________________________   

  g. Local anesthesia …………………………………………. Yes       No    Don’t Know 

      If yes, specify reaction ______________________________________  

  h. Penicillin ……………………………………………………..  Yes       No    Don’t Know 

      If yes, specify reaction _____________________________________ 

   i. Seasonal allergies ………………………………………..  Yes       No    Don’t Know 

       If yes, specify reaction ______________________________________  

  j. Sulfa drugs …………………………………………………… Yes       No    Don’t Know 

      If yes, specify reaction ______________________________________  

  k. Other …………………………………………………………...Yes       No    Don’t Know 

      If yes, specify reaction ______________________________________  

27. Do you have any disease, condition, or problem not listed  

      That I should know about? ………………………….  Yes       No    Don’t Know 

      If so, explain ______________________________________________ 

Tobacco/ alcohol/ Drugs/ Vaping 
28. Do you use tobacco of any type? ………………… Yes ______ No ______ 

       If so, which type? _________________________________________ 

29. Are you a former tobacco user?  …………………  Yes ______ No ______ 

30. Do you currently use alcoholic beverages?  …  Yes ______ No ______ 

31. Are you in recovery for alcoholism/substance 

       Abuse?  ……………………………………………………….  Yes ______ No ______ 

32. Do you use recreational drugs?  ………………….. Yes ______ No ______ 

33. Do you use marijuana?  ……………………………….  Yes ______ No ______ 

 Medical_________  Recreational________ 

For Women Only: 
34. Are you pregnant?  ……………………………………..  Yes ______ No ______ 

       If yes, due date? _________________________________ 

35. Are you taking birth control 

       (pills, injections, or implants)?  ……………………  Yes ______ No ______ 

36. Are you taking hormone replacement?  ………  Yes ______ No ______ 

Sign here



Dental Programs Policy Manual 

Signature Pages

 Complete pages 8-9 if applicable.

 Please have witness sign on appropriate pages.



Pg.  1
Vaccination/Declaration & Declination Form

Sign here

Check the one 

that applies



Pg. 2Confidentiality of Patient/Student

Sign all 

four 

sections



Pg. 3

Authorization For Use of Photographs

 

Release Authorization to use Physical Likeness 

I hereby give permission to Santa Rosa Junior College (SRJC) to use my name, image, voice, likeness, information, 

photographs, video and sound recordings (collectively “Image”) for all purposes, including but not limited to: use 

in instruction, publications, media, advertising, or other promotional purposes by SRJC. I understand and agree 

that I will not receive any compensation for SRJC’s use of my Image. 

I understand that this Release Authorization is voluntary and my Image may be protected under the Family 

Educational Rights and Privacy Act (FERPA) as a student record, for which I now authorize this release to SRJC for 

the uses stated above.  I shall have no right to title, or interest in the materials for which my Image may be used. I 

release SRJC from all liability related to the use of my Image.  Any Image retained by SRJC will not be sold or given 

to another agency or organization for their commercial purposes. 

I warrant that I have no legal restrictions on my ability to authorize the release of my Image. This agreement 

constitutes the sole, complete, and exclusive agreement between me and SRJC, which I have read, understand, 

and agree to.  A copy of this Release is as good as the original. 

I understand that this Release does not release my personal information or any intraoral photographs/images 

used for educational classroom purposes.  

 

FULL NAME (please print)  
 
 
 

 Please print – dental assisting or dental hygiene 
student 

SIGNATURE - Student 
 
 

 DATE 

SIGNATURE – Witness  DATE 
 
 

 

 

 
 

 

Anyone over 18yrs.

Sign here



Pg. 4

Infectious Disease Policy



Pg. 5

Infectious Disease Policy con’t

Sign here



Pg. 6
Informed Consent

Print name here

Sign here



Pg. 7
Clinical Education Agreement

Print name here



Physicians Awareness of Pregnancy – If Applicable

Must be filled 

out by DDS 

or NP

Pg. 8



Pregnancy Policies & Radiology – If Applicable

Pg. 9



Pg. 10
Student Agreement



Pg. 11

Student Agreement con’t

Sign here

Anyone over 18yrs.

Printed 

names



1.  Dental Programs Health Evaluation Form

Please Print 

Clearly 

Please Print

Clearly



2- 3. Technical Standards

Initial here



4. Report of Physical Examination
This form to be signed by Doctor or NP



5.  Reasonable Accommodations

Please print 

clearly



6.  Immunization check-off sheet – please fill in.dates.

Due by October 31st & annually

The immunization 

sheet is ONLY a check-

off sheet, fill in the 

dates.

PLEASE do not have 

physicians or nurses initial 

this paper.

Photocopy all your 

Immunization Records. 

Must have completed all 

immunizations, Hep B (first 

vaccination), TB Clearance (two 

part series)

I WILL NOT ACCEPT ORIGINALS!

Note:  Flu 

vaccine due 

by October 

31, 2020 and 

annually 

there after.  

TB clearance 

due annually 

(one step 

allowed for 

second year)



CPR 

CPR for “Health Care Providers” , or “Basic Life 

Support” This usually includes:

- Adult, Child, Infant CPR, and AED

****You may want to confirm this by asking the instructor 

teaching the class. *****

Must be American Heart Association or American 

Red Cross approved class.



CPR cards:  Examples



Combination Lock Form

Locker # will be 
assigned on the first 
day. You will keep top 
half for your records.

Bottom half will be 

completed and  

collected on first 

day.



Need on August 17th (DA),18th(DH) – In this order!!

 Demographic Information & Getting To Know You Forms

 Dental Clinic Health History (3 pages) 

 All Dental Program Policy Manual Signature Pages 

(11pages)

 All Health Evaluation forms (6 pages)

 All Immunization Records

 Hepatitis B (1st vaccination)

 TB Clearance (2 part series)

 Copy of Approved CPR Card

 Combination lock form 



Notes:

 Please DO NOT mail your paperwork!

 Your locker will be available for you on the first day. 

Please DO NOT put locks on lockers. 

 Keep me posted throughout the program if your email 

has changed, or you get a new lock for your locker.



Best way to reach us:

Professor Fleckner: lfleckner@santarosa.edu

Professor Poovey: jpoovey@santarosa.edu

Professor Diaz:  ddiaz@santarosa.edu

mailto:lfleckner@santarosa.edu
mailto:jpoovey@santarosa.edu
mailto:ddiaz@santarosa.edu

