Health History Form

Today’s Date:

[Email:

)

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that 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.

(Name: Home Phone: Include area code Business/Cell Phone: include area code )
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Include area code Cell Phone: include area code
( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer fto the question) Yes No DK
Active Tuberculosis................ RS e e Ooogoo
Persistent cough greater than @ 3 Week dUFGLioN ... oo Ooogoo
Cough that ProdUCES DIOOT. .. ... e ettt Ooogoo
Been exposed to anyone with tuberculosis.................... T T T T T e Ooogoo
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
De nta | | ch 'm at ION Please mark (X) your responses to the following questions.
) P g4
'd 1\
Yes No DK Yes No DK
Do your gums bleed when you brush or floss? Oo0ooQg Do you have earaches or neck pains?............... [T [T 0o
Are your teeth sensitive to cold, hot, sweets or pressure? 0O O O |Doyouhave any clicking, popping or discomfort in the jaw? ............. -0 oo
Is your mouth dry? ) Oo0ooQg Do you brux or grind your teeth? ... 0o
Have you had any periodontal (qum) treatments? O0Oog Do you have sores or ulcers in your mouth? ... O o0ood
Have you ever had orthodontic (braces) treatment? O o0og Do you wear dentures or partials? ... O 0Oo
Have you had any problems associated with previous dental treatment? Oo0ooQg Do you participate in active recreational activities?................. LL.oogd
Is your home water supply fluoridated? Ooo0oo Have you ever had a serious injury to your head or mouth? ... Ooood
Do you drink bottled or filtered water? Ooag Date of your last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY OJ / OCCASIONALLY OJ What was done at that time?
Are you currently experiencing dental pain or discomfort? oodoad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
. J
ease mari our response to indicate if you have or have not had any of the following diseases or problems.
Medical Information » k(X) y indicate if you h h had any of the following di bl
( Yes No DK Yes No DK )
Are you now under the care of a physician? ... .0 0o Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: include area code in the past 5 years? oo
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter medicine(S)? ... 000
Are you in good health? . . . O0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year? Ooogoo andjor dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
. J
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Medical Information

[Patient Name:

)

Please explain:
A\

'd 1\
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses? 000 Do you use controlled substances (drugs)? 000
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)? 0Ooag
(hip, knee, elbow, finger) replacement? . . Ooog If so, how interested are you in stopping?

. . Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

- - =

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic bevgrages. s Oood
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget’s disease? oog If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment V,Vith an antiresorptive agent (like Ared"?@’ ZometqQ, XGEVA) PrEGNANT? ..o 0o
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?...................... Oo0oo Taking birth control pills or hormonal replacement? ... ... o000
Date Treatment began: Nursing? 000
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals 0O0oag
Local anesthetics O OO Latex (rubber) O 0o
Aspirin Ooogoo lodine Oooog
Penicillin or other antibiotics O OO Hay fever/seasonal O 0o
Barbiturates, sedatives, or sleeping pills Ooogoo Animals Oooog
Sulfa drugs Oo0oo Food 0O0oag
Codeine or other narcotics Oo0oo Other 0O0oag

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

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve. ‘O O O | Autoimmunedisease........... O O O  Glaucoma ... Oooao
Previous infective endocarditis 0 O O | Rheumatoidarthritis.......... O O O Hepat@tis,jaundice or
Damaged valves in transplanted heart O O O | Systemiclupus |Iv§r disease Oooag
Congenital heart disease (CHD) erythematosus -0 0 0 Fpilepsy 0o
Unrepaired, cyanotic CHD 000 | Asthma 0 O O  Fainting spells or seizures Oooad
Repaired (completely) in last 6 months.... O 0O 0O Bronchitis ... -ood Neurological @s.orders oouo
Ermph 000 If yes, specify:
Repaired CHD with residual defects O OO MPNYSEMa......oooooo. : Sleep disorder 000
Sinus trouble ............. O o g P R
Except for the conditions listed above, antibiotic prophylaxis is no fonger recommended Tuberculosis ' 000 Do you snore?............ uoad
for any other form of CHD. Mental health disorders......... ooag
Cancer/Chemotherapy/ Specify:
Radiation Treatment.. .0 0O ag ’
Yes No DK Yes No DK ) ) Recurrent Infections Ooog
Cardiovascular disease........ O [ O  Mitral valve prolapse.......... O OO Chestpainuponexertion.... O U O Type of infection:
ANGINA.....oovoviiie O O O  Pacemaker................ O oo Chronicpain o oo Kidney problems.......... Oooaog
Arteriosclerosis................ 0O O O Rheumaticfever.. ... . 0O g g Diabetes Typelorll -0 U U Night sweats........... Oo0oo
Congestive heart failure..... 0 O [0  Rheumatic heart disease......... O OO Eatingdisorder......... -0 0 O Osteoporosis............. . Oooao
Damaged heartvalves........ 0 [ [  Abnormal bleeding................. O OO Malnutrition...... : -0 0O U persistent swollen glands
Heart attack ... OO O Anemia.............. O O O  Gastrointestinal disease 0O 0O O inneck ' oo
. Severe headaches
Heart murmur.............. 0O O O Blood transfusion............... O OO GE Reflux/persistent miaraines / 000
Low blood 000 If yes, date: heartburn ... o ood 9 :
Ow blood pressure......... g ; il O0g Uers 0O g Severeorrapidweightloss .. O O O
. emophilia .0 OO Ulers ...
High blood pressure........ . O 0o 0O P _ _ ) Sexually transmitted disease.. [0 O O
Other congenital AIDS or HIV infection O OO Thyroid problems o od ; o
9 . Excessive urination Oood
heart defects O O O  Arthritis O OO  Stroke O 0od
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... Ooog
Name of physician or dentist making recommendation: Phone: include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should know about? ... oood

completion of this form.
Signature of Patient/Legal Guardian:

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
| 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 | may have made in the

Date:

Signature of Dentist:

Date:
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General Consent

Dentist: Patient:

-

INITIALS ")

WORK TO BE DONE
I understand that | am having at least one of the following done: X-rays, Examination, Fillings, Crowns, Bridges, Onlays, Root Canals, Dentures, Periodontal treatment and/or
Other:

DRUGS AND MEDICATION

| understand that antibiotics, anesthetics, analgesics, and other medications can cause allergic reactions causing redness and swelling of tissues, pain, itching, vomiting, and/or
anaphylactic shock. | understand that all medications have the potential for accompanying risks, side effects, and drug interactions. Therefore, it is critical that | tell my dentist of all
medications | am currently taking, which | have done.

PARESTHESIA
| understand that | may have loss of feeling in my teeth, lips, tongue, and surrounding tissue (paresthesia) following injections for local anesthesia with any procedure. Rarely, temporary,
or permanent nerve injury and loss of feeling may result from an injection.

CHANGES IN TREATMENT PLAN
| understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the teeth that were not discovered during
examination. For example, | may need root canal therapy following routine restorative procedures such as fillings, crowns, bridges, or onlays. The dentist will explain all changes.

CROWNS, ONLAYS, BRIDGES AND CAPS

A crown or onlay is typically used to strengthen a tooth damaged by decay, fracture, or previous restorations. It can also be used to serve to protect a tooth that has had root canal
treatment, to improve the way the teeth fit together, or for esthetics. A bridge is used to replace missing teeth by placing crowns on teeth adjacent to the missing tooth space and
extending artificial teeth across the space. Crowns, bridges and onlays are cemented in place and are not removable. The restoration of teeth with crowns or bridges requires two
phases: 1) preparation of the tooth or teeth, making an impression of the teeth to send to a lab, and construction and temporary cementation of a temporary crown, and later, 2)
removal of the temporary crown, adjustment and cementation of the completed crown when esthetics and function have been verified. | understand that | may be wearing temporary
crowns, which may come off and that | must be careful to ensure that they are kept on until the permanent crowns are delivered. It is also my responsibility to return for permanent
cementation within 20 days from tooth preparation. Excessive delays may cause tooth movement that may necessitate a remake of the crown, bridge, or cap. | understand there will
be additional charges for remakes due to my delaying permanent cementation. | understand that preparing a damaged tooth for a crown, bridge or onlay may further irritate the nerve
(or pulp) in the center or the tooth, causing sensitivity to heat, cold or pressure, and that temporary sensitivity is a common after effect of such a procedure. If the sensitivity
continues, a root canal may be needed, even though the tooth may not have hurt prior to the procedure being done. | understand that crown, bridges and onlays may alter the way
my teeth fit together and make my jaw joint feel sore. This may require adjusting my bite by altering the biting surface of the restoration or adjacent or opposing teeth. | understand
that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. | realize the final opportunity to make changes in my new crown, bridge, or cap
(including shape, fit, size, and color) will be before cementation.

FILLINGS

Fillings are typically used to restore teeth damaged by decay when additional strengthening of the tooth is not required. Fillings can also be used to repair damaged or sensitive areas
of teeth near the gumline even if no decay is present. | understand that care must be exercised in chewing on new fillings especially during the first 24 hours to avoid breakage. |
understand that a more extensive filling than originally diagnosed may be required due to additional decay. | understand that temporary sensitivity is a common after effect of a newly
placed filling. If the sensitivity continues, | understand that a root canal and possibly a crown may be needed, even though the tooth may not have hurt prior to the filling being done.

DENTURES AND REMOVABLE PARTIAL DENTURES

Dentures and Removable Partial Dentures (Partials) are used to replace missing teeth. Dentures are held in place by the lips and tongue and sometimes by suction of the denture
against the palate. Partials are held in place by clasping existing teeth. Both appliances are intended to be removed at least 8 hours per day and their success is dependent on the skill
and tolerance of the person wearing them. Sore spots, altered speech, and difficulty in eating are common problems with new dentures. The ability to adapt to removable dentures
varies widely. In some cases, a patient cannot or will not be able to use the device through no fault of fabrication. Immediate denture (placement of denture immediately after
extractions) may be painful. Immediate denture may require considerable adjusting, and several relines. A permanent reline will be needed later. This is not included in the denture
fee. |understand that it is my responsibility to return for delivery of the dentures. | understand that failure to keep my delivery appointment may result in poorly fitted dentures. If
\2 remake is required due to my delays of more than 30 days, there will be additional charges.

("OPEN WIDE
| understand that holding my mouth open during treatment may temporarily leave my jaw feeling stiff and sore and may make it difficult for me to open wide for several days. This
can occasionally be an indication of a further problem. | must notify your office if this or other concerns arise.

NO TREATMENT CAUTION
| understand that if no treatment is performed, tooth decay or gum disease may progress causing me to lose one or more of my teeth. | may also experience symptoms which may
be damaging to my overall health and which may increase in severity, and the cosmetic appearance of my teeth may deteriorate.

EACH PERSON IS UNIQUE
| understand that every reasonable effort will be made to ensure the success of my treatment. | further understand that each person and treatment situation is unique, and therefore,
\_N© guarantee or assurance has been given to me by anyone that the proposed treatment or surgery will cure or improve the condition(s) listed above.

.

/ INITIALS

| consent to the proposed treatment as described above.

I have been informed of and accept the consequences if no treatment is administered.
or

I refuse to give my consent for the proposed treatment as described above.

@nature of Patient Date:

FOR COMPLETION BY DENTIST

| attest that | have discussed the risks, benefits, consequences, and alternatives of the proposed treatment with the patient who has had the opportunity to ask questions, and | believe my

patient understands what has been explained.

VAN

Signature of Doctor/Hygienist: Date:

Witness:

)
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Acknowledgement of Receipt of Notice of Privacy Practices
and
HIPAA Patient Consent

~

/Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about you.
The Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by contacting
our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment,
payment, or health care operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment,
and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in reliance on your prior Consent. The Practice provides this form to comply with
the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:

=  Protected health information may be disclosed or used for treatment, payment, or health care operations.

=  The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice.

= The Practice reserves the right to change the Notice of Privacy Practices.

= The patient has the right to restrict the uses of their information, but the Practice does not have to agree to the
restrictions.

= The patient may revoke this Consent in writing at any time and all future disclosures will then cease.

= The Practice may condition receipt of treatment upon the execution of this Consent.

, have received a copy of the Notice of Privacy Practices.

Print Patient Name

Signature Date
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