Health History Form

EEmaiI: Today’s Date: }

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 h
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 to the the question) Yes No DK
ACHIVE TUDEICUIOSIS. ... vttt bbb bbb 4 b b4 004004 h b h 04 a bbbt e d e e b sttt eb s s Lo
Persistent cough greater than @ 3 WEEK UIALION.........ccue ittt ettt ettt a et bt e a et bt e b et e bt e bt et e st et e st et e st et e bt et ebesb e b et eb et eb et eb et et eneebeneebens Ooono
Cough that produces blood..........c.ccueeeiieniienieiniieniiiniecseens oo
Been exposed 10 @aNYONE WIth TUDEITUIOSIS. .........ccoiiuiriiiieiieete sttt ettt a et b e bt e et s et et es et e s et e b et e b e b e b et e b et eb e st et e st et e st et e st st esesbebe st ebe st ebenebeane 0 oo
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
De nta | | nform at ION Forthe following questions, please mark (X) your responses to the following questions.
s A
Yes No DK Yes No DK
Do your gums bleed when you brush or floss?..........ccceevrenninieennieneineenad OO Do you have earaches or neck pains?. o
Are your teeth sensitive to cold, hot, sweets or pressure? ................ 0O O | Doyou have any clicking, popping or discomfort in the jaw? o
00 Do you brux or grind your teeth?..........cccceoiiiiiiniiniiniinincceee 0Ooo0oo
00 Do you have sores or ulcers in your mouth?..........cccccceveeviieniienincnneneeneennnd 0o
00 Do you wear dentures or partials? ..........cccceeeeeireriiinineineinecieeeenenes Ooog
00 Do you participate in active recreational activities? 0o
00 Have you ever had a serious injury to your head or mouth?..........ccccccuvuennee. 0o
00 Date of your last dental exam:
What was done at that time?
0o Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
N J
Med ICa I I nfO rm atIO N 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 )
Are you now under the care of a physician?.......... Ooo0od Have you had a serious illness, operation or been hospilized
Physician Name: Phone: Include area code in the Past 5 Years? ....uwevrrrssssssnnnesssssnee b 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)? ...viieveieeieeeciee et eaee s O 0o
Are you in good health?.........ccoviiriiriicieeeee e O Ood If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?........ OO and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
N J
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Medical Information

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

s B
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear contact 1enses?.........cccvveeveereereennns O Ood Do you use controlled substances (drugs)? .........cceevvevnivnicnncnnennecnnennnnd O oOod
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?...........ccccoueviiininiiinnns oog
(hip, knee, elbow, finger) replacemMENt?............ccevueveevervrverrersereeseesesessessessenens 0O 00O If so, how interested are you in stopping?

. i Circle one: VERY / SOMEWHA T/ NOT INTERESTED
Date: If yes, have you had any complications?
- - N

Are you taking or scheduled to begin taking an antiresorptive agent e boo
(like Fosamax’, Actonel’, Atelvia, Boniva’, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teopPOrosis Or Paget’s diSase?.......c.oveueueueeririnineeiereeererseeercsceeeeeeenenene 0O oo 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 with an antiresorptive agent (like Aredia, Zometa’, XGEVA) P )

: ! - g FEGNANT? 1.ttt eaenes O
for bone pain, hypercalcemia or skeletal complications resulting from Number of ks:
Paget’s disease, multiple myeloma or metastatic cancer?. O 0o ymber of weeks:

[ S e Taking birth control pills or hormonal replacement?. 0oo

Date Treatment began: NUFSING? 1ottt bbbttt Oooogd
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To allyes responses, specify type of reaction. Yes No DK Metals 0
Local anesthetics 0o Latex (rubber) 0 0oo
Aspirin o g lodine oofg
Penicillin or other antibiotics o gg Hay fever/seasonal 0ogdad
Barbiturates, sedatives, or sleeping pills oog Animals oo0odg
Sulfa drugs onog Food 0
Codeine or other narcotics oog Other 0

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) NEAIt VAIVE ............eveeververerernseseeesseseesssssssss s 0 O O | Autoimmune disease.............. L O O Glaucoma... e oo
Previous infective @NdOCarditis..........c.oveeeieieieieieieieeeeeeeeeee e eaea O 0Oog Rheumatoid arthritis............... O Ood Hepatitis, jaundice or
Damaged valves in transplanted heart..........cccoevvveeeerereireeesseereseesseesesennns [0 O O | Systemiclupus liver disease.....ccvvrvrcrcs Jou
Congenital heart disease (CHD) erythematosus.........cccccuveeene. O O O  Epilepsy.ceeieiins Oooo
Unrepaired, cyanotic CHD O 00| Asthma s 0O O O  Fainting spells or seizures....... oono
Repaired (completely) in last 6 months O 0 1 | BronChitis. . O O O Neurological disorders........... oo
....................................................... If yes, specify:
Repaired CHD with residual defects................... 0 O o Emphysema 0o .
Sinus trouble 0o Sleep disorder.........ccceeeeeeneene OO
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended 1, perculosis. 0 0O DO YOU SNOTEY..vvvvvsivririsssaene oo
for any other form of CHD. Mental health disorders.......... Oooo
Cancer/Chemotherapy/ Specify:
Radiation Treatment............... O oo ’
Yes No DK Yes No DK N . . Recurrent Infections............... OO0 O
Cardiovascular disease.......... [ Mitral valve prolapse.............. O oo Chest pain upon exertion....... 0o Type of infection:
ANGINA...ciiiiiieieieieierenene [ Pacemaker.......ccccocevevenieniennene O oo Chronic pain 0o Kidney problems..........cccccu... OO
Arteriosclerosis...........co..... 00 O O  Rheumaticfever........ccooo...... [0 0 g Diabetes Typelorll U 0O Night sweats.......ovvvvvvvveveeeeeee 0o o
Congestive heart failure........ O O O  Rheumatic heart disease........ O [0 [ FEatingdisorder.....oooooooee. U O O Osteoporosis. ... 00O
Damaged heart valves. . 0O O O  Abnormal bleeding. O 00 Malnutrition.. . O O 0 persistent swollen glands
Heart attack ........cc.coooverrvnnc. 0 O O Anemia O O O Gastrointestinal disease.......... O 0 O Innecke e 0o
. Severe headaches/
Heart murmur..........cc.ecueee... O O O  Blood transfusion.................. 00 O O  GE. Reflux/persistent migraines OO0 0O
Low blood 0oo If yes, date: heartburn.........ccccoovviiinnne [

OW DIOOT Pressure............... - Ulcers 0 O o Severeorrapid weightloss... [J [ [J
High blood pressure.............. 00 O g Hemophilia - 0o Sexually transmitted disease.. [ [1 [J
Other congenital AIDS or HIV infection 0 O O Thyroid problems................. 0 oo Excessive urinati 000
heart defects........cocvverrernnnc. O O O ArthAtiS e 0 O O  Stroke 0o oo XCESSIVE UIINATON v
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?...........cccceveivninnennenncnnnnene 0o
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?............cceeiriiniineiniinreeeseeenes OO

Please explain:

(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. 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 | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

FOR COMPLETION BY DENTIST
Comments:




FINANCIAL POLICY

We are proud to be a part of the team whose primary mission is to deliver you the finest and most comprehensive dental care
available today. In addition, we are dedicated to making your top-quality care as cost effective as possible. To promote a long-
term satisfying relationship, we have laid out our office financial policies below.

PAYMENT OPTIONS

For all patients, payment liability for service is due at, or prior to the time services are rendered.

For patients with insurance, we will collect any deductible and/or estimated co-payment at the time of service.

We accept cash, check, Visa, MasterCard, Discover and American Express; we also offer financing through Care Credit
and Lending Club.

Any patient liability owed from previous treatment will be subject to payment plan contingent upon allowing our
clinic to hold a credit card on file.

INSURANCE: As a courtesy to you, we will file a claim for payment with your insurance company.

We will gladly discuss your proposed treatment, answer any questions related to your insurance and provide you with
an ESTIMATE of what your insurance company will pay towards your treatment.

Our office makes no guarantee of the actual payment by your insurance company, which may differ from the original
estimate.

Not all services we provide are covered benefits by insurance. Fees for non-covered services are due at, or prior to
time of service.

Your insurance is a contract between you, your employer and your insurance company; you are FULLY RESPONSIBLE
for any charges for the treatment rendered and any differences between the original estimate and final bill.

We will bill your secondary insurance as a courtesy but you are responsible for the estimated out of pocket related to
the primary insurance.

We do not bill medical insurances for services rendered at our clinic.

MISSED APPOINTMENTS

For general dentistry appointments, a fee of $50 will be charged for all missed and short notice (less than 24-hour
notice) cancelled appointments.

For specialty appointments, a fee of $150 will be charged for all missed and short notice cancellations.

Our office reserves the right to limit future appointments if short notice cancellations occur more than twice.
Appointments are made on a per need basis and this time is reserved exclusively for you and your dental needs.

RETURNED CHECKS: A $25 charge will be applied when a check is returned from the bank

DENIED CREDIT CARD: A $25 charge will be applied when a credit card is denied when patient is on a payment plan

Insurance Company: Subscriber Name:

Subscriber's DOB: Relationship: ID#: Group#:

Insurance Company: Subscriber Name:

Subscriber's DOB: Relationship: ID#: Group#:

Signature Date

Primary Insurance Information:

Secondary Insurance Information:

Your signature below acknowledges that you received this form and you fully understand all of our policies.




