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PATIENT'S MEDICAL HISTORY -
PATIENT'S NAME

DATE OF BIRTH

ATHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR

MOUTH IS A PART OF YOUR

ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORIANT

INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECLIVING.

THANK YOU FOR ANSWIRING THE FOLLOWING

QUESTIONS. ]
YES NO YES  NO)
T AREYOUINGOODHEAMTH. ... ... ... ... ®) O 12, HAYE YOU FVER TAKEN FEN-PHEN/REDUX . . . .. O O
7. HAVE THERE BEEN ANY CHANGES IN YOUR 13 HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR . . . .. @) @] ACTONEL OR ANY CANCER MEDICATIONS
3. DATE OF YOUR LAST PHYSICAL FXAM: CONTAINING BISPHOSPHONATES .. ... .. ... @] (@]
4. PHYSICIAN'S NAME 14, HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
ADDRESS LEVITRA IN THE LAST 24 HOURS . .. ... ... ... O (@
PHONE NO._ _ _ . 15. DO YOU USE TOBACCO. ... ... .o O O
7. ARE YOU NOW UNDER THE CARE OF A ) _ 16.D0O YOU OR HAVE YOU USED CONTROLLED
PHYSICIAN . Q0 O QUBSTANCES. @) (@)
6. HAVE YOU EVER BEEN HOSPIALIZED FORANY 17.ARE YOU WEARING CONIACTLENSES . ....... O O
s e ION ORSERIOUSIENESS, o O O 1500 YOU HAVE A PERSISTENT COUGH OR THROAT
R SR S CLEARING NOT ASSOCIATED WITH A KNOWN ‘
7. AREYOU TAKING ANY MEDICINE(S) JLLNESS (msnml_; MORE THAN FWEFKS) . .. .. (@] (@]
INCLUDING NON-PRESCRIPTION MEDICINE ... @ © 1 7-DO YOU HAVE ANY DISLASE, CONDHION OR
IF YES, WHAT MEDICINE(S) ARE YOU TAKING PROBUGVINOTLISTEDABOVEIHNLIOL MRINE - =
[SHOULD KNOWABOUT . .. ... ... ... ... @) O
8. FIAVE YOU HAD ANY ABNORMAL BLEFDING . O O WOMEN ONLY: )
9. DO YOU BRUISE BASILY. o mmen 50 wn o 95 30 3 O © 1 ARE YOU PREGNANI OR THINK YOU MAY BE PREGNANT .. O O
10, HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION O O | AREYOUNURSING. . ....... ... ... ... . .... (@) O
: ! L HAVE YOU HAD A RECENT WEIGHT LOSS. ... .. O O ' AREYOUTAKING BIRTHCONIROLPHIS, .. ... .. .. 0 o
YES  NO YES NO
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVES ORSKINRASH. ... . @] g
REACTIONS 10: FAINUING ORDIZZY SPELLS .. ... ... ... ..., (@) (@]
LOCAL ANESTHETICS LIKE NOVOCAINE . .. ..., ) Q DIABETES . O O
PENICHLIN OR OTHER ANTIBIONCS. .. .. .. ..., O @) AIDS ORHBIVINFECTION ... . O O
SULFADRUGS . .o O O HMYROIDPROBLEMS . ... O O
BARBITURATES, SEDATIVES OR SLEEPING PILLS ... O Q ALEERGIES o s smin sonsmmns 2o SOOsganss o @) @)
ASPHUN . ... 0 o ARTHRITIS OR RHEUMATISM .. ... ... .... O @)
ODINE @) O JOINT REPLACEMENT OR IMPLANT ... ... ... ... O (@]
ANY METALS (.G, NICKEL, MERCURY, ETC) .. ... @] O STOMACH ULCER ... ... O O
IATEX/RUBBER. .. O O KIDNEY TROUBLE. .. . O O
OTHER (PLEASE LIST) TUBERCULOSES ..o O @]
DO YOU HAVE OR HAYE YOU EVER HAD THE PERSISTENTCOUGH ... .. O O |
FOLLOWING: COUGH THAT PRODUCES BLOOD. .. .. ... ... 0O ©
RHEUMAHC HEARY DISEASE OR RHEUMATIC FEVER O D CHEMOTHERAMPY (CANCER, LEUKEMIAY ... ... .. O O
BOARLEL BEVER. . cnes g spmmom s son smeesng g o O SEXUALLY TRANSMITIED DISEASE ... ... ....... O O
HEARI DFFFCT QR HEART MURMUR . ... .. .. ... @] O EPHEPSY OR SEIZURES . . O O
HEART TROUBLE, HEART ATTACK, OR ANGINA | O O ANEMIA @ @
CHESTPAIN . . . e, O a GLAUCOMA -+ oo O @)
SHORTNESS OF BREATH . ... ... . ... ... O a NERVOUSNESS O O
PACEMAKER . ..., @) O TONSIRLIIS . @ O
HEARTSURGERY ... @) (@) TUMORS. . O O
HIGHACOW BLOOD PRESSURE ... ... ... ... O O MENTAL HEALIH CARE. .. O O
CONGENITAL HEART PROBLEM. . .. .. ... ...... O O BACK PROBLEMS . . O O
SWELUNG OF FEET, ANKLES, HANDS ... ... .. O O CHEMICAL DEPENDENCY ... oo O O
HEPATITIS, SAUNDICE OR LIVER DISEASE ... ... .. O O METRAL VALVE PROLAPSE. . .. Q O
SIROKE ... o Q CORTISONE TREAIMENT ... ... ... ... ... C O
SINUSTROUBLE ...y, a o COLD SORESAEVER BUSTERS. ... ......... ... O O
 LUNG OR BREATHING PROBLEMS ... ... ... O @ HYPOGLYCEMIA O @)
‘\x ASTHMA ORBAY FEVER. ... .. ... ... .. .. ... (@] @) FATING DISORDERS . o . O O

PATIENT'S NUMBER




PATIENT'S DENTAL HISTORY

PATIENT'S NAME

DATE OF BIRTH

AUTHORIZATION AND RELEASE

PCERBFY THAT FHAVE READ AND UNDERSIAND THE ABOVE INFORMATION 10
IHE BEST OF MY KNOWLEDGE. THE ABOVE QUESHONS HAVE BEEN
ACCURATELY  ANSWEIRED. 1 UNDERSTAND THAT PROVIDING INCORRECE
INFORMATHON CAN BE DANGEROUS IO MY HEALTH. | ALUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING IRE DIAGNDSIS AND
THE RECORDS OF ANY TREAMMENT OR EXAMINATION RENDERED 10O ME OR
PMY CHHED DURING THE PERIOD OF SUCH DENIAL CARE TO THIRD PARTY
:‘\‘ETY(RS ANDHOR HEALTH PRACUTIONERS, 1 AUTHORIZE ANDY REQUEST MY

REASON FOR THIS VIS{T |

WHEN WAS YOUR £AST DENTAL VISIT WHAT WAS DONE 1HEN

HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN

PREVIOUS DENTIST {NAME AND LOCAHON)

HAVE YOU HAD A COMPLETE SERIES OF DENIAL FILMS DCRAYS) TAKEN WHEN/WHERE

HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFFEN DO YOU FLOSS YOUR TEETH

1S YOUR DRINKING WATER FLUORIDATED
""" YES  NO YIS NO!

DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY O (@
ORFLOSSING. . .., O O  HAVE YOU NOHCED ANY LOOSENING OF

ARE YOUR TEETH SENSITIVE 1O HOT OR COLD YOURTEFTH . . i a (@]
UOUIDSHFGODS . . O ©  DOLS FOOD TEND TO BECOME CAUGHT

ARE YOUR TEETH SENSHIVE 10 SWEET OR SOUR BEYWEEM YOURTEETH . ... .. ... o O
LIQUIDSIFOODS . oo . O O  HAVE YOU EVER HAD PERIODONTAL

DO YOU FEEL PAIN T ANY OF YOUR TEETH . . .. O 0 TREAIMENT (GUMS)Y ... ... .. O O

DO YOU HAVE ANY SORES OR LUMPS IN OR FVER WORN A BIE PLATE OR OTHER APPLIANCE. . © (@]
NEARYOURMOUTH . ... . (@) O HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS

HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES O o) INTHE PAST O O

HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING .

FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . ... .. ... . ... .. O (@]
CANCKING v, 50 55 55 55 B v e eseomromcnte re 5 o O 0 DO YOU WEAR DENTURES OR PARTIALS .. ... ... O @)
PAIN (JOINT, EAR, SIDEOF FACEY ... ... ... O @) tF YES, DATE OF PLACFMENT
DIFFICULTY IN OPENING OR CLOSING .. .. .. .. (@] O HAVE YOU [VER RECEIVED ORAL HYGIENE
DIFFICULTY IN CHEWING ... . @ a INSTRUCTIONS REGARDING YHE CARE OF

DO YOU HAVE FREQUENT HEADACHES .. .. ... .. O @) YOUR TECTH AND GUMS .. .. .. .. ... ®) O

DO YOU CLENCH OR GRIND YOUR TFETH . .. .. O O
1 YOU COULD CHANGE ANYTBING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?

INSURANCE COMPANY TO PAY DIRECILY 10 THE DENTIST OR DENIAL GROLP
INSURANCE BENEFITS OIHERWISE PAYABLE TO ME. | UNDERSIAND THAT MY
DENTAL INSURANCT CARRIER MAY PAY L1SS THAN THE ACIUAL 8ILL TOR
SERVICES, | AGREE 10 BE RESPONSIBLE fOR PAYMENT OF All SERVICES
RENDERED ON MY 8EHALF OR MY DEPENDENTS.

A DARE

SHONAIURE OF PATIENT OR PARENEGUARIZIAN - MINOR

DOCTOR'S COMMINTS

SIGNATURE

'.\_

DATE

STEMETGRIRTTE AT Fanorsis (M Supnien 300007 1220

PATTENT'S NUMBER




ACKNOWLEDGEMENT OF
PRIVATE PRACTICES

My signaturc confirms that I have been informed of my rights to privacy regarding my
protected health information, under the Health Insurance Portability & Accountability
Act of 1996 (HIPPA). I understand that this information can and will be used to:
1. Provide and coordinate my treatment among a number of heath care providers
who may be involved in the treatment directly and indircctly.
2. Obtain payment from third-party payers for my health carc services.
3. Conduct normal health care operations such as quality assessment and
improvement activities.
I have been informed of my dental provider’s Notice of Privacy Practices containing a
more complete description of the uses and disciosures of my protected heath information.
[ have given the right to review and receive a copy of such Notice of Privacy Practices.
I understand that my dental provider has the right to change the Notice of Privacy
Practices and that I may contact this office at the address above to obtain a current copy
of the Notice of Privacy Practices.

I understand that [ may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment of health carc operations and 1
understand that you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.

1. Pursuant to Virginia Law 32. 1-54.1 Any paticnt who exposcs a health care
provider or his employee/agent to body fluid in a manner which may transmit
the human immunodeficiency virus(HIV), Hepatitis B or C virus is deemed to
have consented to HIV, Hepatitis B and C testing and provider who exposes a
Patient to body fluid in the above stated manner.

Patient Name:

Signature: Date:

Relationship to Patient:
Dependent family members also covered by this acknowledgement

For office use only:
We were unabie to obtain the patient’s written acknowledgement of our Notice of
Privacy due to the following reason:

e The Paticnt refused to sign

e Communication barriers

e Emergency situation

e Other
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