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America’s leading advocate for oral health Today's Date:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort?  [1Yes [INo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X* in the box ONLY if this applies to you.

1St hard Lo OPRN FOUMIOUEND o cvsmrsminimmioms et e S O | Have you ever had a serious injury to your head ormouth? ........................ ]
DoesERICE to cliew; bt or SWAllOW? - cvass sesnmssmssmesnat i s oe s 0 | fyes, please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? ..........coovvvivvvnn... O
H ot nedlodiorital lawem) thentimeniis 16 " Hivenk ol O Have you ever had problems with dental treatment inthe past?.................... O
ave you ever had periodontal (qum) treatments like scaling and root planing? ........ If-yes, please desciibe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... O
Do you clench or grind your teeth? . ..o L | Have you ever had a reaction to, or problem with, dental anesthesia?................ O
Do o\ Aa 6 B0 oTo X0 1 1 ORI ——————— O | Ifyes, please describe what happened:
Do you have earaches or NeCK PaiNS? .......vveeirneiierriererrrerennneerennss a
Does dental treatment Make YOU NEIrVOUS? .. .. .. ..uuuuseneneeeeeneeeeennnes. [ | Areyou unhappy with your Sile?. ............coooiiiiiiiii, =
H enced fth I ichad Beestbing disoners If yes, why? Please mark all that apply:
ave you ever experienced any of these sleep-related breathing disorders? ......... O [J The color of your teeth [ The shape of your teeth (] The position of your teeth

O Mouth breathing [J Snoring [0 Trouble breathing during sleep [ Other, Mlesse describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?

Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? . . ........... £l (1 El
If yes, what medication are you taking?

Are you taking any medication to treat 0Steoporosis or Paget’s diSEESE? .. ... ... ...ttt e e e e e e Oooag

Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Avre you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,

rotiple friyeloma 6f TretaStaticEMMENT. s s siwwinie b s oo e & 20 St B8 e 6o sl i PReTS s & sEeaen o SnEse o S SRS E
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you taking hormonal FePlaCemMENtS 2. . . . ... it e e e e e e e e EI"EE £
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? . .. .. ...ttt e e Ooo0o
Do'youi s Vapiig PROBECERT,: . .o v v s s vt s smayisssn o SSTRSIHRN, 578, S0 65 UwASs, S5, 655 SRS SR, RERIASRIaN b R0 ok YRS e 6 R Y, S e, S e EY B 3
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational FeasonS? . . . v v v vttt et et i Ll 2 ]
If yes, what substances? If yes, how often is your use? [ Daily [ Several times per week [0 Weekly [J Occasionally
Was the substance prescribed by a doctor? [0Yes [INo If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . ..........................coon... B B E
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
JAKRT DICE R CONCTOlPIIS 0 e wonotios ot o s AR i 7o 00 AT AL S Ea ALt o e e A S O e e e o T e A T R T Ao A T | |
Pregnant? If yes, number of weeks: A R O N A S S S o S B A o 5 M N RS S e o S S s e v Kl i R
NUPIng? I yasiAMbERORWEBKEE - - - o o innieii s e e R S R S R e S B e B

© 2021 American Dental Association
Form S50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



ALLERGIES Please use an “X” to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
ASPIEINY cccousmmonvmva siscisesssimisass aessris i s G A TR B N e O O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleeping pills. ...........cccveiiiiiiiiiiiin... O O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeineor GthEr NAIEOHES. s smmsss st R S 0O 0O O  sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies . .........ouveuureeirieeirieiieiiineeinnnnn, 0 O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
VOIS simsssmacmsoss srmrssisstivssscansors iasesiiamsames s o e S N S B 0O O O (Microzide) and furosemide (LasiX). . . ..o oeeenvrniinnineneneneeenns. Oooano
L oo e o o1 ST ooo
Loeal SRt NEHICS e cossimoasiremmsonssnm i s s s s A s E: BB . . J . A .
MEEAIS o ovee e Oooo Please describe any “Yes” answers and include information about your experience.
Penicllinor other antibigies . v e s memmaimesioise 1o 2
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an X" to mark your answers to the following questions. Yes No ?
Are Yol good BHysical BRAINY o v me om0 s L 0 A .0 R0 ot 5o 0 LA A R s kb sl e 0.8 B8
Are you currently being seen or treated by @ PhySICIBN? . .. . . ... v ittt ettt ettt et 1
Has a physician or previous dentist recommended that you take antibiotics before having dental Work done? . ........oviviiiieiiiiieeireeteeiieeeeeaeaaanans 5 i
Have you had a serious illness, operation or been hospitalized in the Past 5 YEars?. ... .......uuuiiiiiitt ettt e e e e 0 El G
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, etc.)? ..........ooeiinuneeeennnnn... o
Have you had a heart valve replacement Or heart SUNGOIY? ... ... ..oiiiiuiitiitiitit ittt ettt ettt e et et e e et e e e e e e ee e (8 [ [
Have you had an organ or bone marrow/stem cell transPlant? . ... .. ...ttt ettt e e e e 0B
Have you traveled internationally within the [ast 30 days. . ... ... ettt et e e e et et e et et e £ E B
Have you:had:a:fever (100.4°F or:above) iy thie St 72 INOUER. s s e i sl e s/iise s ite v e s st e s S s e e e e e o s () 0 |
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health CUNEEE: +. o500 e miovmiemas e WA e A S I o I | Digestive Health
Pacemaker/implanted defibrillator ........... Ll e 8 Type: Gastrointestinal disease .................... I
Artificial (prosthetic) heart valve ............ R Date of diagnosis: G.E. reflux/persistent heartburn (GERD)...... | R
Previous infective endocarditis .............. Ooao Chemotherapy: SOMACKIUORNS: ..o wvisieiniwminimmin sivaosie we abiaimss B
Congenital heart disease (CHD) ............. oono Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD................ 0 0 0 piood (Circulatory) Health GIBGEOMA L o smsatsivii s s i OOoo
Repaired (completely) inlast 6 months ... 0 O O anamia. ... 0 8 O h
Repaired CHD with residual defects ....... BOD piodtenefusion ooo Other
h S e e e ey S BAISTSION s e 20 s SR SR R s e AL e ot i et e |
ATEEROSEIBOSIS, o vnisssnsasnmmsssemiesnts 2 If yes, date: fil bk
Coronary artery disease . ................... 000 Hemophilia 0Ooo Chronicpain .........covvviireieeneeninn oono
C Ve heart Fall SR EEE ST s SE s 0 LTy Bk Sninla e Diabetes (type lorll) ....ovvvvvniirennnennn O 00
ongestive heart failure ..................... High or low blood pressure.................. o o a di
Damaged heart valves ..................... ) Eating dISOrder ,.....vs wxnvsumessnsanssapuns B L
Hembattadh - ao e 0O O O Brain (Neurological)/Mental Health Frequent infections .............ccvvvunnn, ooao
Heart murmur/rhythm disorder ............. B 0o Anx1ety.~ .................................. (W Tyge_ of |nfec3t|on: ‘ :

: ; DRPTESEION, svs0scvrirsin mmaiovsmies sk Ao eres i O O O  Hepatitis, jaundice or liver disease .. ......... = i
Rheumatic heart disease. ................... | O - -
R 030D EPIEPSY veenss i nssasasasias B OB immunedeficency; s assm v foamsbions =

"""""""""""" Mental health disorders ....................00 O O  Kidneyproblems...........................0 O O
Breathing (Respiratory) Health Neurological disorders. ..................... E3E BT MalreBabon .o ssmmimaspmssnsmionb e ooao
Asthmg FCOPD) ---------------------- O O O post-traumatic stress disorder ... ........... O I3 OSteontrosiS:m oo sanmmsmaesimsmssihss B
Bronchitis. .......oovviiiiii U OO faumatic brain injury or concussion. .......... 0 B 0O  Rheumatoid artheitis: v v avmminagns i |
Emphysema...........oooiiiiii = 3= B Sexually transmitted infection (STI)........... ooo
SHUSHOUDIE. »venwvvsivns imimssssimmies ooao ) Thyroid problems oOono

; AIDS OF HIVIRFECHON . i5.v0 wssisinsisisim s [ YV PTOURERIIS . e Sossiembnpinna
TUDERCUICSIS  ves s Sab e s o B B E
Lupiis’ s i e s s 1 i

Do you have any disease, condition, or problem that’s not listed here? If so, please explain.

MEDICAL SYMPTOMS/GENERAL Please use an “X” to mark your answers to the following questions.

In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... O O O | foundithard to catch your breath? .......... 0O O O | experienced vomiting, diarrhea, chills,

coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?. .................. ooao
lasted longer than 3 weeks? ................ 0 s 0 A oo 5= A —— O O O | had migraines or severe headaches? ......... =i
been exposed to anyone with tuberculosis?... 0 O [ [ noticed a change inyour vision?............. 5 [ 1

had a rapid or irregular heart beat? .......... 0 0 [ | fointed for nOreason Py w.«seesssssnssnsmasis Oooano

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert [ Premedication ~ [J Allergies [ Anesthesia

Reviewed by: Date:
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HIPAA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. Implementation of
HIPAA requirements officially began on April 14, 2003. Many of the policies have been our practice for years. This form is a
“friendly” version. A more complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your Protected Health
Information (PHI). These restrictions do not include the normal interchange of information necessary to provide you with office
services. HIPAA provides certain rights and protections to you as the patient. We balance these needs with our goal of providing you
with quality professional service, and care. Additional information is available from the U.S. Department of Health and Human
Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative
matters related to your care are handled appropriately. This specifically includes the sharing of information with other
healthcare providers, laboratories, and health insurance payers as is necessary and appropriate for your care. Patient files
may be stored in open file racks and will not contain any coding which identifies a patient’s condition or information which
is not already a matter of public record. The normal course of providing care means that such records may be left, at least
temporarily, in administrative areas such as the front office, examination room, etc. Those records will not be available to
persons other than office staff. You agree to the normal procedures utilized within the office for the handling of charts,
patient records, PHI and other documents or information.

2. Itis the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S. mail, or by
any means convenient for the practice and/or as requested by you. We may send you other communications informing you of
changes to office policy and new technology that you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must agree
to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include PHI by government
agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the Doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services.
7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete, or modify any of these provisions to better serve the needs of both the practice and the patient.
9. You have the right to request restrictions in the use of your protected health information and to request a change in certain

policies used within the office concerning your PHI. However, we are not obligated to alter internal policies to conform to
your request.

ACKNOWLEDGEMENT

I (patient name), do hereby consent and acknowledge my agreement to the
terms set forth in the HIPAA INFORMATION FORM and any subsequent changes in office policy. I understand
that this consent shall remain in force from this date forward.

Signed Dated




