PATIENT INFORMATION

Last Name:
Preferred Name: i _ _ -
Birth Date: ' - . - Social Security: __ - - _
Address: , Tl | o
City: o -  state:_____ Zip:
Home Phone: _ _ S - | i o Work: )
Email: | ; - | B

‘Responsible Party (if someone other than pa’aent)
Last Name: _ e e ' Flrst
Birth Date: i Sociai Security
Drivers License:__ i EE SR .
Address, _City.: - e " o . StatE: Zip:
H_omé Phone: o :: ':_"Cel.lz . ' __ Work:
Email: | . _ o R

Spouse, Parent, Guardian:
Relationship to Patient:

'_Pfimary Insurance Info:
- Name of Policy Holder: .
: -Retationshlp to Insured E] Seif I Spouse D Ch||d L] Other:
"_;Poilcy Holder ID or S8 o Employer:
~ Policy Holder Date of Birth b Group #
--:::.lnsurance Ccmpany ..j e -_if : _ '_'Addres-s:
._:_’_',ETelephone Number IR L L

_j.jj:;jEmergancy Centact Name Relationship:

- Pharmacy: ___ f; S



DENTA'— H' jo]

Name of Patient:

Medical Alert

Patient Account No

Welcome! Please complete both sides of this dental/medical history form se that we may provide you

with the best possible dental care. All infarmation is confidential.

What is the reason for your visit today?

Date of last dental visit?

What was done at your last dental visit?

Last dental cleaning

Last full rmouth x-rays

Previous Dentist’s name

Phone

Address

State Zip

How often do you have dental examinations?

How often do your brush your teeth?

How often do you floss?

Have you ever used or are you currently using topical fluoride? [] Yes

what other dental aids do you use {interplak, toothpick, etc.)?

LINo

Do you have dental problems now? [IYes [No
If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hot or €old?.......oveiecii e Clves [INo Orthodontic treatment?............oocoeviieriricenn, LlYes [INo
SWEEES oo Clyes [INo Oral SUPGRIYT.cmieeeie s e e e e emae e e e Clyss ONo
Biting or chewing?..........ccccocovevververeenes, Llves LINo Pericdontal treatment? ... .......ccoooooveerevoeeoeeee Clyss [INo
Have you noticed any mouth Your teeth ground of the bite adjusted?............... Clves [INe
0dors or bad taste?......oiis Cyes [INo A bite plate or MOUth QUBIT? .o...oovcoocverireereen. Clyes ENo
Do you frequently get cold sores, blisters A serious injury to the mouth or head?............. Yes No
or any other oral lesians?...................... Llvyes [No o ) L L
If yes, please describe including cause:
Do your gums bleed or hurt?................ Clves LINo
Have your parents experienced gum
disesse or tooth 10857, Llves L[INo Have you experlenced:
Have you noticed any ioose teeth or Clicking or Popping of the jaw?....................... Llves [INo
change in your BIta?. e Clves LINo Pain (joint, ear, side of face) ... v, LlYes [INo
Does food tend ta become caught in Difficulty In opening or closing the mouth?. ... 1Yes [INo
between your teeth? ..., E Yes E No DIffICU'ty in chewing on either
If yas, whare? side of the MOUthZ....ocieii e, Llves [INo
. Headaches, neck achas or shoulder
Do you: i , BCNEST 1o.ier e eee e e e e Clyes [INo
Clench or grind your teeth while
BWEKE OF 518D, rover oo, Clves LINo Sore muscles {neck, shoulder)?.................... ClYes [INeo
Bite your lips or cheek regularly?........... Yes [ INo Are you satisfied with your
g ) P . . e Y D D teeth’s PPearanNCE? ... ElYes EI Ng
Hold foreign abjects with your teath .
{pencils, pipe, pins, nails, fingernails)?.. [1Yes [INo V‘lv’IOUf|d YOUI.l:ckt: to keep all of your teeth Oves O
3ll of your Bife?. ..o e a5 0
Mouth braath while awake or asleep?.... |:| Yes [ JNo Y .
Have tired jaws, especially in the Do you feel nervous about having dental
IOIIAG. oo Clves CINo TreatmMEnt? e s Clyes [INo
i 1 7
$nore of have any other sleep disorders?.. [] Yes LI No If 50, what is your biggest concerns
Smoke/chew tobacco or use cther ;‘::?a?’z;’ i:?;nréaeg 3n upsetting Yes No
£ODBCCO PrOGUCES.ov v vververvrerrereve e Oves ONo P Frrsrmssssrn Cves L]

Have you ever been told to take 2 pre-medication prior ta dental treatment?

If yes, pleasa describe

Ll ves [CINo

s there anything else about having dental treatment that you would like vs to know? Lves Lino

If yes, please describe




Name of Patient: Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is 3 part of your entire
body. Health problems that you may have, or medication that you may be tzking, could have an important
interrelatlonshlp with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care? Clyes | CINo | if yes, please explain:

Have you ever been hospitalized or had a major operation? | LlYes | LINo ' If yes, please explain:

Have you ever had a serious head or neck injury? Clves | CINo | If yes, please expiain:

Are you taking any medication, pills, or drugs? LlYes | LINo | If yes, please explain:

Do you take, or have you taken, Phen-fen or Redux? Llves | LINo

Are you on a special diet? Llves | CINo

Da you use tobacco? dyes | LINo

Do you use controlled substances? Cyes | LINo

Women: Are you: Pregnant / Taking Oral Nursing?

Trying to get pregnant? Yes | No contraceptives? Yes | No g Yes | No
Ara you allergic t f - . ,

the rolrcwinggl oonyo L] Penicillin | [] Codeine | [ Acrylic C Metal | L[] Latex Ol Lacal Anesthetics
L] Other: If yes, please axplain:

Do you have, or have you had, any of tha following?

Yes No Yes No Yes No Yes No
AIDS/HIV Positive 0 [ { Cortisone Medicine 1 [ | Hemophilla L] L[} |Renal Dialysis O
Alzheimer's Disease ] [] | Diabetes L] L[] | Hepatitis A L) LJ |Rheumatic Fever L
Anaphylaxis ] [ | Drug Addiction ] L[] |HepatitisBorC ] L[] |Rheumatism .
Anemia 1 [ | Essily Winded 1 L[ | Herpes L L[ | Scarlet Fever (|
Angina Ll L | Emphysema L1 [ | High Blood Pressure L] L [Shingles O o
Arthritis / Gout O [ | Epilepsy or Seizures L[] [ | Hives or Rash ] L [sickle Cell Disease [ L
Artificial Heart Valve [ [1 | Excessive Bleeding {1 L[] | Hypoglycemia {1 L] |Sinus Trouble (IR
Artificial Joint 0 [ | Excessive Thirst L [ [ rregular Heartbeat L] L |Spina Bifida Lo
Asthma 1 [ | Fainting Spells/ Dizzy 1 [ | Kidney Problems L O |stomach/intestinal
Blood Disease L L | Frequent Cough L O | Leukemia L L |Disease (g
Blood Transfusion 1 [ | Frequent Disrrhes Ll L[] | Liver Disease Ll L] |stroke o
Breathing Problem ] [ | Frequent Headaches [ L | Low Blood Pressure L] LJ | Swelling of Limbs L] L]
Bruise Easily Ll [ | Genital Herpes ' L[ | Lung Disesse L) L[] |Thyroid Disease OO
Cancer O L | Glaucoma T O | Mitral Valve Prolapse [ L |Tonsilitis Cl
Chest Pains O L[ | Hay Fever L [ | Pain in Jaw Joints L L] | Tuberculosis L O
Cold Sores/Fever . [ | Heart Attack/Failure L L] | Parathyroid Disease 0 L |Tumors or Growth L1 ]
Blisters Heart Murmur L L | Psychiatric Care L L] |Ulcers [
g:;";?_:g:m Heart [0 [ |Heart Pace Msker [ [J | Radiation Treatments L] L1 |venereal Disease L1 [
Convulsions 00 g'ir-.'saer;cs'!;rouble/ L O recent Weight Loss D O vellow Jaundice 0o

Have you aver had any serlous liness not (Isted above? [JYes []INo Other: If yes, please explain:

Madicatlons / Vitamins / Supplements:

Comments:

To the best of my knowledge, the quastlons on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my (or patient’s} health. It is my responsibility to Inform the dental office of any charges In
rmedical status.

Signature of Patient, Parent or Guardlan: Date:




.~ MIDTOWN FAMILY D E NTIS B GRS T

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*You may refuse to sign this acknowledgment®

l, understand that Midtown Family Dentistry
is required to request this signature by federal law and acknowledge that | have received a copy of the
office’s Notice of Privacy Practices.

Full Name:

Signature:

Date:

Authorization to Release Information Purpose:

This form is used to obtain authorization to release information regarding you covered
under the Privacy Act to people other than yourself.

[, authorized the following person(s) to have access to information
covered under the Privacy Practice reqgarding myself.

Print Name / Relationship:

Print Name / Relationship:

Print Name / Relationship:




" Name:

MIDTOWN FAMILY DENTISTRY

AUTHORIZATION FOR RELEASE OF INFORMATION - COMPOUND RELEASE

Name of Patient: B T A . Date of Birth: -
is authorized to feieased protected heaith lnformatlon about the above named patlent In the foltowlng manner '
and to identified persons. - e : : : : :

_Entity to Recelve Information. - . . Description of Information to be released. Check |
Check each person/entity that you approve to' ... . eschthat can be given to person/entity on the left in _
receive Informatlon N T the same directicn.

C] Voica Molf. Tt BRI L D Resa.;_lts o iab tests fx rays

* [ spouse (provide name and phone number) - . ,,_I:I;_*Fmgnclai_ |
gy e R

] parent _(pf_é\tl_dﬂ"_ﬁ;ﬁjﬁ}?ﬁ; ' hmammhar} .

" Phone:

E_I Eman*_commuhl_c_;a_tmﬁ ;__.;_.mug_;gmf i 8

*In arder for email ccmmumcatlon to ot:c 3 p :se
disclosure betow: '

. amch Notlflcat[on

L For emait communication; Iunder

on, | und -mt i an ancrypted manner there Is @ risk it eoutd be
accessed inappropriately. | 'sjt_t_ti_'efe_;: RS

; umc:ations

O] Communication about treatment ugmateaf shaking thescommunication. .- -
Patlent Rights: . . -
+.1 have the nght to revoka thls auth
- * | may inspect or copy the pratectad hed

« Revocation is. not effective in
goling forward. - '

« | have the nght to refus_ 5

The information is released at the patient’s request and this authorizatlon will remain in effact until revoked by patient.

Slgnature of Patient or Personal Representative Date
*Description of personal Representative’s Authority {attach necessary documentation)



