Dental History

Medical Histor)

Patient Name Date

Primary reason for this dental appointment: o Examination o Emergency o0 Consultation

-Do you have a specific dental problem? Describe Yes No -

-Do you have dental examinations on a routine basis? Last visit Yes No \'
-Do you think you have active decay or gum disease? Yes No . -
-Do you brush and floss on a routine basis? Yes No v

-Do you ever have clicking, popping, or discomfort in the jaw joint? Do you brux or grind? Yes No

-Do you smoke or chew? Yes No M ;Z,VM
-Any sores or growths in your mouth? Discuss Yes No DENTAL CARE

-Name of previous dental office:
-Date of last full mouth x-rays (16 small films or panoramic)
-Is there anything you would like to improve about your smile?
-Would you like whiter teeth? Yes No

-Are you under a physician’s care now? Why?
Who? Phone
-Have you ever been hospitalized or had a major operation? Yes No Discuss

-What medications, vitamins, pills or drugs are you currently taking (if any):

-Are you allergic to any medications or substances? Yes No (Please check box below)
) Aspirin [ Penicillin Codeine  [1 Acrylic [ Metal [] Latex Rubber

[J Other

-Women (please check): [] Pregnant/trying to get pregnant [ Nursing

Milk

-Do you now or have you ever had any of the following? Do you take any of these medicines? Please check appropriate boxes.
(*If yes to any of the starred conditions, please call prior to your appointment.. pre-medication or changes in medication may be
required.)

[] Heart disease/surgery

[1 Pain in jaw joints

[ Allergies (pollen/dust)

[ Rheumatic fever* L) Rheumatoid arthritis LI Nervousness

[1 Coronary stent*® [1 Osteoporosis [ Hives/rash

[J Pulmonary shunt* [ Joint replacement (screws/plates) [ Angina/chest pain
[J Heart murmur or defect* [ Frequent cough [7 Scarlet fever

[ Congenital heart disorder* [ Arthritis/gout [ Chemotherapy

[ Artificial heart valve* [ Tuberculosis [1 Thyroid disease
[] Heart pacemaker* 1 Ulcers [J Kidney problems

[J Stomach intestinal disease
[1 G.E.R.D /acid reflux

[ Diabetes

[ Hypoglycemia

[ Bruise easily/blood disease

[J Mitral valve prolapse*
[J Heart attack/failure

[J Irregular heartbeat

[J Bacterial endocarditis*
J Lung disease

Renal dialysis
[ Liver disease

Hepatitis A (infectious)
[1 AIDS/HIV Positive
L1 Cold/canker sores

[ Asthma [ Recent blood transfusion [] Hepatitis B or C

) Emphysema or C.O.P.D. [] Autoimmune disease Tattoos/Body piercing

[J X-ray (radiation) treatments [J Sinus trouble [] Drug addiction/alcoholism
[J Cancer [ High blood pressure [ Herpes

[ Leukemia [J Low blood pressure [ Epilepsy/convulsions

[J Tumors/growths [] Fainting or dizziness [J Alzheimer’s disease
[ Bone density medications or bisphosphonates: (Zometa, Aredia, Reclast, Fosamax, Actonel, Boniva)

-Have you ever had any other serious illness not checked above? Discuss

To the best of my knowledge, all the preceding answers are correct. If I have any changes in my health status or if my medicines
change, I shall inform the dentist and staff at the next appointment without fail.
X Date
Patient Signature (Parent or Guardian)
Reviewed by Doctor.

Date

Patient Consent Form HIPAA
I hereby acknowledge that a copy of this office’s Notice of HIPAA rights has been made available to me. I have been given the
opportunity to ask any questions I may have regarding this notice.

Please print patient name:

Date:

Signature:

Medical Updates

Date New Findings/Medications

DENTAL & MEDICAL HISTORY



CASTLE PINES DENTAL CARE - HIPAA OMNIBUS RULE

PATIENT ACKNOWLEDGEMENT FORM FOR RECEIPT OF NOTICE OF PRIVACY PRACTICES
CONSENT/LIMITED AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date: Patient Name:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM RECEPTION AREA:
J First Name Only 4 Proper Surname 4 Other

PLEASE LIST ANY OTHER PARTIES WHO ARE ACTIVELY INVOLVED IN YOUR HEALTH CARE AND WHO CAN HAVE ACCESS TO
YOUR HEALTH INFORMATION: (This includes step parents,

Name: Relationship:

Name: Relationship:

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA:

1 Cell Phone Confirmation - Email Confirmation
dJ Text Message to my Cell Phone ' Work Phone Confirmation
-JHome Phane Confirmation 1 Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

Li Cell Phone Confirmation - Email Confirmation
U Text Message to my Cell Phone - Work Phone Confirmation
JHome Phone Confirmation J Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on
behalf of this Healthcare Facility via:

J Phone Message J Any of the Above

JText Message 'J None of the Above (opt out)
1 Email

Insigning this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved health.

Thisofﬁ:emavolmaynolveceivethirdpartyremune(ationfromlheseamlialedcompanles.we.under:urrentHlPMOmnibusRule, provide youthisinformationwithyour knowl-
edge and consent,

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this
healthcare facility. A copy of this signed, dated document shall be as effective as the original. MY SIGNATURE WILL

ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO
OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

Please print name of Patient Please sign Patient / Guardian ofPatient

Legal Representative / Guardian Relationship of Legal Representative / Guardian

OFFICE USE ONLY
As Privacy Officer, | attempted to obtain the patient’s (of representatives) signature on this Acknowledgement but did not because:
<! 1t was emergency treatment

-4 | could not communicate with the patient
- The patient refused tosign

] The patient was unable to sign because
J Other (pleasedescribe)
Signature of Privacy Officer

grandparents and any care takers who can have access to this patient’s records):



