Health History Form

ADA American Dental Association® -

America’s leading advocate for oral health

Today’s Date:

Email:

)

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 Nome Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis oono
Persistent cough greater than a 3 week duration ooo
Cough that produces blood ooo
Been exposed to anyone with tuberculosis oboo
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. y
Pental |nf0rmat|0n Please mark (X) your responses to the following questions. .
Yes No DK Yes No DK
Do your gums bleed when you brush or floss? O O O | Doyou have earaches or neck pains? oowo
Are your teeth sensitive to cold, hot, Sweets or pressure? ..., O O O |Doyouhaveany clicking, popping or discomfort in the jaw? ..........ccoueveeceuuvenn. oono
"1 Is your mouth dry? 0O O O | Doyoubrux orgrind your teeth? oono
Have you had any periodontal (gum) treatments? O O O }Doyouhave sores or ulcers in your mouth? ooo
Have you ever had orthodontic (braces) treatment? 0O O O |Doyouweardentures or partials? onoo
Have you had any problems associated with previous dental treatment?......... O O O Do you participate in active recreational activities? ooao
Is your home water supply fluoridated? OooOQ Have you ever had a serious injury to your head or mouth?............cccooormueee.e. Oooo
Do you drink bottled or filtered water? 0O O O | Dateofyourlast dental exam:
If yes, how often? (Check one) DAILYL] / WEEKLY I / OCCASIONALLY [ What was done at that time?
Are you currently experiencing dental pain or discomfort?..................... [ Iy | Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
- J
M Ed | Cal I nfO m at ION 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? O O O | Haveyou had a serious iliness, operation or been hospitalized
Physician Name: Phone: Include area code in the past 5 years? obod
( ¥ If yes, what was the iliness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter medicine(s)?., oono
Are you in good health? 00 O O |fso, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... [ i and/or dietary supplements:
If yes, what condition is being treated?
‘| Date of last physical exam:
(.
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Medical lnfor.mationPmmmmmwin&m#ymmwhawmhadmafﬂwﬁMgdismorproblems.

)
r(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses?. 0 O O |Do you use controlled substances (drugs)? OooOoog
* | Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)? mi
{hip, knee, elbow, finger) replacement? Oooog If so, how interested are you in stopping?
’ ’ ’ ) Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications? i . S
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic bev.erages. T oboao
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget’s disease? 0 0O O |#yes, how much doyou 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) Pregnant? oon
- | for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?..............o.oooooooo....... Oooo Taking birth control pills or hormonal replacement? 00O
Date Treatment began: : : Nursing? Oooo
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. ) Yes No DK  Metals Ooog
Local anesthetics 000  Latex (rubber) ooao
Aspirin OO0 lodine Oooao
| Penicillin or other antibiotics O 00O  Hayfever/seasonal Ooo
Barbiturates, sedatives, or sleeping pills OO0 Animals Oooano
Sulfa drugs 000 Food Oooo
Codeine or other narcotics OO0  Other Oooo
Please mark (X)yourrnpousetoindicate#youhaveorhavenothadanyofthe llowing diseases or problems.

B Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve O O O | Autoimmune disease O O Glaucoma....ueeeveeeeeee Oooao
Previous infective endocarditis O O O | Rheumatoid arthritis OO Hepatitis, jaundice or

’ . s icl liver disease................cco........ Oooo
Damaged valves in transplanted heart Oooaog ystemic lupus )
Congenital heart di (CHD) erythematosus...................... O 0O O Epilepsy. oo Oooog

Unrepaired, cyanotic CHD OO0 Asthma e, 0O O O  Fainting spells or seizures....... ooano

ired (c - IS o Neurological disorders......... ooo

Repaired (completely) in last 6 months oono Emn:h't's g El E 'fye:gs';:dfy's?r ers

Repaired CHD with residual defects OO Im| mphysema..........ccccceevvveeuneen. Sleep disorder OO -

Sinus trouble . Oooao p disorder ........................
f:cept f:t; the foc’c;:doi;itg's cl;‘sted above, antibiotic prophylaxis is no longer recommended Tuberculosis...........oecreeen.en. onoo Doy o‘; :norr;.?..: """"""""""" ooo
.| for any other . : Cancer/Chemotherapy/ M;:ta_ eaith disorders Ooo
Radiation Treatment................ Oooao ¥
Yes No DK Yes NoDK h ) ) O g Recurentinfections... ... ooo
Cardiovascular disease.......... 0O 0O O Mitral valve prolapse.............. oong est pain upon exertion........ Type of infection:
ANGINA..o e OO O Pacemaker ... Ooo  Chronicpain. . OO dneyproblems........... ooo
Arteriosclerosis.................... Oooo O OO Diabetes Typeloril.... U 00 wghtsweats............. ooo
Congestive heart failure...... 0 O O O OO  Eating disorder 0 O osteoporosi................ ooo
Damaged heart valves.......... Oooo I o B — L' O Ppersistent swollen glands
Heart attack Oooog O OO  Gastrointestinal disease 0O 0O inneck Oooao
tHeart attack oo : ' Severe hondachos/
*Heart murmur...................... 0O O O Blood transfusion................ 0O OO GE Reflux/persistent migraines..............____ 0Ooo
Low blood pressure oo If yes, date: heartburn ..., Oooano T ;
p . . N Ul O oO@Q Severeorrapidweightloss.. O O O
High blood pressure.............. 0O 0o Hemophilia... e, Oooo cers : . ]
i R . Sexually transmitted disease.. [0 OO [J
Other congenital AIDS or HIV infection............. 0O OO Thyroidproblems.................. Oono Excessive urination ooo
heart defects.................... 000 Arthritis. e O OO Stroke o
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? Oogog
~ Name of physician or dentist making recommendation: Phone: Inciude area code
« )
Do you have any disease, condition, or problem not listed above that you think I should know about? Ooonog
Please explain:
— S
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I 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. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.

- hwill 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:




- May we phone, email or send a text to you to confirm appointments? YES NO

'May we leave a message on your answering machine at home or on your cell phone? YES NO

This consent was signed by: (PRINT NAME PLEASE)
' Signature: Date:
Witness: Date:

INLET PREMIER IMPLANT
& COSMETIC DENTISTRY

f////{.

HIPAA Comﬁliance Patient Consent Form

"Our Notice Of Privacy Practices provides information about how we may use or disclose protected health

information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment
or healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this
agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of

the information for treatment, payment or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information. You have

_ the right to revoke this consent in writing, signed by you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

* Protected health information may be disclosed or used for treatment, payment or healthcare operations

® The practice reserves the right to change the privacy policy as allowed by law

The practice has the right to restrict the use of information, but the practice does not have to agree to those
. restrictions

® The patient has the right to revoke this consent in writing at any time and all full disclosures

* The practice may condition receipt of treatment upon execution of this consent

May we discuss your dental conditions with any member of your family? YES NO

If YES, please name the family members allowed :




Inlet Premier Implant & Cosmetic Dentistry

Financial Policy & Insurance Information

Our office accepts cash, check, Visa, Master Card, Discover, and American Express.

There will be a $35.00 fee for returned checks. We also offer Care Credit for Major services only.

Insurance: We are happy to assist you in filling the necessary forms to help you receive the full benefits of your

coverage, however “You are ultimately responsible for knowing what your benefits coverage consists of.”

Please be prepared to pay your deductible and co-payment at each visit. Please understand that although some services

provided may not be covered by your insurance company, they are still your responsibility to pay. You will be billed for
balances not paid by your insurance company. Account balances are expected to be paid in full within 3 months

regardless of insurance payments. ***PAYMENT IS DUE AT THE TIME SERVICES ARE RENDEREND***

RELEASE INFORMATION -, the below named patient, do hereby authorize the dentist examining and/ or treatiné me to B '_ ,.

release any third payor (such as an insurance company or governmental agency, any medical, dental information and
records concerning diagnosis and treatment when requested by such third party for its use in connection with
determining a claim for payment for such treatment and/ or diagnosis.)

DENTAL INSURANCE ASSIGNMENT-I, below named subscriber, hereby authorize payment directly to my dentist
examining or treatment me of any group and/or individual dental/medical benefits herein specified and otherwise

payable to me for their services as described. | permit a copy of these authorizations and assignments to be used in
place of the original, which is on file at the dentist’s office.

For all major work*, a $250.00 deposit will be required to hold your appointment time. The deposit will go towards
your appointment: however, if an appointment is cancelled less than 72 hours, the deposit will be non-refundable.

*Major Services Include: Root Canals, Crowns, Bridges, Dentures/Partials and Implants

Missed/Broken Appointments: Please contact us at least 24 hours in advance if you are not able to make your
appointment.

It is our policy to charge for missed appointments at the rate of $50.00. If an appointment is missed or cancelled same
day, you will be required to pay a deposit prior to scheduling your next appointment. If you break three (3)
appointments in a row, you will not be rescheduled and dismissed from our practice.

Minor Patients: The adult accompanying the minor patient is responsible for payment of the services.

By signing you have agreed and understand the financial policy for Inlet Premier Implant & Cosmetic Dentistry.

Signature of patient/guardian Date

Insurance Information:

'Subscriber: DOB:
Patient: DOB:
Insurance Company: Phonetit

ID# Group Name/Number




