PATIENT MEDICAL HISTORY

PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES: NO 7. ARE YOU ALLERGIC TO OR HAVE YOU HAD ANY REACTIONS
1. ARE YOU UNDER MEDICAL TREATMENT NOw? Q Q TO THE FOLLOWING?

NO YES NO YES NO
Q 1oCALANESTHETICS O O BARBTURATES O O ASPIRIN
(E.G. NOVACAINE]

O PENICILLIN OR OTHERDOD O SEDATIVES a O QTHER

2. HAVE YdU EVER BEEN HOSPITALIZED FORANY O QO
SURGICAL OPERATION OR SERIOUS ILLNESS?

3. ARE YOU TAKING ANY MEDICATIONS Q Q

O O OF

INCLUDING NON-PRESCRIPTION MEDICINE? il
d  SULFA DRUGS a O IODINE
IF YES, WHAT MEDICATIONS ARE YOU TAKING?
4. DO YOU USE TOBACCO? O O 8 WOMEN ONLY: YES NO
5. DO YOU USE ALCOHOL, COCAINE 80 B A ARE YOU PREGNANT OR DO YOU Q Q
OR OTHER DRUGS THINK YOU MAY BE PREGNANT?
6. ARE YOU WEARING CONTACT LENSES? g 0 B) ARE YOU NURSING? a a

C) ARE YOU TAKING BIRTH CONTROL PILLS? Q Q)

9. DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING? COMMENTS
YES NO YES NO YES NO
O QO HIGH BLOOD PRESSURE Q O HearTDISEASE Q O cHesTrans
Q O HearT ATTACK O O cwoncracemacer O QO eAsiy winDED
Q O rHEUMATIC FEVER Q O HeART MURMUR Q Q swroxe
O QO swoLENANKLES O QO avana Q QO HAY FEVER/ALLERGIES
O QO rANTING 7 SEIZURES Q Q rrecueniytree Q@ QO Tuserculoss
Q QO asmwa O O anewe Q O RADWNION THERAPY
O O LowBLOOD PRESSURE Q O emerysema Q Q caucoma
Q O erueesyzconvusions O O cancer Q QO ReCENT WEIGHT LOSS
Q QO eukema Q Q asmHees Q QO uverDiseast
Q Q pwusees O O sonteepacement QO HeaRT TROUBLE
OR IMPLANT

O QO kDNEY DISEASE Q O Heparmsaaunoice O O RESPIRATORY PROBLEMS
O Q ADSORHVINFECTIONS O Q sswawymrasmmre @ Q
O O tHyrROID PROBLEM e

O QO stomAcH TROUBLE 7 ULCERS SIGNATURE DATE

THE INFORMATION THAT | HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. | UNDERSTAND
THAT IT WILL BE HELD IN THE STRICTEST CONFIDENCE, AND THAT [T IS MY RESPONSIBILITY TO INFORM
THIS OFFICE OF ANY CHANGES IN MY MEDICAL STATUS.

I UNDERSTAND THAT PAYMENT IS DUE AT THE TIME OF TREATMENT, UNLESS OTHER ARRANGEMENTS
ARE MADE. | UNDERSTAND THAT MY DENTAL INSURANCE CARRIER MAY PAY LESS THAN EXPECTED FOR
SERVICES RENDERED ON MY BEHALFE, AND | WILL ACCEPT FULL FINANCIAL RESPONSIBILITY FOR ALL
CHARGES NOT COVERED BY INSURANCE. 1 ALSO UNDERSTAND THAT MY CREDIT HISTORY MAY BE RE-
VIEWED IF | AM TO BE EXTENDED CREDIT BY THIS OFFICE.

PATIENT, PARENT OR GUARDIAN DATE




NAME BIRTHDATE
FiRST e TAST
HOME PHONE CELL PHONE
ADDRESS cmy STATE ZIP
E-MAIL PATIENT SOC. SEC. NO.
CHECK APPROPRIATE BOX: @ MINOR  QSINGLE =~ O MARRIED QDIVORCED QWIDOWED QO SEPARATED
PATIENT'S OR PARENT'S EMPLOYER HOW LONG? WORK PHONE
BUSINESS ADDRESS cmy STATE ZIP
SPOUSE OR PARENT'S NAME EMPLOYER WORK PHONE
[F PATIENT IS A STUDENT, NAME OF SCHOOL/COLLEGE cmy STATE
WHOM MAY WE THANK FOR REFERRING YOU?
PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
SOCIAL SECURITY # DRIVER'S LICENSE #
BIRTHDATE FINANCIAL INSTITUTION
EMPLOYER WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN QUR OFFICE? QYES QNO
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SOCIAL SECURITY # DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
ADDRESS OF EMPLOYER cImy STATE ZIP
INSURANCE COMPANY GROUP # UNION OR LOCAL #
INS. CO. ADDRESS cIry STATE ZIP
DO YOU HAVE ANY ADDITIONAL INSURANCE? @ YES QNO IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP
NAME OF INSURED TO PATIENT.

BIRTHDATE SOCIAL SECURITY #

NAME OF EMPLOYER

DATE EMPLOYED

WORK PHONE




ACKNOWLEDGEMENT OF RECEIPT
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This ACKNOWLEDGEMENT *

l, . have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign

[ Communications barriers prohibited obtaining the acknowledgement

0 An emergency situation prevented us from obtaining acknowledgement
=]

Other (Please Specify)

This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



PATIENT INFORMATION

CONFIDENTIAL DATE

NAME — ~ — BIRTHDATE
HOME PHONE CELL PHONE
ADDRESS ciTy STATE ZIF
E-MAIL PATIENT SOC. SEC. NO.
CHECK APPROPRIATE BOX: QMINOR QOSINGLE -~ OMARRED QDWVORCED QWDOWED QO SEPARATED
PATIENT'S OR PARENT'S EMPLOYER HOW LONG? WORK PHONE,
BUSINESS ADDRESS Ty STATE ZIP
SPOUSE OR PARENT'S NAME EMPLOYER WORK PHONE
IF PATIENT IS A STUDENT, NAME OF SCHOOL/COLLEGE Ty STATE
WHOM MAY WE THANK FOR REFERRING YOU?
PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT

ADDRESS HOME PHONE
SOCIAL SECURITY # DRIVER'S LICENSE #
BIRTHDATE FINANCIAL INSTITUTION
EMPLOYER WORK PHONE
ISTHIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? Q YES QNO
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SOCIAL SECURITY # DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
ADDRESS OF EMPLOYER CITY STATE ZIP
INSURANCE COMPANY GROUP # UNION OR LOCAL #
INS. CO. ADDRESS cIty STATE ZIP
DO YOU HAVE ANY ADDITIONAL INSURANCE? QYES QNO IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP
NAME OF INSURED TO PATIENT.
BIRTHDATE SOCIAL SECURITY # DATE EMPLOYED
NAME OF EMPLOYER WORK PHONE
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