Patient Information
Name Married O Single O Minor O Other O
Birth Date Social Security No. I identify my gender as:
Address Zip code:
Cell phone( ) Email
Emergency Contact: Name Phone( )
1. Preliminary Consent for Treatment
| understand | am having any or all the following done today: Exam, Radiographs “X-rays" and cleaning "“Prophylaxis”
Initials
2. Medications , Substances, and Medical Conditions ‘
I understand that antibiotics, analgesics “pain medicines”, anesthetics, latex and other substances can cause allergic
reactions, resulting in redness and/or swelling of the tissue, itching, pain, vomiting and /or more severe allergic reactions.
Certain medications may cause drowsiness and it is advisable not to drive or operate hazardous equipment when using
such drugs. | have informed the Dentist of any known allergies and/or medical conditions, including possible
pregnancy.
Initials
3. Office Policy Regarding Appointments
We understand that circumstances can sometimes prevent you from coming to a scheduled appointment. However,
out of respect for our other patients attempting to secure appointments, if you are unable to keep an appointment,
we kindly ask for two days' notice. There will be a $50 fee for any cancellations made within 24 hours of your reserved
appointment. We appreciate your understanding.
Initials
4. Disclosure of Records
| consent to the dentist’s use and disclosure of my records (or my child's records) to carry out treatment, to obtain
payment, and for those activities and health care operations that are related to treatment or payment. My consent
to disclosure of records shall be effective until | revoke it in writing.
Initials
5. Dental Benefits / Payment Authorization

| understand that treatment my Dentist recommends is based on what he/she determines is best for my dental health,
and not necessarily based on what an insurance plan will pay. Therefore | understand that my Insurance (if any) may
not cover all aspects of my treatment plan and | will be financially responsible for any treatment not covered by the
insurance plan. | understand that the treatment plan proposed to me is an estimate of insurance benefits and my
actual coverage may differ due to frequency limitations, group coverage, incomplete information provided by my
insurance company, etc. | authorize payment directly to the dentist or dental group of insurance benefits otherwise
payable to me. | acknowledge that | am responsible for any balance remaining in the event that my insurance
coverage is terminated for any reason. In addition, | am aware any co-payments or payments will be due the day of
treatment.

Initials

Date Patient Signature/Guardian Signature
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1. Physicion’sName
Address:
Telephone:

2. Are YOU UNTET G PRYSICION'S COMBR i iverese b siasiasiaismasissasioisesssn bssimossnesbseiiesss o svsiasmeionsats Yoo N

Since when Why?
3.  When was your complete physical exam?
4. Are you taking any medications or SUDSTONCESZ ... snessaesiesisrsseroreressssoseraeers ¥ N

(If yes, please list medications in comments box.)
§. Do You rouﬁne!y take health related SUbeOnCGS?{‘.‘s!qmvns, herbaol supplements, natural proguctst.., Y N
6. Are you allergic to any medications or sUBSTONCESZ Plewse i e i erosceiorescrsernosens ¥er N
7 DO YO0 NOVEe ORY CHOTGIES OF NIVOST Ll ivimsatinisoissiarssiniriossiassia sbssrivisss fovobioniis besspns Y N
8. Do you have any problems with penicillin, antibiotics, anesthetics

olffelis = lier < Yo foln | fels L MRNRENE CIRURs WERRERLL ) 6 (AN Dl R O i e R N
9. Are you sensitive to any metals or latex? ............. N
10, Are you pregnant or SUSPECt YOU MY DE%.......ccurmmmmiieanenesaimssmrssss sssssssessons N
11 00, you use Gny-DI CORITOl MEAICOHONEE it i os e N
12. Have you been treated for or been told you might have heart disease? ..., Y. N
13. Do you have a pacemaker, an artificial heart valve implant, or

Been diagnosed with mitral vaive prolapsSE? ... cissresonserssens Y N
14. Have you ever had rheumatic fever? ................ N
15. Are you aware of any heart murmurs? ... N
16. Do you have high or low bIoOd Dressure? iplease cincle which P8 vaueirersressrerserssessiesssrssssasseas Y N
17. Have you ever had a serious illness Or MOjor SUFGEIY? ... rennsionssnnsoiesrassessessas Y N

if s0, explain
18. Have you ever had radiation freatment, chemo treatment for tumor,

oW OrOMEE COMMIDMT L. i i S i eiayersririnss sy o885t baBsrs by ania s sms stk sp s bnodhdi} Y N
19. Have you ever taken Fosamax, Zometa, Aredia or any other oral or infravenous freatment

{biophosphonates) for bone tumors, excessive calcium in you blood or osteoporosisé ... ... Y N
20. Do you have inflammatory diseases, such as arthritis or theumatism2......c e Y N
21. Doyou have dny arlificial jOINIS/ProSIIBSISR. it irrososerarbsssivesisassibassssprarrs Y N
22, Do you have any blood disorders, such as anemia, leukemia, e1C%.....c.ovccerinonnn YN
23. Have you ever bled excessively after being cut orinjured?.......ccvvcimninnnn. Y N
24, Bovou hove STOmMaeh PrOBIEINSE. (. w. el ioiiccemassiiaiaitoasisrarssbaons trrossns shaonsx sicossnst snsonn Y N
25, Doyouhdve any Kidney BrobI@MSR i i i mesd it s isaross Samaiorssss s i YN
26. Do you have any liver problems?......c.cvccecniccininienrens i e Y N
27. Are you diabeticR........uenissiioi: o AR IRV S S YN
28, Do youhave dainting or OIZny SPEIST..ci il Gl i iivsss ssevto beih iosss s oss ko ss disive sest doas it 5N
WA B Lo BV W aTo 9ot e8| T To I (U SPUIIRNE 0 il o Fiel i) Gt IR ) I R 5 TO i pe et YN
30. Do you have epilepsy or seizure d:sorders? ................................................................ Y N
31. Do you or have you had venereal or any sexually transmitted disease?.....oovvevinrenn Y N
32. Hoveiyou tested HIV DOSHIVE L. ittt sy isihr v siosisiassssnieisssivir Y N
33, . Doyou heve AIEISE. [, 5L i missiicerioliaishintstniesetosneraras siiathatoctintonsonssbbestvdrsssohos Y N
34, Have you had or do you test positive for hepatitisZ......c.ccvicoinonn. Y N
35, Doyou orhave you NAd 1B 2L uniii it bl Ui s ibs b siedis fipnesssssssas i ie s s s it Yot
36. Do you smoke, chew, or snuff or any other forms of tobacco?.............. iveigs ¥ N
37. Do you regularly consume more than one or two alcoholic beverages a doy? ............ Yoo N
38. Do you hobitudlly use Controlled SUBSIANCTEST........iusivisisimemionesesismissssiorsnsior ssbpmsionnssssine Y N
39, Have you Had psyehiolic e OMENER .. . ivi i ssrerarnsis shonssriesssesssinas sbastasssassbesaisadih siasissoe Y N
40. Have you taken any prescription drugs fenfluramine. fenfluramine combined with

Phentermine (fen-phenj, dexafenfluramine redux] or other weight loss products2..... Y N
41. Do you have any disease, condition, or problem not listed2.......c.cvecvcrvicnence e Wit N

42.

43.

if so, explain

Is there anything else we should know about your health that we have not covered? Y

Would you like to speak to the Doctor privately about any problems?

| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE

PATIENT'S/GUARDIAN SIGNATURE
DENTIST'S SIGNATURE

Medical History

Please circle the appropriate answer, if you do not know the
correct answer please write “DON’T KNOW” on the line
after the question.

Birth Date

COMMENTS




Clearly Cares Dental

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“You May Refuse to Sign This Acknowledgement”

i have been informed of this office’s Notice of
Privacy Practices.

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:

E.] Individual refused to sign

D Communications barriers prohibited obtaining the acknowledgment

D An emergency situation prevented us from obtaining acknowledgement
D Other (Please Specify)




