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Dantal History/Authorization/Release v

|Reasonfor thisvisit . , 7
When was your last déntal iisit? __ Whatwas done then?
‘Howoften did you visit the dentist befma then? o .

iPravious dentisl {name and location

:Hava yols had-a complele-series of dental films (x-rays) takan / when / wherg: .
Hoioteddoyoubiushyourteath? Howonen doyuuﬁossyourteem?
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Do you bite your lips or cheeks frequently?
Have you noticed any loosening of your teeth?
Doeas food tend to becoma caught between your teath? -
Have you every had periodontal treatment {gums)?
Ever worn a bile plate or other appliance?

Have you ever-had any duﬁuﬂtemachonsmthepas‘l?
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| . problems in.your jaw: following extractions?
| Clicking O g Do you wear dentures or partinls?
Pain (jeint, ear, side‘of face) 1 3 1fyes, date of placement
g{m:’; ;D:wni;gm dlosing ED] E Have you mfar mce!vedor oral hyglene instructions .
B { ? T
‘Do you have. " es? 8 0 regarding the care of your teethand gums 0
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‘| 1 you coutd change anything about your smile; what would you change?.

| Authorization and rotease
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Birthdate Entry Dato: 03/30/2022

Medical History

t consider my health ta be (pleasa check one) ~ {1Exceflent  []Good  [JFair  [JPoor
Physician's name A . Date of last visit

Have you ever faken any of the group of drugs collectively referred to as “fer-phen™? Llves {JNo
Thase include combinations of {onimin, Adipex, Fastin (brand name of phenlemming), Pondimin (fenfluramine) and Redux (dexfenfluramine.)

Doyou or have you evar taken any of tha group of drugs. colleclively referred to as "biophosphnates™? __[j%s CiNe
This group of drugs is commonly used for treating osteapoerosis andfor for cancer treatments. Sample generic
names such as: Fosamax (alendronate}, Actonel {risedronate), etc.

Haveryou had any serious ilinesses-or operations?

Ifyes, pleass describe. .. .

Have you ever had a blood transfusion?  [7JYes Dale , LINe

{ (Women) Are you pregnant? {JYes [INo- Nursing? [JYes [JNG
Taking birth control pllis? ~ [7}Yes [JNo-

Do yourhave or hlave yowrhad'any of the following?  (Please check aii that apply

[JAnemia [15carlet Faver {1 Hepatitis [JDiabetes

[ Atificial Jaints [JStroke [JJaw.Pain- [}Glaucoma
[]Blood Disease [ITonsiitls [(1Mitral Valve Prolapse [1Heart Problems ;
[1Chemotherapy [ }Venereal Disease/STD '\ Respiratory Disease [High Bicod Pressure
FTCough, persistent {JAtthritls, Rheumatism {IShortness of Brealh. [CIKkiney Disease
MeEpilepsy T ]Asthma {T] Swelling of Fest ar Ankles [[jPacemakar
[[JHeadaches [JCancer 1 Tuberculosts TIRheumatic Fever
[JHemophilia [C]Circulatory Problems [ ] Artificial Heart Vaives [ Skin'Rash

[ IHWIAIDS [JCough.up blood’ [(1Back Problems {1 Thyroid Problems
[Liver Disease JFalnting [JChemical Dependency CUlcers-

{JRadiation Treatment {JHeart Mumur [7] Cortisone Treatmenis

Do you smoke or use tobacco?  []Yes. }jN'o How often?

Do you-drink alcohal? [IYes. [JNo How cften?

Have you laken medication before your dental appointments? [JYes: [ JNo

Have you consumed alcoho! withing the jast 24 hours? [IYes [INo '

‘Do.you use other drugs? [l¥es [ONo How often? . : — |
Alleiigies toMedications |
Selec! all thal apply

[TAspiric {JPenicilin [JLatex

[]Codeine {1 Erythomycin [} Tetracycline




| 1 Dental Anesthetics 1 1Jewelry or Metals

Patient or responsible party

Signer's Full Nsme Dale

Are you currently taking any medications? Please list them here:

Liother



Are you currently taking any medications? Please list them here:
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*HIPAA Release Form.
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Birthdate Entry Date: 03/15/2019

HIPAA Release Ferm

1 Release of inforriation
:' | autharize the release of information including the diagnosis, records; examination rendered to me and claims inforamtion.

‘ This information may be released fo:

1 Spouse

[JChild/Children

[ JOther -
‘[ Jinfarmation is not 1o be released to anyone

*Tliis Release of frforniation.will remain fn-effect untif terminated by me ip wiiting.,

-Méssages
 Please call: [3My home [ My work My celinumber |

If unable to reach me:

[ You may leave a detalled message
[1Please Jeave 2 message asking me o return your call

[JOther ST SUSS YN SO
| The best time'to reach me is (day) , . B _ between {time)
Signed
Signa irs Full Nafma ‘ - ‘Dater
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“HIPAA Acknowledgement

PRSI
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R
Birthdate Entry Date: 05/18/2020
Privacy Practices
ACKNOWLEDGEMENT OF PRIVACY-PRACTICES

My signature confirms that | have:been informed of my right to"privacy regarding my protected health information, under the

Health'Insurance Portability & Accountabilify Act of 19968°(HIPAA). 1 understand that this information can and will be.used to:

Provide and coordinate my treatment among a nurnber of health care providars who may be involved

in that treatmant directly and indirecty.

Obtain payment from third-parly payers for my health care services.

Conduct nomnal health care operations such as qualily assessment and improvement activities.
I have been informed of my dental provider's Notice.of Privacy Practices containing a more complete description of the uses
and disclosures of my protected health information. | have been given the right to review and recelve a copy of such Notice
«of Pfivacy Practices. | understand that my dental provider has thatfight fa change the Notice of Practice Practices and that
i may contact this-offica at the address above fo cbtain a curren.copy of the Notice of Privacy Prattices.

1 understand that | may request in writing that you restrict how my private information is used or distlosed to carry out
treatment, payment of health care operations and |- undertsand that you are not required to agree to my requested restrictions
but if you do agree then you are boiind fo abide by stch restrictions.

PatientName = = . .. . ) Date = .

}Signatura.

. Date

: Signar's Full Name

B ‘Dependent family members als0 covered by this acknowledgemeant:

Foroffice use:only! |
We were unable to obtain the patient's written acknowledgement of our Notice of Privacy Practices due 1o the following reason:

rReason—— s
| O The palient refused fo sign
1) Emergency-situations,

) Communication barriers:
| Other Otherreason. . . .
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“Reglstration-General Consent

Il
Phons

Birthdate  Entry Date: 03/30/2022

Consent

1, the endarsignad, heteby authorizs the Doclor to teke radiographs, study models, photographs, or any other diagnos(c alds hefshe detms epproprisie to
make a thorotigh diagnosis of my dantal nesds. 1 aisa mihoriza tha Doctor ts parform any and all forms of treatment, medication end therapy that may be
inglicated. | authortze and consert that the Doclor employ any such assistance as heisha desms appropyiate.

t further authorizo the relaass of any information, induding the diagnosis, radiographs and records of any treaiments or examinations rendered fo my
Insurance company, censulting protessicnals or others thut mey request my racords.

} cartify that the abave Instrencs informafion, If applicable, is corect and In forco. | am aware that it is my responsibllity o read and understand my own
dental Insurancs palicy, Including benefits, imitations and exciusions. | understand that filing of insurance clalms Is my responsibifly and may bs provided
as a service to me by Doctor Edward Wand, ard that any egreement for dantal coverage [a between my insuranca company ard myself, § undarstand that
an estimated porion Is due at the fime of service end is esfimatod according 1o expectad covarage, which mey not be dieclosed nor guarantsed by my
instrance company, | understand sy portion miay be mora if my Insurance company does not pay the anticipated amount.  also understand that services
ere rendared independent of insurance reimbursemont.

1 understand that 1 am personally responsibla for payment of alt faes for dental sesvices provided in this office for ma of my dependents regardless of
nsurence coverage. Braach of this responsibility candes the penally of compansating tha practice for any related attomey’s and collection foes. |
understand that paymaent is due when aanvices ara rendered. Any other arangements for paymarnt must be mada bafore treatment begins, 1 egrse that
eredit bureau reparts may be chiained, wheare appropriate.

Signature of patient, patent, guardian er responsible party

Siynac's Full Nams Dote Relationship to Patient






