G-113L

PATIENT NAME DATE
Primary reason for this dental appointment: (] Examination [ Emergency [[] consultation
Dental History Please Circle
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? Discuss Yes No
Do your gums ever bleed? Discuss Yes No
Do you like your smile? Why? Yes No
Does food catch between your teeth? Any loose teeth? Yes No
Do you want to keep your remaining teeth? Yes No
Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
Have your past experiences in a dental office always been positive? Yes No
Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No
Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):
Medical History
Are you under a physician’'s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[ Aspirin - [ IPenicilin [Jcodeine [ Acrylic [IMetal []Latex Rubber [IMilk LJOther
Women (Please check): D Pregnanb'trying to get pregnant L] Nursing DTaking oral contraceptives Discuss Yes No
Do you now have or have you ever had any of the following? Do you take any of these medicines? Please check appropﬁate boxes. e .
o yas to any of the starred conditions, please call prior to your appointment... premedication or changes in medication ma be re m!ed L
p y q =
Yes No Yos No Yes No Yes Mo E L - Yes No
jﬁeart Disease/Surgery [ [ Excessive Bleeding O O chemotherapy [0 O Night Sweats oo -chki Sores - e 0
1t Murmur or Defect * [ [ Sickle Cell Disease O O osteoporosis O [ Yellow Jaundice O O Feverfisiers = - L1 01
Irregular Heart Beat O O Hemophilia O 0 Bisphosphonates [l [ Kidney Problems O O Herpes B
- Angina/Chest Pain O O Methemoglobinemia O O osteonecrosis of Jaw [0 [ Renal Dialysis 0 [ Stroke Bl b
Hea:tAtiado’Faﬁure 0O O Leukemia O 0O Aredia V. Reclast |V, [0 [ Thyroid Disease O O Convulsions _ EI :
. Congenital Heart Disorder* 1 TJ Recent Blood Transfusion 00 O 7q000 1y ] [ Parathyroid Disease O O Epilepsy or Seizures = [
‘Mitral Valve Prolapse = [0 [ Swelling of Limbs O d Fosamax, Actonel, Boniva [ [ Arthritis/Gout O O Fainting ot t)tzmess bl LT
Scarlet Fever L O Lung Disease U O Stomact/intestinal Disease I [ Rheumatism OOdes : E
ﬁheqmanc Fever * O g Breathing Problem O O e BB Do in Jaw Joifis O 0T Cor T
ﬁgg'ﬂ Pia!;eeab‘l;taﬁgi\:e g 0 g:eor&r;i?sc%fulaaeath S g Recent Weight Loss 1 [ Cortisone Medicine O a 'I}i:_ermusnéss . : E! E‘
‘Pulmonary Shunt* L1 &1 Ha quver ¢ 0O [ Frequent Diarrhea [0 [ Artificial Joint * [ [ Psychiatric Care o
HighBlood Pressure [ £ Sinus Trouble O 0O Bavsies L & SoualyTrnamited Disease [ 1 SHERIBE Rl 2 o 8
‘Low Blood Pressure I E1 Asthma [0 [ Excessive Thirst 0 B ADS 0 [ Allergies (Medicines) e
‘Bacterial Endocarditis* O T Bloody Sputum 00 0O Hypoglycemia 1 [ HIV Positive O O Allergies (Pol - E]
_Unexplained Fever 0O O Emphysema [0 [ Liver Disease ] [ Genital Herpes O O HivesorRash ] [
'Baﬁse}gagiwabgd Disease [0 [ Tuberculosis O [0 Hepatitis A (Infectious) ] [ Drug Addiction/Alcoholism 1 [ h__leed Preme rc&ﬁcm'f Df: E’l
Anemia O O cancer [0 [ HepatitisBorC {1 [J Tattoos/Body Piercing O O | I
‘Coronary Stent* O O X-Ray Treatments (Radiation)] [ Protease Inhibitor O O Sleep Apnea O O cochlearimplants? 0O O
Have you ever had any other serious iliness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment without fail.
X Date

PATIENT SIGNATURE (PARENT OR GUARDIAN)
"Reviewed By Doctor

History Review and Sign;f.lcant Findings _

e

| have received notice of this office’s
Notice of Privacy Practices

Print Name Signature Date

FOR OFFICE USE ONLY

We attempted 1o obtain written acknowledgement of receipt of our Notice of Privacy

Practices, but acknowledgement could not be obtained because:

[ individual refused to sign
LI Communication barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining the acknowledgement

[ other (Please Specify)

' __ENTAL AND MEDICAL HISTORIES - UPDATES



PATIENT RIGHTS

E You have the right to inspect and receive a copy
of your health information, with limited exceptions. You
may request that we provide copies in a format other than
photocopies. We will use the format you request unless
we cannot practicably do so. You must make a request in
writing to obtain access to your health information. You
may obtain a form to request access by using the contact
information listed in this Notice. We may charge you a
reasonable cost based fee for expenses such as staff time,
copies and postage if you want them mailed to you. You
may also request access by sending us a letter to the address
in this Notice. If you request an alternative format, we
may charge a cost based fee for providing your health
information in that format. If you prefer, we will prepare a
summary or an explanation of your health information for
a fee. Contact us using the information listed in this Notice
for a full explanation of our fee structure.

Disclosure Accounting: [ GITEVERIEIT TG
receive a list of instances in which we or our business
associates disclosed your health information for purposes,
other than treatment, payment, healthcare operations and
certain other activities, for the last 6 years, buc not before
April 14, 2003. If you request this accounting more than
once in a 12 month period, we may charge you a reasonable,
cost based fee for responding to these additional requests. If
we maintain your medical records in an Electronic Health
Record (EHR) system, you may request that it include
disclosures for treatment, payment or healthcare operations.

GESTA o)l You have the right to request thac we
place additional restrictions on our use of disclosure of your
health infermation. We are not required to agree to these
additional Yestrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: INGIEEVCRIERELIEN
request that we communicate with you about your health
information by alternacive means, or to alternative locations.
You must make your request in writing, Your request must
specify the alternative means or location, and provide
satisfactory explanation how payments will be handled
under the alternative means or location you request.

GG R You have the right to request that we

amend your health information. Your request must be in
writing, and it must explain why the informaton should
be amended. We may deny your request under certain
circumstances.

NAME OF PRACTICE

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH
INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH
INFORMATION IS IMPORTANT TO US.

OURLEGALDUTY

We are required by applicable federal and state law
to maintain the privacy of your health information.
We are also required to give this Notice about our
privacy practices, and our legal duties and your rights
concerning your health information. We must follow
the privacy practices that are described in this Notice
while it is in effect. ‘This notice took effect 04/14/03,
and was amended 03/26/2013.

We reserve the right to change our privacy practices
and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve
the right to make the changes in our privacy practices
and the new terms of our Notice effective for all
health information that we maintain, including health
information we created or received before we made the
changes. Before we make a significant change in our
privacy practices, we will change this Notice and make
the new Notice available upon request.

You may request a copy of our Notice at any time, For
more information about our privacy practices, or for
additional copies of this Notice, please contact us using
the information listed in this Nortice,

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices
or have questions or concerns, please contact us.

If you are concerned that we may have violated your
privacy rights, or you disagree with a decision we made
about access to your health information or in response
to a request you made to amend or restrict the use of
disclosure of your health information or to have us
communicate with you by alternative means or locations,
you may complain to us using the contact information
listed at the end of this Notice. You may also submit a
written complaint to the Office for Civil Rights, We will
provide you with the address to file your complaint with
the Office for Civil Rights upon request.

We support your right to the privacy of your health
information. We will not retaliate in any way if you
choose to file a complaint with the Privacy Officer or

with the Office for Civil Rights.

Privacy Officer: \v\ﬂﬁ(«.ﬁ\ %h‘ .JQrM\&)\n
Telephone: ymg; &@@ﬁ
Email: Q/@SE%P&.J)“ WN\S\?/ @

) Lrowher,comn

Address: 225 Z.w\ﬂa 4 50(.\“\

C&O, 1D ¥xIY

=

Office for Civil Rights
U.S. Department of Health and Human Services
200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, D.C. 20201
Toll-Free Phone: 1- (877) 696-6775

This form does not constitute legal advice, and covets only federal—
not state—law in effect as of April 14, 2003, This form revised as of
March 26, 2013,

)
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USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose healeh inforaarion about you for
rreatment, payment and healtheare operations, For
example:

We may use or disclose your health informarion to
a physician or other healtheare provider providing
treatment to you

We may use and disclose your health informarion to
obein payment for services we provide to you. You
have a right to reswrict disclosures of PHI w0 a health
plan with respect to health care for which you (or you
family or friends) bave paid our-of-pocker in full.

We may use and A.:mnhc_x.. your health information in
connection wich our healtheare operations, Flealtheare
operaitons include ﬁ:u_ ity nd insprovement
J»h.».—f‘m: By H&e..mﬁfdm:mw ﬂ.:..u CG_mum.unﬁﬂ.—uﬁﬂ or ﬁ_—.wmrmﬁ”;—.mﬁﬂm
of healthcare professionals, evaluating pracrition
provider performance, conducting training pro

2581010

accreditation, certification, licensing or credentialing
activities.

In addition to our use of your healch informarion
for treacment, payment or healcheare operations, you
may give us written authorization o use your health
information or to disclose it to anyone for any purpose.
If you give us an authorization, you may revoke ic in
writing at any dme. Your revocation will not affect
any use or disclosures permitted by your authorization
while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health
information for any reason except those described in
this notice.

We must disclose your health information e you, as
deseribed in the Patient Rights Section of this Notice,
We may disclose health informadon o o family
end or other person to the extent necessary

member,
to help with your healthcare or with paymenc for your
healthcare, but only with your wriiten authorizadion.

We may use or disclose health informadon o notity,
ar assist in the notification of (including identilying or
locating) a family member, your pessonal representacive
of :EES person responsible for your care, of your
location, your general condition, or deadh. If you
present, then prior o use of disclosure of your health
informatian, we will provide you wich au cv?i:z:c
o object to such uses or disclosure, Tn the event of
your incapacity or emergency circumsiances, we will
diselose health informarion based on determination
using our professional judgement disclosing only

he : information that is divecdy welevane o the

persons invelverment in your healcheave, We will also

use our professional judgement and our experience
with commen practice @0 make reasonable inferences of
your best interest in allowing a person to pick up filled
prescriptions, medical supplies, x-rays, or other similar
forms of health informarion.

We are prohibited from using or selling your health
information for marketing communications without
your written authorization, You also have the right to
opt out of receiving any fundraising communications
from us,

We will use and disclose medical infosimadon abom
you whenever we are .E%:E& by law 1o do so. These
are many state and federal laws dhar require us o
use and disclose medical fnformation. For example,
state law requires us to report gunshot wounds and
other injuries to the pelice and to repore kuown or
suspected child abuse or neglect to the Department of
Social Services, We will comply with these state laws
and with all other applicable laws,

We may disclose your health  informarien 1o
it we reasonably believe thar

appropriate authorice:
you i a possible victm of ubuse, neglect, or domestic
violence or the possible vicim of other evimes, We
iy disclose your health information to the extent

sary to avert a serious threat to your health or

safety or the health or safviy of others

)
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We may disclose to miliary authoiites the health
information of Armed M,_E.nmm 1&?3::& under cerain
circumstances. We may disclose to authorized federal
officials  health r:...,:.:.ﬁmos. required  for lawful
intelligence, counterintelligence, and other national
security activities. We may disclose w correctional
institution or law enforcement official having lawful
custody or protected healeh information of intate or
patient under certain circumstances,

| Breach:

We are required by law to notify you if there has been
a breach of unsecured protected health information

(PHI),




