


PATIENT DENTAL HISTORY

PATIENT’S NAME

DATE OF BIRTH

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?

N
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
\IS YOUR DRINKING WATER FLUORIDATED
~
YES NO YES NO
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY [ O
OR FLOSSING 05 cnsimivsismsm summmnn swsimsies s ] O HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD YOURTEETH i i mms s sirtmsinsmen s v ame L] U
LIOWDSIFOODS « : vowvwwamummamaimmes s o O O DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEENYOUR TEETH. ..coivis commmes s s e g O
LIQUIDS/IFOODS o s s dsiiminmi i s s 0 O HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . . . . .. O O TREATMENT (GUMS) «oomvmmnn s s s O O
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE.. [ O
NEAR YOURMOUTH oo v smvmnm sonsges ian O i HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES [ O FNTEHE PAST cocvoi v v oo wsmrasmm s aie s msn £l O
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . <. soain won v i k] O
CLICKING. . ... e O Ul DO YOU WEAR DENTURES OR PARTIALS . ......... U O
PAIN (JOINT, EAR, SIDEOF FACE)............. O O IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING. . ....... O = HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY INCHEWING ... ................. O O INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES. .......... O O YOURTEETHAND GUMS .........cc0iiuiiucnnn.. O O
\DO YOU CLENCH OR GRIND YOUR TEETH ... ..... O ]
Y

5

AUTHORIZATION AND RELEASE

I CERTIFY THAT | HAYE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOVE OQUESTIONS HAVE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY
@YORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY

INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GI'\'OUP\
INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

X DATE
SIGNATURE OF PATIENT OR PARENT IF MINOR

DOCTOR’S COMMENTS

SIGNATURE

DATE

HEALTH HISTORY

PATIENT NUMBER




()
PATIENT MEDICAL HISTORY

PATIENT’S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT
INTERRELATIONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO)
1. AREYOUINGOODHEALTH. ....... ..., | [l 8.HAVE YOU EVER REQUIRED A BLOOD
2. HAVE THERE BEEN ANY CHANGES IN YOUR TRANSFUSION. . . oot O O
GENERAL HEALTH WITHIN THE PAST YEAR . .... O O 9. HAVE YOU HAD A RECENT WEIGHT LOSS . . . . ... 0 0
i Eﬁ{,’ég&:%”ﬁ ALR‘:[SET PHYSICAL EXAM; 10. HAVE YOU EVER TAKEN FEN-PHEN OR REDUX .. [ O
5 ARE YOU NOW UNDER THE CARE OF A 1. DOYOUUSETOBACCO ........covvvvnennn.. O O
PHYSICIAN .ottt iiaes O O 12. DO YOU OR HAVE YOU USED CONTROLLED
6. HAVE YOU EVER BEEN HOSPITALIZED FOR SUBSTANCES. .o s i oo san saviinios s aumen O O
ANY SURGICAL OPERATION OR SERIOUS ILLNESS [0 O 13. DO YOU HAVE ANY DISEASE, CONDITION OR
PLEASE EXPLAIN. PROBLEM NOT LISTED ABOVE THAT YOU THINK
7. AREYOU TAKING ANY MEDICINE(S) | SHOULD KNOWABOUT. . ......oovvvnnnnn.. = O
INCLUDING NON-PRESCRIPTION MEDICINE. ... O O
IF YES, WHAT MEDICINE(S) ARE YOU TAKING WOMEN ONLY.
ARE YOU PREGNANT OR THINK YOU MAY
BEPREGNANT = ccon svmmss v s i i O O
AREYOUNURSING :ovis sussssammnns i i O O
L ARE YOU TAKING BIRTH CONTROL PILLS. ... ... | O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKIN RASH . . ...................... O O
REACTIONS TO: FAINTING ORDIZZY SPELLS ... ......cooonn... O O
LOCAL ANESTHETICS LIKE NOVOCAINE . ....... O O DIABETES ic ocovsvom s svam s o o s sls sy drasaits, o0 O O
PENICILLIN OR OTHER ANTIBIOTICS .......... O O AIDSORHIVINFECTION . . .....oviiiannn.. O O
SULFADRUGS . ., . ..o.oovie s salio s s iiis svins O O THYROID PROBLEMS .« . i v voiwsvnniaaiins o i |
BARBITURATES, SEDATIVES OR SLEEPING PILLS . [ O ALLERGIES . .. oottt e O O
ASPIRIN . oo s O O ARTHRITIS OR RHEUMATISM . . ..........ovv... O O
TODINE. .. oot O O JOINT REPLACEMENT OR IMPLANT .. .......... O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.) ... [ O STOMACHULCER .. ... ..oiviiiiiiannnn.. O O
EATEX FRUBBER'. oo simin snmisvn s s O O KIDNEY TROUBER oo awmsmsms 1t s mmsisien w O O
OTHER (PLEASE LIST) TUBERCULOSIS oo o s swssmm vt o O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTERT COUGH vy svymn suvasanssunge o O O
FOLLOWING: COUGH THAT PRODUCES BLOOD . ............ O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ O CHEMOTHERAPY (CANCER, LEUKEMIA) ........ 0O O
SCARLET FEVER . ...t O O SEXUALLY TRANSMITTED DISEASE . . ........... O O
HEART DEFECT OR HEART MURMUR. . ......... O O EPILEPSY ORSEIZURES .. .. ..o O O
HEART TROUBLE, HEART ATTACK, OR ANGINA. .. [ | ANEMIA © oo e e e O O
CHEST PAIN s s simmmet o issmis s O 0 GIAUGOME :msimsmens Samaams ims s o O O
SHORTNESS OFBREATH ... ..........ccvunn.. O O NERNOUSNESS s 5 0am sovanis ien dasieises o O |
PACEMAKER .. 0uus i divmass suiiesis i« O | TONSITEITIS cosmmman v ra e e O O
HEART SURGERY. . ... ...t O O TUMORS . .o ot e e e e O O
HIGH/LOW BLOOD PRESSURE . ............... O O MENTAL HEALTH CARE. ... ..., O J
CONGENITAL HEART PROBLEM . ... ........... O | BACK PROBLEMS ... ..., a i
SWELLING OF FEET, ANKLES, HANDS .......... O O CHEMICAL DEPENDENCY .. ....ovievennnn, O ]
HEPATITIS, JAUNDICE OR LIVER DISEASE ... .... O 0 MITRAL VALVE PROLAPSE . .........ovuvnnn.. O O
STROKE commvsmmrsmasssn s s s i Snes.o O O CORTISONE TREATMENT . . . ..o oo O O
SINUS TROVUBEE oo n s s i e i & O O COLD SORES/FEVER BLISTERS .. .............. O O
LUNG OR BREATHING PROBLEMS .. ........... O D HYPOGIXCEMIA =50 sovaam iv eniasa i i O O
ASTHMAORHAY FEVER. ... ..........cvunnn. O O EATING DISORDERS . .. ..o O O
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HEALTH HISTORY




NOTICE OF PRIVACY PRACTICES
GALENA FAMILY DENTAL P.C

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.

OUR LEGAL DUTY

We are required by applicable federal and state Law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, 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
takes effect April 14, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted applicable law. We reserve the right to make the changes in our privacy practices and the new terms
of our Notice effective for 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 at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Health operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing and credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. 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.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person to
the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we
may do so.



Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of
your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event
of your incapacity or emergency circumstances, we will disclose the information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
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 information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the
health or safety of others.

Natonal Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or
law enforcement official having lawful custody of protected health information of inmate or patient under certain
circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letter).

PATIENT RIGHTS

Access: You have the right to look at or get copies of yor health information, with limited exception. 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 at the end of this Notice. We will charge you a
reasonable cost-based fee for expenses such as copes and staff time. You may also request access by sending us a
letter to the address at the end of this Notice. If you request copies, we may charge you for each page, and/or per
hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you. If
you request an alternative format, we will 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 at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to 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, but 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.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your rquest 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.






HIPAA PRIVACY FORM 2

Acknowledgement of
Receipt of Notice of
Privacy Practices

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

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

HIPAA PRIVACY FORMS
65



ACKNOWLEDGEMENT OF RECEIPT OF
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:

[ Individual refused to sign
[] Communications barriers prohibited obtaining the acknowledgement
[ An emergency situation prevented us from obtaining acknowledgement

[]1 Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

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