“

Hea l T h Hi Sto ry Form ADA American Dental Association®

America’s leading advocate for oral health

[ Email: : i Today’s Date: W

1}
e E . ¥ )
As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we Create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate,”

"Name: i i Home Phone: include area code Business/Cell Phone: include oregcode
Last First Middle ( ) ( )
R e et ey e Carsmre TRRE . e T B B A
Mailing address
Decgpation: -~ - (o N T e ~ Heightt  Weightt  DateofBirth Sex: M F
| SS#orPatientiD: Emergency Contact: ~ Relationship: " Include areacode  Cell Phone: include area code
( ) ( )
| If you are completing this form for another person, what is your relationship to that person? S Ch
Your Name - Relationship
‘Do you have any of the following diseases or problems:  (Check DK if you Don't Know the answer to the thequestion)  Yes No DK
s e
Persistent cough greater than a 3 week duration.................. oo
Cough that produces blood
B EXPOSEA L0 ANy QNI Wt BUDBICUIIHS, .covsssersoostis sttt e
\If Yyou answer yes to any of the 4 itsTf above, please stop and return this form to the receptionist.

D (% nta I I r]fqr m at 10N For the following questions, please mark (X) your responses to the following questions.

Yes NoDK | , Yes No DK |

Do your gums bleed when you brush or floss? ... Oo0o oo

Are your teeth sensitive to cold, hot, sweets or pressure? ... 0Ooag -0 oo

Is your mouth dry? 0O O Doyoubrux or grind your teeth?................ooooocooov O oo

Have you had any periodontal (qum) treatments? O O | Doyouhave sores or ulcers in your mouth? ... Ooog

Have you ever had orthodontic (braces) treatment? ... ... O O O | Doyouweardentures or partials? ...................coo O0oao

Have you had any problems associated with previous dental treatment? . 0O O O | Doyou participate in active recreational activities? ... oono

|

Is your home water supply fluoridated? ..... 0o Have you ever had a serious injury to your head or mouth? .. -goag |

Do you drink bottled or filtered water? O O | Date of your last dental exam: -

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY - What was done at that time?

Are you currently experiencing dental pain or discomfort?............... Oooaog fﬁé@d'fTaé{déﬁj';éﬁ T e eeaeaes ==L
What s the reason for your dental visittoday?
How doyoufeelabout your smife? —  ———————o——— o -

A\ —— P B s

M ed ICa I l ch rmat 10N Please mark (X) your response to indicate if You have or have not had any of the following diseases or problems.

Yes No DK | Yes No DK

Are you now under the care of a physician? ... Have you had a serious illness, operation or been hospitalized
= B “inthe past 5 years?
« If yes, what was the iliness or problem?

Physician Name:

Address/City/State/Zip:

' Are you taking or have you recently taken any prescription
| orover the counter Medicine(s)?.............ooccooooccmmorooo B0 .

.00 0  Ifso, please list all, including vitamins, natural or herbal preparations
0o - and/or dietary supplements:

Has there been any change in your general health within the past year?

I yes, what condition is being treated?

Date of last | physical exam:

k.
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MEd ICa l I nfO rmat 10NN Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses?. - Do you use controlled substances (drugs)? ... Ooono
jio'irn'tEéﬁEéEféﬁ.rﬁvieyou had an orthopedic total joint ) " Do you use tobacco (smoking, snuff, _che\)vj BIdiS)? e, .ooo

(hip, knee, elbow, finger) replacement? ... 0O O O | Ifso, how interested are you in stopping?
2 T | Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: ____ Ifyes, have you had any complications? (A T s TN e T e B e P TR Wy
T T Do you drink Sleoholic BeVETEEESR: .. . il eeesniase e st s s et i R |

Are you taking or scheduled to begin taking an én{irésgfﬁtive ggign't' : i
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget's disease?

d If yes, how much do you typically drink i n a week?
| WOMEN ONLY Are you:

' Since 2001, were you treated or are you presently scheduled to begin
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)

| Pregnant? ...
for bone pain, hypercalcemia or skeletal complications resulting from NLF?]EE:; o s
s di Itiple myeloma or metastatic cancer? Oooo e .
Paget’s disease, multip it | Taking birth control pills or hormonal replacement? ... E = =
Date Treatment began: | Nursing?
Allergies. Are you allergic to or have you had a reaction to: 2 - Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals Ooood
Local anesthetics Ooono Latex (rubber) OoOoog
Aspirin Oooo lodine ooo
Penicillin or other antibiotics [ Hay fever/seasonal Oooao
Barbiturates, sedatives, or sleeping pills O oOoag Animals OooOoad
Sulfa drugs Oooao Food 0ooag
Codeine or other narcotics Oooag Other oono
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe.........ocooo oo Oooo 3 Autoimmune disease............... Ooa Glaucoma somisriss: dommsansses i A
Previous infective endocarditis ...............co...cooo.ooveoooeeoeoeeooecooooo O O O  Rheumatoid arthritis............... 00 O O Hepatitis, jaundice or
Damaged valves in transplanted heart .................cccooorvviooooioiiooccooe, O O 0O  Systemiclupus Ilv-er e LI E
Eorgenital beart disssse {CHD) | erythematosus....................... O 0Ooog Ep.xle?sy .................. 00O
Unrepaired, cyanotic CHD ..c.c.cusimiiiinmmmmmnnsnnes esosseneons O ASEAMA. O 0O O Fainting svpells.or el S 8 5. B
Repaired (completely) in last 6 months L L2 LR — Ood Neurological fj;s.orders ............ O oo
) i ) EmBhiSeria Oo0o If yes, specify:
Repaired CHD with residual defects.. ... OO EMPRYREME S fasssossesssnsmracarors — 0Ooo
B S —— Sinus trouble ......................... O O Og CEP ISOTder ..o,
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tubercuilasis. Ooo Do you snore?.............c........... ooao
for any other form of CHD. Mental health disorders......... ooo
Cancer/Chemotherapy/ e
Radiation Treatment Ooo Specify:
Yes No DK Yes NoDK ) o Recurrent Infections .............. OoOoo
Cardiovascular disease.......... O 0O O  Mitral valve prolapse.............. B R | Chest pain upon exertion...... O 0O O Type of infection:
ANGIN....o.ooeeeeee O O O Pacemaker.....oooooveooo. O oo Chronicpain.. ooo Kidney problems..................... OoOo
Arteriosclerosis..................... O O O  Rheumatic fever.................... O O Diabetes Typelorll ... 0 oo Night sweats
Congestive heart failure......... 0 O O  Rheumatic heart disease......... O OO FEatingdisorder......ccoio... ooao Osteoporosis
Damaged heart valves ........ O O O  Abnormal bleeding............... O 0@ Malnutrition. s, O 0O O persistent swollen glands
Heart attack .............. .0 0O O Anemiad..coocooo O O [0  Gastrointestinal disease.......... 000 innecke i, oo
. h h
Heart murmur O O O  Blood transfusion 0O O O  GE Reflux/persistent ;ei\gltra;ﬁ]eseadac e/ 0o o
Low blood pressure............. O oo If yes, date: heartburn 94 S id weight | 0ooa
. ili Uleers v, O 0O CHEISEr TP WorgaL l0%5..... ’
High blood pressure........... R i O =)L R — Ooono - . )
. . . Sexually transmitted disease.. [ [ O
Gther congenital AIDS or HIV infection ... ... O O O  Thyroid problems 0o O ERIEL 0o o
heart defects............c.cc....... N S NG 1 N O OO0 Stroke....n. 1 A e K i
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? . e . oo
 Name of physician or dentist making recommendation: ~ Phone incudeareacode |
( )
‘Do you have any disease, condition, or problem not listed above that you think I should know BDOUL? ...oceeeeeeevvirreeeeeeeeeeeooeoeooeooo oo . Oogao

Please explain:

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior toitreatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.

I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Date:

'FOR COMPLETION BY DENTIST

Comments:




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES and CONSENT FORM
Under the Health Insurance Portability \a‘nd Accountability Act of 1996 {HIPAA), you have
certain rights regarding the use and disclosure of your protected health information. These
rights are more fully described in our Notice of Privacy Practices, updated effective February
17, 2015. We are permitted to review our Notice of Privacy Practices at any time. We will
provide you with a copy of the revised Notice of Privacy Practices upon your request.

Authorization of PHI Disclosure - 1, , Bive, Schreder Family Dental,

permission to leave messages on my answering machine/cell phone or with other family members in my househoid of
confirmation of my appointments or missed appointments or to let me know of any treatments that | may require when
| am not available. | give permission to Schreder Family Dental to release information required to insurance
companies/third pariy hillings to secure the payment of benefits.

{ also autharize the following person(s) to have access to the information covered under the Privacy Act regarding myself
or my chiidren: ' :

Name and Relationship:
Name and Relationship:

Family members who are in my houschold where-as this HIPAA form will also cover:
Name:

DOB:

Name: DOB:
_Name: DOB:
Name: DOB:

Revocation of PHI Disclosure - | understand that | may revoke this authorization by completing a new Acknowledgment
of Receipt of Privacy Practices and Consent Form. | understand that | may not revoke this authorization during an

insurance contestability period or with respect to disclosures that Schreder Family Dental may have already made in
accordance with this authorization. | understand that when Schreder Family Dental discloses information pursuant to

this authorization, the information may no longer be protected by federal or state privacy rules and may be subject to
re-disclosure by the recipient of the information.

By signing below, | am acknowledging that | have received a copy of Schreder Family Dental’s Notice of Privacy Practices. 1 am
also giving Schrader Family Dental consent to disclose my protected health information to the person{s) listed above until such

time a new Acknowledgment of Privacy Practices and Consent Form is compieted by me. { also understand and agree to the terms
of this authorization.

Patient Name: DOB:

Signature: Date:

if signed by Patient Representative, relationship to patient:

To be completed by Schreder Family Denial personnel if form is not signed:

ks - Sttempted to obtain the patient’s acknowledgment; of recaipt of Notice of Privacy Practices, but was
unable to do so.

Reason acknowiedgement and consent was not obtzined:

Employee signaturg: Date:




CONSENT FOR TREATMENT & OFFICE POLICIES

PAYMENT FOR SERVICES

As a condition of your treatment by this office, financial arrangements must be made in advance.
All co-payments are due at the time services are rendered.

In the event that your account is turned over to a collection agency for non-payment you will be responsible for
any collection fees and/or court costs.

Any emergency and/or after hours dental services are subject to additional fees.

DENTAL INSURANCE POLICY

Patients who carry dental insurance understand that payment for services is ultimately their responsibility. This
office cannot render services on the assumption that our charges will be paid by an insurance company. As a
courtesy to our patients, we will prepare and submit dental claims and assist in making collections from
insurance companies. Any such collections will be credited to the patient’s account.

Knowing your insurance coverage is your responsibility. Insurance estimates are not a guarantee of coverage.

DOWNGRADED SERVICES

In this office we believe in providing our patients with the utmost in care. This means using the best materials

available in order to promote and preserve a healthy smile. We understand that your dental insurance may
downgrade procedures and the patient is responsible for any difference in cost.

X-RAYS AND PHOTOGRAPHS

| authorize Dr. Kara and her team to take any x-rays and Vphotographs deemed necessary for the detection and
diagnosis of oral diseases. I authorize the release of this and any other information to my insurance company
necessary for processing my dental claim (if applicable and according to HIPPA regulations).

APPOINTMENT POLICY

If you find it impossible to keep an appointment, for consideration of other patient’s needs, we ask for 48 hours’
notice. Appointments cancelled or missed without 48 hours’ notice are subject to a missed appointment fae.

Failure to give 24-hours’ notice fo reschedule a Saturday or an evening appointment will result in being unable
to schedule future appointments at those times.

By signing below you are acknowledging you have read and understand our office policies.

Signature of Patient or Responsible Party

Date: Relationship to Patient:




