ADA American Dental Association®
America’s leading advocate for oral health

Today's Date:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name: First Name: Middle Name:

Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: SO
If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

Relationship:

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OYes ONo

If yes, where?

When was your last dental exam? / /

What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X” in the box ONLY if this applies to you.

I5it: haird fEa open YoUr MAEthT s cuesams et vmmes e v & s Ss SR  S R O
Does ithurtito.chew, bite aEsWalloW: 1 sy svassdins srain s s v asm i O
Do your gums bleed when you brush or floss your teeth? ......................... O
Have you ever had periodontal (gum) treatments like scaling and root planing? ........ O
Do you have, or have you ever had, any sores or growths in your mouth? ........... 0
Do joudienchionorind YoUrtesth? «ulipdlinuns et srns O
Doesyour jawclick, pop or hUrKT . ssissita s sinsaman svamas s ive snse snvuiovoiie O
Do you have earaches or Neck PaiNS? . ... .cuieiir et O
Does dental treatment make YoU NEMVOUS? . . ..oovevqonss e somene invues sas s asse 0
Have you ever experienced any of these sleep-related breathing disorders? ......... O

O Mouth breathing O Snoring [ Trouble breathing during sleep

If yes, please describe what happened and when it happened:

Have you ever had problems with dental treatment in the past?.............c.cooves O
If yes, please describe what happened:

Have you ever had a reaction to, or problem with, dental anesthesia?............... (m}
If yes, please describe what happened:

If yes, why? Please mark all that apply:
O The color of your teeth [ The shape of your teeth O The position of your teeth
[J Other, Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Pregnant? If yes, number of weeks:

Nursing? If yes, number of weeks:

Please use an “X* to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin}? .. ........... 5
If yes, what medication are you taking?
Are you taking any medication to treat 0steoporosis or Paget’s diSEase? . .. ... .. ...t e e e e e 5 0 i |
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,
midltiplemyelomaorimnetastatic Caneer?. » wais vawseniv 30 40 oe SEaRETERE Wi B avEEE 5N T Pl T 0 SNeEEEe 1 BF O RICRENEE B 8 HReeRatE o oy ene 1 I 5 |
Some commanly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you taking ROrmMONal FEPlaCemMIENtS 2. . . . . ..ottt e e e e e e e e e e e e B s (e |
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? .. ... ... i e e Boo
Bojybiiilise vaping products? ..o w safissmamrabu i s o pRassatan T8 R maRe T b S 9 I REREEE A S e SRR W T e SR A o S o000
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? . .. ...ttt e Oooo
If yes, what substances? If yes, how often is your use? [ Daily [ Several times per week [0 Weekly [ Occasionally
Was the substance prescribed by a doctor? [Yes [ No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . ....... ... ... ... .. ... cccviuuonn. Oo0oo
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
Tk EERCO Ol BIS Tarevusrurasorsmasms s e o e T S s S T AT A e B S S S e e s e e 0o 'eo

© 2021 American Dental Association
Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.




ALLERGIES Please use an “X* to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No 7
P s S i B O O R G T A O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),

| Barbiturates, sedatives or sleeping pills 0O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeineor othermareotics . , o es v smiwasvanavanies 0O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies.................oooiees O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
DI s s i S A B B o R A SRR o0 O O (Microzide) and furosemide (Lasix). .......c.oovvriiuiiinrennerierniennss i [
LARER GUBIO . o v rrsmums s s s pan nnag ndies O 8 ol s onmosse s e s s s Ooao
oo )T ] O .g : S ) ) . )

Please describe any "Yes” answers and include information about your experience.

IRBEEIS . orasoaamansimsm o oimsses smssniss A S A O ST TS P AT oo
Eeniaillin or other antibiohics: e suvensisni snussemuaasssme v El GEl

MEDICAL & SURGICAL HISTORY

Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an “X" to mark your answers to the following questions. Yes No ?
Areyoiin Good BHYSICal AT e s s o S o A 1 N T BT D A AT 4 A R 375 8 £
Arelyoucirrently belng seen or treated by a phySICang e ie s vsmaeie sarue oo s e S0 T R 8 R 0 o s e R |
Has a physician or previocus dentist recommended that you take antibiotics before having dental work done? ........iiiiii it i T
Have you had a serious illness, operation or been hospitalized IN The Past 5 YBAIST . . oottt ittt ettt et et et e e et e e 0] O
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, etc.)? .......ccooiiviiiiiiiiiiiiinnn I |
Have you'hiad aheart valve replacement or Reart SURGRTY? .o i wmmsime it i s i s s s i s S i 8 50 S S 4 e B Oooag
Have you had an organ or bone marrow/stem cell transplant? .................cccevvinnnnnn.. 8
Have you traveled internationally Within the I8t 30 ays. . ... uu ittt ettt e e e et et et et e e e e e e e e | i 0 0
Have you had a fever (100.4°F or above) in the [ast 72 MOUIs? .. .ottt ittt ettt et e et i e e st ettt r e e e bt e e e e e e ettt e et e annaeas i 1 |
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health CanCer. ..o [ [ Digestive Health
Pacemaker/implanted defibrillator ........... Oooao Type: Gastrointestinal disease ..................0. B .= E
Artificial (prosthetic) heartvalve ............ 0gao Date of diagnosis: G.E. reflux/persistent heartburn (GERD). .. ... 0.8
Previous infective endocarditis . ............. El: £ E Chemotherapy: StOMathUICaIS s s T O0Do
Congenital heart disease (CHD) ............. Ooao Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD. .. ............. Oooaog Glaucoma ) odo
Repaired (completely) inlast6months ....O O O 00 s
Repaired CHD with residual defects ....... 0 .0 .0 OO Othe_r‘
ATtEMOSCIErOSIS. .. v vvves s eieeeeenns Ooag APEhriS ..o goo
Coronary artery disease . ................... OooaQ oo Chronic pain ... ooo
Congestive heart failure . .......ooovvueinn.es 0.0\ 0o Dra!:)etes_; Wyge lor N ssassnssasisg £ 8B
Damaged heart valves ..................... & 0 p Eating dis_orderl ............................ | il [ i |
Hearbatick., . 0o Brai_n (Neurological)/Mental Health Frequent m_fecno_ns ........................ I ) o |
Heart murmur/rhythm disorder ............. oOoo Anxlety.. .................................. [ 3 Typ.e. of Lnfec_tmn: _ :
Rheumatic heart disease. . ........o...ovn.. ooo Depressmn ........................ i | Hepatitis, jaun_d|ce or liver disease ........... I 8 i |
S OO0 EPepsycoesmsmmmmmss s Ooa Ve defiEiEacy. sowswmnimeesm s awes G @3 iE
Mental health disorders ............ O B  Kiddey problemis. oo s ams OoQ
Breathing (Respiratory) Health Neurlogical disorders. ............. O OO MaInGIHON «veeveeeeeeeeeeereeeannn ER sl
Asthma (COPD) ..., O O O post-traumatic stress disorder ... o o e w = |
E“’”ﬁh't's ----------------------------- 8 g S Traumatic brain injury or concussion O O  Rheumatoid arthritis ....................... s (|
MPRYSEMa. v itrad § ;
ih Ds )t(m e 000 Autoimmune Disease Sexua_lly transmitted infection (STD.......... | |
IUSTOUINE . cvmsaonsns s immansaniasminm s AIDS or HIV Infecti OoOo Thyoidproblems.......ooooviiiiininin, (=g m |
Q11107 Lo L O ooa 0 PRREIRIN. snvsserm s
LOPUS 1 cnnaniiiibssillus s E-El 8

Do you have any disease, condition, or problem that's not listed here? If so, please explain.

MEDICAL SYMPTOMS/GENERAL Please use an “X*” to mark your answers to the following questions.

In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... O O O | found it hard to catch your breath? .......... O O O | experienced vomiting, diarrhea, chills,

coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?. .................. g m |
lasted longer than 3 weeks? ................ [ [ L0 i NOTEaSaNT ireamsibauussbmisemics s nriimmis O O O | had migraines or severe headaches? ......... ooo
been exposed to anyone with tuberculosis?... 0 [0 [ [ noticed a change inyour vision?............. (= =

had a rapid or irreqular heart beat? .......... 0O O O | fainted fornoreason?.........ccoviviniinn. 0.0 a8

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert O Premedication O Allergies O Anesthesia

Reviewed by: Date:

© 2021 American Dental Association
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Dental Associates of Rockville, LLC
50 Hale Street
Rockville, CT 06066

OFFICE AND FINANCIAL POLICY:

Payment for services is due at the time services are rendered. We accept cash, checks, credit cards, and
CareCredit. Returned checks and account balances older than 90 days may be subject to additional fees.

Charges may also be made for broken appointments. We must have 48 hours (2 days)
notice of cancellation of appointments. If we do not have the required 48-hour cancellation
notice, you may be charged a “No Show” fee of $50-150 (depending on service type).
Patients that miss two or more appointments without calling to cancel/change their
appointment will be discharged/dismissed from our practice. We currently have a waiting
list of patients for appointments. If you cannot make your appointment, please notify us so
we can give someone else that appointment time. Frequent missed appointments have a
huge impact on our ability to see and treat our patients and cannot be overlooked.

As a courtesy, our office may contact you via phone, text message, or email regarding appointments, treatment,
and financial matters. By signing this policy and providing your contact information, you consent to these forms
of communication.

We will gladly discuss your proposed treatment and answer any questions relating to your insurance.

You must realize, however, that your insurance is a contract between you, your employer, and the insurance
company. We are not a party to that contract. Not all services are a covered benefit in all contracts.

We must emphasize that as dental care providers, our relationship is with you, not your insurance company.
While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your
responsibility from the date the services are rendered.

We realize that temporary financial problems may affect timely payment of your account. If such problems do
arise, we encourage you to contact us promptly for assistance in the management of your account.

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance on
my account for any professional services rendered.

Patient’s signature Date

AUTHORIZATION TO PAY BENEFITS AND TO RELEASE INFORMATION

I hereby authorize payment directly to the above name dentist of the dental benefits otherwise payable to me. I
hereby authorize the above-named dentist to provide any insurance company(s), claim administrator(s) and
consulting health care professionals, information concerning health care, advice, treatment, or supplies
provided. This information will be used for the purpose of evaluating and administering claims for benefits.

Patient’s signature Date



Dental Associates of Rockville, L.L.C.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
This form complies with the Health Insurance Portsbility and Accountability Act of 1996 (HIPAA) Privacy Standards.

Patient Name: Date of Birth:

Address:

Telephone #: Social Security#

Consent for Use and Disclosure of Health Information

Authorization: | authorize Dental Associates of Rockville, L.L.C. to use or disclose the following: (check one)
[ - All of my health information.

[ - My health information ONLY refated to:

0 - My health information from (dates) to

{1 - Not Applicable

" Disclosure: Dental Associates of Rockville, L.L.C. can disclose my health records per the above selected conditions

to;

Name:

Relationship to Patient:

Address:

Phone: .. Emaii:

Please read the following statements carefully

Purpose of Consent: By signing this form, you consent to our use and disclosure of your protected health
information to carry out treatment, payment activities and healthcare operations. You consent to our disclosure of
your protected heaith information alf or in part to the party listed above. You also authorize insurance payment
directly to this-office. . ¥ : .
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
10 sign this consent. A copy is available for you and we encourage you to read it carefully.

" Right to Revoke: You have the right to revoke this consent at any time by giving us written notice of your

revocation submitted to our contact person. Please understand that revocation of this consent will not affect any
action we took in reliance on this consent before we received your revocation, and that we may decline to treat. -
you or to.continue treating you if you revoke this consent.

Signature:

I, , have had full opportunity to read and consider the
contents of this consent form and your Notice of Privacy Practices. | understand that by signing this consent form,
I am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and healthcare operations; and to the party | listed in the disclosure section of this document.

Signature: Date:

I this consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name: Date:

Relationship to Patient:




