Edgewood Dental, I.L.C

Patient Name:

oo Dateiof Birth: i =il Saiu e

' have been given a copy of Edgewood Dental, LLC's Notice of Privacy Practices (“Notice’),
Which describes how my health information is used and shared. | understand that the Practice

has the right to change this Notice at any time. | may obtain a current copy by contacting the
Practice Privacy Officer.

MX signature below acknowledges that | have been provided with a copy of the Notice of
Privacy Practices:

Signature of Patient or Personal Representa?ive Date

Print Name

Personal Representative’s Title (e.g., Guardian, Health Care Power of Attorney)

For Facility Use Only: Complete this section if you are unable to obtain a signa-
ture.

If the patient or personal representative is unable or unwilling to sign this Acknowledgement, or
the Acknowledgement is not signed for any other reason, state the reason:

Completed by:

Signature of Practice Representative Date

Print Name and Title

File Original in Patient's Health Care Record
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FAMILY AND COSMETIC DENTISTRY
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301 Oxford Valley Road
Suite 1105A

Yardley, PA 19067

Phone: 215.493.7000
Fax: 215.493.7002

Dear valued Patient:

Itis our goal to provide our family of patients with the highest degree of care. Therefore, we
are making available to you, oral cancer detection with VELscope. VELscope is a system
currently being used to diagnosis early stages of oral cancer. In most cases by the time lesions
are visually detected they are in: stage Ill or IV and patients usually do not have positive
prognosis. Healthcare institutions across the country are verifying the positive diagnostic results
of the VELscope. It is a simple non-invasive tool that is used in conjunction with the visual
Inspection done at your preventive visit every six months. We recommend VELscope testing on

an annual basis; unless a patient has suspicious lesions then more frequent testing would be

recommended. Early detection is saving lives. Studies have shown that you do not need to be a
smoker or drinker to have oral cancer.

Since most insurance companies are not up to date on the most recent diagnostic services
available they have not yet recognized the use of the VELscope for oral cancer examination.
Patients choosing to have the procedure will be responsible for the $39 evaluation fee.

Whether or not you elect to have the VELscope examination, we ask that you kindly check the
box below and remit with your signature.

() | would appreciate the VELscope examination.

(O 1 do not want the VELscope examination.

Signed: G A SRR Sl T SEssLate: X

Dpdate:. ... .o sl ti, sy e b e e A
":;‘-f:'-.':'/

Date G ‘MKOAccept O Decline Signed:

Date: (O Accept () Decline Signed:

Date: O Accept ODecIi\ne Signed: 4

Date: (O Accept () Decline Signed:




DATE:

S O MARRIED QO SINGLE O MINOR O MALE Q FEMALE
LASY FIRST M
ADDRESS: e o B S 21P
STREET | APTH oy STATE
BIRTHDATE: __ bk & TELEPHONE:
MO DAY YEAR HOME OFFICE
EMPLOYER: FUL.L TIME STUDENT @ SCHOOL ATTENDING:
S ADDRESS
SOCIAL SECURITY NO: Whom may we thank for referring you to our office? ____________
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SPOUSE (OR MOTHER IF MINOR CHILD)

ADDRESS:

TELEPHONE#:

BIRTHDATE/SS#

EMPLOYER
DENTAL
INSURANCE CO:
DENTAL INSURANCE
GROUP #:
TEL#

LAST FIRST M
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| hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me.
responsible for all costs of dental treatment. | hereby authorize the Dental Office to administer such medication and perfo

therapeutic procedures as may be necessary for proper dental care. The information on this page and the medical histo
of my knowledge.

| understand that | am
rm such diagnostic and
ry are correct to the best
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. : o );} PLEASE NOTE: Appointments are reserved in advance that you may have sufficient time to check your
‘PARTY| schedule for any personal conflicts. Changes In your appointment affect many patients

7 1ot 4 Please do not make appointment changes, unless an emergency ari
i s S ) y arises. A minimum of $75.00
charged for broken appointments. Please don’t let this happen. ' \ May-he
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) G S e A % LY Date: _
J Adult Patient O Husband (or Father) O Wife (or Mother) : .9 Guardian

N
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PATIENT INFORMATION
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BATIENT NAME

PLEASE CIRCLE

DENTAL HISTORY: ES NO
Do you snore or have trouble breathing when you sleep? __ e S O e R YE S NO
Do you have a specific dental problem? Describe B Y S NO
Do you have dental examinations on a routine basis? Lastexam & X-ray _____________ YES NO
Would you describe your present dental health as good? Comments — iz S NO
Do you think you have active decay or gum disease? Do your gums ever bleed?______~ _________  ———— YE i
Do you have any dental implants? i YES NO
Do you brush and floss on a routine basis? Discuss YES S
Do you feel nervous about having dental treatment? YES NO
Have you ever had a bad experience in a dental office? Describe S YES NO
Do you want to keep your remaining teeth? YES
Do you like your smile? Why? YES NO
Name of your previous dentist (optional) YES NO
Do you ever brux or grind your teeth? Discuss 3 YES NO
Have you ever had 9rthodontuc treatment (tooth straightening)? ot e e LN YES ﬁg
Do you ever have clicking, popping or discomfort in the jaw joints (TMJ)? Discuss ___________———— YES N
Are you interested in replacing your existing silver fillings with white? YES
MEDICAL HISTORY:
Medical doctor's name & Address YES NG
Are you under a doctor's care now? Why? e YES NO
Have you been hospitalized or received a blood transfusion? When? : YES NO
Are you taking any medications, pills, or drugs? What? & YES NO
Are allergic to any mediations or substance? Please check: O lodine O Sulfa Drugs O Aspirin O Barbiturates OPenicillin
0O Codeine O Acrylic OMetal O Latex Rubber O Other b,
Please CIRCLE if you have ever had any of the following:
Scarlet Fever Cancer
Mitral Vaive Prolapse Asthma Thyroid Disease Hypoglycemia
Hearl Trouble Chest Pain Hay Fever Parathyroid Disease Psychiatric Care
High Blood Pressure Shortness of Breath Sinus Trouble X-ray or Cobalt Tml. Drug Addiction
Low Blood Pressure Swelling of Feet/Ankles/Hands Emphysema Chemotherapy/Radiation Blood Transfusion
Heart Murmur Fainting or Dizziness Frequent Cough Arthritis/Gout Hemophilia
Rheumatic Fever Stroke Lung Disease Rheumatism AIDS (HIV)
Congenital Heart Lesion Diabeles Tuberculosis Pain in Jaw Joints Venereal Disease
Artificial Heart Valve Excessive Thirst Liver Disease Cortisone Medicine Cold Sores
Heart Pacemaker Artificial Joints/Hips Hepatitis A (infec.) Glaucoma Fever Blisters
Heart Surgery Kidney Trouble Hepatitis B (serum) Epilepsy or Seizures Herpes
Blood Disease Ulcers Yellow Jaundice Nervousness Bruise Easily
Anemia Allergies Recent Weight Loss Alzheimer's Disease Sickle Cell Anemia
Do you smoke? YES NO
Have you ever had any other serious iliness not circled above? YES NO
Are there any predisposing factors in your health history that would make you susceptible to HIV Aids Virus? YES NO
M—_—_——_—_———_—__—__-————-————
Do you wish lo talk to the doctor privately about any problem? YES NO

O Taking Oral Contraceptives

Women-Please check:* () Pregnant/trying to get pregnant  CINursing
Date

X
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed by: Doctor S Date __ B.P. o

%~ MEDICAL UPDATES:

| have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions,

DATE EXCEPTIONS PATIENT'S SIGNATURE B.P. REVIEWED BY

None O DR.

None (J DR.
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