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Patient Dental & Medical Health History |

Today’s Date:

nformation

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 1

Last Name: First Name: Middle Name;

Home Phone: Cell Phone; Work Phone: ==

Email Address:

Mailing Address: City: State: Zip:

Date of Rirth / / Gender: L?haynva O 48 B
Occupation; ‘1 “:) S N ; = J

Emergency Contacl; Name: Relationship: Phone:

If you are completing this form for another persan, what is your name and relationship to that person? Name: Relatiorship; ____

If executing this form as the patient’s personal representative,
patient. If for any reason | no longer have such legal right and

DENTAL HISTORY & SYMPTOMS i
What is the reason for your visit today?

I represent and warrant that | have full legal right and autherity to consent to the performance of any procedure(s) on this
authority, | will immediately notify the practice in writing.

Are you currently experiencing any dental pain or discomfort?

/ /

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

[lYes TINo  If yes, where?

When was your last dental exam? What was done at that eppointment?

Please mark an "X" in the box ONLY if this appllés to you.

1516 hard to. 0pen your mouth? .ol s cons B dciinearnni it soeesroesiesi O l Have you ever had a serious injury to your head or mouth? ..., ... . |
Does it hurt to chew, bite or swallow? ............................ ... 1 i If yes. please describe what happened and when it tappenetie o,
Do your gums bleed when you brush or floss yougiteeth? .. ... ....ovviiiininnnnn B | bk : 5 |
3 X " ; Have you ever had problems with dental treatmentinthepast?. ... .. ... . . ... EF
y ? ;
Have you ever had periodontal (qum) treatments fike scaling and root planing?. ., ..., (] If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... 0
Do you clench or grind your teeth? ,........cooievniiniiiiiiiiiiiieie e, o ‘ Mave you ever had a reaction to, or problemn with, dental anesthesia? ... . O
Does your jaw click, pop or hurt? ... ... ... .. ... | If yos, please describe what happened:
Do you have earaches or neck pains? ;
| i i
Does dental treatment make you nervous? ... @} I#;re you fnf;ag;py with y;’”;fs?"'lﬂ?' i S KRR Ervo ot u
| If yes, why? Please mark all that apply:
Have you ever experienced any of these sleep-related breathing disorders? ., .., ... i ¥ ¢ it

[ The color of your teeth [ The shape of your teeth [ The positien of your teeth

I Mouth breathing [ Snoring [0 Trouble breathing during sleep 1 [] Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X* to mark your answers to the foilawing questions. Yes No ?
Are you Laking any blood thinners (such as Cournadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin}? ., . . wibt L) 123
If yes, what medication are you taking? _____ — =
Are you taking any medication to treat osteoporosis or Paget's disease? ...................... it e R R S e o [ |
Some commonly-prescribed drugs include alendranate (Fosamax®), risedronate (Actonel®), ibandronate { Boniva®), zolendronate (Reclast®), and denosumab (Prolia®),
If yes, what medication are you taking? W
Are you taking, or scheduled to take, an IV medlcition to treat bone pain, hypercalcemia or skeletal complications resulting from Paget's disease,
ryltiple ryeloma or metastatic cancer? .. .......... e e e N e R s I S U R S T s B
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendranate (Zeimeta®),
If yes, what medication are you taking? How many years have you been taking it? _
Are you taking hormonal replacements?. . ... ... .. ... . R R i =l = I )
Do you use any form of tobacco or nicotine products (cigarcttes, cigars, snuff, chew, bidis)? ... - 3 B |
SR USSR OMGRE 1015 ot s Wit i B0t 5y 5 i s 4SS St 535 S Bt G |
How many alcoholic beverages do you have per week? S
Do you use controlled substances (drugs). including marijuana, for e ther medicinal or recreational reasons? . . . . Y et ST T 1 o
If yes, what substances? __ — Ifyes, howoftenis your use? [JDaily [ Several times per week ] Weekly [JOccasionally
Was the substance prescribed by a doctor? [lYes [INo If yes, for what reason(s)?
Do you teke any other prescriptions and/or over=the-counter medicine(s), vitamins, herbs and/or LT L 1 L1 &
If yes, please fist them here and include information about how much and how often you use each one,
WOMEN ONLY: Are you:
Taking birth controlpilis? ........... ............. ...

Pregnant? If yes, number of weeks:

Nursing? If yes, number of weeks: _
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ALLERGIES Please use an “X” to mark yg;ur answers to the following questions.

Are you allergic to or have you had an allergic reaction to:

i e R A A ) o et = <R
Barbiturates, sedatives or sleeping pills.
Codeine or other narcotics............
Hay fever/seasonal allergies............,
lodine

g

Metals ......... COTE T T SR (N e T (]
Pemcillin or other antibiotics

4

= g

Sulfa drugs such as sulfamethaxazole-trimethoprim (Septra, Bactrim),
erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
sulfisoxazole (Eryzole, Pediazole) glyburide {Diabeta, Glynase PresTabs),
dapsone, sumatriptan {Imitrex), celacoxib (Celebrex), hydrachlorothiazide
(Microzide) and furosemide (Lasix)

Other .......... oo

Yes No ?

Please describe any "Yes” answers and include informatinn about your experience,

MEDICAL & SURGICAL HISTORY

Date of last physical exam: 4 £

What is your norrral blood pressure (systolic, diastolic)?

Doctor's Name; Phone;

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

Are you currently bemg seen or treated by a physician? ..

Have you traveled internationaiiy within the last 30 days..

If you answered yes to any of the above, please explain:

Are you ingood physical health? L ..........o fliiviovinniiiniinniii i e e AT T O

Have you had 2 heart valve replacement oF RRart SUFGEry? ... .. oottt e e e e e 0
Have you had an organ or bone marrow/stem cell transplant? ... ...................... T T e (]

5
g
2
&

BOooooBegsn
QEHIITBOBBER0 D

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 7 Yes No 7 Yes No 7
Heart (Cardlac) Health Cancer............ e S i Digestive Health
Pacemaker/implanted defibriflator . ..........00 O O Type: Gastrontestinal disease | PR s
Artificial (prosthetic) heartvalve ,...........00 0 O REtepbdRgnossr o b0 P GE, refllux/persistent b c.auburn (GERD)A, B0 O
Previous infective endocarditis ............. [0 O O Chemotherapy: Stomach ulcers . .. . |
Cnng@llli‘e.i heart fiwsegse_{Clﬁﬁ) I [:I "]1 W] Radiation treatment; __ . Eye (Vision) Health
| Unrepaired, cyanotic CHD............. 00 pioed (Circulatory) Health GBS s moms it 4 B 5 15
| Repaired (completely) inlast 6 months ... [0 O O e R 0 |
| Repaired CHD with residual defects . . ... .. o e ‘T = Other .
| ; ‘ Blaod HAMSFUSION . ;ux coasesan vonainines siik 13 6 Arthritic Ll B
Arteriosdlarasis, . .. oo e v s bavasa s 3 0 £ e 0 [0 TS UORSRERERSIRROEE AR s s misn et er s et
: if yes, date: Chronic pain . BoDb
Coronary artery disease ,,,....... Py oo o il i pd :
g i X _ Hemophalla ................................ 55 2 2 | Diabetes (t: lor |” oo
Congestive heart failure ....................0 O O i ype
& i aim goo High or low blood pressura. .. ............... o i Lating disorder B e
amaged hearl valves ..............oennn . ; L &
! l-leartgaftack (1 (] 3 Brain (Neurological)/Mental Health FrequeabInfeetiong . e vimsspenne E| O
B e A s el R - L | 8 O f infection:
Heart murmur/rhythm disorder ... .......... OoOQ Awely......... U l;} o Ty ol
E Rl(:e;ni:;; hea‘;i giﬁease ) (1 O@ Depression i ] e 3o Hepatitis, jaundice or liver disease ..... .... 0 0 O
i e ERE B EPEEDSY syt io i i 000  Immunedeficiency. .......ooovvviiiininnn. 80
""""""""""""""""""" R Mental health disorders ...........c...o.c...00 O 0O Kidneyproblems. . .....ooovieee vvnie...,.0 O 0
Breathing (Respiratory) Health Neurological disorders. ..., ... P 000 Malnutrition . ....... 200
AS”‘”“? ?COPD) ------------------- Cenna 0o C Post-traumatic stress disorder .. ............ El: B3 Osleoporos's. R <0 L3
Bronchitis., ... ..o STt 00U paumalic brain injury or concussion. ........ O [0 &£ Rheurnatoid arthritis ... .. 1 o |
! E:S:{:';S;e A% alaacimie g sl e g 8 g Autoimmune Disease Sexually transmitled lnferimn(S'H ﬂ i
| SInus : ; Thieold problems. . c.oiiianie oo sai danin R eI
| Tuberculosis .0l O MDSorHWinfection ... .. g =
e | LS R o ovcs o parsisis Bl S AR 15
Do you have any disease, condition, or problem that’s not listed here? If so, please explain,
MEDICAL SYMPTOMS/GENERAL Pieasfp use an “X“ to mark your answers to the following questions.
In the past 30 days, have you: Yes No 7 Yas No ? Yes No 7
had pain or tightness in the chest?........... O [0 T | foundit hard to catch your breath? .......... (3 [1 0 | experienced vomiting, diarthea, chills,
! coughed up blood or had a cough that | had a high fever (greater than 101.5°F) for night sweats or bleeding?. ... oo
! lasted longer than 3 weeks? . 0ooo | I R s e A B e A 2 01 0 | had migraines or severe headaches? 880
| been exposed to anyone with tuserculosis?. .. O3 [ O noticed a change in your vision? . . e o s o o
| had a rapid or irreqular heart beat? .......... 0 [ O E fainted for noreason?, . .............. ..... [2 i_] D

| have answered the above questions completely, accurately and to the best of my ability.

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.

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

Comments:

Office Use Only: [0 Medical Alert {3 Premedication [0 Allergies  [J Anesthesia

Reviewed by: Date:

© 2021 American Dental Association
Form $50021 To reorder cali 800.247.4746 or go to ADAcatalog.org.




a * j L] -
[Practice Name] Appointment & Cancellation Policy
;
AtALAMO CITY FAMILY DENT ISTRY, our goal is to provide quality care in a timely
fe happens; however, when an appointment is missed, it prevents

another patient from reéceiving the care they need. To ensure the best service for everyone, we
have established the following policy:
|

1. Cancellation Noﬁice

We require at least [24/48] hours’ notice for any appointment cancellations or rescheduling,
This allows us enough time to offer the opening to another patient,

2. Late Arrivals |

If you arrive more than; [10/15] minutes late for your appointment, we may need to reschedule
your visit or move you to a walk-in status for that day to avoid delaying other patients.

3. No-Show & Late Cancellation Fees
* First Instance; A courtesy reminder of our policy.
* Second Instance: A fee of § 35 may be charged to your account.
s Third Instancg? You may be placed on a "Walk-In Only" basis.

4. Walk-In Status

Patients placed on a wa.gk-in basis will no longer be able to pre-schedule appointments. You are
welcome to come in duging business hours, but please be aware that:

+ Scheduled appointments take priority,
»  Wait times may jvary significantly.
»  We cannot guargntee a specific provider will be available,

5. Returning to Sché¢duled Status

Walk-in status is not negessarily permanent. After [3] consecutive successfully completed walk-
in visits, you may request to have your scheduling privileges reinstated.

e . e s i S S B e i = 8 s e ey

Patient Acknowledgentent ! have read and undersiand the Appointment & Cancellaiion Policy
of [Practice Name]. I agree to abide by these terms.

Signature: ' Date:




DENTAL QUESTIONAIRE: Please answer to help us serve you

1.) When was your last exam?

2,) When was your last cleaning?

3.) Are you having pain or discomfort at this time? YES NO
4.) Do your gums bleed when you brush? YES NO

5.) Are you happy with your smile? YES NO

6.) Are you Interested in Whitening your teeth? YES NO

7.) Are you interested in straightening your teeth? YES NO
8.) Are you interested in Invisible braces? YES NO

9.) Have you been told you grind your teeth at night? YES NO
10.) Have you been diagnosed with TMJ problems? YES NO

11.) Are you concerned with bad breath? YES NO
12.) Are you frequently experiencing a dry mouth? YES NO

Comments




ACKNOWLEDGEMENT OF RECEIPT OF
- NOTICE OF PRIVACY PRACTICES

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

**You May Refuse to Sign This Acknowledgement**

I,
Privacy Practices,

» have received g copy of this office’s Notice of

{Please Print Name}

{Signature}

{Date}

Authorization to Release Information

Purpose: This form is used to obtain authorization to release information regarding yourself covered under
the Privacy Act to people other than yourself,

i . uthorize the following person(s) to have access to
information covered under the Privacy Practice regarding myself,

{Please Print Name}) Relationship

{Please Print Name} Relationship

{Please Print Name) Relationship
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 abtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgemant
Other (Please Specify)

. e jem e
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