r_ v L
PATIENT NAME TODAY'S DATE ; ;
HOME ADDRESS DATE OF BIRTH < ﬁ
m
HOME PHONE =
E-MAIL ADDRESS CELL PHONE
BUSINESS ADDRESS BUSINESS PHONE
SS #/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical freatment now? O O 8. Are you allergic fo or have you had any reactions to the following?
2. Have you ever been hospitalized for any YES NO YES NO YES NO
surgical operation or serious illness? (I 0 O Local anesthetics O O Barbiturates {0 [0 Aspirin
3. Are you taking any medication(s) (eg. novocaine)
including non-prescription medicine? O O O [J Ppenicitinorother O [J Sedatives O O Other
If yes, what medication(s) are you taking? el
O O Sutfa Drugs O O lodine
taken Fen-Phen/Redux? O O ; . YES NO
4, Have you ever taken Fen-Phen/Redux” Q. Do you have a persistent cough or throat clearing
. t » O O not associated with a known iliness (lasting more
5. Do you use tobacco than 3 weeks)? 0 O
6. Do you use alcohol, cocaine or otherdrugs? [ [
; 10. WOMEN ONLY:
2
7. e youweaingconfact lanses: o O @) Are you pregnant or think you may be pregnant? [J O
b) Are you nursing? O |
¢) Are you taking birth control pills? O 0O
11. Do you have or have you had any of the following? COMMENTS
YES NO YES NO YES NO
0 O HighBloodPressure [ O Heort Disecse O O cChest Pains
(O O Hecr Attack O O cardiac Pacemaker O O Easily Winded
O O Rheumatic Fever O O Heart Murmur O O stroke
O O Swollen Ankles O O Angina O O HayFever / Allergies
O O Fainting / Seizures O O Frequently Tired O O Tuberculosis
O O Asthma O O Anemia O [0 Radiation Therapy
O O Low Blood Pressure O O Emphysema O O claucoma
O O Eepiepsy / Convulsions 1 [J Cancer {1 O Recent Weight Loss
O O Leukemia O O Arthritis O [J Lver Disease
O O Diabetes O O Joint Replacement or implant 0 O Heart Trouble
O O Kidney Disecses O O Hepadtitis / Jaundice O O Respiratory Problems
O O ADSorHVinfection [0 O Sexudlly Transmitted Disease  [J [J Other SorTe T De —
O O Thyroid Problem O O stomach Troubles / Ulcers
PATIENT DENTAL HISTORY
YES NO YES NO
1. Do your gums bleed while brushing or flossing? O O 8. Do you have frequent headaches? & O
2. Are your teeth sensitive to hot or cold liquids/foods? O O 9. Do you clench or grind your teeth? O 0
3. Are your teeth sensitive to sweet or sour liquids/foods? O O 10. Do you bite your lips or cheeks frequently? ([ O
4. Do you feel pain to any of your teeth? O D 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? [ O in the past? O (|
6. Have you had any head, neck or jaw injuries? ] [ 12. Have you had any orthodontic work? 0 O
7. Have you ever e;sperienced any of the following 13. Have you ever had prolonged bleeding
problems in your jaw? following exiroctions? O O
a) Chf:k"jg? ) - - 14. Have you ever had instruction on the
b) Pain (joint, ear, side of face)? O (W] correct method of brushing your teeth? | O
c) Difficuity in opening or closing? O ([ 15. Have you ever had instructions on the
d) Difficulty in chewing? ] O care of your gums? O (N
| certify that | have read and understand the above information. To the best of my knowledge. the above questions have been accurately answered
| understand that providing incorrect information can be dangerous to my health
SIGNATURE X

PATIENT, PARENT OR GUARDIAN

DATE




s

FAN

CONSENT FORM

Patient’s Name: Date of Birth:

I give consent for myself/my child to receive dental treatment deemed necessary by the providers at Confident
Smiles. These procedures include, but are not limited to; examinations, oral prophylaxes, (cleaning), fluoride
treatments, sealants, restorations (amalgam or composite fillings and crowns), periodontal (gum) treatments,
endodontic (root canal) treatments, extractions, and the use of local anesthetics. I understand that the use of
local anesthetics carries a small a small risk foe swelling, bruising, allergic reaction, changes in pain
perceptions, or prolonged anesthesia. This content shall be considered in effect until rescinded or revoked.

(Print Your Name) (Relationship) (Date)

(Signature)

This section needs to be completed for children under the age of 18 by a parent or legal guardian ONLY.

I affirm that I am the parent or legal guardian for the above named minor child. If I am unable to accompany
my child, I give permission for the individuals named below to escort my child for dental treatment:

Name: Relationship:
Name: Relationship:
Name: Relationship:

(Signature of PARENT or LEGAL GUARDIAN)

This consent shall be considered in effect until rescinded or revoked.




Notice of Privacy Practices

Patient Acknowledgement

Patient’s Name: Date of Birth:

I have received this practice’s Notice of Privacy Practices. The notice provides in detail the uses and
disclosures of my protected health information that may be made by this practice, my individual rights and the
practice’s legal duties with respect to my protected health information. The Notice includes:

e A statement that this practice is required by law to maintain the privacy of protected health
information.

e A statement that this practice is required to abide by the terms of the notice currently in effect.

e Types of uses and disclosures that this practice is permitted to make for each of the following
purposes: treatment, payment, and healthcare operations.

e A description of each of the other purposes for which this practice is permitted or required to use or
disclose protected health information without my written consent or authorization.

e A description of uses and disclosures that are prohibited or materially limited by law.

e A description of other uses and disclosures that will be made only with my written authorization and
that | may revoke such authorization.

e My individual rights with respect to protected health information and a brief description of how I may
exercise these rights in relation to:

o The right to complain to this practice and to the Secretary of HHS if | believe my privacy rights
have been violated, and that no retaliatory actions will be used against me in the event of such
complaint. 1
The right to request restrictions on certain uses and disclosures of my protected health
information, and that this practice is not required to agree to a requested restriction.

The right to receive confidential communications of protected health information.

The right to inspect and copy protected health information.

The right to amend protected health information.

The right to receive an accounting of disclosures of protected health information.

The right to obtain a paper copy of Notice of Privacy Practices from the Notice of Privacy
Practices from this practice upon request.

0

c 0O 0 ¢ ©

This practice reserves the right to change the terms of its Notice of Privacy Practices and to make new
provisions effective for all protected health information that it maintains. | understand that | can obtain this
practice’s current Notice of Privacy Practices on request.

Signature: Date:

Relationship to patient (if signed by a personal representative of patient):




