


Patient Medical History

Physician Office Phone Date of Last Exam
y
Yes No \"es
1. Are you under medical (reatment OW? ............cveveevinissensssssssessanns & O 10. Are you wearing CONtact lenses? ...........cvuvvsv soescee 0
2. Have you ever been hospitalized for any 11. Are youallergic toor have you had any reactions to the following? 0
surgical operation or serious illness within the last 5 years? ........... L e Local Anesthetics (e.g. Novocain) .
If yes, please explain Penicillin or any other Antibiotics
; SHITEDIURS 20t ks
3. Are you taking any medication(s) = ?acri'btly'trates ........................................................................
including non-prescription Medicine? .............oco.oveceveeeccecinceeeenscenns L IC di[: fves """""""""""""""""""""""""""""""""""""""""""
Iyes whatmedicaon)aeyou aking? el e b
4. Have you ever taken Fen-Phen/Rediux? ...........ccovciiinniinsennens ol ﬁ[gﬁﬂ:@(fg pRAEEER /o
5. Have you ever tuken Fosamay, Boniva, Actonel or any cancer Other (please list)

medications containing bisphosphonates? ...

6. Have you taken Viagra, Revati, Cialis or Levitra
in the last 24 hours? ....

12. Do you have a persistent cough or throat clearing not

associated with a known illness (lasting more than 3 weeks)?....

13. Women Only:

UO0O0O0OOO000O00 000 0 COoDO0ooCoD OF

7. Do you use tobacco? ............... ; S 2.
8. Do you 1se controlled SUDSIANCES? ............covernvvsmsesminceeseesssmnssssssnenns g; ﬁ;g ;}23 g;ﬁ;gsr?:;?t bRl yomeady e s %
9. Do you have or have you had any of the following? ¢) Are you taking oral CORLIGCEPHVES? .rvrreoe ]
Yes No Yes No Yes

High Blood Pressure ..................... (] [J Heart Disease ....cooorenrrccce L L ChestPains ...oocrrivresseesen L
Heart Attack .......ccooouvevenvecerannss L] [ candiac Pacemaker ...................... I B R - ly Winded .........ccccouvvcvuonnennn. O
RIBORatic FEVET iy ooy i betrsnssces 1 O Heart Murmur ..o 50 S T T R W W U
Swollen Ankles ..o i, L ol 70T 10Ty T R e s o) Hay Fever / Allergies ...........o...... J
BUinting ASEEREES . cosvmsisionnins il ) Frequentyy Tireti e reacnti, L O Tuberculosis ... Il
ABIRA < ot srevenstis o RN W B TR N AW L) [ Radiation Therapy . 2
Low Blood Pressure .... Sl Emphysema ........c.ccoocoveecieuncnn. (1 O Glaucoma ......... i
Epilepsy / Convulsions ................ e T sttt L] O Recent Weight Jo5s ....cmevvmmbotunnnns ]
O b o e, LN = il Al s AT e D i U 0 Liver Disease ... I
DROPEIESRG . oo oy S T i L) O Joint Replacement or Implant ...... L] O Heart Touble ....ooocorreersean UJ
Kitne ) DISCUses .. 5. ciuisisomimsmsson ] L Hepatitis / Jaundice ...................... G el Respiratory Problems  .................... Ll
AIDS or HIV Infection ..........co.... S Sexually Transmitted Disease ...... L O Mitral Valve Prolapse. i omisionss U
Thyroid Problem ............cooccovueies. "] [ Stomach Troubles / Ulcers ............ (1 L other L]

Patient Dental History

Name of Previous Dentist and Location

Date of Last Exam

Yes No Yes
1. Do your gums bleed while brushing or flossing? .............c........ (] O 8 Do you have frequent headaches?....................cc.occooeee. LJ
2. Are your teeth sensitive to hot or cold liquids/foods?................. L] L 9. Do you clench or grind your teeth?........................... 2 el
3. Are your teeth sensitive to sweet or sour liquids/foods?............. L] L 10. Do you bite your lips or cheeks frequently?.................. L]
4. Do you feel pain to any of your teeth? ...........occcccevirerncncienna. [J [ 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?.......... Btz i} RIS st v e st s e AR £
6. Have you had any head, neck or jaw injuries?...........cccoeovrreee.. O O 12 Have you ever had any prolonged bleeding

7. Have you ever experienced any of the following
problems in your jaw?
Clicking
Pain (joint, ear; side of face)....
Difficulty in opening or closing...

Difficulty in chewing ..........coccoucvreveuresiones

Authorization and Release

13. Have you had any orthodontic treatment?.
14. Do you wear dentures or partials? ............cocccoverinvnnie.

following extractions? .............coccccceevemnvceoenenas

000

If yes, date of placement

15. Have you ever received oral hygiene instructions

regarding the care of your teeth and gums? .................. [

I B R a H TR o o e S IR i o B L]

00O 0O gocg

(0]

I certify that I have vead and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits

otherwise payable to me. I understand that m%

for payment of all services rendered on my be

X

dental insurance carrier may pay less than the actual bill for services. I agree to be responsible

alf or my dependants.

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Signature

Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1056/16797







SIGNATURE RELEASE STATEMENT

YOUR SIGNATURE IS NECESSARY FOR US TO

PROCESS ALL INSURANCE CLAIMS,

. TO ENSURE PAYMENT FOR SERVICES RENDERED,

3. TO RELEASE MEDICAL INFORMATION TO INSURANCE COMPANIES,
AND

4. TO RELEASE INFORMATION TO OTHER MEDICAL/DENTAL

PROVIDERS, WHEN NECESSARY, FOR YOUR TREATMENT.

[ I

[ authorize the release of all medical information necessary to process my claims and [
authorize the release of this information, when necessary, to other providers rendering
medical/ dental care. I assign all benefits to Dundee Family Dental. This assignment

. will remain in effect until revoked by me in writing. A photocopy of this assignment is to
be considered as valid as the original.

Patient Responsible Party
(parent, if minor)
Witness Date

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
I acknowledge I am aware of the HIPPA Privacy Act:

Print Name
Signature

Date

Office Use Only.
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Policies, but acknowledgement could not be obtained because:
X Individual refused to sign

X Communication barriers prohibited this acknowledgement

X An Emergency situation prevented us from obtaining acknowledgement



SMILE EVALUATION

1. Do you like the way your teeth look? YesO No O
Explain:

2. Are you happy wiihv’rhe color of yourteeth? YesO NoO
Explain:

3. Would you like for your teeth to be whiterg  YesO No O
Explain:

4. Would you like your teeth to be straighters  YesO  No O
Explain:

5. Do you have spaces between your teeth that you would like closed? YesO No O
If so, where?

6. Would you like your teeth to be longer?  YesO ,No O
If so, Upper, Lower, Both?

7. Do you like the shape of your teeth?  YesOd No O
Explain:

8. Do you have missing teeth that you would like toreplace? YesO NoO
Explain:

9. Do you have old silver fillings that you would like to replace with tooth-colored fillings?
YesO NoO

Explain:

10. If you could change anything about your smile, what would you change?

DUNDEE FAMILY DENTAL - 5006 DobgGe ST OMAHA, NE 68132 402.554.1333



