HEALTH HISTORY

MEDICAL HISTORY

Physician ______________________Phone # :_________________  Date of last visit _________________________

Are you currently taking any medications? Yes        No         If yes, please list:

__________________
__________________
__________________
__________________
________________

__________________
__________________
__________________
__________________
________________

Are you currently taking bisphosphonates for osteoporosis?       Yes        No

Have you ever taken prescription diet medication? (Phen/Fen)      Yes        No

(Women) Are you pregnant?     Yes       No   Nursing?      Yes       No        Taking birth control pills?     Yes       No

Do you have a history of the following?  (Check Yes or No to all questions)
Y   N                                               Y   N                                         Y   N                                         Y   N

	...      AIDS/HIV Positive
	        Chemical Dependency
	         Irregular Heartbeat
	Are you allergic to :

	         Abnormal Bleeding
	         Chemotherapy
	         Mitral Valve Prolapse
	         Penicillin

	         Alcohol Dependency 
	         Diabetes (IDDM or NIDM)
	         Nervous Problems
	         Codeine

	         Alzheimer’s Disease
	         Dementia   
	         Pacemaker
	         Metals (Jewelry)

	         Abnormal Blood Pressure
	         Epilepsy
	         Previous Endocarditis
	         Latex

	         Artificial Joints
             Mo/Yr_Placement _____________
	         Breathing Problems:

   (i.e., Asthma, Emphysema, COPD)
	         Shunt Type:______________

         Radiation Treatment
	         Local Anesthetic

	         Arthritis

         Artificial Heart Valves
	          Hepatitis Type: _____

         Heart Attack
	         Rheumatic Fever

         Tuberculosis
	Other ________________

_____________________

	         Cancer
	         Heart Murmur 
	         Other:_____________
	


Consent

The undersigned hereby authorizes the Doctor to take radiographs, study models, photographs or any other diagnostic aids deemed appropriate by the Doctor to make a thorough diagnosis of the patient’s dental needs.  I also authorize the Doctor to perform any and all forms of treatment, use medication and further authorize and consent that the Doctor choose and employ such assistance as he deems fit after the treatment has been fully explained to me.  I understand the use of anesthetic agents embodies certain risks.  

I understand that responsibility for payment of dental services provided in this office for myself or my dependants is mine, regardless of whether or not it is covered by insurance.  We will prepare necessary forms or reports to help you obtain insurance benefits but we do not render our services on the basis that insurance companies pay all of our fees.  I authorize my signature to be used to process dental claims and further authorize release of information to all my insurance carriers.  I hereby assign benefits to be paid directly to the Doctor for services rendered. I have received a copy of RECEIPT OF NOTICE OF PRIVACY PRACTICES and the Dental Materials Fact Sheet.

Finance Charge: There will be a 1.5% finance charge added to your account on a monthly basis for all unpaid balances which exceed 60 days.  The patient’s portion or co-payment is expected at time of service unless satisfactory payment arrangements have been made in advance.  

Signature___________________________________________________________ Relationship to Patient______________________________ Date __________________




Patient or Parent If a Minor

IF PATIENT IS A MINOR (18 OR UNDER), PARENT OR GUARDIAN MUST BE PRESENT AT ALL APPOINTMENTS.

Doctor’s Signature: ____________________________________________________ Date_____________________

Oral Cancer Exam: _____________________________________________________________________________

HEALTH HISTORY UPDATE

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________
Date:___________ 
  Patient Signature __________________________________________________________   Staff Initials _______________

