Patient Name . MEDICAL HISTORY
Patient Account No. Medical Alert
1. Physician’s Name Phone ( )
Have you had any medical care within the Dast tWO YEAIS? ... nsssesssssssssnssssssssssssassiasssesssssssessanstenss Yes No
Describe
2. Have you taken any medication or drugs during the past tWO YEArS? ... e ssesssssssss s st sssessassssssesss Yes No
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .........ccccocceeeeervnrvenenne. Yes No
If yes, please list name and dosage
4. Have you ever taken prescription medications for weight 108S (diet PIIS)? ..o ss s saenes Yes No
If yes, did you take any of the following: (circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam fOr hEArt ISSUBS? .........cccvevvereerriresieeinerereees st sasesenes Yes No
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? ..... No
6. Have you been a patient in the hospital during the past five YEArS? ... st sessenses Yes No
7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes No UICEIS vt Yes No Hepatiis A B C (circle).. Yes No
Chest Pain ........ccoennrenninnrnecennnns Yes No D711 T O Yes No Venereal Disease ........c...coeeveunee Yes No
Congenital Heart Disease ........... Yes No  Thyroid Problems .......c.wenne Yes No A..D.S/H.LV. Positive .............. Yes No
Heart Murmur .......coccvoveevnecincenn: Yes No GlaUCOME ....covvrvercrnacirerisesinnne Yes No Cold Sores/Fever Blisters .......... Yes No
High/Low Blood Pressure ............ Yes No Contact [ENSeS ......cccvvrveveverernne Yes No Blood Transfusion ..........c..ceeuuu.. Yes No
Mitral Valve Prolapse ..........c...c.... Yes No EMPhYSema .....cevveermeeermencrmmnenne Yes No Hemophilia ......c.conenienneriseninns Yes No
Artificiat Heart Valve/Pacemaker ... Yes No Chronic Cough ........ceenmecermecennee Yes No Sickle Cell Disease ..........couweenn. Yes No
Rheumatic Fever .........cvureonins No TUBErCUlOSIS ...overnreveersersnrsrenrons Yes No Bruise Easily ......ccooreveierrnivrirecens Yes No
Arthritis/Rheumatism .......cc.o.vunene No AStMA oo Yes No Liver Disease/Yellow Jaundice .. Yes No
Cortisone Medicing .........cccoovveren. No Hay Fever/Allergy/Hives .............. Yes No Neurological Disorders ............. Yes No
Swollen Ankles ......occovvvvrererrennn. No Latex Sensitivity ...........ccourenncennes Yes No Epilepsy or Seizures ..........cveen. Yes No
Stroke ....oveeerrerrerieriens No Sinus Trouble .......covevrnmmincrrennene Yes No Fainting or Dizzy Spells ............. Yes No
Diet (Special/Restricted) No Radiation Therapy ........coecvmvvennes Yes No Nervous/AnXious .............eeeens Yes No
Artificial Joints (hip, knee, etc)) ... Yes No Chemotherapy No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble ..........ocevcrmrrvenenrens Yes No TUMOTS <..oovereererssreseserssesssneessenees No
8. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? ...........correnmrrnemermsessnmsssnssssssneens Yes No
9, Have you lost or gained more than 10 pounds iN the PASE YEAT ... Yes  No
10. Do you have or have you had any disease, condition, or problem NOt ISTEA? ... isssesssssssessesssesssessesssenes Yes No
If yes, please list:
11. Women: Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No
12. Do you use birth CONtrol PresriptionS? ...............c..ccocoiiviieee oo Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have

answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective heaith care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature
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Patient Name
DENTAL HISTORY
Patient Account No. ] Medical Alert
Welcome! So that we may provide you with the best possible care
please complete both sides of this medicalldental history form.
All information is completely confidential.
What is the reason for your visit today?
Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?
Previous Dentist's Name
Address State Zip
Telephone
How often do you have dental examinations?
How often do you brush your teeth? How often do you fioss?
Have you ever used or are currently using topical fluoride? Yes No
What other dental aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now? Yes No
If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment?  Yes  No
Sweets? Yes No Oral Surgery?  Yes  No
Biting or Chewing?  Yes  No Periodontal freatment? ~ Yes  No
Have you noticed any mouth odors or bad tastes? ~ Yes  No Your teeth ground or the bite adjusted? Yes  No
Do you frequently get cold sores, blisters or Abite plate or mouth guard?  Yes  No
any other oral lesions?  Yes  No Aserious injury to the mouth orhead?  Yes  No
If so, please describe, including cause
Do your gums bleed orhurt? ~ Yes  No
Have your parents experienced gum disease
orfoothloss?  Yes No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw?  Yes  No
inyourbite?  Yes No Pain? (joint, ear, side of face) Yes No
Does food tend to become caught in between Difficulty in opening or closing the mouth? ~ Yes  No
yourteeth?  Yes No Difficulty in chewing on either side of the mouth? ~ Yes  No
If yes, where? Headaches, neckaches or shoulder aches?  Yes  No
Sore muscles (neck, shoulders)?  Yes  No
Do you:
Clench or grind your teeth while awake or asleep?  Yes  No Are you satisfied with your teeth’s appearance? Yes No
Bite your lips or cheeks regularly?  Yes  No Would you like to keep all of your teeth all of your life? ~ Yes  No
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingemails)  Yes  No Do you feel nervous about having dental treatment?  Yes  No
Mouth breathe while awake or asleep?  Yes  No If so, what is your biggest concern?
Have tired jaws, especially in the moming? ~ Yes  No
Snore or have any other sleeping disorders? ~ Yes  No Have you ever had an upsetting dental experience?  Yes  No
Smoke/chew tobacco or use other tobacco producis?  Yes  No If yes, please describe
Have you ever been told to take a pre-medication prior to dental freatment? Yes No
Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe

(Please complete other side)

© Pride Institute FORM 015 (02.07) 1.800.925.2600 www.prideinstitute.com



PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

IF THIS
APPOINTMENT
ISFORYOU
START HERE

IF THIS
APPOINTMENT IS
FORYOUR CHILD
START HERE

PATIENT REGISTRATION

SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M.I. PRIMARY CARRIER

PREFERS TO BE CALLED BY INSURANGE COMPANY

ADDRESS GROUP NO.

cITY STATE ZIP EMPLOYER NAME

HOME PHONE NO. FAX INSURED'S NAME

CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHOATE AGE MALE FEMALE INSURED'S [.D. NO.

MARRIED SINGLE DIVORCED | WIDOWED INSURED'S SOCIAL SECURITY NO.

SOCIAL SECURITY NO. SECONDARY CARRIER

DATE INSURANCE COMPANY

L[AST NAME FIRST M.l GROUP NO.

ADDRESS EMPLOYER NAME

CITY STATE ZIP INSURED'S NAME

HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S .D. NO.

SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.

ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
ADDRESS GETTING TO KNOW YOU 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cIry STATE ZIP AT OUR OFFICE?
NAME: RELATIONSHIP:
PHONE NO.
YOU WERE REFERRED TO US BY
YOU
YOUR FORMER ADDRESS
NAME
SCCTPATION cITY STATE ZIP
EVPLOVER'S NAME PERSON TO CONTACT FOR EMERGENCY
ADDRESS CITY PHONE NUMBER
PHONE NO. FAX NO. AODRESS
YOUR SPOUSE CITY STATE ZIP
NAME
CLOSEST RELATIVE NOT LIVING WITH YOU
OCCUPATION
PHONE NUMBER
EMPLOYER'S NAME
ADDRESS
ADDRESS cITY
PHONE NO. FAXNO. ety STATE zIP
© Pride Institute FORM 001 (09.02) Please turn over and sign 1.800.925.2600  www.prideinstitute.com
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CONSENT FOR TREATMENT

and otheay diagnostic gids deemed appropriate by doctor to make a thorough diagnosis
of inome of patienty 's dental needs.

Upon such diagnosis, | authorize doctor fo perform all recommended treatment
matually agreed upon by me and fo employ such assistance as required to provide

DIoper care,

tagree 1o the use of anesthetics, sedatives and other medication as necessary. | fully
understond thot using anesthetic agents embpodies certain risks, | understand that |
can asik for a complete recital of any possible complications.

give consent to the doctor's or designated staff's use and disclosure of any oral,
writton or electronic health records that are individually identifiable as mine for the
o of carnyving out my treatment, payment and health care operations. |
nd that only the minimurm amount of information necessary to provide quality
care will be used or disciosed and that a nofice fully outlining the protection of my
rrsona health information is available

Lagree 10 be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due af the time of service unless other
arangements have ceen made. in the event payments are not received by agreed

Date wWitness

Relationship to Patient




ACKNOWLEDGEMENT
OF
PRIVACY PRACTICES

EUGENE L. AARON, D.D.S., P.A,
2095 W. Main Street, Suite A
League City, TX 77573
281-332-1919

My signature confirms that | have been informed of myTights to privacy regarding my protectec nwi
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA

understand that this information can and will be used to:

0 Provide and coordinate my treatment among a number of health care providers who ma. o«
involved in that treatment directly and indirectly

0  Obtain payment from third-party payers for my health care services

o Conduct normal health care operations such as quality assessment and improvement activ .

| have been informed of my dental provider’s Nortice of Privacy Practices containing a more compicie
description of the uses and disclosures of my protected health information. | have been given the rignt
review and recgjye-a copy of such Notice of Privacy Practices. | understand that my dental provicer nu:
the right to change the Notice of Privacy Practices and that | may contact this office at the address
to obtain a current copy of the Novtice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is uscu

disclosed to carry out treatment, payment or health care operations and | understand that you arc o
required to agree to my requested restrictions, but if you do agree then you are bound to abide b 5.

restrictions.

Date:

Patient Name:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

For Office Use Only:

We were ungble to obtain the patient’s writien acknowledgement of our Notice' of Privecy Practices due to the following reusc:

The patient refused to sign
Communication barriers
Emergency situation

Other

0O 0 o o

Py e



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other individually identifiable health
information used or disclosed to us in any form, whether clectronically, on paper, or orally, be kept confidential. This federal law gives you, the
patient, significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered entities that
misuse personal health information. As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of
your health information and how we may use and disclose your health information.

Without specific written authorization, we are permitted to use and disclose your health carc records for the purposes of treatment, payment and
healith care operations. 1

O Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. For
example, we may need to share information with other providers or specialists involved in the continuation of your care.

O Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. For example, we disclose treatment information when billing & dental plan for your dental services.

O Health Care Operatit;ns include the business aspects of running our practice. For example, patient information may be used for
training purposes, or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family member, friend, or other personal representative to the extent
necessary to help with your healthcare or with payment for your healthcare. In addition, we may use your confidential information to remind you of
appointments by sending reminder postcards and/or leaving messages at home and/or work. Any other uses and disclosures will be made only with
your written authorization. You may revoke such authorization in writing and we are required to honor and abide by that written request, except 1o

the extent that we have already taken actions relying on your authorization.

You have certain rights in regards to your protected health information, which you can excrcise by presenting a written request to our Privacy
Officer at the practice address listed below:

O The right to request restrictions.on certain uses and disclosures of protected health information, including those reiated to disclosures
to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required 1o
agree 1o a requested restriction. If we do agrecto a restriction, we must abide by it unless you agree in writing to remove it.

Q  The right to request to receive confidential communications of protected health information from us by alternative means or at
alternative locations.

O The right to access, inspect and copy your protected health information.

Q. The right to request an amendment to your protected health information.

Q The right to receive an accounting of disclosures of protected health information outside of treatment, payment and health care
operations.

Q The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy
practices with respect to protected health information.

This notice is effective as of April 14, 2003 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We
reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions cffective for all protected health
information that we maintain. Revisions to our Notice of Privacy Practices will be posted on the effective date and you may request a written copy

of the Revised Notice from this office. }

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health & Human Services, Office of
Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for filing a complaint.

For more information about our Privacy Practices, please contact: For more information about HIPAA or to file a complaint
Privacy Officer " The U.S. Department of Health & Human Services
Eugene L. Aaron, D.D.S,, P.A. Office of Civil Rights

2095 W. Main Street, Suite A 200 Independence Avenue, S.W.

League City, TX 77573 Washington, D.C. 20201

281-332-1919 877-696-6775 (toll-free)
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