AUTHORIZATION TO USE OR DISCLOSE
PROTECTED HEALTH INFORMATION

Patient Name:
Address:
Date of Birth: Date of Request:

As required by the Privacy Regulations, this practice may not use or disclose your protected
health information except as provided In our Notice of Privacy Practices without your
authorization.

I hereby authorize this office and any of its employees to use or disclose my Patient Health
Information to the following person(s), entity(s), or business associates of this office:

Patient Health Information authorized to be disclosed:

For the specific purpose of (describe in detail)

Effective dates for this authorization: / / through / /
This authorization will expire at the end of the above period.

| understand that the information disclosed above may be re-disclosed to additional parties and no
longer protected for reasons beyond your control.

I understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not
affect this office’s previous reliance on the uses or disclosure pursuant to this authorization.

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this
authorization, and as a result of this authorization.

Inspect a copy of the Patient Health Information being used or disclosed under federal law.
Refuse to sign this authorization. '

Receive a copy of this authorization.

6. Restrict what is disclosed with this authorization.

I also understand that if | do not sign this document, it will not condition my treatment, payment,
enrollment in a health plan, or eligibility for benefits whether or not | provide authorization to use or
disclose protected Patient Health Information. ‘

A R S

Signature of Patient or Patient’s Authorized Representative Date

Authorized Signature of Facility ' Date
}
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Dr. Joseph S. Moussa, D.D.S.
1018 Broad Street
Bloomfield, N 07003
(973) 338-9191

Name: Phone#:

Last First

*What is your chief cosmetic concern?

*What do you hope to achieve with cosmetic dentistry?

*Have you had any cosmetic dentistry performed? When? -

*Do you have any fear or apprehension about dentistry?

*Have you been having regular dental treatment in the past?
i.e. Routine cleaning, and exams? When was your last visit?

I understand that Dr. Moussa is performing a clinical exam for cosmetic
dentistry and this is not a complete exam for dental caries, dental infections, or
gum disease. Cursory observations will be noted and appropriate
recommendations will be made. A patient may present with certain dental
conditions that may not initially allow cosmetic dentistry to be performed until
such conditions have been corrected.

I allow Dr. Moussa to perform an individualized cosmetic evaluation for
me.

Signature: Date:




-

PATIENT REGISTRATION I

Patient's name Birth date Single O
Name of spouse/partner Birth date Whlﬂd:r“r;Eg S
If a child, parent's name Divorced O
Street address Phone Separal.t-?g g
City State Zip

Patient employed by Phone

Business address

Present position How long held

Spouse/partner employed by Phone

Business address |

Present position How long heid

Purpose of this appointment |

In case of emergency, who should be nctified Phone

Persan responsible for this account

Social Security number

Drivers License number

Spouse/partner’s Social Security number

Spouse/partner’s Driver’s License number

if using Charge Card, name Card no. Exp. date

If you have insurance, name of insured ( Plecase bV“ ) rLle

Name of insurance company . Policy no.

Is policy connected with a Union  Yes No it yes, name of Union

Local no. Group no.

If spouse/partner has insurance, name of insured

Name of insurance company Policy no.

Is policy connected with a Union Yes No If yes, name of Union

Local no. _ : Group no.

Whom may we thank for referring you

Your Signature Date

Comments:

pyers




HEALTH QUESTIONNAIRE 1N

Name Birth date

s

Correct answers to the following questions will allow your derttist to treat you on a more individual basis, providing the care appropriate for your particular
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will be considered confidential.

DENTAL

1.
2.

3.

&

- If so, explain

Are you having any disScoOmfort @t this tIME ... .....coorviriiii et er e s e s es s e se e ssenasaeren e Yes
Have you ever had any serious trouble associated with previous dental treatment?............cccecoeirecvenrecrrnncnrreereesenraennens Yes

Does dental treatment make you nervous? No Slightly Moderately Extremely
Date of last dental visit
Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ........c...cooeervecrereeciiceccceenne, Yes
If so, when? '

How often do you brush
Brush is: Soft [1 Medium 1 Hard OJ

7. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, sore gums...........ccccciuinmiciniinnennns Yes No Loose teeth ... Yes
Unpleasant taste/bad breath........................ Yes No Sensitive to hot ........coevevevveecrccinn Yes
Buming tongue/lips..........ccoovineiicninnninicans Yes No Sensitive to cold........ccomeimniiiiiiiiicciiene Yes
Frequent blisters, lips/mouth................... were Yes No Sensitive to sweets..........cocerriericccrinniennenns Yes
Swelling/lumps in mouth ...........ccccverrennenen. Yes No Sensitive 1o biting..........ccccocnriiecniiiinnnnane Yes
Ortho treatments (braces)........c..cccveeecennennne. Yes No Food impaction .........c.cceeeeeiecccerrincenccnsccne Yes
Biting cheeks/lips........cccccevvcninicninnccnrennes Yes No Clenching/grinding .........c.cccvcrerercencessianncnne Yes
Clicking/popping jaw .........cceveerviesiemsasesees Yes No If so, when
Difficulty opening or closing jaw................. .. Yes No Shifting in bite «.....cocevvree e Yes
8. Do you use the following? Change inbite.......ccc.oeceeeveecnnccnnccnrrenecnes Yes
LTV E=] ¢ PO OO U OGP Yes
DENLAI FlOSS.....ccceiieceeeeeccretir et et srceen et re e st ssses et s s sae s e e samess s ra s eee et s s a e s e st saesbaesant e ae R e e aRE S SRS n e sas e eR e SRS RS RSN B O R se s R sume e s b e e anans Yes
FIUOTIAR TNSE ..ottt s et e e e s en st s R sh b b S b e e e ae e s b e b e s e aasas e s b e s s s e e e sheatsassasarenbennenasarans Yes
Other . ‘
MEDICAL
1. Has there been any change in your general health within the past year ..............cccecveoeniiccnneccencnnns et ot ce e anene Yes
2. My last physical examination was on
3. Are you now under the care of a physiCian.............cccorrrnirenninciecntcrie et ettt e e see et as s bberee Yes
if so, what is the condition being treated
4. The name and address of my physician is
5. 'Have you had any serious illness within the past five (5) YEars ...ttt re e Yes
If so, what was the illness
6. Have you been hospitalized or had an operatlon within the past five (5) YEars...........ccvoeninencnrrrersrcsesennsrerssecssessesnsesnens Yes
If so, what was the problem
7. Do you have or have you had any of the following diseases or problems .
a. Rheumatic fever or rheumatic heart diSEASE ...........cccociierrniiirniniiircrcee et e sarsae et ceanass Ereveeresenanenenae Yes
b, Congenital REAM ISEASE ........c.cciiiiniicniri sttt bbb bbb a e R R st Yes
c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary unsuﬂtmency. coronary occlusion,
high/low blood pressure, arteriosclerosis, stroke, elc. ) teereertn s s et saes s s e s e s e s bt s eRee s R ARt e e st sb st srenesen Yes
1) Do you have pain in Chest UPON EXEIHION.......oiiireiee et ettt stk s s s s snsgan s s nasanasecs Yes
2) Are you ever short of breath after mild @XerciSe ........cou i Yes
3) DO YOUF ANKIES SWEII ..ottt iessisnte e erersnss e ces e st s s rrra e sn ot femt e st aRs s s e sb s ettt e e ettt eu s Yes
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep......ccccoeciicevenncrennns Yes
d. Artificial or replacement ValVeS...........cccomiiiiiiic e e e anens P O O Yes
e. Pacemaker .............. Yes
fo AHBIGY ooneeeeereeeeecee s e tessarescnsststessansssesseseseastabe st s s et a e nas et A e S e e e ree e AL s rE L £anseEeeA e et e £ eEanAeRe St At E AR e s eEnasre s reesaessreneran Yes
G- - SINUS tTOUDIE ...ttt e ate e ceses sttt a s et et st s raerg e s ran s et smtaeasaasesatesrserens antrannsessesuasesatesessens Yes
N, ASHHMEA OF NAY FBVET ..ottt e b s e s s b st e s e et S eme e e s a s e anseensatans Yes
i. Hivesoraskinrash........ciniiinccnnnans et br e et e st e st e e s et s SR s s e n e e e e bee e ae s ane e s re e raesebens Yes
o Fainting SPEIIS OF SEIZUIES ..........ccoiiiriitcictnie ettt et e b et e ac s sa e nese s bt sAns e sea s srtst s e s e besners cosessenesn Yes
K. DIADEIES ......ooooeeee e seeerevvereetee s assbesnes e e ssa e e e et s e em e s eatarasesan A s e s e s as et e Rt e e A e e S fae saeemeateneat et e e sataaea e st aneenea s et sresaaatenee Yes
1) Do you have to urinate (pass water) more than Six times @ day.............cuiiiinei et serssesesesseeeseass Yes
2)  Are you thirsty MUCHOf the M ...ccc..couiiiiiiic ettt s s e st s s s s Yes
3)  Does your MOuth freqUENtly DECOME ArY..............v.crreerrrrrsssresmsessssssesseesssmsasssmsssssssssssssssnssssesssssssssss sssmssssnessassssanssssens Yes

Mo ad B (over)
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No
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No
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1. Hepatitis, jaundice or liver disease .............ccooceveiininin, Vow Ve
m. Arthritis or inflammatory rtheumatism ............ccooeviieie » ’ Yes No
n. Adtificial or replacement joints, prosthetic ...........cc...c......... PO POT PP ITSUPPRY Yes No
0. Digestive system—Ulcers or stomach disorders (colitis) Yes No
ST s [ 1=V (1T o)L P O ST PO Yes No
Lo T 10T (101 o T P O PPN Yes No
r. Persistent cough orcough up blood . ... Yes No
s. Immune System disorders (including AIDS, HIV, ARC) ......iiniiiiiiieiiiiie e rerin e senesea s v et ernren aastassnnsnneraneennns Yes No
t. Venereal disease .............cccoooviiiiiiiiiniiercninirieenannes e eeereneteretenetreeeeta s ettt aun.aeten e atata g cannnnnnartrnaaeren Yes No
u. Other Yes No
8. Have you had abnormal bleeding associated with previous extractions, surgery, or trauma ..............cc.ccvviirmuicrnicenne, Yes No
A, DO YOUBIUISE @ASIIY ....cc.vviieniiiiee ittt v een st ererenerreenenseaborannraensranseensensaraneennernsrennrnnnannstnnernnns _ Yes No
b. Have you ever required a blood transfusion ..........ccccviiiiiiiiiiiiii it ee st er e e e e e e r s et aanane Yes No
if so, explain the circumstances & when : : i
9. Have you ever tested positive for the AIDS VITUS  .....ccoiiniiiiii ettt e s eiasrr e ereaereeensern e n e eearaennsesesennssnnnen Yes No

10. Do you have any blood disorder SUCh as @an@mi@ ............coieuiiiiiiiiiiiiiiiiirer e itrr e et ereaseeerenns st annssesansnsenserneennns Yes No

11. Have you had surgery or x-ray treatment for a tumor, growth, or other CONGIION ...........c.cceecveereermeeeesveeeeeseeeeeceesnennes Yes No

12. Are you taking any of the following:
a. AntibIotics OF SUA ATUGS ....ooiiiii it ettt st rre ettt em s et s e e s raavan st anssansaessssnnarnsansnnrrnnens Yes No
b. Anticoagulants (blood thinners) ............ e e eeetevavesssereseetereestesinsseatereteetereetenshrnnann eetethnnabeaaaaaraeese rennannns ... Yes No
c. Medicine for high blOOd PrESSUNE .........oiivemenieeeiiien ettt rerse s s bt e s e mme e e e eeebnn s arsane s s e e s s eeneeanns Yes No
0. COTHSONE (STBIOIAS)  .....eevieiiveiieeeereeieeteeeesteeeeaseseassaeasssserssseeaseesssesesasarsaseseasaenasssesnseerssssssssernsssennnns eveereenes Yes No
L 01V Vo (011172 £SO OO RSOOSR Yes No
£, ANBRISTAMINGS ..o ieeeeeeieieceiitr et tmeasara ebabns  bannesaea s et meatate s e e eetaras s eeeeseesaae s aa e s i oas s e s s nn b s baaaransne Yes No
o X101 PP O POU PO PP P O R T Yes  No
h. Insulin, tolbutamide (Orinase) or similar drug for diabetes .............ccooiiiiiiiiiiii e Yes No
i. Digitalis or drugs for heart trouble ............cccccoiiirerininiinrinni e eerarereree ettt e bt erar e Yes No
TR 11 (oo 3 o1=T £ U e G U Yes No
k. Other medications Yes No
I If“Yes" to any of the above, state drug name, dosage and frequency

13. Are you allergic or have you reacted adversely to:
. LOCAI ANESINEIICS ...iueeiini et ettt cr i s e et erh b e an e raeta e san e s ae et tas e st s e nanes Yes No
b. Penicillin or other antibiotiCs .........c.ccooiiiiiiiiiir e e e e Yes No
c. Sulfadrugs .......cccceiiiininnn. ettt et e ares e et aea e a s s e eh e s e s e b e ens [P PPN Yes No
d. Barbiturates, sedatives, or SIEEPING PIllS..... ..o vttt st e e e e et eae e s e e e s ereans rrereens Yes No
€. ASDITIN oottt it eiirei et et e e atn et ta e e e ta s bieean s aue e ero s bh e et bt et e anae et e et raneras e e eaasannran et reranans Yes No
LR (o 17 g GGG Yes No
g. Codeine or other narcotics g Yes No
h. Other Yes No

14. Do you uSe any tobACCO PIOAUCES .........eeoiviiiiriiirinrieeiereseitrrre s e enste e e e se st e eaeesesasbsranaasee s baansrsnasaa s rasannnneas .. Yes No
If so, how much per day and what ’

15. Do you use any alcohol ProdUCES .........coiuiiiiiiiiiii it ie e et s e s e s e re s et s e aa s e st et aan s n e e aananns Yes No’
If so, how much per day/week/month and what

16. Do you use any caffeinated products {coffee, tea, chocolate, etC.) ..........coceuiiiiriiiiiiiiiiiiic e Yes No
{f so, how much per day and what

17. Do you have any disease, condition, or problem not listed above that you think | should know about ...........cccccceueveenee.... Yes No
If so, explain .

18. Are you employed in any situation which exposes you regulary to x-rays or other ionizing radiation .............c.c.c.eeil Yes No

19. Are you Wearing CONACE IBNSES ...........uiiiiiiiiiiiiiiiieee e e et sese e et aaa e e ua s erase sesarenccanananrasassessen Yes No

20. Are you experiencing stress or pressure in your work or at home ..........cocemicieniiiiiinn eerneerarnrarerer e raes s ras Yes No

WOMEN |

21. Are you pregnant .........ccocooeciiimiiieine e, £ N Yes No

22. Do you-have PMS or problems associated with your menstrual period ..............cviiiiciiiniinnrnnonneen, Yes No

23. Are you taking birth control or Rormone therapy ........c.ccvvuiiiiiiiiiiiiiii s srs e e e ns e s s e e e Yes No

Remarks:

To the best of my knowledge, all of the preceding answers are true and correct. if | ever have any change in my health or change in my, medication,

1 will inform the dentist at the nextappointment.

P
Signature of Patient Date Signature of Dentist Date



