Bear Creek Dental Center

MEDICAL HISTORY

PATIENT NAME Birth Date

| Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
' have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes () No Ifyes, please explain:

Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? ( ) Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No
Women: Are you

Pregnant/Trying to get pregnant? () Yes( ) No Taking oral contraceptives? ( ) Yes( ) No Nursing? () Yes( J No

Are you allergic to any of the following?

[ | Aspirin __| Penicillin [] Codeine [ | Acrylic | | Metal [ ] Latex | | Local Anesthetics

| | Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive () Yes( ) No Cortisone Medicine ) Yes( ) No Hemophilia [ Yes{_ ) No Renal Dialysis ") Yes(_) No
Alzheimer's Disease () Yes( ) No | Diabetes () Yes( ) No | Hepatitis A ) Yes( ) No | Rheumatic Fever "~ Yes( ) No
Anaphylaxis () Yes( ) No | Drug Addiction ) Yes( ) No | Hepatitis BorC ) Yes( ) No | Rheumatism (1 Yes(_) No
Anemia ) Yes( ) No | Easily Winded ) Yes( ) No Herpes () Yes( ) No | Scarlet Fever ) Yes( 1 No
Angina () Yes( ) No | Emphysema () Yes( ) No | HighBlood Pressure () Yes( ) No | Shingles ) Yes( i No
Arthritis/Gout () Yes( ) No | Epilepsyor Seizures () Yes( ) No Hives or Rash () Yes(_) No | Sickle Cell Disease () Yes(_) No
Artificial Heart Valve () Yes( ) No | Excessive Bleeding () Yes(_) No Hypoglycemia () Yes( ) No | Sinus Trouble () Yes( i No
Artificial Joint () Yes( ) No | Excessive Thirst ") Yes( ) No | lIrregular Heartbeat () Yes( ) No | Spina Bifida () Yes( ) No
Asthma () Yes( ) No | Fainting Spells/Dizziness| ) Yes( ) No | Kidney Problems () Yes( ) No | Stemach/Intestinal Disease ( } Yes( ) No
Blood Disease () Yes(_) No | Frequent Cough () Yes( ) No | Leukemia () Yes( ) No | Stroke () Yes( ) No
Blood Transfusion () Yes() No | Frequent Diarrhea () Yes( ) No | Liver Disease () Yes( ) No | Swelling of Limbs ) Yes( 1 No
Breathing Problem () Yes( ) No | FrequentHeadaches () Yes( ) No | Low Blood Pressure () Yes( ) No | Thyroid Disease ) Yes( ) No
Bruise Easily () Yes( ) No | Genital Herpes () Yes( ) No | Lung Disease ) Yes(_) No | Tonsillitis () Yes(_) No
Cancer () Yes( ) No | Glaucoma () Yes( ) No | Mitral Valve Prolapse( ) Yes( ) No | Tuberculosis () Yes(_ ) No
Chemotherapy () Yes() No | Hay Fever ") Yes( ) No | PaininJawJoints () Yes( ) No | Tumors or Growths () Yes(_) No
Chest Pains () Yes( ) No | Heart Attack/Failure ) Yes( ) No | Parathyroid Disease ( ) Yes( ) No | Ulcers (1 Yes( ) No
Cold Sores/Fever Blisters () Yes( ) No | Heart Murmur { ) Yes( ) No | Psychiatric Care () Yes(_) No | Venereal Disease () Yes( ) No
Congenital Heart Disorder( ) Yes( ) No | Heart Pace Maker ") Yes( ) No | Radiation Treatments( ) Yes( ) No | Yellow Jaundice () Yes( ) No
Convulsions () Yes( ) No | Heart Trouble/Disease ( ) Yes( ) No | RecentWeightLoss () Yes( ) No

Have you ever had any serious illness not listed above? () Yes (_) No If yes, please explain:

Comments:

' To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Bear Creek Dental
1430 S. 21 St.
Colorado Springs, CO 80904
(719) 633-2828

PATIENT INFORMATION
Name Home phone # Cell phone #

Mailing Address City State
Physical Address City State
Employer Occupation
Employer address Employer phone
Social Security # Birthdate Email address

May we use email to send reminders and confirm appointments with you? U Yes O No

RESPONSIBLE PARTY
Person responsible for account Relationship to patient

Address City
State Zip Home phone number

Employer Work phone number

Is he/she currently a patient in our office? O Yes U No

DENTAL INSURANCE INFORMATION
Insurance Company Name of policy holder
Relationship to patient Birthdate of policy holder
SS# of policy holder Employer of policy holder

ADDITIONAL DENTAL INSURANCE INFORMATION
Is the patient covered by additional dental insurance ? UYes UNo
Insurance Company Name of policy holder
Relationship to patient Birthdate of policy holder
SS# of policy holder Employer of policy holder

Physician’s name Phone number

In case of emergency notify Phone number

How did you find out about our office?

The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing of
insurance. | will not hold the dentist or staff members responsible for any errors of omissions that | may have made in the completion of this form.

| consent to treatment as necessary or desirable to the care of the patient first named above, for the diagnosis of dental disease, deformity, or
treatment of dental pathology and emergencies. These procedures may include radiographs, models, and intro-oral examinations.

1 also acknowledge full responsibility for the payment of such services and agree to pay for them, in full, at the time of service, unless
other arrangements are made in advance. If | have dental insurance | authorize the doctor to release all necessary information, and to pay for any
charges not covered by insurance. | am also subject to finance charges, collection and/or legal recourse if my balance remains past due.

| am also aware that any appointment made for myself is reserved for me unless | notify Bear Creek
Dental 24 hours in advance of a need to reschedule, | am subject to a charge of at least $35.

Signature (patient, parent, or legal guardian) Date




Bear Creek Dental
1430 S. 21st Street
Colorado Springs, Colorado 80904
719-633-2828

Acknowledgement of Receipt of Statement of Privacy Practices

| acknowledge that | have received a copy of the Statement of Privacy Practices for the offices of Bear Creek
Dental. The Statement of Privacy Practices describes the types of uses and disclosures of my protected
health information that might occur in my treatment, payment for services, or in the performance of office
health care operations. The Statement of Privacy Practices also describes my rights and the responsibilities
and duties of this office with respect to my protected health information. The Statement of Privacy Practices is

also posted in the facility.

Bear Creek Dental reserves the right to change the privacy practices that are described in the Statement of
Privacy Practices. If privacy practices change, | will be offered a copy of the revised Statement of Privacy
Practices at the time of my first visit after the revisions become effective. | may also obtain a revised State-
ment of Privacy Practices by requesting that one be mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby specifically
authorize disclosure of my protected health care information to the persons indicated below.

ANY MEMBER OF MY IMMEDIATE FAMILY YES NO

SPOUSE ONLY YES NO

OTHER (PLEASE SPECIFY): YES NO
Name of Patient or Personal Representative Signature of Patient or Personal Representative
Date Description of Personal Representative’s Authority

OFFICE USE ONLY BELOW THIS LINE

" Record of Acknowledgement
PROVIDED PRIOR TO YES NO |

TREATMENT? N
DATE PROVIDED:

REASON FOR DENIAL: NEEDED MORE TIME TO REVIEW STATEMENT OF PRIVACY
PRACTICES.

WANTED TO CONSULT WITH ANOTHER PERSON, BEFORE
SIGNING.

UNABLE TO SIGN.

REASON NOT GIVEN.

OTHER (EXPLAIN}).
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