First Name

Dental

Fumily & Cosmetic Dentistry

Welcome!

I
Please dnswer questions o the best of vour knowledge

MI ~  Last Name L

I preter to be called

Address

Cny

State Zip

Home Phone

Cell Phone
Work Phone

F-matl

Social Security # _

Birthdate

Sex

EFmpiover

Who may we thank for referning you?

Person 1o notify in an emergency

If under 18 years old:

Phone

Parent/Guardian

Address
Citx

State Zip

Home Phone

Cell Phone

Work Phone

E-mail

Social Securtty #

Birthdate

Sex




Anna Dental

MEDICAL HISTORY

Although dental personn. ! orimarily treat the area in and around your mouth, your meuth is a part of your entire body. Health problems that you may
have, or medication that yu'u may be taking, could have an impertant interrelaionship with the dentistry you will receive. Thank you for answering the

following guestions.

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 digt? - - Yes No

De you use tobacen? Yes No
Do you use controlled substances? Yes No
Womenf Are yOU *: - . . . e e e e e e
Pregnant/Trying to get pregnant? Yes: No iTaking oral contraceptives? Yes No Nursing? Yes No

Are you allergic to any of the following? - - o
Aspirin Penicillin Codeine 1 Acrylic Metal Latex Local Anesthetics

Other  If yes, please explain:

Do you have, or have you <d, any of the follgwing - frr-s-rwss s s

AIDS/HIV Positive Yes: No Cortisone Medicine Yes No Hemophilia Yes No Renal Dialysis
Alzheimer's Disease - Yes No Diabetes Yes. - No Hepatitis A Yes No Rheumatic Fever
Anaphylaxis Yes No Drug Addiction ‘ - Yes: - No Hepatitis B or Yes - No Rheumatism
Aremia Yas No Easily Winded - Yes No Herpes S Yes No Scarlet Fever
Angina Yes ~ No Emphysema Yes No High Bleod Pressure ©+ . Yes. : No Shingles
Arthritis/Gout Yes No Epilepsy or Seizures “Yes: - No Hives or Rash Yes® No Sickle Cell Disease
Artificial Heart Valve - Yes No Excessive Bleedﬁ'\g Yes  No Hypoglycemia Yes - No Sinus Trouble
Anrtificial Joint Yes No Excessive Thirst Yes: No Irregular Heartbeat - Yes - No Spina Bifida
Asthma Yes No Fainting Spellstizziness- Yes Na Kidney Prablems Yes - No Stomach/Intestinal Disease
Blood Disease Yes No Frequent Cough | Yes No Leukemia ~ Yes. : No Stroke

Blood Transfusion Yes  No Frequent DiarrheL ~Yes- No Liver Disease Yes. - No Swelling of Limbs
Breathing Problem Yes No Frequent Headadhes Yes: : No Low Blood Pressure -~ Yes' - No Thyroid Disease
Bruise Easily Yes No Genital Herpes | Yes - No Lung Disease . Yes : No Tonsillitis

Cancer © - Yes - No Glaucoma Yes. . No Mitral Valve Prolapse: - Yes: - No Tuberculosis
Chemetherapy Yes No Hay Fever : Yes'  No Pain in Jaw Joints Yes. - No Tumors or Growths
Chest Pains - -Yes. No Heart AttackfFaiId.ure ©:Yes :No Parathyroid Disease © . Yes: . No Ulcers

Cold Sores/Fever Blisters - Yes  * No Heart Murmur © o Yes’ . No Psychiatric Care T UYes. . No Venereal Disease
Congenital Heart Disorder  Yes.  No | Heart Pace Makar " Yes :No | Radiation Treatments Yes- = No | Yellow Jaundice
Convulsions Yes - No Heart TroublefDiéease . Yes - No Recent Weight Loss Yes : No

Have you ever had any serious illness not listed abm}e‘? Yes ' No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this fc{rm 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 CF PATIENT, PARENT, or GUARDIAN DATE




‘Annabenial
Family & Cosmetic Dentistry

General Consent and Authorization

I understand that Dr. Ludlow and Anna Dental will do their best to help me with my dental
health, but ultimately I am responsible for my own dental care.

I understand that all dqntal treatment will be explained to me before hand, including risks,
options and fees, and that by scheduling and paying for treatment, [ am agreeing to the risks, options
-and fees.

1 understand that, at tirhes, Anna Dental videotapes patient and staft interactions for
teaching purposes, I consent to be videotaped.

I authorize the use of my radiographs and/or photographs for the use in seminars or
publications ol Jeffrey H. Ludlow, D.D.S.
|

Signaturc 3 Date




ACKNOWLEDGEMENT OF RECEIPT OF
'NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowadgement™

[, . have received a copy cf this

office’'s Notice of Privacy Practices,

Please Print Mame

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could noﬁ be obtained because:

1 Indwidual refused tcl sign

O Communications bﬁrriers prahibited obtaining the acknowledgement
O Anemergency situajrtion prevented us from obtaining acknowledgement
O

Other (Please Specify)
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This Form is educational orly, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).




