Health History Fo

Q American Dental Association®

America’s leading advocate for oral health

Today’s Date:

[Email:

1

* As required by Iaw,~ our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
recc_nr_ds only and_ will be kept_conﬁdentlal subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

rNar'nez Home Phone: Include orea code Business/Cell Phone: Include area code
et = i Middle ) C )
Address: B T e S T S a——— Eity: o e State: -Zip:
Mailing address
Occupation: - o T ﬁHeigﬁt: ”Weiél"lt: Date of Birth: Sex: M F
SS# or Patient ID: = E_m_erg_éﬁc} Contact: ) B _Relationéﬁib: " Home Phone: Include area code Cell Phone: tnclude area code
e— i ( ) ( )
If you are completing this form for another perison,'véhat is your_relationshTﬁ to that person? - -
Your Nclrne ] B - Relationship
Do you have any of the following diseases or prbblet_ns: (Check DK if you Don't Know the answer to the the question) Yes No DK
ActiveTubereUlOSIEE v e e el T e e . SN (|S1)| 5] [
Persistent cough greater than @ 3 WEEK AUPBHION .....ccc.vceerrrsiievsioero oo oot eeee e seeee e ees ettt et 0 0 0
Cough that produces blood...............c....cccoevvoree, onoao
Been exposed to anyone with tuberculosis................. oo

If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

J

De nt d | I n ]CO ma t 10N Forthe following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK |
Do your gums bleed when you brush or floss?................cccccooeccocenne.. 1 O [0 Do you have earaches or neck pains?............c.c.ocooovovcciniiiicnnnn, el (LT
Are your teeth sensitive to cold, hot, sweets or pressure? ..., O00oO Do you have any clicking, popping or discomfort in the jaw? .................... 0 O O
Is your mouth dry? ... o0 o 6 Doyl brilx-orgrind Yourteeth2iuwwn munmmennmems e s om0 1EH B
Have you had any periodontal (gum) treatments?.................coiccceesen.. 1 O O Do you have sores or ulcers in your mouth?.... oo i O e N
Have you ever had orthodontic (braces) treatment?............c.ccooceevvrerereceernenn, O O O  Doyouwear dentures or partials? ............... == oo i S
Have you had any problems associated with previous dental treatment?......... ooo Do you participate in active recreational activities?............cc.ccccceeceevveene. . O O
Is your home water SUpply fIUOMAALEA?.............ccocccerooes oo O O O | Haveyouever had a serious injury to your head or mouth? ............coccooeee.... O 0 O
Do you drink bottled or filtered Water?............ccccoovvveeeveeeeercons o esrenees O O O  Dateof your last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discomfort?............ ooa Tbate of last dental x-rays: - T }
| What is the }eas&nifoaéljr E{al v?sit?a;y? o = . = i i - o
How do you feel about your smile? o = ’ o B :
A /
M ed ICad I I nfO I’matIO N Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
q =
Yes No DK Yes No DK
Are you now under the care of @ physician? ... 0O O O | Have you had a serious illness, operation or been hospitalized
Ph}siéi'aﬁ Name: o Phone: include area code {n Ehe past 5)'93[277” e e O Dﬁ 0
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
| Are }cﬁ Eaking or have yolj r&éntly taken ahy br_escription
or over the counter medicine(s)?..............occcooeeeeecvecieciseee e, - 0 0O
Are yb_u in good health? e 0 O O | Iso,please list all, including vitamins, natural or herbal preparations

|
Has there been any change in your general health within the pastyear?........0 O O i

If yg_ what condition is being treated? o

]
\
= |
Date of last physical exam: ;

.

and/or dietary supplements:

© 2012 American Dental Association
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M ed | Ca I I nfo rmat | ON prease mar.your response to indicate if you have or have not had.:f the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK ; Y;s Eo I[J:l](
Do you wear contact I_e_nses? e #777D O I'_'I } ??_you use cpntrolled substance§ {drugs)? s -
Joint Rep'l.::cement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, _chew, BIdIS)? oo D 0
(hip, knee, elbow, finger) replacement? ... O 0 O 1f 50, how interested are you in stopping?

Bt I | Circle one: VERY / SOMEWHAT / NOT INTERESTED

e e e e O, S < 5|
Are you taking or scheduled to begin taking an antiresorptive agent ! Do you drink alccholic bevgrages. SR ,

(like Fosamax”, Actanel®, Atelvia, Boniva®, Reclast, Prolia) for | If yes, how much alcohol did you drink in the last 24 hours?

05teoporosis or Paget’s diSease? ... ENE R E | If yes, how much do you typically drink i n a week?

Since 2001, were you treated or are you presently scheduled to begin ?WOMEN ONLY Are you:

treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)

: B LR : [PREQNANLY ....oooovvvesssseeeees oo s |
for bone pain, hypercalcemia or skeletal complications resulting from | Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?................cccooooeninne i 'Taking birth control pills or NOrmOonal replacement? ....................c.crmweerrree i Y
Date Treatment began: | NUFSING? <..ocoovirvarinsiinsnnsmseees s T e e i ooo
Allergies. Are you allergic to or have you had-;r-eacti-o;l t_o - Tas NoDK
To all yes responses, specify type of reaction. Yes No DK Metals ood
Local anesthetics Ooo0o Latex (rubber) ooo
Aspirin O 00 lodine ooo
Penicillin or other antibiotics ] 0O O O  Hayfever/seasonal ooo
Barbiturates, sedatives, or sleeping pills 000 Animals oood
Sulfa drugs 000 Food oaod
Codeine or other narcotics Ooo Other oono
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve..............coooooooooo. 0 O O Autoimmune disease............ O 0O O Glaucoma ... oonD
Previous infective endOCarditis .................coovrooorvrorrieerreoecre s O O O | Rheumatoid arthritis............... O O O  Hepatitis, jaundice or o
Damaged valves in transplanted heart .............cc.cccooeerrerevereensisisssssennsnnne. 1 0 0 Systemic lupus st-zr OISERSE. o
Congenital heart disease (CHD) erythematosus...........ccceceuee. | EP_IIEFS}'----------W oono
Tip e BB cousomonmomemesrsmrmm ogQg Asthma..... 0 O O Fanting spells or seizures...... ooao
Repaired (completely) in last 6 months 0O0og Bronchitis ... i NEfI_JI’O|0giC3| ci_isorders . 000
....................................................... If yes, specify:
Repaired CHD with residual defects .............oooromeoresoesesesoeoes O0O0g Emphysema ... BB o i 100
- e e - — - Sinus trouble ........ccoccooceemenee b P
Except for the conditions listed above, antibiotic prophyloxis is no longer recommended  Tuperculosis ... 0 0O O oY snore?‘.............,........A.. ooo
for any other form of CHD. Mental health disorders.......... Lk 3.0
Cancer/Chemotherapy/ -
Radiation Treatment B 3B SREC
Yes No DK Yes NoDK R ) S o Recurrent Infections ............ 0 O O
Cardiovascular disease.......... O O O  Mitralvalve prolapse.............. O 0@ Ehestpanuponexertion. ... Type of infection:
ANGINA...coooooooveeveeeeeeeeeeenenns O O O Pacemaker.....coooosoerrrrrne OoOQg Chronicpain. s U O O Kdneyproblems........... OO O
Arteriosclerosis........ .. 0O O O Rheumatic fever O Og Diabetes Typeloril......... U O D nightsweats.. ooaQ E
Congestive heart failure........ O O O  Rheumatic heart disease......... 0 o0 Eatingdisorder. ..o U 00 osteoporosis..n. 0 O O
Damaged heart valves ......... 0O O O  Abnormal bleeding.................. O OO Malnutritin -0 0O O Ppersistent swollen glands
Heart attack oo, O O O Anemia........ 0O O O  Gastrointestinal disease......... OO0 inneck..ccovvvcvvneeeee. 00 0O
Heart MUIMUT..........o...v..co.on. 0O O O Blood transfusion O OO GE. Reflux/persistent Agste headsches/
e, e heartburn ... OO o 2™Moaines. . 000
Low blood pressure.............. O0oagd yes. : Severe or rapid weiaht |
: ili Ulkcers s | o pid weight loss.... O O O |
High blood pressure............... il H BD . Sexually transmitted disease.. O O O |
Ottiar éonganital AIDS or HIV infection........... 0O O O Thyroidproblems............. O O O cile. § |
heart defects..........c.ccccoenence. OO O Arthritis....ccocereoncciciieins O O C Stokelmmesmenens 0 O O EXCesSHEANINARN. o 0. L1 EF
5 - - — —_— B |
Has a physician or previous.dentist rt_eEommenQed that you take antibiotics prior to your dental treatment? I D = ) = O ‘
Name of physician or dentist making recommendation: Phone: include area code |
o ( ) |
Do you have any disease, condition, or problem not listed above that you think I should know about? ..............cccoooceoeioiiieini oo OO0 0O {
Please explain: ‘

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. ‘w
I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

|
|
|
|
|

Signature of Patient/Legal Guardian: B « Daters
Signature of Dentist: ) Date:

FOR COMPLETION BY DENTIST - ) — )
Comments: '

i
I
f
f
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Northampton Family Dentistry PC

Chulhwan J. Kim, D.M.D
69 Bridge Street, Northampton, CT 01060

(p) 413-584-1722 1) 413-584-5835

ce to ensure that you are
hich are estimates given to us
e. Estimates

Welcome to our office! Please understand we have several policies in pla
receiving the best dental care. We give treatment plans to our patients w
by your insurance company. Payments for services rendered are due at the time of servic
are reasonable and customary to the Fee Schedule based on the plan you or your employer chose.

Amounts are subject to change due to limitations and coverage restrictions.

We accept the following payment types:

1. Cash and Personal checks (not postdated)
2. AMEX, Discover, Mastercard, Visa
3. Care Credit (personal line of credit for medical/dental services)

Your dental coverage is based on information between you and your employer or broker. It is the

patient’s responsibility to understand the policies you have agreed to receive. We will file insurance
claims on your behalf and will do our best to assist you in this manner. You are responsible to keep your
insurance information up to date with our office. If your insurance information is not up to date at your
visit, you are assuming financial responsibility for all services rendered. You are also responsible for any
claims not paid for or denied by your insurance for services rendered.

We commit our services to you as a patient and will give you the best in dental care. Patients who
receive treatment cases for major work are to pay for services as they are rendered. Treatment cases
involving crowns, bridges, partials, dentures, and implants are subject to laboratory fees. If treatment is
terminated while in process, you will be subject to any laboratory fees for incomplete services.

We provide you with quality service so we ask for quality time with you. The time reserved on our
schedule is for you only. Therefore, if we do not receive at least 24 hours advance notification of
cancellation; we reserve the right to charge you a $50 broken appointment fee. If you are late for your
appointment, this may affect our ability to provide you with treatment. If more than one appointment
is broken, we reserve the right to dismiss you from our practice.

Thank you for choosing Northampton Family Dentistry PC for your dental care needs! We look forward
to joining you in the journey for continued oral health!

By my signature below, | confirm that | have read and understood the policies outlined above. | have
either received or been offered a copy of the HIPPA Compliance Notice.

Patient or Guardian Signature Date

Scanned by CamScanner



Northampton Family Dentistry, PC
Chulhwan Jake Kim D.M.D
69 Bridge Street
Northampton, MA 01060

northamptondentistry@gmail.com

Informed Consent for General Dental Procedures

You, the patient, or the named patient (if minor), have the right to
accept or reject dental treatment recommended by your dentist. Prior to consenting to
treatment, you should carefully consider the anticipated benefits and commonly known
risks of the recommended procedure, alternative treatments, or the option of no
treatment. Do not consent to treatment unless and until you discuss potential benefits,
risks, and complications with your dentist and all of your questions are answered. By
consenting to the treatment, you are acknowledging your willingness to accept known
risks and complications, no matter how slight the probability of occurrence. It is very
important that you provide your dentist with accurate information before, during and
after treatment. It is equally important that you follow your dentist's advice and
recommendations regarding medication, pre and post treatment instructions, referrals to
specialists and return for scheduled appointments. If you fail to follow the advice of your
dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.

1. Treatment to be Provided
| understand that during my course of treatment that the following care may be
provided: Examination, Preventative Services, Restorations, Crowns, Bridges,
Root Canal, Extractions, Implants, other. Patient or Guardian Initials

2. Drugs and Medications
I understand that antibiotics, analgesics and other medications can cause allergic
reactions causing redness and swelling of tissues; pain, itching, vomiting, and/or
anaphylactic shock (severe allergic reaction). Patient or Guardian Initials

3. Changes in Treatment Plan
| understand that during treatment it may be necessary to change or add
procedures because of conditions found while working on the teeth that were not
discovered during the examination, the most common being root canal therapy
following routine restorative procedures. | give my permission to the dentist to
make any/all changes and additions as necessary. Patient or Guardian
Initials

4. | give permission to my dental office to bill my dental insurance provider for the
treatment provided, if applicable. Patient or Guardian Initials

Patient or Guardian Signature Date
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Northampton Family Dentistry, P.C.
69 Bridge Street
Northampton, MA 01060
(413) 584-1722

Notice of Privacy Practices

We are required by law to maintain the privacy of protected health information, to provide individuals with Notice of our legal duties and privacy
practices with respect to protected health information, and to notify affected individuals following a breach of unsecured protected health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect —\3/]2/1_5_ and will
remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable
law, and to make new Notice provisions effective for all the protected health information that we maintain. When we make a significant change in
our privacy practices, we will change this Notice and post the new Notice clearly and prominently at our practice location, and we will provide
copies of the new Notice upon request.

You may request a copy of our Notice at any time. For mare information about our privacy practices, or for additional copies of this Notice, please
contact us using the information listed at the end of this Notice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU
Public Health Activities. We may disclose your health information for

We may use and disclose your health information for different purposes, public health activities, including disclosures to:

including treatment, payment, and health care operations. For each of ® Prevent or control disease, injury, or disability;

these categories, we have provided a description and an example. Some  « Report child abuse or neghect;

information, such as HIV-related information, genetic information, * Report reactions to medications or problems with products or devices;

alcohol and/or substance abuse records, and mental health records may Notify a person of a recall, repair, or replacement of products or

be entitled to special confidentiality protections under applicable state  deyices;

or federal law. We will abide by these special protections as they pertain

* Notify a person who may have been exposed to a disease or condition;
to applicable cases involving these types of records.

or
e Notify the appropriate government authority if we believe a patient

Treatment. We may use and disclose your health information for your 5 peen the victim of abuse. neglect, or domestic violence.

treatment. For example, we may disclose your health information to a
specialist providing treatment to you.

National Security. We may disclose to military authorities the health
information of the Armed Forces personnel under certain circumstances.
We may disclose to authorized federal officials health information
required for lawful intelligence, counterintelligence, and other national
security activities. We may disclose to correctional institution or law
enforcement official having lawful custody the protected health
information of an inmate or patient.

Payment. We may use and disclose your health infarmation to obtain
reimbursement for the treatment and services you receive from us or
another entity involved with your care. Payment activities include billing,
collections, claims management, and determinations of eligibility and
coverage to obtain payment from you, an insurance company, or
another third party. For example, we may send claims to your dental
health plan containing certain health information.

Security of HHS. We will disclose your health information to the
Secretary of the U.S. Department of Health and Human Services when
required to investigate or determine compliance with HIPAA.

Healthcare Operations. We may use and disclose your health
information in connection with our healthcare operations. For example,
healthcare operations include quality assessment and improvement

activities, conducting training programs, and licensing activities. Worker’s Compensation. We may disclose your PHI for law enforcement

purposes as permitted by HIPAA, as required by law, or in response to a
Individuals Involve in Your Care or Payment for Your Care. subpoena or court order.

We may disclose your health information to your family or friends or any
other.individual identified by you when they are involved-in your care or
inthe payment of your care. Additionally, we may disclose information
about you to a patient representative. If a person has the authorijty by
law to make health care decisions for you, we will treat that patient
representative the same way we would treat you with respect to your
health information.

Health Oversight Activities. We may disclose your PHI to an oversight
agency for activities authorized by law. These oversight activities include
a‘ud_l'ts, investigations, inspections, and credentialing, as necessary for
licehsure and for the government to monitor the health care system,
governiment programs, and compliance with civil rights laws.

~

*Judicial and Administrative Proceedings. If you are involved in a lawsuit
or a dispute, we may disclose your PHI in response to a court or
administrative order. We may also disclose health information about
you in response to a subpoena, discovery request, or other lawful
process instituted by someone else involved in the dispute, but only if
efforts have been made, either by the requesting party or us, to tell you

- "about the request or to obtain an order protecting the information

requested. 5

Disaster Relief. We may use or disclose your health information to assist
in disaster relief efforts.

Required By Law. We may use or disclose your health information when
we are required to do so by law.

Scanned by CamScanner



Research. We may disclose your PHI to researchers when their research
has been approved by an institutional review board or privacy board
that has reviewed the research proposal and established protocols to
ensure the privacy of your information.

Coroners, Medical Examiners, and Funeral Directors. We may release
your PHI to a coroner or medical examiner. This may be necessary, for

example, to identify a deceased person to determine the cause of death.

We may also disclose PHI to funeral directors consistent with applicable
law to enable them to carry out their duties.

Fundraising. We may contact you to provide you with the information
about our sponsored activities, including fundraising programs, as
permitted by applicable law. If you do not wish to receive such
information from us, you may opt out of receiving the communications.

OTHER USES AN DISCLOSURES OF PHI

Your authorization is required, with a few exceptions, for disclosure of
psychotherapy notes, use or disclosure of PHI for marketing, and for the
sale of PHI. We will also obtain your written authorization before using
or disclosing your PHI for purposes other than those provided for in this
Notice (or as otherwise permitted or required by law). You may revoke
an authorization in writing at any time. Upon receipt of the written
revocation, we will stop using or disclosing your PHI, except to the
extent that we have already taken action in reliance on the
authorization.

1

YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get copies of your health
information with limited exceptions. You must make the request in
writing. You may obtain a form to request access by using the contact
information listed at the end of this Notice. You may also request access
by sending us a letter to the address at the end of this Notice. If you
request information that we maintain on paper, we may provide
photocopies. If you request information that we maintain electronically,
you have the right to an electronic copy. We will use the form and
format you request if readily producible. We will charge you a
reasonable cost-based fee for the cost of the supplies and labor of
copying, and for postage if you want copies mailed toyou. Contact us
using the information listed at the end of this Notice for an explanation
of our fee structure. -

if.you are denied a request for access, you have the denial reviewed in
accordance with the requirements of applicable law.

Disclosure Accounting. With the exception of certain disclosures, you
have the right to receive an accounting of disclosures of your health

-

-

information in accordance with applicable laws and regulations. To
request an accounting of disclosures in your health information, you
must submit your request in writing to the Privacy Official. If you request
this accounting more than once in a 12-month period, we may charge
you a reasonable, cost-based fee for responding to the additional
requests.

Right to Request a Restriction. You have the right to request additional
restrictions on our use or disclosure of your PHI by submitting a written
request to the Privacy Official. Your written request must include (1)
what information you want to limit, (2) whether or not you want to limit
our use, disclosure or both, and (3) to whom you want the limits to *
apply. We are not required to agree to your request except in the case
where the disclosure is to a health plan for purposes of carrying our
payment or health care operations, and the information pertains solely
to a health care item or service or which you, or a person on your behalf
(other than the health plan), has paid our practice in full.

Alternative Communication. You have the right to request that we
amend your health information. Your request must be in writing, and it
must explain why the information should be amended. We may deny
your request under certain circumstances. If we agree to your request,
we will amend your record(s) and notify you of such. If we deny your
request for an amendmentwe will provide you with a written
explanation of why we denied it and explain your rights.

Right to Notification of a Breach. You will receive notifications of
breaches of your unsecured protected health information as required by
law.

Electronic Notice. You may receive a paper copy of this Notice upon
request, even if you have agreed to receive this Notice electronically on
our website or by electronic mail (email).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have
questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or if
you disagree with a decision we made about access to your health
information or in response to a request you made to amend or restrict
the use or disclosure of your health information or to have us
communicate with you by alternative means or at alternative locations,
you may complain to us using the contact information listed at the end
of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the
address to file your complaint with the U.S. Department of Health and
Human Services upon request.

»

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with

the U.S. Department of Health and Human Services.

Our Privacy Official: Helen Pennell
Telephone: {413) 584-1722
Fax: {413) 584-5835
Address: 69 Bridge Street
Northampton, MA 01060
Email: northamptondentistry@gmail.com -

.
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NORTHAMPTON FAMILY DENTISTRY, PC

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
**YOU MAY REFUSE TO SIGN THE A_CKNOWLEDGEMENT“

, " have received a copy of this office’s Notice of
Privacy Practices.
(Print Name)
(Sign Name)
(Date) ¥
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of
Privacy Practices, but acknowledgement could not be obtained because:

---- Individual refused to sign
-—-- Communication barriers prohibited obtaining the acknowledgement

—— An emergency situation prevented us from obtaining acknowledgement
-—-- Other (Please Specify)

2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any
other use, duplication or distribution of this form by any other party requires the
prior written approval of the American Dental Association.
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Chlld HeQH—h/Den-!_C]I HISTOI"Q FOI"m America’s leading advocate for oral health

Ag\ American Dental Association®

Patient's Name Nickname Date of Birth
L ~ FRST INITIAL
Parent's/Guardian’s Name Relationship to Patient
Address
PO OR MAILING ADDRESS oy STATE 2IP CODE
Phone Sex MO FOQ
Home ‘Work

Have you (the parent/guardian) or the patient had any of the following diSeases Or ProDIBMIS? ... e QYes QNo

1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?

If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

3 Anemia Q Cancer Q Epilepsy Q HIV +/AIDS 3 Mononucleosis Q Thyroid

Q Arthritis Q Cerebral Palsy Q Fainting Q Immunizations 0 Mumps 0 Tobacco/Drug Use

O Asthma Q Chicken Pox Q Growth Problems Q Kidney 4 Pregnancy (teens) Q Tuberculosis

U Bladder Q Chronic Sinusitis 0 Hearing Q Latex allergy O Rheumatic fever Q Venereal Disease

0 Bleeding disorders Q Diabetes 1 Heart Q Liver 0 Seizures E {615 e —

Q Bones/Joints Q Ear Aches 1 Hepatitis 0 Measles Q Sickle cell

Please list the name and phone number of the child's physician:

Name of Physician Phone J
Child's Histor Yes No

1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............ccooeeiiiiiis 1.a O

If yes, please list:

2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 24 0

3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3.0 Q

4. How would you describe the child’s eating habits?

5. Has the child ever had a serious illness? If yes, when: Please describe: 5.0 0Q

B. Has the child ever DEEN NOSPITANIZEAT ...... . uvuirrmiierii ittt et e e se e s e e ea b e aeeseesa s b s e e s e s s bbb e e e s e e L L b e b e s b e e s s s s s s s s 6. Q

7. Does the child have a history of any cther illnesses? If yes, please list: 7.3 A

8. Has the child ever received @ general aNESNBTICT ... i 8. 0 Q

9. Does the child have any inherited ProDIBMST..........ooiiiii i e .9. 0 Q
10. Does the child have any SpeeCh diffiCUIEST ...........coviiiiii i .10. QO Q
11. Has the child ever had a blood transfusion?................ 11,0 Q
12. Is the child physically, mentally, or emotionally IMPEAIFEAT ........coiiiiiii i 12. A Q2
13. Does the child experience excessive DIEediNg WHENM CULT ... ..ot 13. 4 Q
14. Is the child currently being treated fOr @NY MlNESSEST ......o.iiiiiiiie L 14. 0 Q
15. Is this the child's first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: 15. 0 0
16. Has the child had any problem with dental treatment iN the PASE? ... 16. Q Q4
17. Has the child ever had dental radiographs (X-rays) EXPOSEAT .......oruiuerrirtiiiriar e e 17. Q 4
18. Has the child ever suffered any injuries to the mouth, head Or tEBTNT ..o 18. Q Q1
19. Has the child had any problems with the eruption or shedding of teeth? ............... a Q
20. Has the child had any OrthoONtC tTEALMENT? ..........cirreierers s s e L s 2000 Q
21. What type of water does your child drink? O City water 0 Well water O Bottled water Q1 Filtered water
22, Does the child take flUOride SUPPIEMENTST ......... ..ot e 22.Q Q
23, 15 fIUOFIAE tOOLRPASEE USEUP ... evieieeeieieiiii et es s L 23.0 Q
24. How many times are the child's teeth brushed perday? ___ When are the teeth brushed? 24. Q3 Q
25. Does the child suck his/her thumb, INGErS OF DACITIEI?..........ciui ittt 25.Qa Q
26. At what age did the child stop bottle feeding? Age _____ Breast feeding? Age

O
U

27. Does child participate in active recreational activities? ...

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my

satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the completion of this form.

Parent's/Guardian’s Signature Date

For completion by dentist
Comments

For Office Use Only: 0O Medical Alet 0 Premedication (O Allergies Q Anesthesia ~ Reviewed by

Date
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