Health History Form
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E-mail: Today's Dlate:
As required by law, our office adheres to written policies and praced

answers are for our records only and will be kept confidential sul
this questionnaire and there may be additional questions concerf
does not use this information to discriminate.
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to applicable laws. Please note that
your health. This information is vital ta allow us to
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American Dental Association

Hres to protect the privacy of information about you that we Create, receive or maintain. Your
you will be asked some questions about your responses to
provide appropriate care for you. This office

If youﬂa meléﬁ_rm_gj this foﬁ.forianother- ;_JersoTI, what is 7y0'u

tionshﬁoﬁt pgrson? [

-_Name: Home Phone: include area code i Business/Cell Phone: include area code
st SR | Muade I IS R b

Address: City: ‘ State: Zip:

_ Mailing acdress I SPPS EeN e Fe N S et o . 11 I S

Occupation: Height: Weight: [ Date of birth: Sex: M F
N - e — D — il e i s — |7 == e T

SS# or Patient ID: Emergency Contact: Relationship: Honiwe Phone: Cell Phone:

{ | ) ( )

Include area codes

2

rel |
Your Name e - o Relationship , ) .| - o
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) No DK
Active Tuberculosis 5
1 |
oo
|
| If you answer yes to any of the 4 items above, please stop arld return this form to the receptionist. -
D en t d l l n fO FMma t| on ror the following questians, lolease mark (X) your responses to the following questions.
Yps No DK | No DK |
Do your gumns bleed when you brush or floss? ... ... ...l 0O 0 0 Do you have earaches or neck pains? ... (N
Are your teeth sensitive to cold, hot, sweets or pressure? ... .0 00 |pe you have any clicking, popping or discomfort in the jaw? O g
Does food or floss catch between your teeth? ... | s O ‘ Do you brux or grind your teeth? ........ccocoeoivoi O n
UG e s o O -P O O | Do you have sores or ulcers in your mouth? .. | i
Have you had any periodontal (qum) treatments? ... -0 0O O | Do you wear dentures or partials? ... O o
Have you ever had orthodontic (braces) treatment? . .. | H 0 O | Do you participate in active recreational activities?..... ... 5 [
Have you had any problems associated with previous dental | Have you ever had a serious injurgf to your head or mouth?............ e v
Teatenet?. .. s meimmmmraas: 000 B [paest your last dental exam: | R
Is your home water supply fluoridated? -0 00 | \what was done at that time?
Do you drink bottled or filtered water? L [0 3 ‘
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY | Date of last dental x-r;ys: W h
Are you currently experiencing dental pain or discomfort? . | OO ‘

What is the reason for your dental visit today?

How do you feel about yourgmi-ie_?

.

Medical Iﬂforma’[fon Please mark (X) your respo

nse to indicate if you have or have not had any

of the following diseases or problems.

Are you now under the care of a physician?
Physician Name;

Kddrésstity/SEte/?p: o

Are ybu ag‘;d health? ...
Has there been any change in your general health within
the past year?

If yes, whét_cor;jition is beTng ;eatéd?

Date of last ﬁysi-c; exam:

Phone: icilde a

© 2007 American Dental Association
Form S500

Yek
]_DJ:I

No

lea code

o

DK

| Are you taking or have you recent
01 0 | orover the counter medicine(s)? _|

o |

| Have you had a serious illnass, operation or been
| hospitalized in the Past 5 ¥ears? L. O

R i
If yes, what was the illness or problem?
|
[

iy taken any prescription

if 50, please list all, including vitarr]ins, natural or herbal preparations

and/or diet supplements:

No DK

O d




N & dical In forma T11ION Please mark {X) your respgnse to indicate if you have or have not had any of the following diseases or problems,
(Checic DK if you Don't Know the answer to the question) Yes No DK | [ Yes No DK 1
Do you wear contact lenses? ..o | .0 O 0O Do you use controlled substances (drugs)?.... ..., — oaao
Joint Replacement. Have you had an orthopedic total joint {hip, Do you use tobacco (smoking, snuff, chew, bidis)? ... O O 0
knee, elbow, finger) replacement? ... | O O 0| If so, how interested are you in topping?
Date: If yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? ..o O 0o
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget's disease? .......co.oooovvviveo L] L O O | If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates il el 121 g . T I [T [
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks: L.
complications resulting from Paget's disease, multiple myeloma Taking birth control pills or hormonal replacement? ... [T i T
O Metastatic CanCer?..........coeivioeeoen, e SRR D I EE
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK | Yes No DK
To all yes responses, specify type of reaction. Metals | i O
Local anesthetics 0O O O Latex (rubber) | Elh 1 13
Aspirin O 0O O lodine | @ L
Penicillin or other antibiotics 0O 0O O Hay fever/seasonal | BB B
Barbiturates, sedatives, or sleeping pills O O O Animals : O OO
Sulfa drugs 0O O O Food | 0ooao
Codeine or other narcotics O O O Other | O3 &
Please mark (X) your response to indicate if you have or have|not|had any of the following diseases or problen’i:s.
Yes No DK Yes No DK Yes No DK
A— S . = et [
Avrtificial (prosthetic) heart valve..................ocoo.. [0 [ Autoimmune disease ............ OmO Hepatitis, jaundice or
Previous infective endocarditis .................. O O] Rheumatoid arthritis ............. O 0 O liver disease. = |
Damaged valves in transplanted heart O O] Systemic lupus erythematosus. [ I’_IrL [J Epilepsy 108 i |
Congenital heart disease (CHD) ARG e it ey sne O O O Fainting spells or seizures....... [0 O [
Unrepaired, cyanotic CHD ..o O O Bronehitis.........c.ocovvvveene O Ei] [0 Neurolegical disorders.........[1 [0 [J
Repaired (completely) in last 6 months O] CI| Emphyssimde o ... OO0 O i yes, specify:
Repaired CHD with residual defects ......ocoooooi 0 O] Sinus trouble.........coeevenn.. O O O Sleep distrder. i, 0 i | O
e " ’ Foten e Il L7 <7 1o R p—— 0O O O Mental health disorders....... [T 0 [
Except for the copdmsns listed above, antibiotic prophylaxis is no longer fecorpmended Cancer/Chemotherapy/ [ Specify:
for any other form of CHD. | - *
Radiation Treatment ........... U O O Recurrent Infections.............. U T
Yes No DK Yes No DK Chest pain upon exertion ...... 00 Type of infection:
Cardiovascular disease. ......... O O 0O Mitral valve prolapse......|..... O O O chronicpain......ccocoveen..., (] ljl O Kidney problems...............[0 O O
ANGING oo O O O Pacemaker......o.ocoo | [0 O O Dbiabetes Typel or .0 O OO Night sweats,....................... EH 38 8
Arteriosclerosis ................... O O O Rheumatic fever ............... O OO0 O Eating disorder.......... S I (R D 1 ) 5 o P T
Congestive heart failure ........ O O O Rheumatic heart disease.)....|(1 O [ Malnutrition......... o EII O Persistent swollen glands |
Damaged heart valves......... [0 O [0 Abnormal bleading wasdn O O O Gastrointestinal disease.......... (1 S I 1 il I
Heart attack......................... I V- e | U O O G.E. Reflu/persistent [ Severe headaches/
HEAP OMERIUE o smesaamie: 0O O O Blood transfusion ........] ... O 0O O heartburn. oo O ﬂ J MIgraines ................ A — B O a
Low blood pressure........... N i If yes, date: Ulcers ......ccocrvvvveciicncn, 1 O 00 Severe or rapid weight loss..... [0 [J [
High blood pressure.............. 0O 0O O Hemophilia .....ccoovov..... 0 [0 Thyroid problems................... 0 O O Sexually transmitted disease ... [ [ [ {
Other congenital heart AIDS or HIV infection [ R O 0O O Excessive urination..............[1 [ [J
ABTBEES s it v L O O Arhritis oo O O Glaueoma. ..o, &5 a8
Has a physician or previous dentist recommendead that you take antifjiotics prior to your dental treatment? ]
Name of physician or dentist making recommendation:
Do you have any disease, condition, or problem not listed above thatlyou think | should know about? ... O |
Please explain: J
NOTE: Both Doctor and patient are encouraged to discuss anyland all relevant patient health issues prior: to treatment.
I certify that | have read and understand the above and that the information given on this form is accurate. | unders‘&and the importance of a truthful health
history and that my dentist and his/her staff will rely on this infofmation for treating me. | acknowledge that my guestions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my denfist, or any other member of hisfher staff, respansible for any action they take or do not
take because of errors or omissions that | may have made in the ¢ompletion of this form. !
Signature of Patient/Legal Guardian: ' Date!:
|
f FOR OMPLETION BY DENTIST )
Comments; |
|
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COTTONWOOD DENTAL

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name Phane#
Address
Email Socigl Security#

SECTION B: TO THE PATIENT-PLEASE READ THE
Purpose of Consent: By signing this form, you w
to carry out treatment, payment activities, and h

FOLLOWING STATEMENTS CAREFULLY:

I cpnsent to our use and disclosure of your protected health information
ealthcare operations,

Notice of Privacy Practices: You have the right o read our Notice of Privacy Practices before you decide whether to sign
this consent. Qur Notice provides a description of qur treatment, payment activities, and healthcare operations, of the uses
and disclosures we may make of your protected heglth information, and of other important matters about your protected
health information. A copy of our Notice accompaniies this consent. We encourage you to read it carefully and completely
before signing this consent. We reserve the right tg change our privacy practices as described in our Notice of Privacy

Practices. If we change our privacy practices, we
changes. Those changes may apply to any of you
of our Notice of Privacy Practices, including any 1

will issue a revised Notice of Privacy Practices, which will contain the
r protected health information that we maintain. You may obtain a copy
evisions of our Notice, any time by contacting:

Contact Person: Office Managef Telephone: 972-261-1166  Fax: 972-692-7030

Address: 223

O W. Walnut Hill Lane, Irving, TX 75038

Right to Revoke: You will have the right to revok

e this consent at any time by giving us written notice of your revocation

submitted to the contact person listed above. Please understand that revocation of this consent will not affect any action

we took in reliance on this consent before we re
treating you if you revoke this consent.

re

ved your revocation, and that we may decline to treat you or to continue

I, , havelhad full opportunity to read and consider the contents of this consent

form and your Notice of Privacy Practices. | undd
and disclosure of my protected health informatid
Signature

rstand that, by signing this consent form,/| am giving consent to your use
n tp carry out treatment, payment activities, and healthcare operations.
Date

If this consent is signed by a personal representa
Personal Representative’s Name

fivg on behalf of the patient, complete the following:
Relationship to Patient

YOU ARE ENTITLED TO A COPY OF THIS CONSEN]

ACKNOWLEDGEMENT ¢

I AFTER YOU SIGN IT. This consent will be filed in the patient’s chart.

DF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*You may

IJ

refyise to sign this acknowledgement*

have been given the opportunity to request a copy of this office’s

Notice of Privacy Practices.

Print Name

Signature

Date
For Office Use Only

We attempted to obtain written acknowledgement of
obtained because:

ecdipt of our Notice of Privacy Practices, but gcknowledgement could not be

Individual refused to sign Communjcation barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from o

btaining acknowledgement Other (please specify)




Conditions of Tresg

itn

nent, Payments and Deposit Policy

As a condition of your treatment by Cottonw
Financial responsibility on the part of each 8
insurance benefits. All emergency dental se
arrangements, must be paid at the time servi

Cottonwood Dental will help prepare the ]
insurance companies and will credit all ¢
treatment plans is only an estimate of wh
services on the assumption that our charg
your insurance company pays less than th|
portion and will be billed. If correct insur
any reason, the patient will then be respon
In the interest of your good health and the ae
(tooth colored) fillings and porcelain paced (
many, but not all, insurance plans only allow
full cast (metal/gold) crowns on posterior (ba
responsible for the amount that your insurang
metal crowns on your posterior teeth, please
plan.

When we schedule longer appointments for y
time for you. This deposit will be applied to

give us at least 2 (two) business days notice {

All oral sedation cases must pay in full for trg

yo(
atient must be determined before treatment, including any

-
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pat

d Dental, financial arrangements must be made in advance.
vipes, or any dental services performed without previous financial
are rendered.

fient’s insurance claim, assist in making collections from
ctions to the patient’s account. The “patient portion” on our
our insurance may pay. Cottonwood Dental does not render
will be paid in full by an insurance company. In the event
estimated amount, you are responsible for the unpaid

te information is not provided and the claim(s) are denied for
ple for any unpaid amounts and will be billed accordingly.

le
ty
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ctics of your dental work, our dentist prefers 1o use composite
th colored) crowns on all teeth. | You are being informed that

e benefit of amalgam (silver/mercury) fillings and the benefit of
teeth—this practice is called “downgrading.” You will be
loes not cover. If you prefer amalgam fillings and/or full cast
yise the dentist when the diagnosis is made for your treatment

th

€ (

r treatment, we will request a deposit be made to reserve the
ur cost of treatment. Deposits may be forfeited if you do not
hange your appointment.

YO

ment at pre-op appointment because we cannot collect money

nor have consents signed while a patient is unde

r sedation,

In consideration for the professional services
of services to Cottonwood Dental, or its assig
agreements should be extended. [ further agy
objected to, by me, in writing, within the time

time or condition hereunder shall not constitiite

pay all costs and reasonable attorney fees if s
to telephone me at home or at my work to dis

I have read and agree to the above conditions

Signature of guarantor of payment/responsibl

Date / /

Relationship to

re
rne
ree

Je

ndered to me, or at my request, I agree to pay the stated value
e, at the time services are rendered. or as written financial

that the stated value of said services shall be as billed unless

I payment. [ further agree that a waiver of any breach of any
awaiver of any further term or condition and I further agree lo
were instituted. I grant my permission to you or your assignee,
s matters related to this form.

=]

uil
Cug
of|treatment, payments and deposils.

e party

Patient




Cottonwood Dental
22B0 W. Walnut Hill Lane
Irving, Texas 75038

Cangellption Policy/No Show Policy

As a courtesy to our patients in keeping appoi
hours prior to scheduled appointment (ca

=1

tments, our protocol is to give a reminder via telephone 48 business
placed to telephone number(s) on record) and/or provision of
appointment cards. Please note, it is th¢ phtient’s and/or guardian’s responsibility for ensuring the patient
appointment is kept.

*  Cancellation/No Show Policy for Docthr Appointment

We understand that there gre {imes when you must miss an appointment due to an emergency or
obligation for work or famjly.|We truly enjoy serving you as we value all of our patients.
However, when you do nof call to cancel an appointment, you may be preventing another valued
patient from getting much pedded treatment. Alternatively, the situation may arise where another

patient fails to cancel and e gire unable to schedule you for a visit, duc to a seemingly “full”
schedule.

If an appointment is not ¢angelled at least 24-48 business hours in advance you will be
charged a forty dollar ($40) fee; this will not be covered by your insurance company. If our
staff is successful in filling ypur appointment time with another patient, there will be no
broken appointment charge) Please note, however, this is nof a guarantee.

*  Scheduled Appointments

We understand delays can happen, however we strive to respect all of our patient’s and doctor’s
valuable time,

If a patient is late to their schedjiled appointment by more than 10 minutes, we may have to reschedule

the appointment. If you are runhing late, please give us a courtesy call to let us know you are still
coming.

Please sign below to acknowledge and agree to the cancellation policy.

Print Patient Name PatientfGuardian Signature Date

Print Witness Name Witniess|Signature Date

Thank you forungderstanding! We value our patients!




