Health History Form ADA American Dental Association®

" E-mail Today's Date: ] America’s leading advocate for oral health

— =i

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

Marme Home Phone: inchide ana code Busimess/'Cell Phone: inclde aea code |
Last Fust Ml ( ) { b

Address. City! State: Zip,

Mahng sdoes - o
Occupation: Height: Weight Date of birth: S M OF
558 or Patient 1D Emergency Contact Relationship: Hame Phone: Cell Phone;

! ) ! |
Incivoe dva code

| It you are completing this form for anather person, what is your relationship to that person?

| Your hame Felatonship
' Do you have any of the following diseases or problems: {Check DK if you Don't Know the answer to the guestion) Yes No DK
Active Tuberculosis. ............. SRR e 45 TR = I T 1810

| Persistent cough greater than @ 3 Week dURBION........ccrrmmses s msssssrsmssssssastsosshesssssssnnssasss e en e e b i o bk e mmes | |

{ COUGN TNBT PROTUCES DHOOM .... ... ceerreermmmynesammanies s rerreasassesrprosmssss s sess s sesrmmssssrereshiesFprees s faess sy o Roe S o Ty E § e 9o 4A TP 494 PP Pa A an e §EA R HOS TPt PR TR 4 s mmmra: L |

| Been exposed 1o anyone with tUberculosis ... e R AR R Rt T A |
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental INformation ru the folowing quastions, piease mark 50 your responses to the folowing questions

Yes No DK Yes No DK |

| Do your gums bleed when you brush or floss? .....oevceee e O 08 Do you have earaches of NecKk PAIMST .........cc.oceeeermrrenrrs s = B
| Are your teeth sensitive to cold, hot, sweets or pressure? .............. ] L Do you have any clicking, popping or discomfort in the jaw? ... ]

Does food or floss catch between your teeth? ... A 0O O Do you brix or grind your teeth? .. 1 O C
| Is AT YU T T i i i i i i A e O O O Do you have sores or ulgers in your mouth? ..o 0 OO0 O
| Have you had any periodontal (qum) treatments? ... oo O O Doyou wear gentures or pantidis? ......irimrooimmrersrertprsire .
'Ha'.leyuu ever nad orthodontic {(braces) treatment? .. L1 L1 L2 Do you participate in active recreational activitiess ... el B e i o
| Have you had any problems associated with previous dental Hawe you ever had a senous injury to your head or mouth?......... O O O

) SRR e PR e Rl L Rt T LS PP et P i S Y Date of your last dental exam

I= your home water supply fluoridated? s il BECES What was done at that time?

Do you drink bottied or filtered water?. ... 0 00

It yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays
! Are you currently experiencing dental pain or discomfort?. ... O O O

What s the reasaon for your dental visit today?

i How do you feel about your smile?

Medical Information eesse mark 0o your respanse o indicate it you have or have ot had any of the following disaases or probierms

| Yes No DK Yes Mo DK |

Are you now under the care of a physician? ..o e LB 0 Haye you had a serious iliness, operation or been

Physician Name Phone: inciude arsa code hospitalized in the past 5 years? ... O 0

( ! If yes, what was the illness or problemn?
| Address/City/State/Zip:
Are vou taking or have you recently taken any prescription

L ArE yobl In 90od DRAIIT ..o i b e i i O O 0  onover the counter MO RS T o i i i i O 0o
| Has there been any change in your general health within If so, please hst all, including vitamins, natural or herbal preparations

the DAsE YBAIT ..o minnsrniiia Y e A K O R R 1 O 0O  andfor diet supplements:

| if yes, what condition is being treated?

Date of last physical exam;

D 2007 American Bantal Assocsrtson

NN W T OV £
Medical Information rrease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

[ {Check DK if you Don't Know the answar fo the I;IIJI'II'J:EI'I] - Yes No DK 1l"!'li !!u DK ]
Do you wear contact lenses? ., e ersimnsimssrnreeers 12 2 1 Do you use controlled substances (drugs)?. ... « 0 0 O
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? ... we bt L2 L
knee, albow, finger) replacement? . W = e 0 O If so, how Interasted are you n stopping ¢
Date: i yes, have you had any complications?__ (Cicle onel VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled 1o begin taking edher of the Do you drink alcoholic DEVErages? .. ........cemsissmismsssn rmsprsssscsisses O 0O O
medications, alendronate (Fosamax®) or risedronate (Actonegl!®) if yes, how much alcoho! did you drink in the last 24 hours?
for osteoporosis of PRget’s ISEESET .....cceimisrimisisissrmsssssrns L 0 O T i yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you !
1o begin treatment with the intravenous bisphosphonates T e P T S 0Ly 0y T 2 s alls |
(Aredia® ar Zometa®) for bone pain, hypercalcemia or skeletal | Mumber of weeaks: i
complications resulting from Pagets disease, multiple myeloma Taking birth control pills or hormonal replacement? ... SHEES
Of matastatic cancer?. ... : Rty | UESING? e, e AN Bl A A D ] T LI 1
Date Treatment began ; — e B |
Allergies - Are you allergic 1o or have you had a reaction to. Yes Mo DK Yes No DK
| To all yes responses, specify type of reaction Metals O0OcC
Local anesihetcs i [0 OO Latex (rubber) | i
Aspirin ign J 0 Inding g 0 0
| Penicillin or ather antibiotics O O OO Hay fevereasonal 0 o0 - !
| Barbiturates, sedatives, or sleeping pills 0 O -Animals Bl oL
Sulfa drugs 0 00 Food 0 0 4
Codeine or other narcotics g 0 Other L]l 0L
Please mark (X) your response fo indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes Mo DK Yes No DK
Artificial (prosthetic) heart vaive Aot [0 Auteimmune disease ............ 1 [ O Hepatitis, jaundice or
Previous infective endocarditis - T 0 [ Rheumatoid arthritis ... 0 [0 O liver disease s LB L
Damaged valves in transplanted heart ..., ... i resa s 1 0[] Systemic lupus erythematosus. L1 [0 O Epilepsy ... [ L1 "_: |: i
Congenital heart disease (CHD) F 1T P 1 [0 O Fainting spells or seizures..... [0 O O |
Urrepaired, CYAROUE CHD ...t bisieriasimsesiasssssssiaseiincs . 00 | Bronchitis......ccoicini. O 0 O Neurclogical disorders.........0 O U |
Repaired (completely) in 1351 & months J 1 || Emphysema ..o 1o [ OO IF yes, specily —
Renaired CHD with residual defects o cisncaaatd 0 O] Sis trouble..... R O O O Skeep disomder,. ... L4 [ L
e TUBICUIOSIS .o.vvii e e srsars . O O Mental heaith disorders.........J [ U |
far ani'#gl‘f::r‘:f;ﬁ:irj;:;:;mq WA TSR, FYORNEINES i el TRCRIORONS Cancer/Chemotherapy specify: |
<a L Radiation Treatment . | Recurrent Infections............. . O [ |
Yes Mo DK Yes No DK Chest pain upon exertion ... O Type of infection .
Cardiovascular disease, ....... Mitral valve prolapse....... O O T Chronic pain.. = O O FKidney problems...........connie 2 : : |
Angina O T Pacemaker...........e. | O 0 Digbetes Typel or 0 O O O Nightsweals...........cwmmes 0 B L :
Arteriosclerasis . _ | [l Rheumatic fever...........ooeees O | Eating disorder s T T O OSROPON0EE. i i |
Congestive heart failure ... 0 [0 L1 Rheumatic heart disease.. ] . Malnutriton ; 7 O T Perustent swollen glands Ml .
Damaged heart vakes. 1 [0 Abnormal bleeding......... 1 Gastrointestinal disease.._.... O 0 linnek. oy &
Heart attack .., ; 1 01 Anemdd.....i—ee o 0.E. Reflun/persstent Severe headachey
Heart murmur .......... - [! Blood transfusion L1 2L heartburn = it o migraines RPAYRCHAIENr) v S ot o | ,
Low blogd pressure - if yes, date o Ukcers TR 1 [0 O Severe or rapid weight loss.. .. ; _
High blood pressura. Hemaphilia ......... e d O 2 Thyroid problems 0 O OO Seuslly transmitted disease ... T] T [
Other congenital hear AIDS or HIV infection ... Stroke. . . O O Excesshve unnabon ... L D
defects - | L0 Arthrstis RRRRRRRY B | GIBUCEIME .oporiiniisins s L1 L3 [
Has a physician or previous dentist recommended that you take antibrotics prior 1o your dental treatment? . LR i
Name of physician or dentist making recommendation Phone
i Do you have any disease, condition, or problem not listed above that you think | should lnow about? ...t it s oono
| Please explamn
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 and that the information given on this form is accurate. | understand the iImportance 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. | will not hold my dentist, or any other member of histher 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 Date
- FOR COMPLETION BY DENTIST |
Comments:
NELSON E SMITH, DDS
{NAME OF FRACTICE)
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.
OUR LEGAL DUTY . .
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required lo give you this Nolice aboul cur privacy practices, our legal duties, and your righis concerming your Readin
information. Lge rﬁn_r:i\tf ifgw the privacy practices that are described in this Notice while it 15 .0 eifect. This Mgtice
lakes effeci 41’ /2 and will remain in effect until we replace il
We reserve the righl to change our privacy practices and the terms of this Netice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effeclive for all health information that we maintain. including health information we creal:
ed or received before we made the changes Before wa make a significant change in our privacy practices, we will
change this Notice and make the new Netice avallable upon request,
You may request a copy of our Natice at any tima. For more information about our privacy praclices: or for acdition
al copies of ihis Notice, please contact us using the information listed a1 the end of this Notice.
USES AND DISCLOSURES OF HEALTH INFORMATION
We wse and disclose health information abaut you for treatment, payment, and healthcare operations. For example
Treatment: We may use or disclose your health inicrmation to 2 physician or other healthcare proviger pro-
viding treatment te you.
|
Payment: We may use and disclose your health information to oblain payment for services we provide 1o you.
Healthcare Operations: We may use and disclese your health information in connection with cur healthcare oper-
[

ations. Heallhcare operalions include quality assessment and improvernent activiligs, reviewing Ine compatence or
aualificabions of healthcare prolessionals, evalualing practitioner and provider performance. conducting training
progeams, accredilation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health infermation for treatment, paymen! or healthcare opera:
ticns, you may. give us written authorization to use your health information or to disclose it {c anyone for any pur:
pose If you give us an-authorization, you may revoke it in wiiting ai any time, Yeur revocation will riot atfect any use
or disciosures permitted by your authorization while it was in effect. Unless you give us & writter authorization. we
cannot use or disclose your health infermation for any reason except those described in this Notice.

To Your Family and Friends: We mus! disclose your health information to you, as described in the Patien:
Rights section of this Notice. We may disclose your health information to & family member, friend or other person
1o the extent necessary to help with your healthcare or with payment for your healthcare. but only if you agree (hat
wi@ may do 50

Persons Involved In Care: We may use or disclose health information tg notify, or assist in the notification of
(including identifving of lacating) 2 family member, your personal representalive or ancther person resgonsible for
your care, of your localion, your gént-:-ral condition, or death. If you are present, then grior to use or disclosure of your
health information, we will provide you with an opportunity 10 abject to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using ouf
professional judgment disclosing only health information that is directly relevant to the person’s involverment in your
healthcare, We will also use our professional judgment and our experience with cammon practice to make reason.
atle inferences of your best interest in allowing a person tg pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health infarmalion.

Marketing Health-Related Services: We will not use your health information for marketing communications
withoul your written authorization,

Required by Law: We may use or disclose your heaith information when we are required to do so Dy faw.

Abuse or Neglect: We may disclose your hiealth inlormation to appropriate authorities il we réasanably believe thal
you are & possible victim of abuse, neglecl. or domestic violence or the possible viclim of other crimes. We may dis
close your healtn information to the extent necessary (o avert a serious threat to your health or satety or the healtr
arsafety of others,

National Security;: We may disclose to military authorilies the health iniurmet_icm of Armed Fu¢es personnel _undﬂ_r
cedain circumstancas. We may disclose to authorized federal otficials healtlh information re-qlunrecllfﬂr Ilm-v‘ful :wlellh
genes, counterintelligence, and otner national security activities, Ve may disclose to correctional institutien or T
entorcement alficial having lawlul custody of prolected health intormaticn of inmate or patient under certain circum

stances,

Appointment Reminders: We may use ar disclose your health information to previde you with appeintment
ramminders [such as volcemall messages, postcards, or lettars).

PATIENT RIGHTS . A 1 e e .
Access: You have the right 1o look at or get copies of your health information. with limited exceptions. Tou may

renuest that we provide copies in & format otner than phﬂltﬂﬂnme& ‘v:*.fe will use the formal {mg‘m':?ﬂ ﬂur:fgs sn:iﬁ:
cannol practicably do so. (You must make a reguest in wrilmg to abtain access to 313:1r1healtll'\_m ::maﬁ::: h - ;EI
cotan & farm la request access by using the contact information listed at the end of this Notice. xry wt; c adgn ?ux.
1 reasonabie cost-based fee for expenses such as copies and staff ‘;lme. Lt S, AG I Eh:“E"'::SI‘ f ia.lenh1 g @
a letter 10 the address at the end of this Notice. If you request copies, we will charge you 30._____ for each p |g ;
$ ~eir hour for staft time to locate and copy your health information, and postage it you want lIJt-IE _f_':;p'ﬂ“‘.'_ T'aff
tb you. If you request an alternative farmat, we will charge a cnst-hgsed fee for p.rmrudrlng your heat n i :furmcaﬂlgméé
that format, If you prefer, we will prepare a summary or an explanation of your health information for a fee. &0

Us using the information listed at the end of this Natice for a full explanation of our fee struclure.)

Disclosure Accounting: You have Lhe right to recelve a list of instances in which we or our buSINess asjﬂiﬁfﬁ
disclasad your health information for purposes, other than trealment, payment, healthcare Dpﬂfﬂhﬂﬁ any {._‘lr"t,e S
~ther activities, lor the last B years. but not before April 14, 2003, I you request this accounting mark 1han & : i
12-month period, we may charge you a reasonable, cost-based fee for responding lo these additignal requests.

Resiriction: You have the right 1o request that we piace additional restrictions on our use or dis?mﬂ-u‘re af your
raalth iniormation. We are notl required to agree 0 these additional restrictions, bul if we do. we will abide by our
agresment (excepl in an BMErgeEncy).

Alternative Communication: You have the right 1o request that we communicate with you about your health inlor-

mation by alternative means or to allernative locations. (You must make your request in wrifing:} Your eq uast m;:t
spacily the alternative means or location, and provide satisfactory explanation how paymenis will be handled uncer

the alternative means or location you reguest.

Amendment: You have the right to requast thal we amend your healin information. (Your request must be in writing.
and It must exglain why [He information should be amended.) We may deny your request under certain circumslances.

Electronic Notice: |l you recewve this Notice on aur Web sile or by electronic mail (2-mail). you are gnlitled to
recatve this Notice in written form,

QUESTIONS AND COMPLAINTS . ..~
I you want mere information aboul our privacy practices or have questions ar concerns, please contact us

It you are concerned that we may have vioiated your orivacy rights, or you disagree witl g decigion we r:l‘s_a1l:|e abuui
access 10 your health information or in response 10 2 regues! you made to amend or resinict the use of ::iuy::l asu reﬂ:ﬁ-
your nealth information or to have us communicate with you by alternative means Or al alternative locations, Hlf L:
may complain to us using the contact intarmation listed at the end of Lhis Hn‘_uce, You &lso ma-f Eubml‘t Bf'-;-'”t -'-":‘fr
complaint 1o the U.S. Depariment ol Health and Human Services. We will provide you with the address to frle you
complaint with the U.S. Depariment of Health and Human Services upon request,

We suppart your right o the puvacy of ~_.n::1.|r nealth infarmation, We will net fglaiiate in any way if yodu choose tc file
a complaint wilh us or with the U.5. Dapartment of Health and Human Services.

Contact Officer: DEBBIE PIERCEFIELD
fephone: L83 I -HR0 e 419-332-4478
=il

8C2 W STATE ST FREMONT, OHIO 43420
2gdaress:

£ 7007 Amencan Denlal Aszociation

ESE=E FEgereed

gnis Reser . "
SeraauClinn 300 LS et this form by denhsts and their stalf ig permitied. Ary oiher wie, dugkicalon or distriution of I foim oy any olhe! partyceaures ihe. peiot
st appeaal of tne Amencen Denjal AssociElnn
Thid Fadm is cducatinal anly, does not constitule legal advice, and covers only federal, not state, law (Auvgust 14, 2002

Nelson €. Smit. DDS
ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement®

l, ' . have received a copy of this
office’s Notice of Privacy Practices.

Please Print Mame

SEEEME 1 -

Date

g AT For Office Use Only

We attemoted ';ﬂ abtaln written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be cbtained because:

[ Individual refused to sign
0O Communications barriers prohibited obtaining the acknowledgement
0 An emergency situation prevented us from obtaining acknowledgement

0 COther (Please Specify)

ADA American Dental Association®
Americas leading advocate for oral health

#3512

& W02 American Dental Associalion

All Righls Reserved

This Ferm is educalional aniy, dees not constitute lapel advica, and covers only federal, not slale, law (August 14, 2002).



