' {Ematl Today’s Date: ]

Health H|St0ry Form iene o | ADA Amgrican Dental Association®

America’s leading advocate for oral health

As requxred by law, 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

records only and will be kept confidential subject to applicable laws. Please note that-you will be asked some questions about your responses to this questionnaire and there may be
‘additxonal questions cancerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.
(Name: Home Phone: Include area code Business/Cell Phone: include area code )
Lost First Middle ( ) ( )
Address: T City: o State: Zipp
Mailing address
Occupation: T T Height:  Weight: Date of Birth: Sexx: M F
__ SS# or Patient ID: Emergency Contact: Relationship: Home Phone: mcludeareacode  Cell Phone: include area code
' ( ) ( )
If you are completing this form for another person, what is your relationship to that person? -
Your Name Relationship
Do you have any of the following diseases or problems: T * (Check DK if you Don't Know the answer to the the question) Yes No DK
ACHIVE TUDBICUIOSIS. .......c..oceoeeeieoenise e ees e sesse e e ee s eas et et e st m e e o828 o 8RR E R0 et cbm e s eb i benita s agoono
Persistent COUGh Greater than @ 3 WEEK QUIALION ...t eeteraseeesessonsesseceserses e smes e sse s enesseves e s s ettt esas s et see st e sene R s s esseseerme e aeescnsnsaarssesranis Oo0oo
CoUGh that ProdUCES DIOOG.............c..c.iiiiiici et st b e e R e 444 ha 4 b 8RR s e R 00a
Been exposed to anyone with tuberculosis 00oo
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
Dental l nfO rm at ION For the following questions, please mark (X) your responses to the following questions.
f Yes NoDK | Yes No DK )
Do your gums bleed when you brush or floss?...............ccoovvooooooooccereerer. ooo ‘ Do you have earaches or NECK PaiNS?..........ccocveireremereiecerensinressesesnesessnsenees 0ogao
Are your teeth sensitive to cold' hot, sweets or pressure? ............................. 0Ogg Do Yyou have any Clicking, poppmg or dlscomeI't in the Jaw, ------------------------- OooOoa
1S YOUF MOULR ArY? ......oiieien et s ssss st sssesnaeen O O O  Doyoubruxorgrind your teeth?..........coocoooooviornercne ooao
Have you had any pericdontal (gum) treatments? .................cccoocvricnninninnns 0O O O  Doyouhave sores or ulcers in your MOULh? ......oooocorvvrrverieesseersres ooo
Have you ever had orthodontic (braces) treatment? ... O O O  Doyouwear dentures or partials?...... ooo
Have you had any problems associated with previous dental treatment?........ O O O  Doyouparticipate in active recreational activities?... ooao
Is your home water supply fIUOFBLEd?.....................coeeereorererecsmmrereceeereeeereer e O O O  Haveyou ever had a serious injury to your head or mouth'? .............................. Ooo0ono
Do you drink bottled or filtered Water?.............ccc.coomrrnrcrrirnnrreecrnrcressnereneons O 0O O  Dateofyourlast dental exam:
| If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was dane at that time?
; Are you currently experiencing dental pain or discomfort?.............. O O O "pate of fast dental x-rays: .
~ What is the reason for your dental visit today?
How do you feel about your smite? T B -
A J
M ed lca I I nfO rmatl ON Pplease ma;'k (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 |
Are you now under the care of a physiCian? ... 0O O O  Haveyou had a serious illness, operation or been hospitalized
Physician Name: D Phone: Incudeareacode _ inthe past 5 years?.... et et ettt s ra et e E E,D
( ) “If yes, what was the |Ilness or problem?
Address/City/State/Zip: -
" Are you taking or have you recently taken any prescnptlon n
or over the counter medicine(s)?..........c..c.cuu... aooao

Are you in good health? . If so, please list all, including vitamins, natural or herbal preparations

and/or dietary supplements:

If yes, what condition is being treated?

Date of last physical exam:

|
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Medical Information:pises

ark (X),your response to indlicate if you havi

dentist and his/her staff will rely on this information for treating me. | acknowledge that my

completion of this form.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
DO you wear contact [eNSeS?...........c.o..vcccerriveccsisossrerennreereeecssossssnessmnennne: [ 0 [ | DO you use controfled substances (drugs)?............oooovvvvvivviecinninnicnicncen, ooao
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?..............cccooeiii O0ao
(hip, knee, elbow, finger) replacement? ... ............cc.occ.cooovvoiorirvceinieeceeee s 0O O O | Ifso, how interested are you in stopping?
Date: If yes, have you had any complications? Circle one: VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alccholic bev'erages? L 000D
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ... ooo
Since 2001, were you treated or are you presently scheduled to begin
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)
for bone pain, hypercalcemia or skeletal complications resulting from
Paget’s disease, multiple myeloma or metastatic cancer?............cccooeevrenrnnn Oo0ono
Date Treatment began:
Allergies. Are you allergic to or have you had a reaction to:
To all yes responses, specify type of reaction. Yes No DK Metals 0O0oo
Local anesthetics Ooo0ag Latex (rubber) Oooo
Aspirin 000 lodine Oo0oo
Penicillin or other antibiotics o0oag Hay fever/seasonal 000
Barbiturates, sedatives, or sleeping pills 000 Animals 000
Sulfa drugs 000 Food 000
Codeine or other narcotics 0Oaano Other 0O0O0o
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............ ... 0O O O | Autoimmune disease O O Glaueoma......oenns 0agoao
Previous infective endoCarditis..........................cooooroooooooooooeoeooeoeeeeeee O O O Rheumatoid arthritis O O  Hepatitis, jaundice or
Damaged valves in transplanted REArt ...........occoooooiveovvvvereeeeeeerecsreoreremeresererens OO0 Q' Systemiclupus I|v§r disease oooD
Congenital heart disease (CHD) erythematosus...................... 0 O O Epilepsy .o 0oao
Unrepaired, cyanotic CHD.......................oooiio oo QOO Astma O O O Fainting spells or seizures ...... 0o
Repaired (completely) in last 6 MONhS.............ccooivininiiiinin, OoQ  Bronchits. s oo Ntl-':fu;zlsogsiszlcgt?rders """""" oobo
Repaired CHD with residual defects ..., OO0 O Emphysema ... oboo 5l d; rder ' 0ooao
— ' Sinus trouble ..., 000D €8P CISOIART oo
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis. . Ooo Doyousnore? ... ooa
for any other form of CHD. Mental health disorders.......... 00D
Cancer/Chemotherapy/ .
L Specify:
Yes No DK Radiation Treatment................ Oagno -
. . Recurrent Infections .............. OO0 Q0
Cardiovascular disease .......... O O O Mitral valve prolapse Chest pain upon exertion...... ooo Type of infection:
ANGING........oooooo O O O Pacemaker.......ccoomvve. ChIONC IR ..o U O idney problems................... ooag
Arteriosclerosis.................. O O O  Rheumatic fever.................. Diabetes Type I or O O Night sweats..........c...... ooo
Congestive heart failure........ O O O  Rheumatic heart disease. Eating disorder ......c........ 0 O osteoporosis.......cocove. O0oag
Damaged heart valves .......... O O O  Abnormal bleeding.................. Malnutrition ... O O persistent swollen glands
Heart attack .................... OO0 O Ajemia..oooii, Gastrointestinal disease.......... OO0 0 inneck.. ooo
Heart murmur................... O O O Blood transfusion ... GE. Reflux/persistent f;;f;;::ad“hes/ . oono
Low blood pressure... oogao If yes, date: heartburn ... Oo0no . .
Hemophilia OO0 Ulers ooo Severe or rapid weight loss.... O O O
High blood pressure.............. ooao PINIE v ) Sexually transmitted disease.. (1 O O
Other congenital AIDS or HIV infection... O O O Thyroid problems............. 0O0oano e ve urinati o0oo
heart defects........c..o....coonee OO O Arthritis.ooocceens O OO Stroke..iins Oog Ceessveunation
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatMENL? ...............cc..coooooviriviierieeeeeee et 000
Name of physician or dentist making recommendation: Phone: Inciude area code
( )
Do you have any disease, condition, or problem not listed above that you think | ShOUId KBOW @DOUL? ............c..cooiiiiiiii st 0oaoao
Please explain:
\_
= )

hs - - - - o
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 importance of a truthful health history and that my

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

questions, if any, about inquiries set forth above have been answered to my satisfaction.

Signature of Patient/Leqal Guardian: Date:

Signature of Dentist: Date:
( FOR COMPLETION BY DENTIST

Comments:




Aesthetic Dental Care

Automated Appointment Reminders

Patient Name: Date:

We are pleased to offer the use of automated appointment reminders and confirmations by
text or email.

E-mail address

Phone number for text

If you do NOT use E-mail and/or text messaging we will remind you with a voicemail on your
home phone.

Phone number for voice messages

Our office considers ALL appointments scheduled to be confirmed. Please be aware that the

automated confirmation system does not accept changes in the schedule.
Changes must be made by calling the office at 508-428-3677.

By signing below you give Aesthetic Dental Care permission to leave basic information
regarding your appointments at the above phone numbers and E-mail address.

Signature of patient/parent/legal guardian



Aesthetic Dental Care

Appointment Cancellations

As a courtesy, we make every effort to confirm your appointment one day in advance. However, it should be
noted, it is your responsibility to keep all appointments. We request a MINIMUM OF 24 HOURS to change or cancel
an appointment. A fee may be incurred for all failed or late cancellations. For more than two failed or cancelled
appointments you may be placed on a “same day only” appointment basis.

Dental Insurance

If you have insurance coverage, our staff as a courtesy does their best to determine a proper ESTIMATE for you.
Due to the many insurance companies and plans we cannot always predict the actual payments your insurance
carrier will make. You are required to make payment of your full estimated responsibility upon service rendered.
After payments are received from your insurance carrier, you may be required to make additional payments, have
a credit issued to your account for future services or may be eligible for a refund.

*By signing this form | hereby authorize and direct payment of dental benefits from my insurance company to
Aesthetic Dental Care.

Authorization and Release

| certify that the information provided is accurate and complete to the best of my knowledge. | authorize the
dentist to release any information including the diagnosis and records of any treatment or examination rendered
to me, or my child during the period of such dental care to third party payers and/or health practitioners.

Patient/Parent/Guardian Signature:

Patient Name:

Date:

HIPAA

| acknowledge that | have been provided a copy of Aesthetic Dental Care's Notice of Privacy Practices, which hasa
last modified date of 2/25/15, and which describes how my health information may be used and disclosed.

| understand that you have the right to change the Notice of Privacy Practices at any time, that | will be provided a
copy of any updated version, and that | may contact you at any time to request a current Notice of Privacy
Practices.

My signature below acknowledges that | have been provided with a copy of the Notice of
Privacy Practice

Patient/Parent/Guardian Signature:

Patient Name:

Date:

Ernest Gailiunas DMD | 10 Main St, Cotuit Ma 02635 | 508-428-3677 | info@aestheticdentalcare.com



