l.. Patient Information 4_ Employment Information

-

Patient's Mame Mameeo 0000
* Lasr Ly Ml .
Mickrsarme Malka Female Phona#: Ex.
B ik g gtk i 5‘ Emergency Contact (someone who does not live with you)
Harma # | 1 Gell# | ) Meame o Roltion ______
Hame Addrass: Addrass:
City State Zip City Stale Fip
SS#: DL# Home# ____ Work#
Marital Status:  Child  Single Mamed  Widowad  Divorcad . Call #
Spouses Name: i 6- Primary Dental Insurance
Referred h'f Insurance Co, Nams
2. Mother's Infermation (if minor) Insurance Ca, Phons # { 1

Mathar  Stap-mothar Guardian
Group # (Plan, Local, or Palicy 2)

Marme Bathdate ___ /([ ___ Folcy Ownars Nama
Work i | § Exi. ELE Ralationship o Patient
Herr # | i) Coalls | j Policy CwnercBirllhdate _ f F S84
Ermplayer *olicy Cwncr's Employar ---
&94 OL# 7L Secondary Dental Insurance
3- Father's Infermation (if minor) Insurance Co. Name
Falnar  Stap-tathes Guardin Meuranee Co. Ehons B I \
M Birthdate / f— Giroup # (Plan, Local, ar Policy #) L S
Work # | } Ext Podicy Crnat's Narme —— e
Home if | i
Relatonship o Fabisnt
Employer
‘olicy Owner's Binhdate f f S5 s
354 _DL#

- - —r = Palicy Owinar's Employar —
8 | Understand that the information | have given is correct to the best of my knowledge, that it will be held in the
& strictest of confidence and it is my responsibility to inform this office of any changes in the patient's medical status.

| authorize the dental staff to perform the necessary dental services needed
. N
Signature of Patient or Guardian (if minor) Date
Acknowledgement of receipt of notice of privacy practices
HIPPA
I, have read a copy of this office’s notice ol Privacy Practices,

located in the reception area of Hanosh Family Dentistry.



Health History Informatibn
L. Are vou having pain or discomfort at this ime? Yes  No Where:
* 2.-Have you been under the care of a medical doctor dunng the past two yvears”? Yes  No
- Physician's Name ) Phone #
) Address _ S
3. Ilave vou ever taken any of the group of drugs collectively referred to as “fen-phen?” Theses include combinations of lonimin,
adipex, fastin (brand names of phentermine). Pondimin (fenflormine) and Redux (dexfenfloramine). Yes No o |

4. Do you have or have yvou ever had? (Please civele individually yes or no}

Arthritis Yes N Arteriosclerosis Yes Mo
Asthma Yes No Artificial Joint (hip, knee, eic) Yes No
Allergies or Hives Yes No A LD S HIVISTD Yes Mo
Aneinia Vs N Blood ThinnersConmadin/Plviy. Yes Mo
Blood Transtusion Yes No Cancer Yes Nao
Chemotherapy Yey No Cortisone Medicine Yes Nao
Cosmetic Surgery Yes Nao Cold sores f Fever Blisters Yes Mo
Habetes Yes Na Dirug Addiction Yes No
Dieveloprmentally Disabsled Yes No Emphysema Yes M
Epilepsy or Seizures Yes No Fainting or Dizey Spells Yes Mo
Glaucoma Yes No Heart Murmur Yes Nao
Heart Pacemaker Yes No Hemophilia Yes Nuo
Hepatitis A {infectious) Yes No Hepatitis Yes Mao
High Blood Pressure Yes No Taundice Yes Mo
Kideney Problems Yes No Liver Disease Yes M
Low Blood Pressure Yes No Mitral Valve Prolupse Yes MNo
Mervinsness Yes No Peychiatric Treatment Yes Mo
Radiation Therapy Yes No Rheoumetic Fever Yes M
Sinus Trouble Yos No Stroke Yes Mo
Tuberculosis Yes No Thyroid Problems Yes MNiy
TMT Prohlems Yes Mo Lllcers Yes Mo
5. Are you allergic to?

Agpirin Yes No Barbimrate Yes No

Coxleine Yes No Penicillin Yes No

Sulfa Yes No Latex Yes Mo

Other

. Medications:
List any medications you are currently taking:

7. Do vour ankles swell during the day? Yes  No

Have you lost or gained more the 10 pounds in the past year? Yes  No

9. Do vou ever wake up from sleep and fezl short of breath? Yes  No

100, When yvou walk up stairs or take a walk, do vou ever have (o stop becanse of pain in your chest, shoriness ol breath

or because you are very tired? Yes  No
11. Female patients: Are vou pregnamt? Yes  No o I7 ves, when 1s voor due date?
Are vounursing? Yes  No  Are vou taking birth conirol pills? Yes  No

Consent:
[ undersiand the gbove infommation 18 necessary to provide me with dental care in a safe and efficient manner, T have
answoered all quesiions muhfully and wohe best of my knowledge.
The undersigned hereby authorizes doctor to take x-rays, sudy models, photographs, or any other diagnostic aids decmed
appropriate by the doctor to make a thorough diagnosis of the patient’s dental needs.
[ authorize and give consent to perform dental services agreed between doctor and patiemt andfor parenl or guardian o be
necessary or advisable; including the use of local anesthesia and other medication as mdicated. T certify W the above
statements regarding my medical condition. Payment for all reatment and services rendered are my responsibility,
Lastly, T understand that all responsibility for payment of dental services provided in this of fice for my dependems or mysell
is ming, due and payable at the time services are rendered unless other armmgements have been made, Tn the event pavinents
are not received by the agreed upon dates, [ understand that 1.5% monthly finance charge (18% APR) may be added o my
account, and where appropriate, credit buream reports may be obtained, Should accounting or legal services be necessary 1o
collect overdue pavments, [ agree o pay all costs associated with theses proceadings,

]

X

Patient Signature ' Date:

Parent/Guardian Signature  (If paieni is o child or requires o guardian) Date



