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Effective April 14, 2003, the new federal law known as the Health Insurance Portability and Accountability
Act of 1996(“HIPAA”) requires that this office comply with certain rules regarding the maintenance of the privacy of
your information that we have collected and will collect in the future.

To comply with one of HIPAA’s requirements, we are giving you a copy of our Notice of Privacy Practices.
This Notice of Privacy Practices contains the information that HIPAA requires us to disclose regarding our privacy
practices.

Existing Michigan Law requires (in addition to our attempt to obtain your written acknowledgement,
discussed above) us to first obtain your written consent prior to disclosing any of your information except for our
disclosures in connection with: a defense to a claim challenging our professional competence; a review entity’s
functions; a claim for payment of fees; a third party payer’s examination of our records; a court order as partofa
criminal investigation; an identification of a dead body; a licensure investigation; or a child abuse/neglect investigation.

From time to time it may be necessary for us to make disclosures of your information in connection with your
treatment. For example, we may make a referral to or consult with another dentist or health care professional, provide a
specimen to a laboratory for testing or otherwise make disclosures of your information in connection with providing or
coordinating your treatment.

Patient Acknowledgement

Please sign this form below under the heading “acknowledgement” to acknowledge that you have today
received a copy of our notice of privacy practices.

T acknowledge that I have today received a copy of the Notice of Privacy Practices.

Patient or Parent (Guardian) Signature Patient Name (Please Print)

Date:

For office use only
Patient refused to sign

The following circumstances prohibited the patient from signing the Acknowledgement:

An emergency situation prevented the patient from signing the Acknowledgement

Office Personnel (signature) Office Personnel (print name)

Date:

Please sign this form below under the heading “Consent” to consent to our disclosures of your information that we
deem necessary in order to provide you with proper treatment.

T consent to your disclosures of my information, which you deem necessary in connection with my treatment. T
understand that such disclosures may not be of the type listed above.

Patient or Parent (Guardian) Signature Patient Name (please print)

Date:
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City

Date
Patient's Name Single [l
Name of Spouse Whlfaorvrvl:g B
if a Child, Parent's Name Sg;i)‘;?:i:g 8
Street Address Phone

State Zip

Patient Employed by Phone
Business Address
Present Position How Long Held
Spouse Employed by Phone
Business Address
Present Position How Long Held
Purpose of this Appointment
In Case of Emergency, Who Should be Notified Phons
Person Responsible for this Account
Social Security Number
Spouse's Social Security Number
It Using Charge Card, Name Card No. Exp. Date
If You Have Insurance, Name of Insured
Name of Insurance Company Policy No.

Is Policy Connected with a Union Yes No

Local No.

It Yes, Name of Union

Group No.

Who May We Thank for Referring You

HEALTH HISTORY e e e e e

Date of last physical exam

Why are you now seeking dental treatment?

Date of Birth

Age

Please answer each questlon. Check yes or no. If In doubt, leave blank.

YES NO
1. Are you in good health now? E Od
2. Are you now under the care of a physician? ad
If so, what is the condition being treated?
3. Have you ever been hospitalized or had a serious liN@SS? . ....... ... ...t O Qg
It yes, explain
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ........ O 0
5. (Women) Are you pregnant? If so, give due date 0o o
6. Do you use tobacco in any form? If yes, how much [
7. Do you use alcoholic beverages (more than 2 drinks per day)? .. ........ ...t O a
8. Do you have or have you ever had any of the following?  Please indicate with check mark (/).
___Any heart problems __Hepatitis —_Sinus Problems —Anemia
___High blood pressure ___Herpes ___Stroke ——Arthritis
___Low blood pressure __Malignancles ___Typhoid Fever ——Asthma
___Circulatory problems —_Measles —Tonsillitis
___Nervous problems —Mumps —Tuberculosis
___Radiation treatments ___Psychiatric care ____Ulcer
___Excessive bleeding ___Rheumatic Fever __Venereal Disease
___AIDS __ Scarlet Fever ___Diabetes Blood Pressure: S___ /D [
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YES NO
Local anesthetics (6.g. novocaine) . [1 [J
Barbiturates/sedatives/sleeping pits [1 [
Penicillinfother antibiotics ........ o o
10. Are you taking any of the following?
YES NO
Antibiotics/sulfa drugs .......... O O
Blood thinners ................. 0o g
Blood pressure medication ....... O a
Thyroid medicine ............... O 0O
Cortisone/steroids .............. o a
Antihistamines/allergy drugs/
cold remedies . .............. [mE

If yes to any of the above, list name of medication and dosage below:

1.

YES NO
Aspirin or codeine .............. [
Suadrugs ................... O O
Other allergios

YES NO
Tranquilizers .................. o a
Insulinfother diabetes drugs ...... 0o
Racreational drugs ............. a a
Digitalis/other heart medications [1 [J
Nitroglycerin .................. o ad
RSB o 0 oo o povn, e 5 58 O O

Other medication

2.
3.
4

11. Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your

doctor says you cannot do? If so, explain

12. Physician’s Name Phone
13. Have you ever had any serious trouble associated with previous dental treatment?
14. Does dental treatment make you nervous? No Slightly Moderately Extremely
15. Date of last dental visit
16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?
If so, when?

17. Do you have or have you ever had any of the following?
MOUTH TEETH

YES NO YES NO
Bleeding, SOre gums ............ O g Loose teeth ... .o Qg
Unpleasant taste/bad breath .. ... O g Sensitive to hot O a
Burning tongueflips ............. [mE ] Sensitivetocold ............... (]
Frequent blisters, lips/mouth .. ... 0o 0 Sensitive 10 sweets . ............ O O
Swelling/lumps in mouth ...... .. 0O g Sensitive tobiting .............. 0O d
Ortho treatments (braces) ....... o o Food Impaction ................ O 0
Biting cheeks/lips .............. O Clenching/grinding ............. O O
Clicking/popping jaw . . ] Shifting of teeth ................ O a
Difficulty opening or closing jaw .. o g Changeinblte ................. O 0O
ORAL HYGIENE
Do you use the following? YES NO
Brush ......... ...l o o How often do you brush
Dental floss . .................. [mE Brushis: Soft (] Medium [J Hard (]
Fluoride rinse ................. 0o ad
Other

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change In my health or change in my medication, | will inform the dentist at the next appointment.

Signature of Patient
Parent, or Guardian

Date





