Health Histo ry | Form ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today's Date: j

As required 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
additional questions concerning 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: includeareacode

Last First Middle ( ) ( )

Address: City: State: Zip:
Mailing address

Occupation: Height: Weight: Date of Birth: Sex:

SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Include area code 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: (Check DK if you Don’t Know the answer to the the question) Yes No DK
NIV TUIDOTCUIOSIS v syisssinsssisssissessgs s ea i s s 8 T O e SR o DO R U SR Ay S BT ST A RV e st e s e ssovsvnisva abis 5 G
Persistent cough greater than a 3 week duration a E°E 3
CoUGN thAt PrOAUCES DIOO. ...ttt O0oag
Been exposed t0 aNYONE WILh TUDEICUIOSIS ..ottt Oooa

L If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. J

De ntal | nfO rm at | ON For the following questions, please mark (X) your responses to the following questions.

( Yes No DK Yes No DK |
Do your gums bleed when you brush or floss? ................cccoooovoioioiooocie. Oogoo Do you have earaches or Neck PaiNS?............ccccuoiiiiiiiieiiieiieec e (|
Are your teeth sensitive to cold, hot, sweets or pressure? .................cco..o....... O O O | Doyouhave any clicking, popping or discomfort in the jaw? .....................c..... ooao
1S YOUF MOUER ArY? ...oooooooooooo oo o:-0-0 Doryoubrux:or gind your-teeth? u . s sy s I
Have you had any periodontal (qum) treatments? ..................cc..cccoovvvvvvccrrrir. 0O O O | Doyouhave sores or ulcers in your MOULH? ............cooooiviiiiiininniinniiininiinnns ooao
Have you ever had orthodontic (braces) treatment?............c........ccccoovvvvviin. 0 O O  Doyouwear dentures or partials? ............... oo
Have you had any problems associated with previous dental treatment? 000 Do you participate in active recreational activities? ... 0O0oag
Is your home water supply fluoridated?.................cccoooovvviciooioveveccieeoeec 00 O O | Haveyou ever had a serious injury to your head or mouth? ... ooao
Do you drink bottled or filtered Water?...............ccc.ccovmivorinriiosiosisriereens 00 O O | Dateof your last dental exam:

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Whatias densat Lhatmes
Are you currently experiencing dental pain or discomfort?........ 0000 Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?

\ - rrrer——

M (= d ICa | | nfO rm at ION please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.

r Yes No DK T YesNoDK |
Are you now under the care of a physician? .............c.ccccooiiiviiiiiiii, 000 Have you had a serious illness, operation or been hospitalized
Physician Name: PRone: inciude area code Inthe Past 5. YEarSZ::uueresusesinsssireisnstss syt vsssseen e iR R e bave I
( ) If yes, what was the illness or problem?

Address/City/State/Zip:

Are you taking or have you recently taken any prescription

or over the counter MediCiNe(S)?..........coieveveieeeeeeeee e 00 .
Are youin good health? ... ... O O O  Ifso, please list all, including vitamins, natural or herbal preparations

Has there been any change in your general health within the past year?.......... OO0 and/or dietary supplements:

If yes, what condition is being treated?

Date of last physical exam:

© 2012 American Dental Association
Form S500



M (& d ICa | | nfo rm at 1ON Pplease mark (3() your response to indicate if you have or have not had any of the following diseases or problems. |

q N
(Check DK if you Don’t Know the answer to the question) Yes No DK | Yes No DK
DO yOu Wear CONLACE IBNSES?..........c..oviiiriiiiieceiei e 0O0oao Do you use controlled substances (drugs)?............cccovcninnininnnnineiinscnenne: [ [
Joint Replacement. Have you had an orthopedic total joint ' Do you use tobacco (smoking, snuff, chew, bidis)?.. 000
(hip, knee, elbow, finger) replacemMent? .............cccooovvvvvcceiiooreeereceeeeeeerseeree O O O | Ifso, how interested are you in stopping?

Date: If yes, have you had any complications? | C/rcrleionei: VERY / SOM,EWHAT/ NAQT INTERESTED - NN R | AL Wkl |
Are you taking or scheduled to begin taking an antiresorptive agent ‘ Doyeuiqriniaicohalic bevz.arages. Ol e aaa @ LB
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?

0steoporosis orPaget’s disease? s s s 0 0O O ifyes, how much do you typically drink i n a week? _ _ I

Since 2001, were you treated or are you presently scheduled to begin | WOMEN ONLY Are you:

Lreatment Vf"th an.antiresorptive agent (like AFEd'f’ ’ Zometg s XGEVA) HiPregnantRits) i e S Gt S e e )
for bone pain, hypercalcemia or skeletal complications resulting from e ke

Paget’s disease, multiple myeloma or metastatic cancer?.................ccccoeeiin. [ 51 A Taking birth control pills or hormonal replacement? ooo
Date Treatment began: [ANUESTRG R s e R S e

Allergies. Are you allergic to or have you had a reaction to:

To all yes responses, specify type of reaction. Yes No DK Metals

Local anesthetics 5 A 6 Latex (rubber)

Aspirin ooao lodine

Penicillin or other antibiotics | | Hay fever/seasonal

Barbiturates, sedatives, or sleeping pills 00oao Animals

Sulfa drugs 000 Food

Codeine or other narcotics Oo0ao Other

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. ............cco.ccooiovvooooereeeeeeeeeeeeeeeeeee O 0O 0O Autoimmune disease......... 8 0O B 7 Glaucomai . smmsmume Oo00o
Previous;infective @ndoCaTditiS st s 0O O O | Rheumatoid arthritis............... 0 O O Hepatitis, jaundice or
Damaged valves in transplanted heart ... 0 O O | Systemic lupus I|v?r dReRNel s At
(Congenits) heart diseass (CHD) erythematosus..................... O O O Epilepsy .o, Oooo
Unrepaired; cyanobiciCHD. ;v mmnssismmssasniiges o O RS .covivssisnssmsisssmisns B D B Faintingspels arseizumes...... I, el
Repaired (completely) in last 6 MONthS..............cccooovvvvviiorreeeeccessreeens OO0 0O Bronchitis e ooo N;u;zlsoii;zlcgf:;orders """""" ERERE
Repaired CHD with residual defects................cccoooiiiiiiiiciiiiccc 00 0| EMPhysema.. s oo Slee d;sorder ooo
- — ! Sinus trouble ...............ccccccc..... 0ooao dh v
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended TUbErCUIOSIS.. oo O a8 Do you snore?...............ccoo.ee ooao
for any other form of CHD. Mental health disorders.......... 0O0oo
Cancer/Chemotherapy/ e
Radiation Treatment OO0 Specify:
Yes No DK Yes No DK h ) o 0o g Recurent Infections ............... ooo
Cardiovascular disease........... O O O  Mitral valve prolapse............... O O O Chestpainupon exertion Type of infection:
ANGING. oo O O O Pacemaker.....oooovovvvvvveoinnns OO0 Chronicpain. e O O O Kidney problems................. 000
Arteriosclerosis.......... 00 O O  Rheumatic fever........ .. 0O oo Diabetes Typelorll.... O O 0 Night sweats... oo
Congestive heart failure......... [0 O [  Rheumatic heart disease......... O OO Eatingdisorder.........ooooooo. O 0 O Osteoporosis...........occcc..... ooo
Damaged heart valves .......... O O O  Abnormal bleeding................. 000 Manutrition...ooooonn O O O persistent swollen glands
Heart attack ......................... O O O Anemia ..o O O O Gastrointestinal disease......... 00 O inneke s oo
; Severe headaches
Heart murmur. .0 O O Blood transfusion.................... Oooo SE Rsflux/persstent oo migraines ¢ OO0 o
i yes, date: eartburn o OO O MGEINES.i
Low blood pressure................ o0oa H Y ” B o6 ks O g Severeor rapid weight loss ... (0 O O
) emophilia .o 0 O 0O UICErS e
High blood pressure............. oo i . ) hyroid probi Sexually transmitted disease.. (0 O [
Other congenital AIDS or HIV infection.............. 0 O O  Thyroid problems................... I o | - o
9 N Excessive urination ................. Ooo
heart defects.............ccccouuuu. O, D 4B —ArtArItiS i B T L SEOKE. . it ssnnsce 000
Has a physician or previous dentist recommended tﬁatyoﬁ take antibiotics pArior to your ENtal trEAEMENt? ..o R e, 0O O
Name of physician or dentist making recommendation: Phone: Include area code
- ( ) - -
Do you have any disease, condition, or problem not listed above that you think | should KNOW @boUt? ..............c.cocuiiiiiiiiiiii e 000
Please explain: J
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. w

| 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
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 his/her 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:
\Signature of Dentist: Date:
- 3 —— v >
( FOR COMPLETION BY DENTIST )
Comments:




DELAWARE .
" Star Dental

FINANCIAL POLICY

Thank you for choosing our office for your superior dental care. We are committed to providing
you with the best possible care. We are pleased to discuss our service with you at any time.
Your clear understanding of our financial and liability policies is important to our professional
relationship. By signing below, you are in agreement with our policies.

Insurance

Insurance is a contract between you and your insurance company. We file claims on your
behalf as a courtesy to our patients. We will not become involved in any disputes between you
and your insurance company regarding deductibles, co-payments, covered charges, “‘usual &
customary” charges, other than to supply factual information as necessary. You are responsible
for a timely payment of your account. Not all necessary services are covered benefits in all
contracts. The majority of carriers have a dental maximum that they will pay in any benefit year.
Any fees not covered by your insurance company are due at the time of treatment. A dental
benefit estimate will be made when services are provided.

Self Pay

If you do not have dental insurance, payment is expected in full at the time of your visit. If a
payment plan is necessary, arrangements must be made prior to beginning any treatment. Any

balances that extend over 90 days are subject to a monthly finance charge. We accept Cash
and Checks, Visa, Mastercard, and Discover.

Cancellation Policy

A minimum of 24 hours notice is required for all’cancellations. A charge will be made in the
second violation of this policy.

Professional Liability

| understand that dentistry is not an exact science and therefore, reputable practitioners cannot
fully guarantee results. | acknowledge that no guarantee or assurance has been made by
anyone regarding dental treatment, which | have requested or had been recommended to me. |
understand that | have the opportunity to ask any questions prior to any dental treatment.

| have read the above policies and fully understand this agreement.

Patient's Name Date




. DELAWARE
7 Star Dental

No Show, or Missed Appointment Office Policy

When our staff books your appointment, we are setting aside a
dedicated time slot just for you. Your materials are ordered, and
we make special arrangements to be ready for your visit. Except
for emergency treatment for another patient, you can expect us
to be prompt.

We ask that if you must reschedule your appointment, that you

please provide us with at least 24 hours notice. This courtesy
makes it possible to give your reserved time slot to another
patient who would be more than happy to accept.

Delaware Star Dental will charge $50.00 for not providing us with
at least 24 hours notice to cancel an appointment, or any missed
scheduled appointments.

Repeated cancellations or missed appointments will result in
loss of future appointment privileges.

Name Date

www.delawarestardental.com ’




DELAWARE
/ Star Dental

'INSURANCE

Primary Insurance

Dental Coverage? Yes No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone#.

Group # (Plan, Local or Policy #):

Insured’'s Name: Relation:

Insured’s Birthdate: ___ / / Insured’s ID #

Insured’s Employer:

Employer's Address:

Secondary Insurance

Dental Coverage? Yes No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone#.

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:
Insured’s Birthdate: ___ /  / Insured’s ID #

Insured’s Employer:

Employer's Address:

Whom may we Thank for referring you?




DELAWARE
Star Dental

PHOTOGRAPH RELEASE FORM

I, ] give Delaware Star
Dental the right to use photographs of me. | authorize Delaware
Star Dental to use and publish images in print and/or
electronically. | agree that Delaware Star Dental may use such
photographs of me with or without my name and
for any marketing purpose, including but not limited to publicity,
illustration, advertising, brochures, office displays, and web
content, etc.

| have read and understand the above:

Signature:

Print Name:

Date:

Witness:

www.delawarestardental.com ,
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