Health Hlstory Form

E~ma1]

: T@days Date:

'Amcncan Dental Assocmuon
wwwada org

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we c[gaété,:fet,éive 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 prov1de appropnate care for you This office

does not use this information to discriminate.

Name: Home Phone: Include area code Business/Cell Phone: Include area code
last First Middle ( ) ( )
Address: City: State: Zip:
Majling address
Occupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient-[D: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) ( )
Include area codes
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 question) Yes No DK
ACHVE TUDICUIOSIS ....cvvveseetesencsncieicecirtsie et st sses e sas st es e basa st s s st et sassessss e seseseseserasssassesesassassssssnasassbsssssrsasasnsesssetasasbssssassssssssasasossrnssensassnnsnsas Oooao
Persistent cough greater than 8 3 WEEK QUIATION ......ieveieeiereiiriieeies et eaessseresesesessstsstertestestesssberaestensonsestenssaesaesarsaneensanesesenseanensensseaesaereseeneneesen O oo
Cough that produces blood........ccceeeieeeveeirnnsas 0oa
Been exposed to anyone with tuberculosis 0o

\_If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

D en ta | | n fO Ma t| OnN ror the following questions, please mark (X) your responses to the following questions.

Yes No DK
Do you have earaches or Neck Pains? ...c.evvecereeeeeerenrecerrererseessencnes o oo
Do you have any clicking, popping or discomfort in the jaw? ......... o oo
Do you brux or grind your teeth? ...cocecvvveciienniceeneecrceas |
Do you have sores or ulcers in your mouth? ......ccceveipevvennnaln, O O O
Do you wear dentures or partials? .......ccceevvcvenncrenirrnsencsereneenens O oo
Do you participate in active recreational activities?.....cc.ceevrvereeenene. Oooao
Have you ever had a serious injury to your head or mouth?............ Oood

Date of your last dental exam:
What was done at that time?

Date of last dental x-rays:

Yes No DK
Do your gums bleed when you brush or floss? ...c..ceeeeevecevecvennes Oood
Are your teeth sensitive to cold, hot, sweets or pressure? .....eevee. OooQ
Does food or floss catch between your teeth? covccrreeeeeneeree e O oOdo
IS YOUr MOUN dIY7..ciiiiiiiieteerestec et resscsenn e saoseanes Ooao
Have you had any periodontal (gum) treatments?......c.eeeveeeevereenes Oooo
Have you ever had orthodontic (braces) treatment? ......coveveeuieenens O 0oo
Have you had any problems associated with previous dental
TEAMENT? 1.ttt re et es s et smese e s smrssenee O 0o ad
Is your home water supply fluoridated? .....ceeeevevevrveereceeeeeecees OO0 d
Do you drink bottled or filtered Water? ......ovveeeveeeeeecceivcierennns O oo
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY
Are you currently experiencing dental pain or discomfort?.............. Oood
What is the reason for your dental visit today?
How do you feel about your smile?

M e d ICa I l nfO ma tl ON Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK
Are you now under the care of a physician? ..........coevverrerivieennnnn. 0o 00

Physician Name: Phone: include area code

Yes No DK

Have you had a serious illness, operation or been
hospitalized in the past 5 YEAIS? ......coveeveveveerecereeerie e Ooo

If yes, what was the illness or problem?

( )
Address/City/State/Zip:
Are you in good health? ..o Oooo
Has there been any change in your general health within
THE PESTYEAIT coerieeierriecirrerereseitessesesseresesss st esesesaseressstsancrsssasensanons Oogao

If yes, what condition is being treated?

Date of last physical exam:

\..

Are you taking or have you recently taken any prescription
or over the counter medicing(s)? .....coccevcrrerinerrnreerserernceseireeens Ooo

If so, please list all, including vitamins, natural or herbal preparations
and/or diet supplements:
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M e d ICa | I n fO rmatio N Please 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 answer to the question) Yes No DK Yes No DK )
Do you wear CONtACt IBNSES? cvvvviveieeireeeeriireese et seere et O O O | Do you use controlled subStances (Grugs)?....eeeemeersereessssesvessessesaens O o0
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco {(smoking, snuff, chew, bidis)? ...coecveeeiereneee o oo
knee, elbow, finger) replacement? .....ocveeveeerereermeveeisererereesesenns O O O | K so, 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 either of the Do you drink alcoholic DEVEIragES?....ccvivvriveeceereerrereereererressessessesnenes O oo
medications, alendronate (Fosarmax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?

for osteoporosis or Paget’s diSEase? ...uvveeriervererremrmrsisirneressessieeans O O O] If yes, how much do you typically drink In a week?

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

to begin treatment with the intravenous bisphosphonates Pregnant? .e.ce e ettt et ettt e sa b e ]
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:

complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement?... L0 00
OF MEtASatC CANCETT ouv. e E D3 O3 | NUTSING? reveereeereesesercessonseseesssosessaesssessssnssssnssssesssssrassssnesssansssansess Oon

. Date Treatment began:

Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, spedify type of reaction. Metals O oo
Local anesthetics O O O Latex (rubber) O oo
Aspirin O O O lodine O oo
Penicillin or other antibiotics 00 O O Hay fever/seasonal o oo
Barbiturates, sedatives, or sleeping pills O 0O O Animals O o 0o
Sulfa drugs O O O Food oo n
Codeine or other narcotics O O O Other O 0O 0o
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 ..o ceeee et O 0O Of Autoimmune disease ............ O O O Hepatitis, jaundice or
Previous infective endocarditis .........vcevvrreererereerensniseeecsseeens e enanas 0O [ [O| Rheumatoid arthritis .......c.c... O O O  liver disease... WO OO
Darmaged valves in transplanted heart......ccccovivveeerieererernceesnsrerseeenes O O O] systemic lupus erythematosus. 0 O O Epilepsy ovccvmncencneninnnns .0 04
Congenital heart disease (CHD) AStHME.eeeierreeeerreeeeieeseraens 0O O O PFainting spells or seizures....... 0o odo
Unrepaired, @yanotic CHD ..uieiveeeevceetieneerenes cstsreeseesssscresessessseses O O O/ Bronchitis...ccvesneeniesseevereens O O O Neurological disorders............ o 00O
Repaired (completely) in 1ast 6 MONTNS ...ecvvveveeeeerieereeriee e O O Of Emphysema .eeeeeeeeeeeeeneeen. O O O  Ifyes, specify:
Repaired CHD with residual defects .......cceeeceerimeeereererveressesnsnenns O O OO Sinus trouble....c.ceeecneeireene O O O Sleep disorder.....coeerreercens Oooao
A — — TUDEICUIOSIS vevevvereensencrenerenes O O O Mental health disorders.........00 O O
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended i
for any other form of CHD. Cancer/Chemotherapy/ Specify:
i Radiation Treatment ........... O O O Recurrent Infections .............. O0Oad
Yes No DK Yes No DK Chest pain upon exertion ...... O O O Type of infection:
Cardiovascular disease. ......... O O O Mitral valve prolapse ............. O O O Chronic pain e eerererseeeens O O [ Kidney problems......ieennee. Oo0od
ANGING cevecrererrceneenieinenns O O O Pacemaker.......... O O O Diabetes Typel or ll.....O O O Nightsweats.....ccoerirnnnnes OooOag
Arteriosclerosis v eeeeereneens 0O O O Rheumatic fever ..d O O Eating disorder........... O O O Osteoporosis.....cveeeerevemeene Oooog
Congestive heart failure ........ O O O Rheumatic heart disease........ 0O O O Malnutrition...e.eeeeeeeennns O O O Persistent swollen glands
Damaged heart valves........... 0O O O Abnormal bleeding O O O aGastrointestinal disease.......... O O O innekeeeceeeierene Ooogono
Heart attack......cceenue.. LO O O Anemideeeeeen. O O O G.E. Reflux/persistent Severe headaches/
Heart murmur ..... .0 O O Blood transfusion ... 0O O O heartburn. O O migraines ecceeceeseen O OO
Low blood pressure... O O O  Ifyes, date: UICELS covvereren. O O Severe or rapid weight loss.....[0 O [
High blood pressure.............. O O O Hemophilia ceceeeerernerernenen. O O O Thyroid problems 0O O Sexually transmitted disease ... O O
Other congenital heart AIDS or HIV infection ....cooe.... O I O Stroke.....oceveveeens O O Excessive urination ......oceene O oo
defects .oeeerrereeericreernnas O O O Arhritis coceveeeeceeereeceeneererenene O O O Glaucoma..eecseeceneneecvervens OO
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatmMent? .....c.e.ceceeiereerisire et ssesesseseens Oooo
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should KNow abOuL? ........cvieeiiveiererreneeeeese s esessese s sessesesenens Ooono
Please explain:

( 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 dentist and his/her staff will rely on this information for treating me. [ acknowledge that my questions, if any, about inguiries 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:
FOR COMPLETION BY DENTIST T
Comments:
A 2




VIBRANT SMILES
Tiana Pham, D.D.S.
3992 DENTON HIGHWAY
"FORT WORTH, TX 76117
(817) 838-2344

Financial Policy Form

Payment is due at the time of Service

The following methods of payment are accepted: cash, check, debit and major credit

cards.

New patient emergency visits must be paid in full at the time of service.

Insurance assignment and management:

1. Patients must provide the office with current and accurate insurance billing
information at the time of their appointment, or they are responsible for payment
in full.

Insurance benefits are a contract between the patient and his/her employer.

3. The coverage a patient will receive depends upon the quality of the plan
purchased by his/her employer, not the fees of our office.

4. Patients are responsible for paying their deductible and co-payments at the time
of sérvice. Patients are also responsible for paying all charges not covered by
their insurance policy’s usual and customary fee schedule.

5. The office will resubmit an insurance claim once; further appeal becomes the
patients responsibility.

6. The office will accept assignment for only the primary insurance coverage;
secondary insurance coverage must be paid and then insurance will reimburse
you.

o Patients are responsible for balances in full after 60 days; even if their insurance
company-has not paid, further insurance appeal becomes the patient’s responsibility.

o The practice cannot carry balances longer than 90 days. Patients will be informed that
their account is delinquent so that they can avoid collection action.

e A service charge for all returned checks will be assessed.

s A statement of financial responsibility is necessary for minor patients of divorced
parents. This will help the practice avoid getting caught in the middle and/or having to
collect from a parent whom they have never met.

e Our office needs to have an authorization from the patient allowing the office to release
any information concerning his/her case to his/her insurance company.

g

Please sign and date that you have read, understand, and accepted the above Financial
Policy.

Signature Date




'Dear Patient:

VIBRANT SMILES
Tiana Pham, D.D.S.
3992 DENTON HIGHWAY
FORT WORTH, TX 76117
(817) 838-2344

In an effort to provide you with flexible payment arrangements, we have expanded our
payment policy.

PAYMENT ARRANGEMENTS ARE REQUESTED AT THE TIME OF YOUR. VISIT

We now offer the following payment options:

Payment by cash

Payment by check

Payment by credit card

Care Credit available (through qualification)

Guarantee any amount not covered by insurance with Visa or MasterCard

Please make your choice, sign below and return to office manager before treatment.

Our office is a fully approved and accredited user of the Visa and MasterCard Health Care
Program which will enable you to use your Visa and MasterCard to automatically cover
amounts not paid by your insurance.

Ifnone of the above options apply, please see the office manager prior to service.

Thank you,

Print your name here and sign below

X

Date:




VIBRANT SMILES
Tiana Pham, D.D.S.
3992 Denton Highway
Fort Worth, TX 76117
817-838-2344

Notice of Privacy

Our office is subject to State and Federal law (HIPAA-Health Insurance
Portability and Accountability Act) regarding the confidentiality of your
health information and in keeping with these laws, we want you to
understand our procedures and your rights as our valuable patient.

We will use and communicate your HEALTH INFORMATION only for the
purposes of providing you treatment, obtaining payment and conducting
health care operations. This may include administrative and clinical office
procedures designed to optimize scheduling and coordination of care
between hygienist, dental assistant, dentist, and business office staff. In
addition, we may share your health information with physicians, referring
dentist, laboratories, pharmacies or other health care personnel providing
you treatment. Your health care information may also be included with an
invoice used to collect payment for treatment you receive in our office. This
may include insurance forms filed for you in the mail or sent electronically.
We will be sure to only work with companies with a similar commitment to
the security of your health information. Your health information will not be
used for other purposes unless required by law enforcement or unless we
have asked for and been voluntarily given your written permission.

You have the right to:

- request restrictions on whom your health information is shared
with

- read, review, and copy your health information (fees may apply)

- ask us to update or modify your records if incorrect

- ask for a description of how and where your health information
was used by our office.

- To obtain a copy of the Notice of Privacy Practices.

Patient Acknowledgment

Name Signature Date

Please Print




