ADA American Dental Association®

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

Patient Dental & Medical Health Hés-t@[ry nf@rmatﬁ@n

To our patients: Please know that we may ask follow~up questlons to rnake sure we have all of the mformatmn we need in order to treat you,

PATIENT INFORMATION _ S L R
Last Name: . First Nafme; Middle Name:
.| Home Phone: " CellPhone: Worlk Phone:
Email Address: '
Mailing Address: N City: o _ State: - Zip
Date of Birth: I / ) Gender:
QOccupation: )
Emergency Contact: Name: Relationship: Phane;
If you are completing this form for another person, what is your.name and telationship to that person? Name; Relationship:

| If executing this form as the patient’s personal representative, represent and wartant that | have full legat right and authority to corisent to the performance of any prucedure(s) on this
patient. If for any reason | no longer have such Iegal rlght and authorlt_y. I Wl|| Immedlatefy notlfy the practlce in wrltlng

'DENTAL HISTORY & SYMPTOMS

What Is the reason for your vislt today?

Are you currently experiencing any dental pain or discomfort?  [1Yes CINo N yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

:_Al?'leas:e"-‘ mark an *X" In the box ONLY _if tt-his'_a'jipl'[es_t_o you:

15 it hard to 0pen YOUr MOULR? ...\ ve et e it e iienieees v e vnennraes 1 *| Have-you ever had a serious injury to your head or mouth? . . ..., P |

Does it hurt to chew, bite or swallow? ... ...0.e.. PR OO 0 | fyes. please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? ..............oceveeenn.. O " hd ‘brl o e ' - : p = 0
; ' ) - ave you ever had problems with-derital treatment inthe past?.........0..cvvenis,

_Have you ever had periadontal (gum) treatments like sealing and root planing?........ N If yes, please describe what happened:

Do you have, of have you ever had, any sores or growths in your mouth? ........... O

Do youclench orgrind your teeth? ... O | Have you ever had a reaction to, or problem with, dental anesthesfa? i, I

Does your faw click, poporhurt?...........ociiiiiiiei i ciiinenaen a0 | IFyes, please describe what happened: -

Do you haveearaches orneck palns? . ... oottt i e, ]

Does dental treatment make YOU NEIVIUS? . . ... o. v e s et eeresesensesreesenss 1 | Areyouunhappy with your smile?. ..., N 0

- renced Fthese sl lated breathing disord 0 If yes, why? Ptease mark all that apply:

Have you ever experienced any of these sleep-related breathing disorders? ... [] The color of your testh [J The shape of your teeth [ The position of your teath
[0 Meuth breathing [ Snorlng 0 Trouble breathing during sleep EI Other. Please d o5 mbe

- MEDICATIONS & OTHER PRODUCTSI SUBSTANCES -

Please use an X" to mark your answers to the following questlons

Are you taking any blood thinners {such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopldegral (Mlavix®), heparin oraspirin)? .. ....o.vvins Oooao
If yes, what medication are you taking? -
Are you taking any medicatlon to tréat osteoporosis or Paget's discase? .......... i R 0OoOoaQg

Some commonly-prescribed drugs Include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclastﬁ’) and denosumab (Prolia®),
If yes, what medication are you taking? :

Are you taking, or schaduled to take, an IV medication to treat bone pain, hypercalcemla or skeletal compllcations resulting from Pagat’s disease,
‘muttiple myeloma or MEtastalic CAMCAI? . .. .. ...ttt ae e e s sm e se et s e a s e e e et e e r e e e e e g oo
Sarne commonly-prescribed drugs include denosumab (Xgava®), pamidrenate (Aredia®) or zolendronate {Zometa®), :

If yes, what medication are you taking? . : How many years have you been taking it? i
Are you taking hormonal replacements?. . . .................. T e e P e Oooaod
Do you use any form of to_bacéo or nicotine products (cigarettes, tigars, snuff, chew, bidis)? ...... e e e e . Oonoo.
Do you use vaping products?. , .. ....... P D SO Doa

How many alcoholic beverages do you have per week?

Do you use controlled substances (drugs}, including marijuana, for elther medicinal or recreational FEASONS? . . . ...« o\t s e e e e e r e s, Oorl
if yes, what substances? If yes, how oftenIs your use? O Daily [ Several times per week [OWeekly [J Occasfonally
Wes the substance prescribed by a doctor? OYes [INo  If yes; for what reason(s)?

Do you take any ather prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . ... .....oovnereeenrree s in ey OoOoag
I yes, please list them here and include information about how much and how often you use each one.

WWOMEN ONLY: Are you: )

| ki it EB o) BIS7 T T T T T T et IR ooo
Pregnant? Ifyes, number of Weeks: | i e e e e aooan
Mursing? If yes, numberofweeks: _______ ... S e e e et [
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ALLERGIES Please use an “X* to mark your answers to the following questions. _ _ TR
Are you allergic to or have you had an allergic reaction to: Yes No ? . . ' Yes No ?

ASPIFIN e e P OO O  Sulfadrugs such as silfamethoxazole-Erimethoprim (Septra, Bactrim),

Barbiturates, sedatives or sleeping pills................ooei, s O 0 0O erythromycin-sulfisoxazole, sulfasala-zine {Azulfidine), erythromycin-

Codeine or oEher RArcotics ..o v vri it i iia v ana s ne s O 0O 0O sulfisoxazole (Eryzoie, Pediazole) glyburide (Diabeta, Glynase PresTabs),

Hay fever/seasonal allergies...............ooniuiinni e O O O dapsone, sumatriptan (imitrex), celecoxib {Celebrex), hydrochlorothlazude

{odine......... N Ooo (Micr02|de)andfurosemlde(LaSJX)............................._..'..'.';...EI (RN

Latex {rubBer) ....vviiieinniiiri e B B Y OO U OSSR O U ST SPROTOCRUUPN .00 0
| Local anesthetiCs: . cvvsvrun e rcirst e iaia e e [ | L - : ‘ L

VAEEEIS e e veve s eeeeeseneesseenresseeseesseres et e s oo Please describe any “Yes” answers and include information about your egperience.

Penicillin or other antbIOTCS. .. ...\ ey eine e vinaeiarseeeinnnres ooo .

MEDICAL & SURGICAL HISTORY ' : et R R RBEA),

Daf:e of last physical exam: { I What is your.nqrmal blood pressure (systolic, diastolic}?

Doctor’s Name: Phane: ' '

.| Please use an “X” to mark your answers to the following questions. Yes No 7
Areyouingoodphysicaihea]th?...............;...; ........................................ e e TP T T PO ooo
Are you currently being seen or treated by a physician? ..., et rererere e, e ey e, P Oonod
Has a physiclan or previous dentist recommended that you take antiblotics biefore having dental work done? .. ............. e Lo 00
Have you had a serious illness, operatlon or been hospita!lzed inthe. past 5 years?. Verrirarans veree e . [T FRTTY iy

-| Have you had any type (sither total or partlal) of jont replacement surgery (such as for a hip, knee, shou[der, elbow, finger, etc)? ........0.0u veree i e 00

"Have you had a heart valve replacement or Beart SOFgery?........cviii it i e cranane e e venes A R s
Have yéu had an ergan or bone marrow/stem cell transplant? . ................. F O P onoo
Have you traveled internationally within the last 30 days. .....c.o0.oenis, ST A O o

('}

'Have you had a fever (100.4°F or above) inthelast 72 hours?. . ......iviiic i R - o
If you answered yes to any of the above, please explain: .

MEDICAL HISTORY. SPECIFIC ‘Plaase use an *X” to mark your answers to the followlng quéstlions.:

" Do yeu have, or have you been dingnosed with,.any of the following condltions? _ : . .
Yes No ? YesNo 7 YesNo ?

Heart (Cardlac) Health . Cancer,................. trenvereneneid [0 Dlgestive Health
Pacemaker/implarited defibrillator........... onon Type: Gastrointestinal disease . ,.....vevireranns oono
Artificial {prosthetic) heartvalve ............00 0 0 Date of diagnosis: ‘ G.E. reflux/persistent heartburn (GERD)...... oo
Previous infective endocarditls .. ............ onoao Chematherapy: Stomach UICers. . .ovooviiiniiiisisisiaiinns 0 o |
Congenital heart disease (CHD) ............. O0on Radiation treatment: . E g :
) ye (Vision) Health

Unrepaired, cyanotic CHD............ e O B O pgioed (Circulatory) Health GlRUCOMA. vv v v varvnerreirirerrnans S ooo

Repaired (completely) In fast 6 menths ,... (1 [ [ ANBIUE + o oo s oo OO0

Repalred CHD with residual defects .. ... O 2 0 Bioad transfusion ' 00 o Other
ArteTIosCIRrOSIS. .ot i air e acr e ooo \Fyes, date: " Arthﬂ?‘s"_'1""""""""""""";""D a4
Coronary artery disease ..oovvvvrviriinrines OO0 g bl ' ) Oooo Chronic pain . .......eoveee e Praenrreaes Bad
Congestive heart failure....,,...... P o o | an[.:°p| abld """"""""""" oo o Diabetes (type Jorll) ...oovvuvonnninininn, ooq
- Darnaged BEart VaIves ................oo. oo 9noriowblood pressire, .o.ververeiee Eating diSOrder ... vvvervsiereeiirrniaees ooao
T = M Braln(Neurolnglcal)lMental I-[ea!th Frequent Infections . ..............0e. PP i I i |
Heart murmur/riythm disorder .............0 O O A0 ooa Type of Infection: : _
Rheurvatic heart disegse. . .. ...oo. ... LO DO @ Depression ... eees 0 D Hepatitis; jaundice or fiver dissase ........0.. ooaa
SEFOKE. - v v s e e OO0 FPlePsY coereniii s 000 tmmunedeficiency.......ocovvvvmernniienn. Oaa
' Mental health disorders .......co0vvieennns OO0 Kidneyproblems.......oovvvviiiniiinnna ooa
Breathing (Respiratory) Health Neurcloglcal disorders. ... .. e OO0 Manutrition .cooeveesiioiineeviiesnnnes ooo
ASthm? ,(COPD) """ Premmreeseeere preves b od Post~traumatic stress disorder-....... viee B B Es Osteoporosis............................;.EI 0a
Bronehitls,........ocoovvininan ATAREER 0 O O faumatic brain injury or concussion.. ... ... O O 0O Rheumateid arthritis .......... st ..0oao
gmg:xtffme ----------------- e g E g Autoimmune Disease Sexually transmitted Irfection (STI). ....... .. 0o
Moo D G ADSorHV Infecton ... 0gn  Thrdpebams. s s 0 O

.  LUPUS e i e 0o

Da you have any disease, condition, or problem that’s not listed here? I so, please explain.

'MEDICAL SYMPTOMS/GENERAL . Please ise an “X" to mark yoir answers to the foliowing quiestions. .~

In the past 30 days; have you: Yes No ? Yes No 7 ' Yes No ?
had pain or tightness in the chest?........... 0 0O O | found it hard to.catch your breath? .......... 0 O O | experienced vomiting, diarrhea, chills,:

coughed up blood or had a cough that had a high fever {greater than 101.5°F} for ‘ night sweats or bleeding?....................1 O O
lasted longer than 3 weeks? ,............... O LI L1 [ nOTeason?....v.viiieeiiieiiasisonioninan O O O | had migraines or severe héadaches? ......... oono
been exposed to anyone with tuberculosis?... T [ [I | noticed a change in your vision?............. Oooaog

had a rapid or irregular heart beat? .......... O O O | fainted fornoreason?............ooveuunnns Oooao

NOTE: It's 1mpurtant for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questlons completely, accurately and to the biest of my ability.

Signature of Patient/Legal Guardian: ) . . Date:
:FOR COMPLETION BY. DENTIST',?-.-'F; . ' i : i n N

Comments:

Office Use Only: [ Medical Alert [ Premedication O Allergies [ Anesthesia
Reviewed by: Date:

© 2021 American Dental Association’
Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.
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39755 Murrieta Hot Springs Rd D-110
MURRIETA, CA 92563
951-698-6220

HIPPA Privacy Authorization Form

1. ¥ authorize the dentist to release any information including the diagnosis and
records of treatment or examination for myself and my dependent(s) to third party
insurance carriers, payers, and/or healthcare practitioners. I authorize the payment
from my insurance carrier to submit payment to the dentist or dental practice to be
applied du‘ecﬂy to any outstandmg balance on my account.

2. By signing this agreement, you give consent to the doctor’ s or designated staff to use
and disclose any oral, written or electronic health records that are individually
identifiable as the patient’s for the purpese Gf carrying out treatment, payment and
health care operations.

3. T acknowledge that I have reviewed the CDA Notice of Privacy Practices and can get
A COPY uUpon request.

4. I grant my permission to you or your assignee, to telephone me to discuss this
statement, my account, appeintments or my treatment. I also give permission to
discuss these items with the person(s) listed below.

Name: Relationship te Patient:
Name: Relationship to Patient:
Name: Relationship to Patient: .

I have read the above conditions of treatment and payment and agree te their content,
Signature of patient, parent or guardian. (responsible party):

- Patients Name: Patient/Guardian’s Sisnature:

Relationship to Patient Date




| Imumﬁce/ Referral Enfmmaﬁ@n

Employer Name:

Main Subseriber Name:_____ ____ Date Of Birth:

Insurance Carrier Name:

Subscriber ID or Social Security:

Who Referred You Te OQur Office?




