ADA American Dental Association®

America’s leading advocate for oral health

Today’s Date:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name: First Name: Middle Name:

Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name:
If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

Relationship:

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OYes OONo

If 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?

Please mark an “X” in the box ONLY if this applies to you.

Isit hard to openyour mouth? ... ... .. . |
Does it hurt to chew, bite or swallow? ....... ... .. ... ... ... ... |
Do your gums bleed when you brush or floss your teeth? ......................... |
Have you ever had periodontal (qum) treatments like scaling and root planing? ........ g
Do you have, or have you ever had, any sores or growths in your mouth? ........... g
Do you clench or grind your teeth? ........... ... .. |
Does your jaw click, pop or hurt?. ... |
Do you have earaches or neck pains? ........ ... |
Does dental treatment make you nervous? ... |
Have you ever experienced any of these sleep-related breathing disorders? ......... g

[J Mouth breathing [J Snoring [J Trouble breathing during sleep

Have you ever had a serious injury to your head or mouth? ........................ O
If yes, please describe what happened and when it happened:

If yes, please describe what happened:

Have you ever had a reaction to, or problem with, dental anesthesia? ............... O
If yes, please describe what happened:

If yes, why? Please mark all that apply:
[ The color of your teeth [ The shape of your teeth [J The position of your teeth
[ Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? .. ........... O 00O
If yes, what medication are you taking?
Are you taking any medication to treat osteoporosis or Paget’s disease? . . .. .. ... [
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,
multiple myeloma or metastatic CaNCEI? . . . . . o Ooood
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you taking hormonal replacements?. . . . .. ... OooOood
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? .. .. .. ... . Ooood
Doyou use vaping ProdUCts? . . . . .. .. Oo0odg
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? ... .......... ... .. . ... OooOood
If yes, what substances? If yes, how often is your use? [ Daily [ Several times per week [JWeekly [ Occasionally
Was the substance prescribed by a doctor? [1Yes [ No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . ... ... ... ... .. ... ... ... ... .. ... .. .. OooOood
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
Taking birth control Pills? .. .. OooOood
Pregnant? If yes, nUmber of Weeks: e OO0 0O
Nursing? If yes, number of Weeks: OO0 0O
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ALLERGIES Please use an “X” to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
Ao [0 O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleeping pills........... ... .. ... o 0O O O  erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other narcotics . ... OO O O  sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies . ................. i, 0 O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
lodine . ..o O O O (Microzide) and furosemide (Lasix). . ..., O 0O 0O
Latex (rubber) ... 0O 00O Other . o 000
Localanesthetics. ......... ... ... ... ooad | ) o i clude inf ) i
Metals ..o ooog Plesse describe any “Yes” answers and include information about your experience.
Penicillin or other antibiotics. .. ... i Ooo0oo
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an “X” to mark your answers to the following questions. Yes No ?
Are you in good physical Mealth? ... o Oooog
Are you currently being seen or treated by @ PhysSiCIan? . ... . Oooog
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? ... .. . . Oooog
oo
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc.)? ......... ... ... ... ... ... .. Oooog
Have you had a heart valve replacement or heart SUNGerY? . . ... . Oooog
Have you had an organ or bone marrow/stem cell transplant? ... ... Oooog
Have you traveled internationally within the [ast 30 days. ... ... Oooog
Have you had a fever (100.4°F or above) in the [ast 72 hoUrS? ... . O 0o
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health Cancer. ............. . 0O 00O Digestive Health
Pacemaker/implanted defibrillator ........... Ooo0oo Type: Gastrointestinal disease .................... oood
Artificial (prosthetic) heartvalve ............ 0O 00O Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . .. .. O 00O
Previous infective endocarditis .............. Ooo0oo Chemotherapy: Stomachulcers................. oL oood
Congenita_l heart diseqse (CHD) ............. 0O 00O Radiation treatment: Eye (Vision) Health
U”rePa'red' cyanotic CHD................ OO0 Blood (Circulatory) Health GlaUCOMa. . o oo Oooag
Repa!red (complgtely) in lastémonths ... 00 OO O anemia. OO0 Other
Repaired CHD with residual defects ... O O O Biood transfusion. .. ......ooovevereronon OO0 Arthritis 000
Arteriosclerosis. . ... OO . I
. If yes, date: Chronic pain 000
Coronary artery disease OO " _ PAIN ©
d X Hemoph|||a ................................ O oOo Diabetes (type | or Il) OO0
Congestive heart failure O O High or low blood pressure. ................. Ooao Jees IPETOTT e
Damaged heart valves ..................... 00 i . Eating d|s‘order‘ ............................ oood
Heart attack 00 Brain (Neurological)/Mental Health Frequent infections ........................ O 00O
Heart murmur/rhythm disorder ... .......... O0Oo An><|ety.. .................................. Ooo0oo Typ.e‘ of mfecpon: : :
Rheumatic heart disease. . . ... ... .. O OO Depression...........o Ooo0oo Hepatitis, jaundice or liver disease ........... oood
Stroke. . o OO EPilepsy....ooooo Ooo0oo Immune deficiency................ ..o oood
i . Mental health disorders .................... ooad Kidney problems........................... ooad
Breathing (Respiratory) Health Neurological disorders...................... O O 0O Malnutrition ... 000
Asthme_} (COPD) U O post-traumatic stress disorder .............. O oOo OStEOPOrOSIS. .\ vt ee e OO
Eron':hltls """""""""" g g Traumatic brain injury or concussion. ......... O O O  Rheumatoid arthritis ....................... 000
mphysema................. : ; ;
SinEs )t/rouble 0o Autoimmune Disease Sexua.lly transmitted infection (STI).......... O 00O
S AIDS or HIV Infecti OO0 Thyroid problems .. .............. ... ... OO
Tuberculosis. . .. ... OO or AFECHON ..o
LUPUS © oo O oOo
Do you have any disease, condition, or problem that’s not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... 0O O O | foundit 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?................... ooo
lasted longer than 3 weeks? ................ OO O | noreason?. ... ..o, OO O O | had migraines or severe headaches? ......... oood
been exposed to anyone with tuberculosis?... [0 [0 [J | noticed a change inyour vision?............. oood
had a rapid or irregular heart beat? .......... 0O O O | faintedfornoreason?...................... Oooao

NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
I have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert [J Premedication [J Allergies [J Anesthesia
Reviewed by: Date:
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Zenon Farian, D.D.S., Inc.
One Time Authorization Form

Patient Name

MEDICAL CONSENT: I require evaluation and/or treatment by a dentist and hereby consent to
and ask for such care. This includes routine diagnostic work, and dental treatment that my dentist
considers necessary. I acknowledge that no guarantees have been made to me regarding the
outcome of examinations or treatment. I am aware of the potential risk of COVID-19 as soon as
I enter the office and consent to dental treatment by Dr. Farian and his/her team. I understand
that I will not be involved in any research or experimental procedure without my knowledge or
consent.

ASSUMPTION OF RESPONSIBILITY: I agree that in consideration of services to be
rendered, I obligate myself, assume financial responsibility and agree to pay upon demand to
Zenon Farian, D.D.S., Inc., all charges for such services and incidentals incurred. Even though
my insurance may be filed, I understand that all copays and deductibles are due at the time of
service and any bills are payable upon receipt. I also understand that I and not the insurance
company, am responsible for the payment of all services. In the event that an outside source for
collection of fees becomes necessary, I will be responsible for all collection fees incurred, as
well as interest and late fees. If cancellation of an appointment is required, I agree to a 48-hour
notice, or a short notice cancellation fee may be assessed.

PERMISSION FOR DISCLOSURE: [ give my permission to disclose my protected health
information to the following people:

Name Relationship

ASSIGNMENT OF INSURANCE: I hereby assign direct payment of any dental insurance
benefits, or injury benefits payable because of liability of a third party or organization, to Zenon
Farian, D.D.S., Inc., for the above said patient until account is paid in full.

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE: I acknowledge

receiving today a copy of Zenon Farian, D.D.S., Inc.’s notice of privacy policies. I consent to the
use of protected health information as described in the notice for treatment, payment, or health
care operations. I have read and understand my HIPPA rights.

Signature of Patient or Patient’s Representative Date



NOTICE OF PRIVACY PRACTICES

Protecting Your
Confidential Health Information
1s Important to Us

Notice of Privacy Practices

This notice describes how health information about
you may be used and disclosed and how you can Fet

access to this information. Please review it carefully.

Our Promise!

Dear Patient:

This is not meant to alarm you! Quite the opposite!

It is our desire to communicate to you that we are taking
the new Federal (HIPAA - Health Insurance Portability
and Accountability Act) laws written to protect the
confidentiality of your health information seriously.

We do not ever want you to delay treatment because
you are afraid your personal health history might

be unnecessarily made available to others outside

of our office.

So what has changed?
Why a privacy policy now?
Very good questions!

The most significant variable that has motivated

the Federal government to legally enforce the importance

of the privacy of health information is the rapid evolution
of computer technology and its use in healthcare.

The government has appropriately sought to standardize

and protect the privacy of the electronic exchange of your
health information. This has challenged us to review not
only how your health information is used within our
computers but also with the Internet, phone, faxes, copy
machines, and charts. We believe this has been an important
exercise for us because it has disciplined us to put in writing
the policies and procedures we use to ensure the protection
of your health information everywhere it is used.

We want you to know about these policies and procedures
which we developed to make sure your health information
will not be shared with anyone who does not require it.

Our office is subject to State and Federal law 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 your treatment, obtaining

payment and conducting health care operations. Your health

information will not be used for other purposes unless

we have asked for and been voluntarily given

your written permission.

How your HEALTH
INFORMATION may be used

To Provide Treatment

We will use your HEALTH INFORMATION within our office
to provide you with the best dental care possible. 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 dentists, clinical and dental laboratories,
pharmacies or other health care personnel providing

you treatment.

To Obtain Payment

We may include your health information with an invoice

used to collect payment for treatment you receive in our

office. We may do this with 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.

To Conduct Health Care Operations

Your health information may be used during performance
evaluations of our staff. Some of our best teaching
opportunities use clinical situations experienced by patients
recelving care at our office. As a result, health information
may be included in training programs for students, interns,
associates, and business and clinical employees. It is also
possible that health information will be disclosed during
audits by insurance companies or government appointed
agencies as part of their quality assurance and compliance
reviews. Your health information may be reviewed during
the routine processes of certification, licensing

or credentialing activities.

In Patient Reminders

Because we believe regular care is very important to your
oral and general health, we will remind you of a scheduled
appointment or that it is time for you to contact us and make
an appointment. Additionally, we may contact you to follow
up on your care and inform you of treatment options

or services that may be of interest to you or your family.

These communications are an important part of our
philosophy of partnering with our patients to be sure

they receive the best preventive and restorative care modern
dentistry can provide. They may include postcards, folding
postcards, letters, telephone reminders or electronic reminders
such as email (unless you tell us that you do not want

to receive these reminders).



Protecting Your Confidential Health Information is Important to Us

Abuse or Neglect

We will notify government authorities if we believe

a patient 1s the victim of abuse, neglect or domestic violence.
We will make this disclosure only when we are compelled
by our ethical judgment, when we believe we are specifically

required or authorized by law or with the patient's agreement.

Public Health and National Security

We may be required to disclose to Federal officials

or military authorities health information necessary to complete
an investigation related to public health or national security.
Health information could be important when the government
believes that the public safety could benefit when

the information could lead to the control or prevention

of an epidemic or the understanding of new side effects

of a drug treatment or medical device.

For Law Enforcement

As permitted or required by State or Federal law, we may
disclose your health information to a law enforcement official
for certain law enforcement purposes, including, under certain
limited circumstances, if you are a victim of a crime

or in order to report a crime.

Family, Friends and Caregivers

We may share your health information with those you tell

us will be helping you with your home hygiene, treatment,
medications, or payment. We will be sure to ask your
permission first. In the case of an emergency, where you

are unable to tell us what you want we will use our very best
judgment when sharing your health information only when

it will be important to those participating

in providing your care.

Authorization to Use or Disclose
Health Information

Other than is stated above or where Federal, State or Local law
requires us, we will not disclose your health information other
than with your written authorization. You may revoke that
authorization in writing at any time.

Patient Acknowledgment

Patient Name(s):

-

“Thank you w:ry much for taking tlme to review how we are Eamfﬁ]ly using

your health information. If you have any questions we want to hear from
you. If not, we would appreciate very much your acknowledging your

receipt of our policy by signing and tetr.unmg this ﬂard WE*lnnk fﬂnuarﬂ to

seeing you agﬂm;snun‘

Patient Signawre

Patient Rights

This new law is careful to describe that you have the following
rights related to your health information.

Restrictions

You have the right to request restrictions on certain uses and disclosures
of your health information. Our office will make every effort to honor
reasonable restriction preferences from our patients.

Confidential Communications

You have the right to request that we communicate with you

In a certain way. You may request that we only communicate your
health information privately with no other family members present
or through mailed communications that are sealed. We will make
every effort to honor your reasonable requests

for confidential communications.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health
information, including your complete chart, x-rays and billing
records. If you would like a copy of your health information,
please let us know. We may need to charge you a reasonable fee

to duplicate and assemble your copy.

Amend Your Health Information

You have the right to ask us to update or modify your records

if you believe your health information records are incorrect

or incomplete. We will be happy to accommodate you as long
as our office maintains this information. In order to standardize
our process, please provide us with your request in writing

and describe your reason for the change.

Your request may be denied if the health information record
in question was not created by our office, is not part of our records
or if the records containing your health information are determined

to be accurate and complete.

Documentation of Health Information

You have the right to ask us for a description of how and where

your health information was used by our office for any reason other
than for treatment, payment or health operations. Our documentation
procedures will enable us to provide information on health information
usage from April 14, 2003 and forward. Please let us know in writing
the time period for which you are interested. Thank you for limiting
your request to no more than six years at a time. We may need

to charge you a reasonable fee for your request.

Request a Paper Copy of this Notice
You have the right to obtain a copy of this Notice of Privacy

Practices directly from our office at any time. Stop by or give
us a call and we will mail or email a copy to you,

We are required by law to maintain the privacy of your health
information and to provide to you and your representative this Notice
of our Privacy Practices. We are required to practice the policies

and procedures described in this notice but we do reserve the right

to change the terms of our Notice. If we change our privacy practices
we will be sure all of our patients receive a copy of the revised Notice.

You have the right to express complaints to us or to the Secretary

of Health and Human Services if you believe your privacy rights
have been compromised. We encourage you to express any concerns
you may have regarding the privacy of vour information. Please

let us know of your concerns or complaints in writing,



