ADA American Dental Association® Fadais Dol

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: Relationship:

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.

DENTAL HISTORY & SYMPTOMS
What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort?  [JYes [ONo 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.

Is it hard to open your mouth? ... . .. .0 | Have you ever had a serious injury to your head ormouth? . .................. RERIENSY i3
Does it hurt to chew, bite or swallow? . .. . ... 3 | If yes, please describe what happened and when it happened:
Do your gums bleed when you brush or floss yourteeth? .........................0O
, , , _ Have you ever had problems with dental treatment inthe past?. ... ... ... .. . .. .. [
.
Have you ever had periodontal (gum) treatments like scaling and root planing?........ O If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ... ........ [
Do you clench or grind your teeth? .................... ... O | Have you ever had a reaction to, or problem with, dental anesthesia? ... ... . .. R %
Does VoURjAWIERek, BOR OF BUFEY . assw s s e e R e e O | If yes, please describe what happened:
Do you have earaches or neck pains? .. . .. ]
Does dental treatment make you nervous? . .. . ... .. = Ere you ;nhapipy T T e TR O
| _ _ yes, why? Please mark all that apply:
Have you ever experienced any of these sleep-related breathing disorders? ......... O i
0 Mouth breathing [ Snoring [ Trouble breathing during sleep [J The color of your tegth [J The shape of your teeth [J The position of your teeth
[0 Other. Please describe:
MEDICATIONS & OTHER PRODUCTS/SUBSTANCES F
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®), heparinoraspirin)? .. ...........0 O O
If yes, what medication are you taking?
Are you taking any medication to treat 0steoporosis or Paget's diSEase? .. .. ... ... ... ... U U Ll

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 metastaticcancer? .. .. ....... ... ... ... . .. e i i e I T N 0t | e S NI PR W = B 1 0 1
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?
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How many alcoholic beverages do you have per week?

Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? . ... .. . sEtemmpenmas Snederaees de ) SR N
If yes, what substances? If yes, how oftenis youruse? [ Daily [JSeveral times per week [J Weekly [] Occasionally
Was the substance prescribed by a doctor? [ Yes [INo If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . . . .. .. ... ... ... ... ... . ... ... ... I
If yes, please list them here and include information about how much and how often you use each one.
Doyouuse GLP-1 Glucagon-Like Peptide-1 medication? . . ............. ... ... . ... ... ... .. . . . .. . . . . . ... A
WOMEN ONLY: Are you:
AAKING DANERS Comrl ST . i o e s e e &t o e A Y T s o o O 0O O
Pregnant? If yes, number of weeks: B b e 0 m 0 R R R R A g 0 O O
Nursing? If yes, number of weeks: e i o0 0 L S ST i gy i ab e i e g e o O 00
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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 ?
PRI i fo gt el et o T s S, i e e o M [J 0O [0  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleepingpills. ............ ..., O O O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other NnarCotics . .. .. ..ottt it e e OO O 0O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies. .. ...... ... ... i, [J OO [0 dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
DR s s A0 T S R M TR R AT A 0 R AR 1 03 0O (Microzide)snd furosemide (Lagix). ........ohviiiimivanivn s ) B
Latex (nubber) . fealtianmdans e b A i T e U P F B i O CF B0
LG A ANES PRI 2o mrec e vam s e B s ace s TR s 3 B2 o —— - PR Hesa L
fREals ive s nrhite sl s e sl pa i e i e o ease describe any Yes answers and include information about your experience.
Penicillin or other antibiotics. ...........................................00 O O
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 ?
ANEyenkin okt DhvEie B HERIEIP «mcnr s s e i i s aiane s, Sompraas iR o T S s o he st sy e de D e sreaen L e BT B
AlS YL CERTRNEIY DEVIR SEBMHOr COaRRad Bl & B SIC IR P 0 e L s e S S R S e FEE O 0 0
Has a physician or previous dentist recommended that you take antibiotics before having dentalworkdone? ...................................................0 O O
Have you had a serious iliness, operation or been hospitalized in the Past 5 years? . .. ... . e e e e e e e
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc.)? ............................... 3 2 53
Have you had a heart valve replacement or Reart SUNG eIy ? . .. .. . e e e e e e ] O 0O
Have you had an organ or bone marrow/stem cell transplant? . .. ... ... .. i e e e B R T R i LB
R LR A N I T O IS T B OB 5 tois bt ibmcie b e R AR TS B e R e v sl AL i M e b e s el L] O O
Have you had a fever (100.4°F or above) inthe last 72 hours? . .. ... ... i e, bl B e i T b A R R A o L 0 6
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 GRSl 0 O 0O  Digestive Health
Pacemaker/implanted defibrillator . ... ....... 5 Type: Gastrointestinal disease .................... L1 3 [
Artificial (prosthetic) heartvalve ............ O O O Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . .. .. 3 0 L
Previous infective endocarditis..............0 O O Chemotherapy: Stomachulcers............................00 O O
Cnngenitall hsart diseqse {SHD} RISy T 8 5 S R Radiation treatment: _ Eye (Vision) Health
Unrepaired, cyanotic C, D................0 OO O pglood (Circulatory) Health GIRLCRIME . oonk® wireae SMEs i, 2ol 2o o [
Repaired (completely) inlast6 months . ... O O O -
| , , VT | R R A e ety (53 M| (71 R B Oth
Repaired CHD with residual defects . .. . .. O - i
: : Blood transfusion................... ......0 O Q4 Arthriti Sl
Arteriosclerosis. . ............ I— o Y If yes, date: U s e e A o S el = S e
Coronary artery disease....................0 O O iy Chronicpain ..............................0 O O
, : Hemophilia. ............. ... ... . ......... 3 L) Diab tarl
CGHQESIWE hEEIrt fE!|U!"E .................... D EJ [:] ngh or I'DW biﬂﬂd DI'EESLII"E D D D Iaq EtES (t}"pE or R O R WA e K D D D
Damaged heart valves . ................... TI-Elir] s e e S e e Eatingdisorder .................... ... ... .. o P 1 [
Heart attack . ... .. ... ... .. 0 0 g  Brain (Neurological)/Mental Health FERCUBINE IWREYIONE .ues v onian i il 0 O o
Heart murmur/rhythm disorder ... .......... OO0 Amwety.........ooo 6 e B Type of infection:
Rheumatic heart disease. . .. . ... ... .. BRI e L T T T RNRSS RS 1 s Hepatitis, jaundice or liver disease ........... (4 LY g
Stroke. .. ... .. OO0 Epilepsy................ e W 5 0 Y g T e - R S S O 00O
_ Mental health disorders . ................... O 0O 0O Kidneyproblems. ......................... L 0O O
:re:thmgég;spiratury) Health Neurological disorders...................... O O O  Malnutrition . Bl Suiesitis s L0 0 0
Ef’t ”:Ia{ Yoo g 0o Post-traumatic stress disorder ... ........... 5 1 i CISTRODOIDEE -5 o o i A in R e [
FonciitIS. . ................ O O Traumatic brain injury or concussion. .. .......0 O O Rheumatacigarthniis .. ........ ..o aeel 41 O
Emphysema...............................0 O O S I bk infacti ST]

O e e S 0 O O Autoimmune Disease exually transmitted infection (STI)......... B B e i
S L Gl s e 00O ADSorHIVInfection ...................... DO@Q Thyoidproblems..............cooeeeien 000
T e o P AR O 1 Ly B

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?. ... ... .. . . O O 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?. .. ............ ... 2 P i e
lasted longer than 3 weeks? ................ 0 0O 0O |noreason?................................0 0O O | had migraines or severe headaches? ... ... .[J [ [
been exposed to anyone with tuberculosis?. .. (O (O [J | noticed achange inyourvision?............. [0 O O | Overthe past two weeks, have you felt

had a rapid or irreqular heart beat? .......... O O O | faintedfornoreason?.............. ALk S O O O | connected tothe worldaroundyou?.........00 O ([
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: [J Medical Alert [J Premedication O Allergies  [J Anesthesia

Reviewed by: Date:
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Capital City Dental: Consent for Services

It will be helpful for you to know how the business aspects of our oftice are handled. To help you receive the best care, we ask that you spend
a few minutes learning about our oftice policies. Our oftice is opened to ages 3 and up for the practice of General Dentistry. When necessary, vou will b
referred to a specialist who will bill you directly. Our business and clinical hours are 8:00 am to 5:00 pm Tue - Thur. and Fniday 8am to 3pm. For your
convenience, we have Voice Mail to take your messages it we are unable to take your call.

ALL APPOINTMENTS ARE REQUIRED TO BE CONFIRMED. As a courtesy, we attempt to contact you via electronic sms and/or e-mail fo
confirmation of the scheduled appointments. However, should you not confirm your appointment by 2pm the day prior to your appointment th
appointment will be vacated. If you cancel an appointment without a minimum of 24-hour notice, or you don’t show for an“appointment, a
minimum fee of $50 will be accessed to your account. Three (3) such occurrences may result in your termination as a patient.

Late arrivals for a scheduled appointment are not always able to be seen by the provider due to courtesy to our other patients. A late arrival fec
of $50 or a portion of the treatment fee may be assessed. Repeated late arrivals may result in your termination as a patient.

Initial

Patients with dental insurance (all patients with dental insurance, please read thoroughly):

11 Please understand that all dental services furnished are charged directly to the patient and he/she is personally responsible for payment ot all
dental services. Insurance is billed as a courtesy 10 all our patients. Every attempt is made to determme the exact amount that your insurance
will cover for any procedure however, the final responsibility tor payment rests with the patient. However, tlus dental oftice cannot render
services on the assumption that our charges will be paid by an insurance company. Your estimated portion is always due at the time that
treatment is rendered. I understand that the fees and estimate listed for dental care can only be valid for a period of three months trom the
date treatinent was diagnosed.

2) Please understand that our number one concern is to treat you with the most advanced materials and services available to unprove the outconi
and longevity of a healthy smile. Dr. Horgan has set a standard of care used in our office through his years of education and expenences. Our
standards and material choices will not be dictated by an insurance company. [Every dental insurance company operates chfferently and
soine have exceptions and exclusions for materials or procedwres. If materials or services are rendered that are beyond what an msurance
company provides for, you as the patient will be held financially liable for such services. [t 1s the Iusp{}nmbmty of the patient to understand
what their particular insurance plan coverage contams. We will happily provide insurance and patient portion estumates for all procedures
advised if asked for. However, please understand these are estimates only and it is the patient’s responsibility to accurately obtain plan
coverage from their personal insurance plan. We do not have the time or resources to be responsible to know exactly what each and ever
insurance plan will cover in each instance. This responsibility belongs to you the patient and your insurance provider. If you are
concerned please ask that all work be pre-authorized through your insurance company fo give you a better estimate 1f needec.

3) [ assign directly to Capital City Dental, Dr. Horgan, all insurance benefits, if any, otherwise payable to me for services rendered.

[ understand that [ am financially 1&9;){}11511:)1& for all changes whether or not paid by insurance. [ authorize the use of my signature on all
Insurance submissions.

Pavment in full is expected at the time of the service. For crowns, dentures, partials, and prosthesis, your portion, not including estimated msurance
payment, 1s due in full at the time umpressions are taken. Patient portions 60 days past due will be charged a finance fee of 18% per annum. In casc
ol unpaid balances, collection agencies and small claims courts are used. Additional fees up to 45% and /or court cost are added to the account balance
This 1s easily avoided by communicating with the office if there 1s a problem.

To facilitate payment we accept Visa, Master Card, American Express and Cash. On approved credit, you may make tinancial arrangements through
Care Credit. Applications are available at the front desk. Financial arrangement other than those stated above must be made prior to the appoimtment.
Any patient balance over 60 days will be charged a monthly interest rate of 18% per annumn. The policies are no retlection on your personal credit and
we do appreciate your understanding and cooperation. Patient credit balances reinaining on their account will if witlun | year be returned or over | vear

will be exchanged for future dental treatinent. If a credit card was used to obtain the credit balance a charge ot 10% will be assessed on the credit balanc
prior to patient refund.

I have received or read a copy of thus office’s Notice of Privacy Practices. 1 also grant permission tor Capital City Dental to discuss my dental treatmen
or other aspects of my dental care with

In consideration for the professional service rendered to me by the Dentist, or at my request, [ agree to pay the value of said services to the Dentist, or tF

assignee, at the time the services are rendered. 1 further agree that the reasonable value of services shall be billed unless objected to. by me in writing.
within the tune for payment thereof.

[ turther agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver term or condition and I turther agree to pay
costs and reasonable tees if suit were instituted hereafter.

[ grant my penmnission Lo vou or vour assignee, (o text, telephone and/or e-mail me regarding dental related matters.

I have read the above conditions of treatinent and agree to their content.

Date: Relationshup to Patient:

Signature of patient, parent or guardian
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