Patient Screening Form

Patient Name:
PRE-APPOINTMENT IN-OFFICE
Date: Date:
Do youfthey have fever or have youfthey feit hot or feverish recently
N Yes [[] No
(14-21 days)? Llves L1No Llves O
Are youfthey having shoriness of breath or other difficulties breathing? OYes I No OYes OO Ne
Do yourthey have a cough? ElYes [ No Oyes I No
Any f?ther flu-like symptorns, such as gastrointestinal upsef, headache CiYes [ No [Tves [ No
or fatigue?
Have youfthey experienced recent loss of tzste or smell? CYes [1No [TYes 1 No
Are youithey in contact with any confirmed COVID-12 posifive
patients?Patients who are waifl but who have a sick family member at [T¥es [1No [MYes [ No
fiorme with COVID-19 should consider postponing elective fraatment.
Is your/their age over 607 [Jves []No [TYes [ No
D_o you/they have hegrt disease, lung disease, kidney diseage, [TYes [ No [T¥es I No
diabetes or any auto-immune disorders?
ves [ No Elves LI No

Have youfthey raveled in the past 14 days?

Positive responses to any of these would hkely indicate a deeper discussion with the dentist before

proceeding with elective dental treatment.

» For testing, see the list of State and Territorial Health Department Websites for your specific arsa’s information.




'ADA American Dental Association®
. Ameticas leading advacaterfor oral health .- .

i{ Emak Today's Date:

LN

A required By low, o Vléfﬁcé'éi:fﬁ'e%é's ’Ecwnﬁenpchd&s and p?bi:édiirég to pratect the privaty of information abbuit Yqu that ive créate: ‘ecefve or migintaln, Yo
records orly and will bie kept confideritial subject te applicable laws. Plegse notethat vou will be 2sked somé suestions absint your responses to this questionraire’;
additional questions concerning your heafth. This informatien'is vital to allow us to provide apprapriate caré for you. This office does not Use this Tnfbrmaticr to discimin

erE iy
;

) (Name: Heme Phones inchude arew code Business/Celt Phone: include orea code

. Lost First Middle { ] { )

. Address: Clty: State: Zip:
Mailing address

| Occupation: Height: Weight: Date of Birth: Sex: M F
-} 53% or Patient 1D: Emergency Contact: Relationship: Home Phone: inciude orea zode Call Phome: include areq code

‘ ( ) { )

j if you are completing this form for another person, what is your relationship to that person?
| Your Hame Redotionship

“] Do you have any of the following diseases or problems: (Check DK if you Dot Know the onswer to the the question) Yes No DK
ACTIVE TUDEICUIBSIS ... oottt S ooa
" | Persistent cough grezter than a 3 week duration oo
j Cough that prodUEBS BISOG...ocoovmeier oo oo 0oao
-1 Been exposed to anyone with tuberculosis......v... . et b e b s s e et g e anesnear e rnssriarsre e e e L) L] I

{IF you answer yes te any of the 4 items above, please stop and return this form to the receptionist.

,D ental [nfo rmMation & following Guestions, please irark () Vour responses to the faliowing questions. - - :
! Yes No DK Yes No DK } o

.} Do your gums bleed when you brush or floss? ...oooooooo oo T Do you have eacaches of ieck paing?..............
lare your teeth sensitive to cald, hot, sweets or pressure? ..._.oonn. . 01
{18 your mouth dry?..
Have you had any periodontal {gum) treatments? ...
Have you ever had orthodontic (braces) treatment?
Have you had any problems associated with previous dents! treatment? ... [

Is your home water supply fluoridated?

Do you have any clicking, popping or discomfort inthe aw? ....o.cceoevvvceeerenes
Do you: brux or grind your teeth? ..

Do you have sores or ulcers in your mouth?

Do you wear dentures or partials? . ............
Da you participate in active recreational BCHVIES? .o vt visise e

Have you ever had a serious injury to your head of Mouth? ..o e

Oooocooon
O0ooonon

| Do you drink bottled or fitered water?.... Date of your Jast dental exam:
If yes, how often? Cirele cne: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discemfort? ... O8O0 {Caeofet dental x-rays:
] What is the reason for your dental visit today?
-, i1 How do you feel about your smile?
k B

yoiir response ta indicate if you: have or hve not had Eny o:‘ the following diszases of preblemis, 1 17! R
Yes No DK Yes No DK

‘Medical Information s

" Are you now under the care of a physieian? v oo I 01 00 Have you had a serlous iliness, operation or been hospitalized
© | Physician Name: Phone: Tnclude ores code TG PEBE S WBAIST e ceeeetseecaecons eamr e cestessssman st s sss sars st aesmesmss e e s nemn oono
{ ) if yas, what was the liness or problem?

| Address/City/State/ Zip:

Are you taking or have you recently taken any prescription
or over the counter medicing(S1? ..o s I3 L1 L

dareyousingood health? . e SO0 04d If 50, please list all, including vitamins, natural or herba! preparations
and/or digtary supplements:

'| Has there been any change in your generzl health within the past year? ... [0 0
1 1f yas, what conditlon is being treated?

Date of last physical exam:

i
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Medical Information Please mark (0 your response to indicata i it have or Kave not had any of the Following disaases of mrobloms,

No DK -

'
(Check DK i¥ you Don't Know the onswer to the question} Yes No DY Yes
0o you wear contact lenses?. ... Lo an Do you use controlled substances (drugs)? ... O n0o
doint Replacement. Have you had an orthopedic total joint Do you use tobacce (smuking, snuff, chew, bidis)?...... Ooao
{bip. knee, elbow, finger) replacement? ..o O 0D |ifsohowinterestad are you in stopping?
Bate: IF yes, have you had any complications? Circle one: VERY  SOMEWHAT / NOT INTERESTED

| Are you taking or scheduled to begin taking an antresormive agant Do you drink 2lcoholic beverages? .......o.uvevvcec oo ~.oan

- | (ke Fosamax®, Actonel®, Atehvia, Boniva®, Reclast, Profia) far I yes, haw much alcohol did you drink in the last 24 hours?

- Osteoporasls of Pager’s disease? ... uvoccecce e, O 2 O |ifyes, how much do you typically drink i n 2 week?

Since 2001,.were_vou treated or are you presently scheduled to begin WOMEN ONLY Areyor - - ’ e

treatmant with an antiresorptive agent (ke Aredia™, Zometa®, XGEVA) Pri ﬁt? e 50
for bone pain, hypercalcemia or skeletal complications resulting from N;ﬁﬁi . c;f w eeke PR I LT
Paget’s disease, multiple myeloma or metastatic cancer? RSSOV I N S | Taking birth'cantrol pills or hormonal replscements oo

1 Date Treatment began: NUPSINGZ 2l i ettt o SO0 0
Allergies. Are you allergic to or have you had & reaction fo: Yes No DK

i To ail yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthatice OO0 Latex (rubber) ooo
Aspirin 00 iodne ooao
Penicillin o other antibiotics oo Hay fever/seasonal ooao
Barbiturates, sedatives, or slkeeping pills O 8 B8  animals ogon

‘| Suffa drugs OO0 Feed oo
Codeine or other narcotics 000 other oono
Flease mark (X} your response to indicate if yeou have or have not had any of the following diseases or problems.

) Yes No DK Yes No DK Yes No DK
Artificial (PrOSTETIC) RO VBIVE.c..v.moeovsssesseees oo csess e oo i | | Autoimeune disease......... 0 O O Glaucoma v, O 0 3
Previous infective endocarditis Rheumatoid arthrits........... [0 O I Hepatitis, jaundice or
Damaged valves in transplanted heart 0O 0| Systemiclupus liver disease...cw vceccriveens 1l 0 O
Congenital heart disease (CHDY | erythematosus.. ... 01 T3 01 Epllepsy .o, 0101 O

1 T Trcd
Unrepaired, cyanotic CHD oo [ ASHAIE . T3 L1 Fainting spells of sefzares ... O 01 O
Repaired {completely) in fast 6 months... Bronchitis -0 oo N?;Isogsﬁijizys.orders e O H
Repaired CHD with residuz! defects EMPhYSEma. oo 0 1 i
i e Sleep disorder ... 0 00 0
SINLIS TrOUBIE .oervoceeeera e ooa
Except for the conditions listed ecbove, antibictic prophyloxis is no longer recommended Tuberculoss. . 0o Do yousnore?...cw . 10 O
| for any other form of CHE. rental health disorders...... O 0O [0
Cancer/Chemotherapy/ Spacify:
Radistion Treatment.,,............. oo )
No DK Yes NoDK ) . Recurrent infections ..., oon
Cardiovascular disease 0O O Mitrafvaive profapse.... 0 mg Chestpainupanexertion.. b Type of infection:

L AN e O O Pacemaker...... OO0 CHONCHRIN . s oo Kidney problems.......cue oog

| Arterfosclerosis. o ............ 0O O Rheumaticfever........... O[30 Diabetes Typetorti ... oo Night sweats ... 0o0o
Congestive heart failure....... 0 8O 0O  Rheumatic heart disease........, O g Eetingdisorder mp Osteoporosis....aniveene,. 3 3 I
Damaged heart valves.......... OO 3 Abnomal bleeding... 0O OgQ Mainutrition. O O persistent swollen glands
Heart atback oo T3 00 [ ARGMZ s, . O 00O Gastrointestinal disease ... 0o mnetke. 00O

. Severe headaches/
01 Bloed trensfusion.....e,. 03 03 00 GE-Reflux/persictent orai ooQg
o dater hearthusn O0OQ MRS
Low bivod pressure.. .On o . yes, ; & veess Op o Severeormpidweightioss.. 0 O O
-} High bload pressure...... Coogo Hemophile.... o Hoo o Sexuafly transmitted disease.. [1 [ O
Other congerital AIDS or HIV infection... O [0 {0 Thyroid problems......ove.. oon o
g Excessive Urination .......... oogag
heart defects ..vveenen. [0 83 0O Arthritis...... 0 080 Strokeececee, B 00 13
Has & physicisn or previous dentist recommended that you take antibiotics Prior 10 yOUr Jental tTRatment? ... e e sesereas s s ness s ssmsse smsas e ressencssmsncenen. .O0o0o
Name of physician or dentist making recommendation: Phone: inchsde area code
( 3
Do you have any disease, condition, or problem not listed above that You thINK 1 SEould KNOW EB0UEL s o oorrossssroosi oo ee oo oo
{ Please explain:
r'NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prier to treatment. )

-1 certify that | have read and understand the above and that the information given on this form is accurate, | understand the importance of z truthfl! health history and that_my )
dentist and his/her stzff will rely on this information for treating me. | acknowledge that my quastions, if any. about inquiries set forth above have been answered to my _satlsfacrzon_
$wili net 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/Leqal Guardian: Date:

- Signature of Dentist: Date:

- FOR COMPLETION BY DENTIST
Comments:




K

| CALCIFICATION
WHAT IS CALCIFICATION? :

s

Cacifcation is 2 process by which the rat camal baccm&svew constricted ordasad off over a period of time. This constsiction™

‘akest very difficoit to passthesmaﬂﬁlsmﬂ:e enls uftherems it sa cnndmnnwm:whmh your tooth presents and tmakes root-canal

-

‘rextinent much.more Hiffical. M
The presence of calgification & detected o the dental ta:ﬁngraph (x-mypmre}. ‘The root canal may ke visible in one part of the root, usually
closer to the dental pulp. {nente) chamber, but amay berome difficult to see or virtually invisible 35 the end of the oot is approached.

The definition of "ealcHication” for dental insurence Is, “restment of root canal cbstruction aon-siegicat access: the formation of 2
pathway toachieve an zpical seal thhautmgz:zi intervention hecatse of 2 nnu—negntsabte oot canal blocked byfore:g-: bodies or calaﬁmn
of S0% or more of root™ .

HOW DOES cmcnpfcpmom FORM?

When the dental pulp isiritated arbemms inflamed due to the presence Dfdeep decay, deep filfings, gum disesse, qacks in the:
tooth, night gmding or other regsons, the nerve reacts by growing protective tooth structurs around the drcumference of the raot canal
{channel in the center of the root that contains the nerves and blond vessals. ) T

The process of caicification snat dependa:t upon the persan ’sage butis mnsed bythe amunnt aftﬁmua that the ooth has -
undexgnn& during its Efenme.

WHY IS CALCIFICATION mohmn'

For endodontic {root canal} treatwnent to be sucresshul, the root canal has to be deaned and sealed, using extra techriques as tlose 25 possibie
te the end of the root When the ropt canal is czlcified, . 1s mach more difficult 20 #nd ﬁ-eopenmgtoﬂ:emal inside the tooth; itis harder to
guide the daamng mmmemm the énd dfthe ract; Snd the grocedumszks Ionger_

When the root cxmnal’ ;ssevaelye!ciﬁed thete is ondya 509 chance.. ar less that it will be pussible to do the raot canal treatmest/
whether ar not the oot ca.nalsare hegatisble tan only be determined by attemp:mg to dothe rcotcanal treatment. Hewever itishettertatry
toﬁveyourmuﬂ}_fposﬂ:le thanw!ose.ut. ) ;-'-u—-- .=

WHY IS THERE AN EXTRA CHARGE WHEN MY TOOTH IS CALCIFIED?

When the root casat is calcified, more instnzoents than wspal sre often required for the traatment. Additiona! medimﬁa;u and
expensive devices are often aeaded to locate and clean the root cnal 2s thoroughly as possihle,

Insurance fees ate calaudsted for the amount of time thar 2 “normat™ Frook canal trestment should take. When the root canalis

calcified, addtional time, instruments, medication, and expertise are required for successhd treatment. it i reasonable to exgect that there
should be adeqostes compensation for these “additions.”

THE BOTTOM LINE B -

Calcification is 2 condition with which your tooth presents, and & rxmsth&deaitwi;i s¢ that proper treatment :.naybe proviged.

The additional time, mstuments, medications, and devices that are reqiired foryour root camal freatment.

i the caldfied root canal émnt be instrumnented to the proper length, then the fee for “calcification” & net chargad.,

Kyour tooth cannot be treated successfully; whether dus to taldfication, or other reasons, ther your tooth may have to be extracted.

Yhave read the shove discussion of “Caldfication ™ My questions have been answered.

PRINTED NAME OF PATIENT (FT) SIGNATURE OF T {Parent or Guardian if snderis) . DATE




NOTICE OF PRIVACY PRACTICES

“THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
- DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REVIEW IT CAREFULLY
THE PRIVACY OF YOUR HEALTH INFORMATION IS MPORTANT TO US

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disdose.healﬁi_iﬁfcmﬁon about you for Weatment, pavment, and healthcare

operations. For example:

Treatment: We mey use or disclose your hezft information o a physician or ofher healthcare
provider providing freatment fo you, or fe family and fiends you approve. )

Required by Law-. We may use or'disclose your health mformation when we are required to do
$o by law or national secuily activifies.

Abuse or Neglect: We Inay disclose your health information to appropriate authorities when
We suspect sbuse or negleck

Appointment Reminders- We may use or disclose your heatfth information to provide you with
appoirdment remindars (such as voicemai messages, postcards, or Jetiers).

PATIENT RIGHTS

exceplions. If you request Copies, we will charge you a reasonable fee {o focate and copy your
information, and postage if you wani the copies mailed o you.

Amendment: You have the right ¥ request that we amend your heslth informafion.




QUESTIONS AND COMPLAINTS '
i you want more nformation about our privacy practices or have gquesiions or concemns, pleass

contact us,

¥ you are concerned that we may have violated your privacy rights, or you disagres with &
deci_sion we made about access o your heafth information of n response to & request you

using the contact information Bisted at the end of his Nofice. You also may submit a written
complaint to the U.S. Department of Mezslih and Human Services. We will provide yvou with the
address o file your complaint with the U.S. Department of Health and Human Services upori

request.

We support your fight fo the privacy of your heaith information - We will not retafiate in any way i
You choose to file a complaint with us with the U.S, Departrment of Health and Human Services.

A Privacy/Contact Officer has been designated for this office. Please ask our front desk
personnel and they will direct you o the Privacy/Contact Officar,

PATIENT ACKNOWILEDGEMENT OF
RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT FOR NECESSARY USE OF
PERSCNAL HEAL TH INFORMATION

Print Pafient's Name T Date

L. . kave received
(Signaturs of Patient or Parent or Legal Guardian)

& copy of this office’s NOTICE OF PRIVACY PRACTICES as required by federat law.
» consent to the use and disclosure of

I :
{Signature of Patient or Parerf o Legal Guardian)

Ty personal health inforrnation by yolr Office during Trestrnent, Billing/F=yment and Heaffhcars

Opeyations as outiined in the Notice of Priva;:y Pracfices.

BMIZS R (11807 O0OT BND Serviee Tos




- | | N
_(DENTAL SERVICES AGR'EEMENT . [C HART &
f . . . (Doclor, andthe Undersigned pafient (Fationt) have agreed as follows:

ARTICLE 7. 7 is UNDERSTOOD THAT any DISPYTE A8 To DENTAL MALPRACTICE, THAT 1S AS TO WHETHER ANY DE\\(HOEE
CES GENTD

and the Atbiiraiors” fees, in ing or di it ctaim i artisation, but not o excead $5,000 T ar ot Furthermore, if any action is
mae@enhs&tasid&wcﬂwwsemg g‘t?mb&m?ngﬁrbm'mavvam,ﬂlemg padyhﬂmcmﬁacﬁms!nﬂbeaaﬁﬁ:&pf%&ﬁlgms
Costs, inchnding reasonable attomeys’ foes,

ARFICLE 4, mypaiyhtm&:garbﬁrarma umart?ﬁsagreementshaﬂﬂawmh.‘speﬁﬁmabundorgashsuratyhanmmfequalm Frva
Hurdred %M{M)thm%mmbrmmew%mmhﬁwmmme mmringparg/shaﬂnntm

ARTICLE 7. Dodlor hereby agrees 1o, repder dental Care and service in Patiery, Paiiemagresﬁopayaodorpmmpﬁytlpm rendering of 2 bt
2tthe Futrent srevaling rafes, oo Cooperate with Dooter in Ubfamngpayment‘ﬁ'mnfhrd parly payors,

THIS iS A BINDING LEGAL, BOCUMENT WHICH jay HAVE AN IMPORTANT EFFECT OF YOUR 1EGAL RIGHTS. CONSULT youm
M'ORHEYOMAI\P{QUESTRONSYOU BAY HAVE,

NOTCE gy SIGNING THIS CONTRACT. vou ARE AGREEmNG TG HAVE ANY Issug oF MEDICAL MALPRACTICE DECIDED BY
NEUT] \TION AND YO F ARE EVING UP YOUR RJGHFTDAJERYOH COURT TRIAL SEEARTICLE 1 OF THIS CONYRACT,

T T PRSHS SO
) Y = = oy AEPRESENATIVES —
[ —— RECEIGHSTES T FRTERTT

oo
DAVE DIF SIGNING
—,

2007 BND Sarvices; Inc,

BN 1035 Rev. 0107




Pharmacy Information

First Name: Last Name:
Name of Pharmacy:

Address:

City: ST: Zip Code:

Phone:




