Name

McCORDSVILLE
FAMILY DENTISTRY

Last

Date

First

Please tell us how you learned about our practice. (Select ALL that apply)

Referral - Patient
Referral - Staff
Referral - Dentist/Dr
Our website
Internet search
Insurance Company
Smile Savings Program
Door Hanger

Local Ad

Open House
Facebook

Drive By

Next Door App

Name:

Name:

Name:

(e.g. a basic search for "dentist")

Which insurance?




i~ Women: Are you-——~—-——————————
| Pregnant/Trying to get pregnant? O) Yes O No

—Are you allergic to any of the following? — - ————— -

PATIENT NAME

McCordsville Family Dentistry

MEDICAL HISTORY

Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? O Yes (O No

Have you ever been hospitalized or had a major operation? ) Yes () No

Have you ever had a serious head or neck injury? () Yes O No

Are you taking any medications, pills, or drugs? O Yes (O No

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?o Yes O No

Are you on a special diet? O Yes (O No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes O No

If yes, please explain:
If yes, please explain;
If yes, please explain:

If yes, please explain;

Taking oral contraceptives? O Yes O No

Nursing? (O Yes () No

[] Latex

[] Sulfa drugs

|
|

. [ Aspirin ] Penicillin [ ] Codeine [ ] Local Anesthetics (] Acylic  [] Metal
] Other Ifyes, please explain:
-Do you have, or have you had, any of the following? — ——— e e e
AIDS/HIV Pesitive (O Yes (O Ne | Cortisone Medicine (O Yes O No | Hemophilia O Yes O No | Radiation Treatments O Yes O No

| Alzheimer's Diseasa O Yes O No | Diabetes O Yes (O No | Hepatilis A (O Yes (O No | Recent Weight Loss O Yes O No |
Anaphylaxis O Yes O No | Drug Addiction (O Yes O No | Hepalilis Bor C O Yes O No | Renal Dialysis O Yes O No |

| Anemia (O Yes O No | Easily Winded O Yes O No | Herpes O Yes O No | Rheumatic Fever QO Yes O No

| Angina O Yes O No | Emphysema (O Yes (O No | High Blood Pressure () Yes () No | Rheumatism O Yes O No

i Arthritis/Gout (O Yes O No | EpilepsyorSeizures (O Yes (O No | HighCholesterol () Yes () No | Scarlet Fever O Yes O No

. Artificial Heart Valve (O Yes (O No | Excessive Bleeding (O Yes O No | Hives or Rash O Yes O No | Shingles O Yes O No
Artificial Joint O Yes (O No | Excessive Thirst O Yes O No | Hypoglycemia (O Yes (O No | Sickle Cell Disease OYes ONo'!
Asthma (O Yes (O No | Fainting Spelis/Dizziness( Yes (O No | lImegular Heartbeat () Yes (O No | Sinus Trouble O Yes O No
Blood Disease (O Yes O No | Frequent Cough O Yes O No | Kidney Problems (O Yes (O No | Spina Bifida O Yes O No |

| Blood Transfusion (O Yes O No | Frequent Diarrhea O Yes O No | Leukemia O Yes O No | Stomach/Intestinal Disease O Yes () No .

| Breathing Problem (O Yes O No | FrequentHeadaches () Yes (O No | Liver Disease O Yes O No | Stroke O Yes O No

| Bruise Easily (O Yes O No | Genital Herpes (O Yes (O No | Low Blood Pressure (O Yes (O No | Sweliing of Limbs O Yes O No
Cancer O Yes O No | Glaucoma (O Yes O No | Lung Disease O Yes (O No | Thyroid Disease Q Yes () No |
Chemotherapy O Yes O No | HayFever O Yes O No | Mitral Valve Prolapse () Yes () No | Tonsllilis Q Yes () No |

| Chest Pains O Yes O No | HeartAttackFailure (O Yes (O No | Ostecporosis O Yes O No | Tuberculosis Yes () No

| ) i - Tumors or Growths Yes () No

| Cold Sores/Fever Blisters O Yes (O No | Heart Murmur QO Yes O No | PaininJawdoints (O Yes O No Ul ' N
Congenital Heart Disorder() Yes (O No | Heart Pacemaker O Yes (O No | Parathyroid Disease (O Yes O No Vei:ee?eal Dikaise Y: No
Convulsions (O Yes O No | Heart Troutle/Disease () Yes (O No | PsychiaticCare () Yes (O No Yellow Jaundice Yes C) No |

Have you ever had any serious illness not listed above? () Yes (O No

Comments:

1 To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangerous to my (or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status.

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




McCordsville Family Dentistry
PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this
form as completely as you can. If you have any questions we'll be glad to help you.

PERSONAL
Name
Last First Ml (Preferred)
Birthdate SS# Gender:[ |[M [ ]F Married: [ ]Y [ IN
Work Phone Wireless Phone Wireless Carrier
Email
Preferred contact method [ IHmMPhone [ ] WkPhone [ ] WirelessPh [ ] Email

Student status if dependent over 19 (forins) [ ] Nonstudent [ ]Fulltime [ ]Parttime

How did you hear about us?

(If someone referred you here, please write down their name so we can thank them.)

ADDRESS AND HOME PHONE

Address

Address 2

City State Zip

Home Phone

INSURANCE POLICY 1

Your relationship to subscriber: [ ] Self [ ] Spouse [ ] Child

Subscriber Name Subscriber ID #
Insurance Company
Phone
Employer Group Name Group #

Please present insurance card to receptionist.

INSURANCE POLICY 2

Your relationship to subscriber: [ ] Self [ ] Spouse [ ] Child

Subscriber Name Subscriber ID #

Insurance Company
Phone

Employer Group Name Group #




ACKNOWLEDGEMENT OF PRIVACY PRACTICES PATIENT CONSENT FORM
McCordsville Family Dentistry
7473 N 600 W McCordsville, IN 46055
(317)335-3395

My signature confirms that | have been informed of my rights to privacy regarding my protected health
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). | understand
that this information can and will be used to:

® Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly.

® Obtain payment from third-party payers for my health care services.

e Conduct normal health care operations such as quality assessment and improvement activities

| have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. | have been given the right to
review and receive a copy of such Notice of Privacy Practices. | understand that my dental provider has
the right to change the Notice of Privacy Practices and that | may contact this office at the address above
to obtain a current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations and | understand that you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name: Date:
Signature: Relationship to Patient:

Dependent family members also covered by this acknowledgement:

AUTHORIZATION TO RELEASE INFORMATION TO OTHERS

Many of our patients allow family members or others close to them to call and request information
regarding their condition and/or treatment. Under the requirements for H.I.P.P.A. we are not allowed to
give this information to anyone without the patient’s consent. If you wish to have your dental condition
and/or dental treatment disclosed to someone else indicate below. You have the right to revoke this
consent, in writing, except where we have already made disclosures in reliance on your prior consent.

€ May Disclose My Information to the Following €Do Not Disclose My Information to Anyone But Me

1. Relationship to Patient: Date:

2. Relationship to Patient: Date:

For Office Use Only: We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to
the following reason:

® The patient refused to sign eCommunication Barriers *Emergency Situation eOther



DENTAL HISTORY

Patient Name: Date:

What is the reason for your visit today?

If you were able to change anything about your smile, what would you change?

Date of last dental visit Last dental cleaning Last full mouth
x-ray
What was done at your last dental visit?

Previous Dentist's Name:

How often do you have dental examinations?

How often do you brush your teeth? How often do you floss?
Do you have dental problems? Yes No If yes, please describe:
Please circle the correct response Do you have loose teeth? YES NO
to: Change in your bite?
— YES NO
Sensitive to hot or cold? YES NoPoes food get caught between your teeth?
Sensitive to Sweets?
Sensitive when biting or chewing? Clench or grind your teeth’
Odors or bad tastes? Bite your lips/cheeks?
Cold sores/blisters? YES NOBite your nails? YES NO

Gums bleed or hurt?
YES NO



DENTAL HISTORY

Do you mouth breathe?

Smoke or chew tobacco? YES
Had braces? YES
Treatment for gum disease?
YES
Mouth guard or bite plate? YES
Serious head/neck injury? YES
Clicking or popping in jaw?
YES

YES
NO
NO
NO

NO
NO
NO

NO

Pain in jaw joint/ear? YES
Difficulty chewing? YES
Headaches no neck aches?
YES
Satisfied with your teeth’s
appearance?

YES

Nervous about dental treatment?
YES

NO
NO

NO

NO

NO
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