WELCOML

PATIENT INFORMATION

Dato
Patlent
Address

Sex:OM OF Age Birthdate
) Single O Married O Widowed O Separated [ Divorced

Patiant SS#

Qeccupation _

Employer

Employer Address

Employer Phone

Spouse's Name

Birthdate

Occupation

Spouse's Employer

Whom may we thank for referring you?

——

DENTAL INSURANC]

Who la responsible for thls account?

L

Relationship to Patient

Insurance Co.

Group #
Is patient covered by additional Insurance 7 00 YES [0 NO

Subscriber's Name
Birthdate
Relationshlp lo Palient

SS #

Insurance co.

Group #
ASSIGNMENT AND RELEASE

I, tho underelgnod cortify that | (or my dependent) havo Insuranco covarago
with

end ooaign directly to

Dr. all inourance boncfite, if any, etherwico

payable lo me for survices rendered. | undorutand that | am financiolly
rooponaible for all chargeo whother or not pald by insuranco. | horoby
authorizo the doctor to releaso all information necesseary to sccure tho
payment of bonelite, | autherize the use of thie algnature on all insuranca
submlsslono.

Reaponaniblo Party Signature

Aalationship Datle

NUMDBERS

PHONL

Home

Best time and place to reach you

Wark

Ext

Spouse's Work

Caell

IN CASE OF EMERGENCY, CONTAGT (Specify someone who does not live In your housshold.)

Relationship

Name
Home Phone Work Phone
eyal \addvess —
i Burnlnﬂ ﬂunsatlnn EI YEE D ND LGG.EE 1EEth or hl"ﬂkﬂn D YEH D Nﬂ‘
on tongue Fillings
Reason for today’s visit Chew on one slde [0 Yes OO0 No Mouth breathing O VYes O No
QlimeEl Mouth pain, brushing O Yes O No
Dantlst Clgaratte, ﬁipﬂ- or O Yes ONo  orthodontie traatment 1 Yas O] No
(4]
FEEma: DL Paln around ear O Yes 0O No
City/State Glicking or popping Jaw g :Es E Eﬂ Perlodonlal treatment O Yes O No
Date of dental visit Dry mﬂ”';:’b t 5 :: . N; Sensitivity to cold O Yes [ No
Fingernall biting g Seansltivity to heat O Yes O No
Date of last dental X-rays Food collecting between [ Yes O No ty i 2
Place 8 mark on "Yaa" or "No" to indicate the teath Senaltivity to sweets ©s No
If you hove had any of tho [ellowing: Forelgn objacts [1VYes [1No Sensitivity when biting E :ﬂs E :n
M Yea 0] No Sores or growths In as o !
Bad breath O VYes 0O No Grinding teeth " Fi Vs 5 Ka your mouth
leeding gums [1Yes 0O No Gums swollen or tender e
Blee e OVes [ No Jaw pain or tiradnesa [1Yes OO0 Noe How often do you floas?
E:I:;:L!:hnn i Lip or cheek biting O Yos [1 No How often do you brush?

— OVER —




HEALTH HISTORY

Physician's Name

Place 8 mark on "Yee” or *“No” to Indicate If you have had eny of the following:

AlDS O Yes
Anemla O Yes
Arthritis, Rheumatiasm O Yes
Artificial Heart Valves O Yes
Artiticial Joints O Yes
Aathmea O Yes
Back Problems O Yes

Bleeding abnormally, with

extractions or surgery [ Yes
Bloed Disease O Yes
Cancer O Yes
Chamical Dependency [ Yes
Chemotherapy O Yes
Circulatory Problems O Yes
Congenital Heart Leaions [J Yes
Cortisone Treatmenta O Yes
Cough, persistant or

bloody Cl Yes
Diabetes O Yes
Emphysema O Yes

WOMEN: Are you pregnant?

O No
O No
O No
O No
1 No
O No
O No

O No

O No
O No
O No
O Ne
O No
[ No
0 No

[ Na

O No
O No

O Yes [0 Ne Duadate

To the best of my knowledge all of the Information above Is true and complete

Patleni‘s Signaturs

Data of last visit

Do you wear canlact lenses? O Yes 0O No  Welght Loss,unexplained [J Yes
Epllepsy 0O Yes [l No Psychlatric Care O Yes
Fainting or dizzinces O Yes O No Radlation Treatment O Yes
Glaucoma O Yes CI1No  Respiratory Disease O Yes
Headoches O Yes [ No Rheumatic Fever O Yes
Heart Murmur OYes COONo  Scarlet Fevar O Yes
Heart Problems O Yes O No Shortness of Breath O Yes
Hepatitls O Yes ONo  Sinus Trouble 0O Yes

Type Skin Rash O Yes
Herpes OYea ONo  Special Diet 0 Yes
High Blood Pressure OYes UNo  Stroke O Yes
HIV Positive O Yes [0 No Swelling of Feet or Anlklesd Yes
Jaundice OYes CINo  Swollen Neck Glands O Yes
Jaw Paln O Yes [0 No Thyrold Problems 1 Yes
Kidney Disease OYes TONo  Tonsillitls O Yes
Liver Disease 0O Yes O No Tuberculos!s O Yes
Low Blood Pressure OYes OONo  Tumor or growth on O Yes
Mitral Valve Prolapse [0 VYes CINo head or neck
Nervous Problems O Yes O No Ulcar O Yes
Pacemaker [OYes TOONo  Venereal Disease O Yes

Are you nureing? O Yes [ No
" Dats Ralationship to Patlant Date

DO Ne
0 Ne
O Ne
O No
O No .
O No
O No
O Ne
0O No
O No
0O No
CJ No
O No -
0 No
O No
O No
0 No

O No
D No |

MEDICATIONS L

LIst medications you are currently taking:

CJ Aspirin

O Codeine

Pharmacy Name

O lodine

Phonea

O Latex

 ALLERGIES

e

O Local Anesthetic

[ Barbiturates (Sleeping pilis) O Penicillin

O Sulfa
] Other

T —=

(IFPDATLLS (Tobe filled in at future appointments)

Has there bean any change In your health since your last dental appointment? DO Yes {1 No

For whal conditlons?

Are you taking any new medlcations?

Patlent's Signature

If 8o, what

Doctor’s Slgnature
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Date

Date

Has there been any change In your health slnce your last dantal appolntment? O Yes Il No

For what conditlons?

= F = & ® # & & & & F ¥ & & = 8 &

Are you taking any new madicatlons?

If 80, what

Patient’s Slignature

- Doctor's Stgnature

Reorder 12/00 FLCtr4111D OBS 1.800-634-1076

Date

Date




RICHARD KRAMER, D.D.S.

CONSENT FOR RELEASE OF MEDICAL RECORDS AND USE
AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

1 , hereby authorize Richard Kramer, D.D.S., to use

and disclose the entire medical record concerning

=

in accordance with the attached Notice of Privacy Practices (NOPP). I have reviewed the NOPP,
been given an opportunity to ask questions about it, understand it and do hereby agree to its terms.

A. copy of this signed, dated Consent shall be as effective as the original.

By Patient:
(Print name)
o Date:
(Sign)
Or
By Patient's Representative:
{Print name)
(Sign)
Date:

(Relationship to Patient)



RICHARD KRAMER, D.D.S.

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You May Refuse to Sign This Acknowledgment

The undersigned acknowledges receipt of a copy of the currently effective Notice of
Privacy Practices for Richard Kramer, D.D.S. this day of , 20
A copy of this signed, dated Acknowledgement shall be as effective as the original.

N

Please print your name

Please sign your name

If you are the legal representative of the patient, please print the patients’ name(s) and
describe your relationship to the patient(s).

Please print the patients’ name(s)

Your relationship to the patient(s)

Thank you and if you have any questions about this form or the attached Notice, please
contact our privacy officer, Denise.

Office Use Only

As privacy officer, I attempted to obtain the patient’s (or representative’s) signature on
this Acknowledgment but did not because:

It was emergency treatment

[ could not communicate with the patient
The patient refused to sign

The patient was unable to sign because
Other (pleasc describe)

L]

Signature of privacy officer



