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Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: }

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Today’s Date:

Physician Name: Phone: include area code

Name: Home Phone: Include area code Business/Cell Phone: Include area code
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: Include area code
( ) ( )

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
ACTIVE TUDICUIOSIS ...t e Lo e oL L e et L oL oL ettt ettt O 0o
Persistent cough greater than @ 3 WEEK GUIELION ...ttt ettt Oo0oo
CoUGN At PrOAUCES DIOOM. ... .ot L e L oLttt Oo0oo
Been exposed t0 @NYONE WILh TUDEICUIOSIS ...........c..ii ittt ettt Ooogoo
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
D en ta | I I'TFO m at ION Please mark (X) your responses to the following questions.

Yes No DK Yes No DK

Do your gums bleed when you brush or floss? ..., OO0 Do you have earaches or neck pains?..............ccocooiiiiiiiii oood
Are your teeth sensitive to cold, hot, sweets or pressure? ... O 0O o Do you have any clicking, popping or discomfort in the jaw? ... ooao
Is your mouth dry? .. OO Do you brux or grind your teeth?................. Oood
Have you had any periodontal (qum) treatments?............ OO Do you have sores or ulcers in your mouth? ... Oooad
Have you ever had orthodontic (braces) treatment? ... OoOno Do you wear dentures or partialS? ... oood
Have you had any problems associated with previous dental treatment?......... Ooo0oo Do you participate in active recreational activities? ... oood
Is your home water supply fluoridated? ... OoOno Have you ever had a serious injury to your head or mouth? ........................... oood
Do you drink bottled or filtered Water?....................ccccocccooiooiioiioie 0O O O | Dateof your last dental exam:

If yes, how often? (Check one:) DAILYD] / WEEKLY OJ / OCCASIONALLY [J What was done at thet time?

Are you currently experiencing dental pain or discomfort?................ Oooao Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?
M € d ICa | I ch m at ION Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK

Are you now under the care of a physician? ... OO0 Have you had a serious iliness, operation or been hospitalized

INEhE PASE'S YEAMS? oo Oooog

If yes, what was the illness or problem?

( )
Address/City/State/Zip:
Are you in good health? ... Oood
Has there been any change in your general health within the past year?.......... OO0

If yes, what condition is being treated?

Date of last physical exam:

Are you taking or have you recently taken any prescription
or over the counter medicine(s)?............................

If so, please list all, including vitamins, natural or herbal preparations
and/or dietary supplements:
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M e d IC4d | I nfO rm at ION Please mark (X) your response to indicate if you have or have not had any of the following di or problem

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses?. ... 0Ooag Do you use controlled substances (drugs)? ... Oooad
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?............cococooii O oOood
(hip, knee, elbow, finger) replacement? ... O O O |Ifso, how interested are you in stopping?

. s Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

: - 5

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages? ... oood
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ..ot oood If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment V.V'th an antiresorptive agent (like Afed"? - Zometa’, XGEVA) PIEGNANT? ...ttt (|
for bone pain, hypercalcemia or skeletal complications resulting from Numiber @f -
Paget’s disease, multiple myeloma or metastatic cancer? OO0 UMDEr OF WEeks:

9 ’ Y T Taking birth control pills or hormonal replacement? ... (N
Date Treatment began: NUFSING? .o 0o
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals Oooao
Local anesthetics OO0 Latex (rubber) OO0
Aspirin Oooao lodine Oooao
Penicillin or other antibiotics ooad Hay fever/seasonal ooad
Barbiturates, sedatives, or sleeping pills oood Animals oood
Sulfa drugs Oooad Food ooag
Codeine or other narcotics oood Other oood
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe...........co..oovvoovooooeooeeeeeeeeeeeeeeeeeeeeeee, 0O O O | Autoimmune disease........... O 0O O Glaucoma........o... ooao
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... 0O O O | Systemiclupus I|v§r disease. ... oom
Congenital heart disease (CHD) erythematosus................. O 00 EDAI|e.DSy ............ e ooo
Unrepaired, cyanotic CHD.... O | Asthma.... O O O  Fainting s‘pells‘or seizures....... Oooaog
Repaired (completely) in last 6 months OO0 | Bronchitis e oo Neurological Q|Sf)rders """""" 0o
) , _ Emphysema 000 If yes, specify:
Repaired CHD with residual defects ... Ooo PRYSEMA. oo Sleep disorder 000
Sinus trouble ... O oo P GISOMCRT oo
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 000 Do you snore?.................... uoad
for any other form of CHD. Mental health disorders.......... Oooaog
Cancer/Chemotherapy/ Specify:
Radiation Treatment.............. O oo ’
Yes No DK Yes NoDK h . . Recurrent Infections ............... OO0 0O
Cardiovascular disease .......... O oOod Mitral valve prolapse............. 0 O Chestpainuponexertion..... 0o od Type of infection:
ANGINA. ..o O O O Pacemaker................ O Og Chronicpain. 0o od Kidney problems.................... Oood
Arteriosclerosis............... 0 O O  Rheumaticfever... ... . 0 OO Diabetes Typelorll. O 00 Nightsweats ... 0o o
Congestive heart failure ... O O O  Rheumatic heart disease ... O OO Eatingdisorder ... U O U Osteoporosis.......cccor.... Oooao
Damaged heart valves . - 0O O O  Abnormalbleeding............... O OO Malnuatrition ... O O O persistent swollen glands
Heart attack O OO Anemia ... ) 000 Gastrointestinal disease........... OO O iNNeck ... O 0o
) ) Severe headaches/
Heart murmur............ .0 O O Blood transfusion.............. O O O  GE Reflux/persistent miarai 000
graiNes........cooooioviiiiiii.
Low blood pressur 000 If yes, date; heartburn .. OO
Ow Dlood pressure ............ ; ” OO0 Uers 0 g Severeorrapidweightloss... O O O
; emophilia ...
High blood pressure........... O O O p ) ) ) Sexually transmitted disease.. 00 O O
Other congenital AIDS or HIV infection. 0O o0Oog Thyroid problems .................. O 0Ood : o
9 - Excessive urination ............... Ooao
heart defects. ... O O O Arthritis ... O OO Stroke..... O 0o
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... Oood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know @bout? ... oood
Please explain:
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not 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/Legal Guardian: Date:
Signature of Dentist: Date:
FOR COMPLETION BY DENTIST
Comments:




Dental Contract/Disclaimer

Patient’s Name: Date of Birth:

To Enhance My Care:

e | will brush and floss daily as recommended by my dental team.

e | will have my teeth cleaned every 3-12 months, as prescribed.

e | will have a yearly dental exam and follow through with my treatment plan.

e | am aware that if it has been more than 18 months between dental cleanings and/or exams, | will lose my standing as an
established All Nations Health Center dental patient. | understand that it is my responsibility to call to schedule to re-
establish my dental care, and that | will not be given priority over any other person (s) requesting these appointments.

e | will arrive on time, but preferably 15 minutes early for my appointments. If | am 15 minutes late, my appointment may be re-
assigned to an emergency patient, and | will receive a “no show” on my account.

o |willcall 24 hours in advance if | can’t come to my appointment. If | do not give 24-hour notice, | understand that | will be
considered a “no-show” for my appointment(s).

e | understand that:

o After my first no show, | will not be able to schedule again for 3 months.

o After my second no show, | will not be able to schedule again for 6 months.

o After my third no show, | will only be seen on an emergency basis or same day basis. | have been informed that
these appointments are only available on a walk-in, first come first served basis.

e |understand that failing to keep my part of this agreement may lengthen my treatment beyond one year.

e | understand that this contract does not require me to have my dental treatment completed at All Nations Health Center.

All Nations Health Center will make every effort to complete your dental treatment needs within one year of this agreement,
including extractions, fillings, cleanings, and necessary referrals. If appointments are available, we will schedule your
appointments when you check out from your visits. If they are not available, we will place you on a waiting list. Your dental
provider will discuss your oral health needs with you, including brushing, flossing, and the importance of dental cleanings.

Dental Hygiene:

e Dental hygiene care is an important part of a person’s total health care.
e |understand that a full oral examination is required before dental hygiene care is provided to me at All Nations Health

Center.

e |understand that the dental team at All Nations Health Center will provide the highest level of care possible to me, but there
may be some procedures that are not possible for the dental team to perform.

e | understand that the preventive dental services | am receiving today are one component to my overall dental health, and

that if | desire specialty services beyond the scope of work of All Nations Health Center’s Registered Dental Hygienist and
Doctor of Dental Surgery, | must seek these services at my own cost.

|:| | have read the above Dental Contract/Disclaimer. | would like my dental treatment completed at All

Nations Health Center.

Printed name of patient:

Signature of Patient/Parent/Guardian: Date:




Al Nations Health Center Dental Treatment Consent Form

| authorize Dr. and/or such associates or assistants as s/he may designate to perform those procedures as may be
deemed necessary or advisable to maintain my dental health or the dental health of any minor or other individual
for which | have responsibility, including arrangement and/or administration of any sedative (including nitrous
oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including those related to restorative,
palliative, therapeutic or surgical treatments.

| understand that the administration of local anesthetic may cause an untoward reaction or side effects, which
may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or
rarely, permanent numbness. | understand that occasionally needles break and may require surgical retrieval.
Occasionally drops of local anesthetic may contact the eyes and facial tissues and cause temporary irritation.

| understand that as part of the dental treatment, including preventive procedures such as cleanings and basic
dentistry, including fillings of all types, teeth may remain sensitive or even possibly quite painful both during and
after completion of treatment. Dental materials and medications may trigger allergic or sensitivity reactions.

After lengthy appointments, jaw muscles may also be sore or tender. Holding one's mouth open can, in a
predisposed patient, precipitate a TMJ disorder. Gums and surrounding tissues may also be sensitive or painful
during and/or after treatment. Although rare, it is also possible for the tongue, cheek or other oral tissues to be
inadvertently abraded or lacerated (cut) during routine dental procedures. In some cases, sutures or additional
treatment may be required.

| understand that as part of dental treatment items including, but not limited to crowns, small dental instruments,
drill components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. This unusual situation
may require a series of x-rays to be taken by a physician or hospital and may, in rare cases, require bronchoscopy
or other procedures to ensure safe removal.

I understand the need to disclose to the dentist any prescription drugs that are currently being taken or that have
been taken in the past, such as Phen-Fen. | understand that taking the class of drugs prescribed for the prevention
of osteoporosis, such as Fosamax, Boniva or Actonel, may result in complications of nonhealing of the jaw bones
following oral surgery or tooth extractions.

| do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which
may be associated with general preventive and operative treatment procedures in hopes of obtaining the potential
desired results, which may or may not be achieved, for my benefit or the benefit of my minor child or ward. |
acknowledge that the nature and purpose of the foregoing procedures have been explained to me if necessary and
| have been given the opportunity to ask questions.

I:l | have read the above Dental Treatment Consent and consent to treatment.

Signature of Patient/Parent/Guardian: Date:




Consent to Services:

| authorize All Nations Health Center to administer treatment as deemed necessary for care of the patient named
above. If applicable, | certify that | am the parent or legal guardian of the patient. | also certify that no guarantee or
assurance has been made as to the results that may be obtained from the treatment. | also consent to any services
provided in connection with my treatment by All Nations Health Center providers and independent providers affiliated
with All Nations Health Center.

|:| | have read and consent to services. I:l | am declining services.

Privacy Notice:

| have reviewed a copy of the Notice of Privacy Practices, which provides a description of information uses
and disclosures. | may request a copy of the Notice of Privacy Practices for my own records.

|:| Accept a copy of the Privacy Notice. |:| Decline a copy of the Privacy Notice.

Printed name of Client:

Signature of Client/Parent/Guardian: Date:

Page 2 of 2
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Client Registration Form

%WULA, o™

*Please answer all questions below*

Client’s Name (Last, First, Middle):

Previous Last Name (s):

Date of Birth: / / Social Security #: - -

Mailing Address: City: State: Zip:

Home Phone: Cell Phone: Work Phone:

May we leave a detailed message? [ Yes [] No If yes, onyour: Home phone Cell Phone Work Phone

Email Address:

Gender at Birth: L] Female [] Male Gender Identity: [] Female [] Male [ Other

Sexual Orientation: [ Straight [ ] Gay [] Lesbian [] Other

Marital Status: [] Single [] Married [] Divorced [] Widowed [] Legally Separated

Ethnicity: [ Latino/Hispanic [] Not Hispanic
Race: [ Caucasian [ African American [ Native Hawaiian [ Native American/Alaska Native

] Other

If you are a member of a Native American Tribe or Alaska Native, please submit a copy of Enrollment or

Descendancy Documentation.

Tribe: Enrollment Number:

Quantum: Descendancy: [ ] 1st Generation Descendant []2nd Generation Descendant
Emergency Contact: Relationship to Client:

Emergency Contact Phone Number: ( ) [ Mobile [JHome

If Client is under the age of 18:

] Parent O] Legal Guardian (please provide appropriate documentation)
Parent/Guardian Name: Parent/Guardian DOB:
Relationship to Client: Phone: ( ) ] Mobile L] Home

Address (if different):

Page 1 0f 3



Do you have Medical insurance: [ 1 Yes [ ] No If yes, please provide a copy of insurance card.

Primary Insurance: Secondary Insurance:
ID/Subscriber #: ID/Subscriber #:
Group #: Group #:

Policy Holder: Policy Holder:

Policy Holder DOB: Policy Holder DOB:
Relationship to Client: Relationship to Client:

Do you have Dental insurance: L[] Yes [ ] No If yes, please provide a copy of insurance card.

Primary Insurance:

ID/Subscriber #:

Group #:

Policy Holder:

Policy Holder DOB:

Relationship to Client:

If you do not have insurance, would you like to apply for the Sliding Fee Scale? [] Yes [] No *if yes, please fill
out Sliding Fee Scale application*

Income Information:

#in household Monthly income

Annual Income (est.):

Client work status: [ Full Time O Part Time [ Self-employed [ Unemployed L] Retired [] Student

Employer Name: Employer Address:

How long have you been employed:
Are you disabled: [ Yes [1 No Are you a US Veteran: [ Yes [] No
Are you currently homeless? [ ] Yes [] No

If yes, please indicate if you are: [] Staying in a shelter [ In a transitional living arrangement [] Doubling up

[ Living on the street [] Other

Page 2 of 3




Authorization for Verbal Release of Person Health Information

Would you like to designate a family member or other individual with whom the provider/staff may discuss your medical
condition?

[]Yes[INo Ifyes, whom?

Name Relationship Contact Number

Client/Representative may revoke or modify this authorization in writing at any time.

Release of Information/Assignment of Benefits: All Nations Health Center has my permission to release
information, as needed, for insurance processing and for my insurance to release payment to All Nations Health
Center. Furthermore, | accept financial responsibility for services provided to me according to the fees
established. | understand and agree to provide All Nations Health Center with information about any change in my
household income or insurance status.

| certify the above information is accurate, to the best of my knowledge. | hereby authorize treatment/services.

Printed name of Client:

Signature of Client/Parent/Guardian: Date:

Page 3 0f3



Patient Consent

4 >
SsouLp, wonN

Client’s Name: Date of Birth:

Rights:

e | have theright to be treated with consideration, respect and dignity.

e | have the right to have an option in the development of and access to my All Nations Health Center treatment, case
planning and referral services.

e | have the right to privacy and confidential treatment of All Nations Health Center records and provision of services.

e | have theright to services that respect my social, religious and cultural values

e | have theright to accept or refuse treatment.

e | have theright to access, review and/or copy my medical records, upon request, at a mutually designated time (or, as
appropriate, have a legal custodian access, review and/or copy such records), and request amendment to such
records.

e | have theright to know the professional experience and certification of All Nations Health Center service providers,
accreditation status and other measure of quality.

e | have theright to afair and efficient process for resolving differences with All Nations Health Center and to be
informed of the grievance procedures used by All Nations Health Center.

e | have theright to be informed of any research that may affect my care.

e | have the right to be free from coercion, discrimination, or reprisal for exercising my rights.

To Enhance My Care:

e | will extend the same courtesy and respect | receive to All Nations Health Center.

e |willdisclose information | feel is relevant to my request for service. All Nations Health Center acknowledges my
responsibility for participating in my own health and well-being.

e | will be proactive in the communication of specific requests for assistance and service.

e lwillrequestinformation about All Nations Health Center’s sliding fee scale to make arrangements for manageable
payments for service.

e |flam unable to attend my appointment, | will contact All Nations health Center to let them know. | will give 24-hour
notice and reschedule my appointment if necessary.

@ | have read and understand my rights.

Email Consent

e Emailis avery popular and convenient way to communicate for a lot of people. When an email is sent, the information
that is sentis not encrypted. This means a third-party may be able to access the information and read it since it is
transmitted over the Internet. In addition, once the email is received by you, someone may be able to access your
email account and read it.

e The guidelines state that patients may initiate communications with a provider using email. If this situation occurs,
the health care provider can assume (unless the patient has explicitly stated otherwise) that email communications
are acceptable to the individual. If the provider feels the patient may not be aware of the possible risks of using
unencrypted email, or has concerns about potential liability, the provider can alert the patient of those risks, and let
the patient decide whether to continue email communications.

D Option 1- Allow unencrypted email

| understand the risks of unencrypted email and do hereby give permission to All Nations Health Center to
send me personal health information via unencrypted email.

|:| Option 2- No not allow unencrypted email

I do not wish to receive personal health information via email.

Page 1 of 2
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