


PATIENT DENTAL HISTORY

PATIENT’S NAME DATE OF BIRTH
\
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAYE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
\I_S YOUR DRINKING WATER FLUORIDATED
YES NO YES NO
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY. [ O
OR FLOSSING. : oo s o v oo v v 2 oo 5 s 5 o v O [} HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD YOUR TEETH s voons s wimes s 5 wmas ¢ wom & wds & i | [
LIQUIDS/FOODS. .. ... .. i J O DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEENYOURTEETH .. ...................... O O
LIQUIDS/FOODS. . .. ..o e () d HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . ..... D O TREATMENT (GUMS) ... ..o | ]
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE .. OO (|
NEARYOURMOUTH .....oviviviiiini v O O HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES. O ] INTHE PAST 5 ¢ v s s ¢ omen savese svipen s sianes o O (|
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . ................... O O
CLICKING . ... i J O DO YOU WEAR DENTURES OR PARTIALS. .......... O O
PAIN (JOINT, EAR, SIDEOF FACE) ............. [l (] IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING . ........ O [} HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY INCHEWING. ... ................. O O INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES ........... O O YOURTEETHAND GUMS. ....... ... ] O
\DO YOU CLENCH OR GRIND YOUR TEETH. ........ O O
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?
Ng
AUTHORIZATION AND RELEASE INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP\
| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO  INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY

THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE RENDERED ON MY BEHALF OR MY DEPENDENTS.

DENTIST TO. RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND

THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR

MY CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY X DATE

\PAYORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

DOCTOR’S COMMENTS

SIGNATURE DATE

PATIENT NUMBER

® LEALTH HISTORY @




PATIENT MEDICAL HISTORY
PATIENT’S NAME DATE OF BIRTH

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 THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO)
1. AREYOU IN GOOD HEALTH .........ccooo.... O O 10. HAVE YOU EVER REQUIRED A BLOOD
2. HAVE THERE BEEN ANY CHANGES IN YOUR TRANSFUSION . ..o O O
GENERAL HEALTH WITHIN THE 'PAST YEAR.. . .. .. O O 1. HAVE YOU HAD A RECENT WEIGHT LOSS ....... O O
3. DATE OF YOUR LAST PHYSICAL EXAM: 12. HAVE YOU EVER TAKEN FEN-PHEN/REDUX . . .. .. | O
4. PHYSICIAN’S NAME 13. DOYOUUSETOBACCO .. ... | O
ADDRESS 14. DO YOU OR HAVE YOU USED CONTROLLED
PHONE NO. SUBSTANCES . ..ot O O
5. ARE YOU NOW UNDER THE CARE OF A 15. ARE YOU WEARING CONTACT LENSES. ......... O 0
PHYSICIAN. . ..ot O O 16. DO YOU HAVE A PERSISTENT COUGH OR THROAT
6. HAVE YOU EVER BEEN HOSPITALIZED FOR CLEARING NOT ASSOCIATED WITH A KNOWN
ANY SURGICAL OPERATION OR SERIOUS ILLNESS [ 0 ILLNESS (LASTING MORE THAN 3 WEEKS) . ... ... | |
PLEASE EXPLAIN. 17. DO YOU HAVE ANY DISEASE, CONDITION OR
PROBLEM NOT LISTED ABOVE THAT YOU THINK
7. ARE YOU TAKING ANY MEDICINE(S) O O I SHOULD KNOW ABOUT .. ..., O 0
INCLUDING NON-PRESCRIPTION MEDICINE . ... [ |
WOMEN ONLY:
IF YES, WHAT MEDICINE(S) ARE YOU TAKING ARE-YOIFPRECNANT OR THINKYOU MAY
8. HAVE YOU HAD ANY ABNORMAL BLEEDING o 5 BE PREGNANT . ... O O
9. DOYOUBRUISE EASILY . .. ..o, O O ARE YOUNURSINGrc, 1 v +-coie s inss s s C =
Y ARE YOU TAKING BIRTH CONTROL PILLS ....... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVES ORSKIN RASH .. ... ] ]
REACTIONS TO: FAINTING OR DIZZY SPELLS .. ................ O O
LOCAL ANESTHETICS LIKE NOYOCAINE. .. ...... O O DIABETES ...\ttt et e e e e e e e e O O
PENICILLIN OR OTHER ANTIBIOTICS . .......... O O AIDS OR HIV INFECTION . ... 0 O O
SULFADRUGS ..., O O THYROID PROBLEMS . ... O O
BARBITURATES, SEDATIVES OR SLEEPING PILLS.. [ O ALLERGIES ... e O O
ASPIRIN. . e e e O | ARTHRITIS OR RHEUMATISM . ................. O O
TODINE . .o O O JOINT REPLACEMENT OR IMPLANT . .. ... ....... O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.).... [J 0 STOMACH ULCER. . . ... O O
LATEX/RUBBER ..., O 0 KIDNEY TROUBLE .. ..o O O
OTHER (PLEASE LIST) TUBERCULOSIS .. .. i O O
DO YOU HAYE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH . ... e O O
FOLLOWING: COUGH THAT PRODUCES BLOOD ............. O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ O CHEMOTHERAPY (CANCER, LEUKEMIA) ... ... ... O O
SCARLET FEVER . .. ..ottt O O SEXUALLY TRANSMITTED DISEASE. .. ........... O O
HEART DEFECT OR HEART MURMUR ........... 0 O EPILEPSY OR SEIZURES .. ..., O 0
HEART TROUBLE, HEART ATTACK, OR ANGINA ... [ O ANEMIA ..o O |
CHEST PAIN . ..ot O O GLAUCOMA. .. ... i 0 0
SHORTNESS OF BREATH . .............cooo... 0 O NERVOUSNESS . . . e O |
PACEMAKER . . ..o O O TONSILLITIS & e O O
HEART SURGERY .. ...\ O O TUMORS .« .o e e O O
HIGH/LOW BLOOD PRESSURE. ................ O O MENTAL HEALTH CARE . . . ... O O
CONGENITAL HEART PROBLEM ............... O O BACK PROBLEMS . . . ..o O O
SWELLING OF FEET, ANKLES, HANDS. . ......... O ] CHEMICAL DEPENDENCY . . ..o O O
HEPATITIS, JAUNDICE OR LIVER DISEASE . ...... O O MITRAL VALVE PROLAPSE . . .. ... O O
STROKE .+ svs 5 s ¢ s @ svsis 500055 2000 £ 455 G0s b O O CORTISONE TREATMENT . ... | |
SINUSTROUBLE. .. ..o iteee e ] 0 COLD SORES/FEVER BLISTERS. . ............... | O
LUNG OR BREATHING PROBLEMS ............. O O HYPOGLYCEMIA . . ..o O O
\_ ASTHMAORHAYFEVER ........'uunn.. O O EATING DISORDERS . ..........''''nnn... O O

ITEM 07-0515775/27011

PATIENT NUMBER
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ACKNOWLEDGEMENT OF PRIVACY PRACTICES

McCulloch-Wilson Dental Associates
23020 Highland Knolls, Ste. B
Katy, TX 77494

My signature confirms that | have been informed of my rights regarding my
protected health information, under the Health Insurance Portability and
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
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 use 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 I understand that you are not required to agree to my requested
restrictions, but if you do agree than you are bound to abide by such restrictions.

Patient Name Date

Signature

Relationship to patient
Dependent family members are also covered by this acknowledgement

For office use only:
We were unable to obtain the patient’s written acknowledgement of our Notice to Privacy
Practices due to:

The patient refused to sign

Communications barriers

Emergency situation

Other







NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires all health care records and other individually
identifiable health information used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential.
This federal law gives you, the patient, significant new rights to understand and control how your health information is used. HIPAA
provides penalties for covered entities that misuse personal health information. As required by HIPAA, we have prepared this
explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health
information,

Without specific written authorization, we are permitted to use and disclose your health care records for the purposes of treatment,
payment and health care separations.

e  Treatment means providing, coordinating, or managing health care and related services by one or more health care
providers. For example, we may need to share information with other health care providers or specialists involved in the
condition of your care.

¢  Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection
activities, and utilization review. For example, we may disclose treatment information when billing a dental plan for your
dental services.

¢ Health Care Operations include the business aspects of running our practice. For example, patient information may be
used for training purposes, or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family member, friend, personal representative or other
individual to the extent necessary to help with your health care or with payment for your health care. In the event of an emergency or
your incapacity, we will use our professional judgment in disclosing only the protected health information necessary to facilitate
needed care. In addition, we may use your confidential information to remind you of appointments by sending reminder postcards
and/or leaving messages a home and/or work. QOur office to recommend treatment alternatives or to provide you with information
about health-related benefits and services than may be of interest to you may also use your protected health information. In addition,
we may disclose your health information for public health oversight activities, judicial or administrative proceedings, in response to a
subpoena or court order, to military authorities of Armed Forces personnel, to federal officials for lawful intelligence,
counterintelligence, and other national security activities, to correctional institutions or law enforcement officials, and/or to report
suspected abuse, neglect or domestic violence. Any other uses and disclosures will be made only with your written authorization.
You may revoke such authorization in writing and we

are required to honor and abide by that written request except to the extent that we have already taken actions relying on your
authorization,

You have a certain rights in regards to your protected health information, which you can exercise by presenting a written request to
our Privacy officer at the practice address listed below.
¢ The right to request restrictions on certain uses and disclosures of protected health information, including those related to
disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are,
however, not required to agree to requested restriction. [If we do agree to a restriction, we must abide by it unless you
agree in writing to remove it.
*  The right to request to receive confidential communication of protected health information from us by alternative means or
at alternative locations.
e  The right to access inspect and copy your protected health information, with limited exceptions. A reasonable fee may be
assessed.
*  Theright to request an amendment to your protected health information. We may however, deny your request in certain
situations.
s The right to receive an accounting of disclosures of protected health information made outside of treatment, payment or
health care operations...or based on your previous authorization.
+  Theright to obtain a paper copy of this notice from us upon request, even if you have agreed to receive the notice
electronically.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties
and privacy practices with respect to protected health information.

This notice is effective as of 4-14-2003, and we are required to abide by the terms of the Notice of Privacy Practices currently in
effect. We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for
all protected health information that we maintain. Revisions to our Notice of Privacy Practices will be posted on the effective date and
you many request a written copy of the Revised Notice from this office.

You have the right to file a formal, written complaint with us at the address, or with the Department of Health & Human Services,
Office of Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for a filing a
complaint.

For more information about our Privacy Practices, please contact: For more information about HIPAA or to file a complaint:
Michael R. McCulloch, DDS The U.S. Department of Health & Human Services
23020 Hightand Knolls Blvd. Office of Civil Rights

Suite B 200 Independence Avenue, S.W.

Katy, Texas 77450 Washington, D.C. 20201

281-693-6427 877-696-6775(toll free)



