Health Hi story FQrm ' . A American Dental Associ‘ation“‘

America’s leading advocate for oral health

{ Email: Today’s Date: b

1 |

As required by Iaw our office adheres to written policies and procedures to protect the privacy of mformatzon 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.

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 the question) Yes No DK

Active Tuberculosis

Persistent cough greater than a 3 week duration.................. e RS Oood

Cough that produces blood

| Been eXposed £0 aNYONE Wt BUDEICUIOSIS ........ .. ovuu ittt aes o o o S R AR e Oooaa
Lh"' you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
D ental ‘ l nfor mation For the following questions, please mark (X) your responses to the following questions. ; -
Yes No DK Yes No DK
Do your gums bleed when you brush or floss? ... O oo Do you have earaches or NeCK PaINS?. ... oono
Are your teeth sensitive to cold, hot, sweets or pressure? ... [0 [0 [0  Doyouhaveany clicking, popping or discomfort in the jaw? .... 0o
15 YOUr MOUER dFY? e OO0 |[Doyoubruxor grind yourteeth? ..o rmemmesmmrimssses s oo
Have you had any periodontal (gum) treatments?.................. oo Do you have sores or ulcers in your mouth?. ... Oo0oo
Have you ever had orthodontic (braces) treatment?.............. 07 O | Doyouwear dentures or partials? ... ood
| Have you had any problems associated with previous dental treatment?......... O O 0 | Doyou participate in active recreational activities?.............. oo
Is your home water supply flUordated? ..o 0O O [0 | Haveyou ever had a serious injury to your head or mouth? ... oo
| Do you drink bottled or filtered Water?..............ooooivrsmmsissso O O O | Dateof your last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
| Are you currently experiencing dental pain or discomfort?............. -0 O O [Date of last dental x-rays:
|
What is the reason for your dental visit today?
How do you feel about your smile?

M a d I Cal l ﬂfO I’m'at 10N 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 @ PhySICIaN? ... O O O | Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe Past 5 YEAIS?. .o oo ooad
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter MEediCINE(S)? ..o oot Oooano
Are youin-good health? oo R Ooag If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year? ........ Oooao andjor dietary supplements:

If yes, what condition is being treated?

Date of last physical exarm:
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M ed! Cal l nfo rm atl Ol Please mark () your response to indicate if you have or have not had any of the following diseases or problems. '

| Please explain:

| (Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses?...............oe. ISP Oooaoa Do you use controlled substances (drugs)?........ O
| Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)? O
(hip, knee, elbow, finger) replacement?.............coooioiiiiociiiiicciccce 0O O | Ifso, how interested are you in stopping?
. v Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications? .
i i ?
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages? s bzt Oooo
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
| osteoporosis or Paget’s disease? ... 1 O O | I yes, how much do you typically drink i na week?
Since 2001, were yourtreated_ or are you presently scheduled to begin WOMEN ONLY Are you: ,
treatment With an antlresorptlve agent (fike Afedlg f Zometq , XGEVA) Pregnant?...... O
for bone pain, hypercalcemia or skeletal complications resulting from N o ek
g " : 5 -
Paget's disease, multiple myeloma or metastatic cancer? ... 000 4 g birth control pills or hormonal replacement? "
Date Treatment began: | Nursing? .. L]
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 Oo0oao
Local anesthetics OO0 Latex (rubber) Oooo
Aspirin O 00 lodine Ooono
Penicillin or other antibiotics 5 [ 0 Hay fever/seasonal Oooad
Barbiturates, sedatives, or sleeping pills Oooag Animals Oaa
Sulfa drugs L3 ET 3 Food Oooao
Codeine or other narcotics Oooad Other Oooao
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P y g
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve............ccoo.coorvoiriiiiiinir e Oooog Autcimmune disease B O EH  Glaueoma s e S
Previous infective endocarditis 1 | Rheumatoid arthriis........... [0 O [O Hepatitis, jaundice or
Damaged valves in transplanted heart O Systemic lupus I‘VE-?" disease ooao
Congenital heart disease (CHD) ’ erythematosus o Ep-llep?sy ) L LI
s————te SRRl e — O O Fating spels or seizures..... 0 0 O
Repaired (completely) in last 6 months.... ooo. BIONCAIS .o o Nlefurologlcal dfis_orders """""" SRAps
] . h | Emphysema Oooo YESSREChYE
Repaired CHD with residual defects 0O ) Sleep disorder Oooo
- " Sinus trouble ... O oo REISORICR ersepermessaconenes
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended e Oooo Do you snore?............ e ooao
for any other form of CHD. Mental health disorders_........ O O O
Cancer/Chemotherapy/ Shaci
Radiation Treatment................ Oooo PSR
Yes No DK Yes No DK N ) ) - 0 Recurrent Infections ............... ooo
Cardiovascular disease........... O O [  Mitral valve prolapse............... 00 g g Chestpainupon exertion...... u Type of infection:
ANGING...ocerre e O O O Pacemakersmmsmsmmmas O oy Chronicpain oo Kidney problems...................... ooo
Arteriosclerosis..................... O O O  Rheumaticfever........... O g Diabetes Typelorl OO Night sweats ooog
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O oo Fatingdisorder . O O osteoporosis Oooo
' Damaged heartvalves ... 0 O O  Abnormal bleeding... ... O0OQ  Malnutrition. O O O persistent swollen glands
Heartattack ... ... .. O 0O O Anemia.....ooo O O Gestrointestinal disease ... ooao oo
. Severe headaches/
Heart murmuiti o 00 O O Blood transfusion............. 0 O O  GE. Reflux/persistent migraines 0ooo
If yes, date: heartburn ... I I
Low blood pressure.......... ~o o e o o s O oo Severeorrapidweightloss... [ O O
- emophilia ... O O O WICEIS i
High blood pressure............ ooao ADS P Y et 5 B Thymid pabléins 0o g Sexalytransmitted disease . ooao
- or HIV infection.............. s
Other congenital Excessive urination ................ BE O
heartidefectsisnmmms O O O Arthritis oo - 0O OO Stroke .o oo
Has a physician or previous dentist recommended that you take antibiotics prior to your dental EFEALMIENE? oo O0oo
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 about? ... oodg

completion of this form.

Signature of Patient/Legal Guardian:

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

Date:

Date:

Signature of Dentist:

Comments:

FOR COMPLETION BY DENTIST




BELLEVUE FAMILY
PRACTICE DENTISTRY

1004 LINCOLN ROAD SUITE 100

PATIENT REGISTRATION

Patient Name Date:

Whom may we thank for referring you?

HOW DO YOU PREFER TO BE CONTACTED FOR FUTURE APPOINTMENTS?
EMAIL POSTCARD PHONE

*Emergency Contact: Relationship:

*Emergency Contact Phone:

PRIMARY DENTAL INSURANCE *NEED ALL INFORMATION ON POLICY HOLDER

Person responsible for account

Relationship to patient Phone

Employer

Work phone

Insurance company

ID#
Group # Subscriber #
SSN - - Birth date

SECONDARY/ADDITIONAL DENTAL INSURANCE (IF AVAILABLE)

Subscriber name

Relationship to patient Phone

Employer

Insurance company

ID#

Group # Subscriber #
SSN - - Birth date
ASSIGNMENT AND RELEASE

I, the undersigned certify that | (or my dependent) have insurance coverage with the above company(s) and assign
directly to Dr. Smith/Dr.Ellingson all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the
doctor to release all information necessary to secure the payment of benefits. | authorize the use of this signature on
all insurance submission.

HIPPA: | acknowledge that | was offered a copy of the Notice of Privacy Practices and that | have read (or had the
opportunity to read if | so choose) and understood the Notice.

Signature of Patient/Legal Guardian:




PRACTICE TISTRY
1004 LINCOLN ROAD SUITE 100
ELLEVUE NEBRASKA _ 68005-2361

th. DDE - Paniel L Ellingzon, DDS

Alleas M Sy

+02-203-1176 -bellevuetmmnilypracticedentistey. com

FINANCIAL POLICY

CONTRACTED INSURANCE:

¢+ If we are contracted with your insurance company, we must follow our contract and their
requirements. If you have a co-pay or deductible, you must pay at the time of service. It is the
insurance company that makes the final determination of your eligibility,
NON-CONTRACTED INSURANCE: :
* Insurance is a contract between you and your insurance company. We are not a party to this
contract. We will bill your primary insurance company as a courtesy to you. Although we may

estimate what your insurance company may pay, itis the insurance company that makes the final
determination of your eligibility.

PAYMENT OPTIONS [F YOU HAVE NO INSURANCE:

e We accept cash, check, or credit card.

»  CareCredit financing which offers 0% interest for 12 months.
*l acknowledge that payment is due at the time of treatment, unless other arrangements are made. |
agree that parents/guardians are responsible for all fees and services rendered for treatment of a
minor/child. | accept full financial responsibility for all charges not covered by insurance.

APPOINTMENT CANCELLATION:
*  We require notification of cancellation at least one (1) business day in advance before noon.
* Failure to present at the time of a scheduled appointment ("no show”) and $40 administrative fee
will be billed to patients account.
» Three (3) “no calls/no shows” will result in the temporary suspension of services, will not be
rescheduled for future appointments and will be asked to leave the practice.

RETURNED CHECKS:
* There s a $25 fee for any checks returned by the bank.

WAIVER OF CONFIDENTIALITY:
*  You understand if this account is submitted to an attorney or collection agency, if we have to
litigate in court, or if you're past due status is reported to a credit reporting agency, the fact that
you received treatment at our office may become a matter of public record.

HIPAA CONSENT, PERMISSION TO TREAT, PHOTO RELEASE

* | give this practice my consent to use or disclose my protected health information (PHI) to carry
out my treatment, to obtain payment from insurance companies, and for health care operations
like quality reviews.

* lunderstand that | have the right to request a restriction of how my protected health information is
used. However, | also understand that the practice is not required to agree to the request. If the
practice agrees to my requested restriction, they must follow the restriction(s).

¢ lalso understand that | may revoke this consent at any time, by making a request in writing,
except for information already used or disclosed.

* | have been informed that | may review the practice's Notice of Privacy Practices (for a more
complete description of uses and disclosures) before signing this consent.

* lunderstand that this practice has the right to change their privacy practices and that | may obtain
any revised notice at the practice.

* lhereby agree to photographic images for treatment planning, educational, promotional or
advertising purposes.

MINOR/CHILD CONSENT

e |, being the parent or guardian of do hereby
authorize the dental staff to perform necessary dental services for my child, including but not
limited to X-rays, and administration of anesthetics which are deemed advisable by the doctor,
whether or not | am present at the actual appointment when the treatment is rendered.

SIGNATURE: DATE:
PATIENT, PARENT or LEGAL GUARDIAN




