Health History Form

! _ma:! o Today’s Date:

ADA American Dental Association®

Ameriza’s leading a2dvocate for oral hesltn

1

As required by law, our. office adheres to written policies and procedures to protect the privacy of information about you that we create, receive cr maintain. Your answers are for our
records orly and will be kept confidential subject to applicable laws. Please note that you will be askad some questions about your responses to this questionnaire and zhere may be
addmowa! que<tuons comemnq ycur hea!th *hxs mforrnatlcm is wtai to aﬂow us to prov:de approp‘ iate care fo‘ you. This office coes not use this infermaticn to d;scnmmate

Name
Lost

" Address:
: Mailing oddress

First

" Occupation:

"'s5# or Patient ID: érﬁérgen:y Contact:

if you are combleting this form for another person whatis youf re!ationsﬂip to that persoﬁ?

: Your Name
Do you have any of the followmg diseases or prob!emS‘

* Active Tuberculosis. ... oo

: Persistent cough greater tharia 3 wowi' GUTBTION ..o ettt ce et et s e ea et ae oo ee e £ e e 4o LS As 4SS et aem s et e

: Cough that oroduces blood...
" Been exposed to anyone with tuoerculoms

| h‘ F you answer yes to any cf the 4 l!ems abave piease stop and return thts form to the receptmmst

D ental i ﬂfO r m at l O ﬂ For the following guestions, please mark (X} vour responses to the following questions _

Yes No DK

"po your gums bleed when you brush or floss? ..o v 0 000 O

Are your teeth sensitive to coid, hot, sweets or ):;cressure'J BRI I R

: s your mouth dry? ... e .0 00

" Have you had any periodontel (qum) LTeatrenzs? ... ... ..... 0 I8 R

' Have you evar had orthodontic (braces) treatment?....... ..o 1 03

l Have you had any problems associated with pravious denta! treatment? ... T3 O C

s your horre water supply fluoridared?... O ad

Do yeu drink bettled or filtered water?.. ... O g2
l‘ yes, how often? Circle one: DAILY / WEEKLY / CCCASIONALLY

: Care you currently experiencing dental pain or discomiort? ... 0 O O

 What is the reason for ycur dental visit today?

How do you feel abou.tmyo‘ﬁr smile?

Date of last dental x—i’ayvs:

Hcme Phone Inc.ude orea code

( ) ( ) ]
City: State: Zip:
Height ' Weight: Date of Birth:
Relafionshéé: o Home Phone: tnclude area code

SRS C o

Relgtionship
(Check DK if you Don't Know the answer to the the question}

Do you have earaches of neck pains?.... ...

- Do you have any clicking, popping or discomfort in tha jaw? ...
Do you brux or grind your £eeth? e e
Do you have sores or ulcers in your MOUth?. i e e s

Do you wear dentures or partials? . e
Do you participate in active racreational activities? ...t

» Haveyou ever had a sericus xr)ur’y toyour i*eac or mauth7 SRS

Date of y /ou fast dental exam:
What was done at that time?

“Sext

Busmess/CEh Phone lncfbce areo code

M OF

Cell Phone: mdudeareacode

M ed lCai { nfO fma t On Please mork fX/ your respese to :nd;cate tf you ! have or have not hod i any of the Fnllo wrg a’rseoses or Drob‘ems

Yes No DK
SO o O

Are yau now urder the care of a physmam

Phone: inciude area cage

( )

Pnyanan Name:

Aod'ess/Cﬂy/State/an 7

EAr'é\cu ingood heafth? .. -
: Has there been any change inyour g general health thhm the pastyear?. L C

If yes ‘what condition is be"m treated?

- Date of last pt .ysuca! exam:

@ 2"12 AmencanDE'rtal Assouat on
Form S500

Have you had a serious iliness, operation or been hospitalized

Lin the past 5 years? [
) i yes what was the iliness or prob!em" -

Are ycu +a|<mg or have you rﬂ(entiy taken ar\) prescnphon
or over the counter madicine(s)?....

|7 so, please list all, including vitamins, natural or hnrba! preparatxons

enc/for dietary supplements:

YesNomDK;
cCo:
oooool
oo
0oooo

.YechDI(;
~ooo !

Coooo
ooo
20D
[ ]
oCca
ooo

i

7 YesNoDK |
Locoo
Qoo




M ed Ca ! ! ﬂfO rmat O n Please mark (X3 your response to inef cate if Fyou have or have not had any oF the follcwmg dfseases or prabtems

(Check DK if you Don’t Know the answer to the guestion)} Yes No PX . Yes No DK |
Do you wear cantact ienses’ RO OO PRUU PRV UPRORPREE N 1 N O Do you use controlted substances (drugs)? ..o e L3 O O '
 Joint Replacement Have ycm had an orthopedic totalp.nt o C Do you use tobzcce (smoking, snuff, chew, bidis)?....ooooooooeoocooeee . 1 11 OO :
i (hip, knes, elbow, finger) replacement?_ ... e e L LT T If so, how interested @re you in stopping?
i Date ifyes have you had any comglicatians? ‘Crrde one: VERY / SOMEWHAT / NOT ﬂ\ITERESTED ‘ »
: Do yeu drink alcoholic beverages? .. ... JRPSORSRSRSRRUUSOPON 5 N 1 R A8

A eyou +akmg or scheduled to begm tak <mg an annresorpuve agent
| (ke Fosamax®, Actonel’, Atelvia, Boniva®, Reclast, Profia) for If yes, how much alcohol did you drink in the last 24 hout’s"

 05t20porosis Or Paget’s disease? ... B T T yes, how much do you typically drink i n a week? )
S;nce 2001, were you treated or are ycu presently sched uled to begm WOMEN ONLY Are you: ‘ '
| treatment with an antiresorptive agent (like Aredia™, Zometa®, XGEVA) Pre - . O -

i for bone pain, hypercatcemia or skeletal complications resulting from Number of weeks:

{ Paget‘s disease, multiple myeloma or metastatic cancer? ... O 5 O Taxing birth control pills or hormona! replacement? ..o 3 O O
Date Tfeatment began NUFSING? oo e - LB o
Aifergle& Are yau allergrc to or have you hac 2 reaction to: Yes No DK |

" To all yes respanses, specify type of reaction. Yes No DK Metals 0Ooocoo
Local anesthetics 0O 0O 3 Latex {rubber) ooDo
Aspirin 00a locine ocoo
Penicillin or other antibiotics o000 Hay fever/seasonal CoOo
Barbiturates, sedatives, or sleeping pills OO0 O  Anmals coood

| Suifa drugs 0o . Food o006
Codemeor other narcotics ] : D Other OO g
P!ease mafk (X) your response to indicate if youftave ar have not had any af the foﬂowmg diseases or prabfems.

- Yes No DK Yes Ne DK Yes No DK

! prtificial (prosthetic) haart valve . . ... T [T  Audtoimmune disease............... C G & Glaywoma . 2 00

Pravious infective endocarditis ... ... [ . Rhevmatoidarthritis.. ... T [T [0  Hepatitis, jaundice or
‘ i " . ~
| Damaged valves in transplanted heart ... 5 O3 Systemic lupus liver disease........... boo

. Congenital heart cisease (CHD) erythematosus........ccceeee. [ 03 0O Epttepsy OoC O

Unrepaired. cyanotic CHD... e O O O M ooo FamtmgspellsAorsezzures ot g
Repaired (completely) in last 6 months. .. e D O O BronchitiS ~anoaon Nf}.x;zl:;giagzlcgi:?rders e

! Repaired CHD with residual defacts ...o.ovoovoveoo oo 3 0 01 EMPRysema. 0 0O 0O See d;scrder ’ 00 o

i . S e - R - Sinus trouble ... .onoo TP

i Except for the corditicns listed above, citibiotic prophylaxis is o longer recommended  1uperculosis.. MmO g DovousnoreT...... a0

! for cny other form of CHD, Mental heaith disorders......... O 3 O :

: Ccncer/Chemo:herapy/ Specify: ) i

Radiation Treatment... .OocCc ’ i

i Yes No DK Yes NoDK N ) ) Recurrent Infections ............ O O O !

| Cardiovasculardisease ... 0 3 OO Mitral valve prolapse............ O O O Chest painupon exertion..... 01 00 O Type of infection: :

FARGING . 3 03 O Pacemaker. ... O OO Chronic pain ..o £ 0 0 Kidney problems. ... O 1 [

! Arteriosclerosis.......... ... [0 £ [J  Rheumatic fever.............. O 0 [  Dibetes Typeloril. -~ 08 O night sweats.. oc oo

i L — ;

: Congastive heart failure .. €0 O O  Rheumatic heart disease....... 1 [J [J  Eatingdisorder.... -~ 0 0o Osteopoross o oc o

i . . M

| Damagedheart valves ... OO 0 [0  Abnormalbleading......... O g o Malratrition.. -G 0 0 persistent swollen glands i

{Heartattack oo 0 O T Anemia.. OO Gaswointestinal disease....... 0 O 0O inneck... oo o

: . Severe Lweadaches/

. Heart murmur........oeeeee. 3 0 T Bloodtransfusion............ [ OO GE Reﬂu)f/perststent micraines oo o !

i Low b’ood r - D :j j sf y&sl da?_e: heal’tbum erecsrsitaanann D D D g T 1

. Lows pressue............ Hemophilia O o o Ulers. oo o Severe or rapid weightloss ... 3 OO [

i High blood pressure............. T 11 P ) o j — Sexually transmitted disease.. [ O

| Other congenibal AIDS or HIV infection ... 0 T 0O  Thyroid problems -9 oga - Excessive urination oo o

 heart defects . v &0 3 Arthiritis . 0O C O Stroke... .0 900 " '
Has & physidan or prewous dentist recammended that you take antibiotics prmr ‘:oyour dental treatment?...... e e e, O O T

| Name of physician or dentist making recormendation: B Phone: Incivde orec coae

! Do you have any disease, conditior, or problem not listed above that you think | should know about? ..................... o R

. Please explain:

NOTE Both doctor and patxent are encoumged to discuss any and all relevant pauent heaith issues prior ta 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 histary and that my
dent st 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 znswered to my satisfaction.
1 will net held my derxist, or any other member of his/her staff, responsible for any action they take or do not take because of errars or omissions that | may have made in the
; completion of this form.

ichnature of Patient/Legal Guardian: o - N Date:

Date:

| Signature of Dentist:

* " FOR COMPLETION BY DENTIST

- Comments:




Post Operative Instructions after a Tooth
Extraction |
Drs. Palma, Nardozza, McKevitt, and Wenman

The removal of a tooth is a surgical procedure. The recovery process, in most
cases, can last a few days. To allow for optimum comfort and healing, please be
sure to read and follow all instructions.

1.

~J

Bite gently on the gauze pad placed over the extraction site. Applying
pressure for a minimum of 30 minutes will aid in clot formation. If
bleeding is still present after 30 minutes, be sure to replace gauze and
continue to apply pressure. Pressure on a wet tea bag can also aid in clot
formation if bleeding persists. If you still have bleeding 24 hours after your
surgery, please call your dentist.

Take your prescribed medication as soon as you begin to experience |
discomfort. If no medication has been prescribed to you, Advil, Naproxen
or Tylenol can assist with pain relief.

Refrain from smoking for a minimum of 72 hours. Smoking can inhibit
and prolong the healing process.

Abstain from spitting, drinking through straws, and rinsing vigorously for
a minimum of 24 hours. Engaging in such activities can cause the healing
clot to be dislodged.

After 24 hours has passed, begin rinsing with warm salt water rinses 2-3
times per day to cleanse and heal the surgical site. An appropriate salt
water solution consists of 1 teaspoon salt to an 8 ounce glass of warm
water.

Swelling is a common occurrence after a tooth extraction. The amount of
swelling depends on the type and difficulty of the extraction. You can
minimize the swelling by applying an ice pack to the affected area. For the
first three hours, alternate the ice pack on for 10 minutes and off for 10
minutes.

If sutures were required following your extraction, it may not be necessary |
to return to have the sutures removed unless instructed by your dentist. If
dissolvable sutures were placed, they can take up to 2 weeks to dissolve.

For any additional questions or concerns, please do not hesitate to contact
the office at 468-1000 or 488-2911.




Palma and Nardozza, DDS PC

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION AROUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
‘We are required by applicable federal and state law to mainta:n the privacy of your health information. We are alsc
required to give you this Notice about our privacy practices, our legal dulies, and your righis concerning your health
information. We must follow the privacy practices that are described in this Notice while itis in effect. This Notice
takes effect 4 //4// 03, and will 'emain in effect until we replace it.

We reserve the right to charige our privacy practices and the terms of this Noticz at any time, provided such
changes are permitted by applicable taw. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice efective for all health irformaticn tha® we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Motice and make the new Notice available uson request.

You may request a cooy of our Notice at any time. For mora information about our privacy practices. or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice. :

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information aboul you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information ‘o oblain payment for services we pravide 1o you.

Healthcare Operations: We may use and disc’ose your health information in connection with our healthcare oper-
ations. Healthcare operaticns include quality assessment and irrprovement activities. reviewing the competence or
qualificat'ons of heaithcare professionals. evalual'ng practitionsr and provider performance, conducting training
programs, accreditation. cedification, licensing or credentialing activities. ‘

Your Authorization: In addition to our use of your health informatiar for treatrent, payment cr heaithcare opera-
tions, you may give us writien authorization to use your healln information or to disclose it to anyone for any pur-
pose. If you give us an euthorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosuras permitted by your authorization while it was in effect. Unless you give us a written authurization, we
cannot use or disciose your healih information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your realth information to you, as described in the Patient
Rignts section of this Notice, We may disclose vour heaith intformation 1o a family member, friend or other person
to the extent necessary to help with your healincare or with payment for your healthcare, but only if you agree that
we may da so.

Persons Involved In Care: We may use or disclose health information o notify. or assist in the notification of
(inc'uding identifying or locating) a family memter, your personal representative or another person responsibie for
yaur care, of your location, your general condition, or death. If you are present, tnen prior to use or disclosure cf your
health in‘ormation, we will provide you with an opportunily tc object to'such uses or disclosures. in the event cf your
incapacity ar emergency circumstances, we will disclose health information based on e determination using our
protessional judgment disclosing only heallh information that is directly ~elevant to the persen’s involvemens in your
healthcare. We wi .| also use our professional judgmant and our experienice with commor practice to make reason-
able inferences of your best interest in allowing a person lo pick up filled prescrictions, medical supplies, x-rays, or
cther similar forms cf haaith information. ’

Marketing Health-Related Services: We will nci use vour health information for markeling communications
without your written authorization.

Required by Law: We may us2 or disclese your health in‘ormaticn when we are required 10 do sc by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you arz a possibta victim of abuse, negiect. or domestic violence or the possible victim of other crimes. We may dis-
close your Fealtr information tc the extant necessary to avert a serious threat to your health or safety or the health
or safety of others.




National Security: We may disclose “o military authorities the health informasion of Armed Forces personne! under
certain circumstances. We may disclose to authcrized federal cfficials health information required for lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawiul custody of protected healtr informatior: of inmate or patient under certain circum-
stances. :

Appointment Reminders: We may use or disclose your health information o provide you with appointment
remingers (such as voicemail messages, posteards, or letters).

PATIENT RIGHTS :

Access: You have the rightto ldck 2t or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request uniess we
cannot practicably do so. (You must make a request in writing to obtain zccess to your health informztion. You may
cbtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fze for expenses such as ccpies and saff time. You may also request access by sending us
a leiter to the address at the end of this Notice. If you request copies, we will charge you $0. 74 for each page,
§ /& perhour for statf time to locate and copy your health information, and postage if you want the copies mailed
to vou. If you request an alternaliva format. we will charge a ccst-based fee for providing vour health information in
that format. if vou prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us us'ng the information fisted at the end of this Notica for a full explanation o our fee structure.) :

DBisclosure Accounting: You nave the right to receive a list cf instances in which we or our business associates
oisclosed your health information for purposes. othier than treatment, payment, healthcare aperations and cerlain
cther activities, for the last 6 vears. but not before April 14, 2003. If you request this accounting more than once in 2
12-month period. we may cherge you a reasonable, cost-based fee for responding to these additional recuests,

Restriction: You have the right to request that we place additional restrictions on cur use or disclosure of your
health information. We are not required to agree to these additional restrictions, but # we do, we will abide by our
agreement {except in an emergency).

Alternative Communication: You have the r'ght to request that we communicate with you about vour health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the allernative means or locaticn you request.

Amendment: You have {re right to request that we amend your health irformation. (Your reques: must be in writing.
and it must explain why the irformation should e amerided.) We may deny your request under certain circumstances,

Electronic Notice: If vou receive this Notice on our Web site or by electroniz mail (e-mail), you zare entitlzd 1o
receive this Notice in written form.

QUESTIONS AND COMPLAINTS \
If you want more infermation about our privacy practices or have questions or concerrs, please contact us.

It you are concerned that we may have viclated your privacy rights, or you disagree with a decision we made about
access to your health information or in respense to a request you made to amend or restrici the use or disclosure of
you~ heafth .nformation or to have us communicate with you by alternative means or at ajternative locations, you
may complain to us using the contact information l'sted at ihe end of this Notice. You also may submit a written
complaint to the U.S. Department of Healtn and Human Services. We will provide you with the address to file your
complaint with tre U.S. Department of Health and Human Services upon request.

We support your right fo the privacy of your health information. We will not retaliate in any way if you choose to file
a complaint wth us or with the U.S. Depariment of Fealt and Human Sarvices,

ConactOfficer D R_. V. S. MARDOZZA -
Tetleprone: S -4 88-29// , fax 315 - 4L8- 1696
E-mail: ;
rigess 5223 Charles /}\/C" .

SOIQ\}({/\/} M/\/ 12209

© 2062 American Uenia: Association
Ali Righls Reserved

Repredustion and use of tnis form by gentists and their stail s permitad, Any other use, duplicaticn or distrintion of this ‘e by any other party requires the prioe
wifitt2n approval of thie Amezrcan Dental Assccisacn. .

This Form is educationa! only, does not constitule legal advice, and covers only fedaral, not stale, law (August 14, 2002).




Paima and Nardozza, DDS PC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement™

i, , have received a copy of this

office’s Notice of Privacy Practices.

P-ease Print Name

Sigrature

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice ¢of Privacy Practices, but
acknowledgement could not be obtained because:

O individual refused to sign

3 Communications barriers prohibited obtaining the acknowledgement

[0 An emergency situation prevented us from: obtaining acknowledgement
5 :

Other (Please Specify)

© 2002 Amerizan Dental Association

All Rigﬁls Reseruzd

Reproduction and use of this fomm by centists and their staff is permitted, Any other use. duplication or distribution of this form by ary other party requires the crior
wiritten aspreval of the American Dental Asscciation. .

This Form is educatianat only, does not constitute legal advice, and covers only federal, not state, law {August 14, 2002).




This signed document grants Palma and Nardozza, DDS PC, to share
pertinent health information of a patient with the designated person(s) listed
below:

Patient:

Address:

Above patient grants permission to share health information to:

Name: Relationship
Name: Relationship
Name: ‘ Relationship
Patient Signature: Date

Revocation of Consent:

Patient Signature: Date




