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HEALTH HISTORY FORM

Name: Home Phone: ( ) Business Phone! ( )
LAST ST L E
Address: City: State: Zip Code:
FL. BOX e Madng AdGres
Occupation: Height: Weight: Date of Birth: Sex: MO FOQ
S§S4: Emergency Contact: Relationship: Phone: { )

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

s RELATI 3P
For the follpwing questions, please (X) whichever applies, your answers are for our records only ang vill be kept confidential In accordance with applicable javis

Please note that during your initiat vish you wlll be asked some questions about your rasponses to this questionnaire and there may be additonal questions
concerning your haafth. This information is vital {o allovs us to provide epproprate care for you. This office does nat use this informaton to giscriminate.

DENTAL INFORMATION

Don't

Yes No Know
Do your gums bleed when you brush? g 2 0 How would you describe your current gental problem?
Have you ever had orthodontic (braces) freaiment? 0 9 0
Are your leelh sensiiive 16 cold, hol, sweets or pressure? O O D " ]
Do you have earaches o neck paina? 0O D O Date of your las dental exam:
Have you had any periodontal {gum) treatments? O 0o g Dale of last dental x-rays:
Do you wear remou.able dfenlal apphances? ) a a 4 What was done al thal lime?
Have you had a serious/difficull problem associated
wilh any previous denfal treaiment? O 0O 2 How do you feel aboul ihe appearance of your 1eelh?

I{ yes, explain:

MEDICAL INFORMATION

Don't Don”t
Yes No Know Yes No Know
Ase you taking or have you recently taken any
(f you answer yes to any of the 3 items below, medicing(s) inctuding non-prescription medicine? O QO a

please stop and return this form to the receptionlst (f yes, what madicine(s) are you taking?

Have you had any ol the following diseases or problems? Prescribed:

Aclive Tuberculosis a n

Perssistent cough greater than a 3 veek durabion 0O 0 DO )

Cough that produces bleed i Ry Dverthecounisg

Ase you in good health? a o 0o Vitamins, natural or herbal preparations and/or diat supplemants:

Has there been any change in your general

heallh wilhin the past year? g 0 0

Are you novs under Lhe case ol 2 physician? a a2a Are you laking. or have you taken, any diel drugs such

If yes, what is/are the condition(s) being realed? Pondimin {fenfluramine), Redux (dexphenfluramine)
or phen-ien (fenfluramine-phentermine combination)? o oo

Date of last physical examination: 0o you dnnk alcoholic beverages? a oo
ff yes, hows much aleohol did you drink in {he last 24 hours?

Physician: In the past wezsk? -

ravT A E

P pw—r= = Ase you alcohol and/or drug dependent? g a 2
Il yes, have you received trealment? (circle oney Yes / No

= e Do vou use drugs or othar substances for

oRess oryTATE I recrealional purposes? g 0 Q
If yes, please fisi:

Have you had any sedous fliness, operation. Frequency of use (daily, weekly, ete.):

or been hospiafized in the past § years? 29 9 9

Number of years of recreatianal drug use:

If yes, what was the illness or prablem?

Oo you vse tobacco (smaking, snulf, chev)? 0 4
It yes, how interested are you in stopping?

(circle one) Very / Somewhat / Nol interested

Do you wear contact lenses? Q 0o 0o

PLEASE COMPLETE BOTH SIDES



Yes No
Are you allergic to or have you had a reaction to?

Lozal aneslhelics a2
Aspirin a 2
Penicillin or other anlibiotics a 2
Basbilurales. sedalives, or slesping pills QA D
Suifa drugs Q2 92
Codeine or other narcolics [m—
Latex [RE]
lodine a 3
Hay fevei/seasonal g o
Animals 2 QA
Food (specify) a 2
Other (specity) J
Metals (specity) R S

To yas responses, specify type of reaction.

Know

vcuouvovudcdorLuuopo

Yes No Know

Have you had an onthopedic 1otal joint
(hip. knee. elbow. inger) replacement? D 92 D
It yes. v/nen vras this operation done?

If you ans\vered yes 1o the above qusalion, have you had
any complications or difficullies with your prosthetic joint?

Has a physician or previous deonsl recommended
thal you lake antibiotics orior 1o your denlal treatment? 0O O QO

If yes, what antiblotic and dose?

Name of gihysician or denlist™

Phone:

WOMEN ONLY.

Are you or coutd you be pregoant? O o 0O

Nursing? : [

Taking birth conlrol pills or hormonaf replacement? a 0O a
Plaase (X) a respanse to Indicate if you have or have not had any of the folloving diseases aor problems.

Don't Don't
Yes No Know Yes No Know
Abnormal bleading I Hemophilia 3 Q9 2
AIDS or HIV inlection 0 2D Hepalilis, Jaundice or liver dispasa 2 0 0
Anemia [ R R | Recurrent Iniecttons JdJ 0 DO
Arthritis D a2 9 If yes, indicale type of inleclion:
Rheumataid asthrilis 0 a9 Kidney problems [ R
Aslhma o o AQa Mental health disorders. if yes, spacify. a o o
8lood transfusion. Il yes, date: 2 12 O Malnutsition Q a o9
Cancar/Chemolherapy/Radiation Treatment a 9 4 Night sv/eats D a0
Cardiovascular disease. If yes. spacify belov:; g o A Nevrolcgical disorders. If yes. speciiy: C a9 D
—__Anglna ___Hean murmur Osteoporosis 0O o 0
____ Arteriosclerosis ___High bload pressure Persislent swollen glands in neck D o Qo
__Aruyhcia neart valves ____Low bload pressure Resgpiratory problems. If yes, specify befov/: Q 0 a4
___ Congenital heant delecls __ WMhrel valve prolapse —___Emphysema ____ Bronehiiis, etc.
____ Congesttre hearl 'lallure _Pacemak_er Severe headachas/migraines O O 0
____ Cormonary arlery disease _Rheumalvc heart \ Severe or rapid weighl loss 2 49 9
____ Damaged heart valves disease/Rheurnalic fever Sexually fransmitted disease a0 o
— Hean anack Sinus Irouble D a2 D
Chest pain upon exertion a a2 2 Slesp disorder O 0O Q
Chronic pain o 3 2 Sores or ulcers in the moutlh Q o 0
Dicease, drug. or radiation-induced IMMUNOSUBPIESSION o a o Stroke Q 0 QO
Diabetes. I yes. specify below: 3 2 2 Syslemic lupus erythamalosus 2 0 N
. Type 1 (Insulin depandent) ___Typell Tuberculosis O a0

Dry Mouth 20 9 Thyroid problems n o a
Ealing disorder. If yes, speciy: a 9 0 Uleers . . Qa9
Epilepay g 0 0O £xcassive urnation 0O 2D
Fainling spells or sewzures DD 9 Do you have any disease, condition, or problem
Gastraintestinal disease a o0 Db not listed above that you Lhink | shoutd know about? D O WL
G.E. Reflux/persistant heartbum o 0D 0 Please explzin:
Gtaucoma DD D
NOTE: Both Doctor and patient are encovraged to giscuss any and all relevant palient health lssues prior to treatment .

1 certify that | have read end understand the above. | ecknovdadge (hal my questions, if any, abcurt ingquiries set (erth above have baen ansvreed 16 my satisfaction. | will not hold my
danusl, cr any other membar of his'har stafl. responsible (or any aclion Yhey take or do nol take bacaussz of ermors of cmissions Lhat | mpy have made in the completicn of this fosm.

LOQIANFT OF FIAATASAL BRA™AN

FOR COMPLETION BY DENTIST

Comments on patient interview concerning health history:

Significant findings from questionnaire or oral infervigw:

Dental managemenl consideralions:

Heafih History Updats: On a regular basts the palient should be questioned about any medical hisiory changes, dale and comments nolated, along vaith slgnature.

Date Comments

Signature of patient and dentist

L2002 Amermzn Denlal Association
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HIPPA Privacy Authorization Form

1. Tauthorize Alan Barr DDS and Staff to use and disclose my protected health
information with specialists and, if applicable, my dental insurance, for all
past, present and future periods while under the care of Alan Barr DDS.

2. lauthorize the release of my complete health record (including records
relating to mental healthcare, communicable diseases, HIV or AIDS, and

- treatment of alcohol or drug abuse).

3. This medical information may be used by the person(s) I authorize, for
dental treatment or consultation, billing or claims payment, or purposes [
may direct.

4. This authorization shall be in force and effect until | terminate my
relationship with the office of Alan Barr DDS, at which time the authorization
expires.

5. lunderstand that I have the right to revoke this authorization, in writing, at
any time. [ understand that a revocation is not effective to the extent that any
person or entity has already acted in reliance on my authorization or if my
authorization was obtained as a condition insurance coverage and the
insurer has a legal right to contest a claim.

6. lunderstand that my treatment, payment, enrollment, or eligibility for
benefits will not be conditioned on whether I sign this authorization.

7. Tunderstand that the information used or disclosed pursuant to this
authorization may be disclosed by the recipient and may no longer be
protected by federal or state law.

Print name of patient

Signature of patient or personal representative

Date




Sleep Screening Questionnaire

Please answer the questions below to help us assess the possibility of a sleep disorder which may be related to your dental
and overall health. There is often a correlation between grinding of the teeth, TMJ disorders, breakdown of the teeth and
sleep disorders. Sleep apnea may also increase your risk for many different health conditions including heart attack and
stroke. If you are here with your child (under 16), please fill out the lower portion marked “For children only” for your child.

Name: Height: Weight:

Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling tired?

0 = | would never doze 2 =| have a moderate chance of dozing
1 = | have a slight chance of dozing 3 =| have a high chance of dozing
Situation Chance of Dozing
1. Sitting and reading
Watching TV

Sitting inactive in a public place (e.g. a theater or a meeting)

As a passenger In a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit
Sitting and talking to someone

Sitting quietly after lunch without alcohol

In a car while stopped for a few minutes in traffic

PNV E®WN

Total Score

|1

Have you ever been diagnosed with: Yes No
1. Impaired Cognition {i.e. difficulty concentrating or thinking) D O
2. Mood Disorders/Depression | (|
3. Insomnia g a
4. Hypertension (high blood pressure) O 0
5. Ischemic Heart Disease {Coronary Artery Disease/Atherosclerosis) @] O
6. History of Stroke O DO
7. Sleep Apnea ] a
If yes: Did you try to use CPAP O O
8. TMIJ problems significant enough to require treatment a m|
9. Gastric Reflux (GERD) or Heartburn O O
Are you aware of (or have you been told): Yes No
1. Snoring on a regular basis O O
2. Feeling tired or fatigued on a regular basis a 0
3. Clenching or grinding your teeth (bruxism) O il
4. Having frequent headaches O m}
5. Your neck size being > 17 inches (male) or > 16 inches (female) O i
6. Anyone in your family having sleep apnea O ]
7. Stopping breathing when sleeping/awakening with a gasp D O
For children only (filled out by parent or guardian)
Are you aware of your child: Yes No
1. Snoring/noisy breathing while sleeping O O
2. Grinding his or her teeth a a
3.  Woetting the bed O O
4. Having difficulty in school/learning O 0
5. Being treated for ADD or ADHD W O
6. Breathing primarily through their mouth O 0O
7. Having frequent nightmares/night terrors O jm}
8. Having frequent ear aches O 0

Dental Fran Eindinoce 1 Evidence of
LUCHiLal CACALE FiitlHEIE S, . i Hie O
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