Doster Dental

1001 Carter Street, Suite B Chattanooga, Tennessee 37402

dentalcare@drdoster.net

www.DosterDental.com

423 265-8839
CONSENT FOR TREATMENT

1.1 hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of

(name of patient) 's dental needs.

2.Upon such diagnosis, | authorize doctor to perform ali recommended treatment mutually

agreed upen by me and to employ such assistance as required to provide proper care.

3.1 agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that i can ask
for a complete recital of any possible complications.

4.1 give consent to the doctor's or designated staff's use and disclosure of any oral, written or
glectronic health records that are individually identifiable as mine for the pQrpose of carrying
out my treatment, payment and health care operations. | understand that only the minimum
amount of information necessary to provide quality care will be used or disclosed and that a

notice fully outlining the protection of my personal health information is availabte.

5.1 agree to be responsible for payment of all services rerdered on my behalf or my
gependents. | understand that payment is due at the time of service unless other
arangementshave been made. In the event payments are not received by agreed upon
dates, | under-stand that a 1-1/2% late charge (18%APR) may be added to my account. |f
required, | also understand a check of my credit history may be made.

Patent Signature Date Wiiness

Sarenl/Responsitle Party’s Signature Retationship to Patient



PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE O
LAST NAME FIRST ML
PREFERS TO BE CALLED BY
IF THIS ADDRESS
APPOINTMENT
IS FOR YOU CitY STATE s
START HERE
HOME PHONE NO. FAX
CELL EMAIL
BIRTHDATE AGE MALE FEMALE
MARRIED SINGLE DIVORCED MDOWED
SOCIAL SECURITY NO
DATE
LAST NAME FIRST M.
PREFERS TO BE CALLED BY
IF THIS AIOHESS
APPOINTMENT IS
FOR YOUR CHILD ary STATE zp
START HERE
HOME PHONE NO
BIRTHRATE AGE MALE FEMALE
SCHOOL GRADE
SOCUAL SECURITY NO.
M your ehid's last name andbr aodmss a8 nol e same 38 yours, i the fop boxalso
ACCOUNT INFORMATION (4]
i PERSON RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOCIAL SECURITY NG
ADDRESS
Y STATE 2P
PHONE NC.
YOU . L
NAME
OCCUPATION
EMPLOYER'S NAME
ADDRESS Y
FHONE RO FAXNO
YOUR SPOUSE™ e —_—
NAME
OCCPATION
EMPLOYER'S NAME
ADDRESS oY
PHONE NO. FAX NO.

PATIENT REGISTRATION

DENTAL INSURANCE

2N

PRIMARY CARRIER

INSURANCE COMPANY

GROUP NO,

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH RELATIONSHIP TO PATIENT

INSURED'S 1.0, NO.

INSURED'S SOCGIAL SECURITY NO

SECONDARY CARRIER

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH RELATIONSHIFP TO PATIENT

INSUREDS 1D NO.

INSURELYS SOCIAL SECURITY NO

GETTING TO KNOW YOU

3

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT AT OUR OFFICE?

NAME

RELATIONSHIP

HOW DID YOU HEAR ABOUT OUR OFFICE?

YOUR FORMER AODRESS

ary STATE

¥ill o

PERSON TO CONTACT FOR EMERGENCY

PHONE NUMBER

ADDRESS

ary STATE

2P

CLOSEST RELATIVE NOT LIVING WITH YOU

PHONE NUMBER

ADDRESS

oTY STATE

i~




Pallent Name

Patient Account No. Medical Alert

Welcome! So that we may provide you with the best possible care please complete both sides

of this medicalldental history form. All information is completely confidential.

What is the reason for your visit today?

DENTAL HISTORY

]

Date of Last Dental Visit Last Dental Cleaning Last Fult Mouth X-rays

What was dane at your lasl dental visit?

Previous Dentist's Name Telephone

Address State Zip

How often do you have dentaf examinations?

How often do you brush your teeth? How often do you fioss?

Have you ever used or are cumently using topical fluoride? Yes No
What other dental aids do you use? (Interplak, toolhpick, etc) __

Do you have any dental problems now? Yes No |f yes, please describe:

Are any of your teeth sensitive to: Have you ever had:

HOE OF GOIA? .o ceenrecsecnsreresscnsr s ensseesssssssnesssssssssssssssssrsesns Yes  No Orthodontic treatment? ...... . Yes No

R Y S Yes No 018l SUIGEIY? .ovvreerves e sccencensacnsin Yes  No

Biling or CEWING? ...oc.eeveeeerenccrcerrerenssrenes Yes  No Periodontal (eatmENT? ..o rccescsnrccrmnnriesernreenins Yes No

Have you noticed any mouth 0dors o B30 t3SIES? ... eveo e eeeercrsersssenenn Yes  No Your teeth ground of the bite 3djusted?.........crcnne Yes No

Do you frequently get cold sores, blisters or any other oral lesians?........... Yes No Abile plate or mOUth QUaNG?.......oooocercerns v s Yes No
A serious injury to the mouth of head? ........ccwceeee.s Yes No

00 your qumS bleed O AUM? ....oveeececerrecmscrmreemmrcccssrens Yes No Please describe, including cause

Have your parents expenenced gum disease of t00th 1088 2.......rvrvecrceen Yes  No

Have you naticed any loose teeth or change in your bite?...... No Have you experienced:

Does food tend to become caught in between your (eeth?..........cccee Yes No Clicking or popping of Ihe jaw? Yes No

if yes, where Pain? (joint, ear, Side of f3Ce) ... crvererrcernecemreriien Yes No
Difficulty it opening or closing the mouth? ..........coren.cs Yes No

Do you: Difficulty in chewing on either side of the mouth?............ Yes  No

Clench or grind your teelh while awake or 3SIEEP7...uuvn.vvvrvccorrrcerirrvciara Yes No Headaches, neckaches or shoulder aches?.................. Yes  No

No Sore muscles {neck, SOUIAETS)? .......cwerreresmeersisn Yes No
NO e

Mouth breathe while aWake O aSIEEP?....vvcorvervvrces voninvccscvinsrccencnnnrieeeins Yes  No Are you satisfied with your teeth's appearance? Yes No

Have tired jaws, especially in the MOMING? ....c.vcoowccmurmmemmsserremssirereesnes Yes No Would you like fo replace your sifver filings? ................. Yes No

Snore or have any ther sleeping disorders?...... Yes  No Would you like to keep all of your teeth aff of your ite?....Yes  No

Smoke/chew tobacco or use otfier tobaceo ProdUCIS? ... eevvereeecveneon Yes  No

Do you feel nervous about having GENIBITEAIMIBINY .........coreerce eeercesereotccomiassineestosetr soeeectes s seeses s ssssre e e s o s st e Yes No

Please describe

Have you ever had an upsefling dental €XPEMBNCE? ........vvowvcromescereesmmcemnicnseasoeenserssssseenon .Yes  No

Please descrice

Have yau ever been told t take 3 pre-medication grior 1 dEntal TEBIMEM?......cvccccvticeerrs cerrieee et sttt st s s e e serest st Yes  No

Is there anything else about having dental treatment that you would e US 0 KNOW? ..............ccmvimiiinns e senr s et ssssssss s s Yes No

if yes, please describe




Patlent Name

MEDICAL HISTORY

|Patiem Account No. B Wedicaf Alert ‘|

1. Physician's Name Phone { )
Have you had any medical care Wilhin the Past TWO YEAIS? ........vwueieeeeosisrioie e es s cestisensssss s sesseatoesariscnssensensissseisvoesseneeeesne YES No
Describe

2. Have you taken any medication or drugs Auring the Past (WO YEAIST «......ocv.eece i srers e reee e is s seesessesee s eeeenesnereresaseneseeneenes YES No
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of a8pirin? ... Y68 NO
if yes, pleass list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? ...........cceveeieee. Y88 No
f yes, please list name and dosage

5. Are you aware of having an allergic {or adverse) reaction to any substance or Medication? ............cecivieivercnmesenvmnisnresrnnseeonines - YES No
If yes, please specify

6. Have you been a patient in the hospital guring the Past five YBAIS? ...........cromieimeriee oot e reeesbesisee st s enesstssmaesssssesaenssrsrsires Y89 No

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heant (Surgery, Disease, Attack)... Yes  No UICETS oovvervseeicesciecsce e, ¥ES NO Hepalitis A B C (circle)... Yes No
CRBSEPAIN e ccreinerre e Yes  No Diabetes ......ccooveerererersisceene, Y65 NO Venersal 0isease ... Yes  NO
Congenital Heart Disease ......... Yes No Tnyroid Problems ... Y83 NO AILDS./RIV. Positive ............. Yes  No
Heart Murmur .. SRR (:T-J /o) GIBUCOMA <.ouvevrrcseeress s YES NO Cold Sores/Fever Blisters ........ Yes  No
High/Low Blood Pressure Yes No Contact 1enses ....ooe.cceervirvvecceee. ¥6S NO Blood Transfusion ... Yes  NoO
Mitral Valve Prolapse ... Yes  NO EMPhYSEma ...co.ocvemmnnncrccrinnees Y88 NGO Hemophilia .......cccovvcvci. Yo No
Artificial Heart Valve/Pacemaker ....... Yes No  Chronic Cough SRR (- S | [+ Sickle Celi Disease ................. Yes  No
Rheumatic Faver ... Y8 NO TUDEICUIOSIS ..ovvovvecrivrreirnrienne . YES NO Bruise Easily ....ccocevvvecvviiiee. Yes No
Arthritis/Rheumatism ................. Yes  No Asthma .. . Yes  No Liver Dlsease:/YeIIow Jaund|ce Yes No
Cortisone Medicine ...cccccvne. Yos No Hay Fever/AIIergy/Hwes Yes No Neurological Oisorders ... ... Yes  No
Swollen AKIES ...oc.eceerrv e YES NO Latex Sensitivity ... . Y88 NO Epilepsy or Seizures ... Yes  No
Stroke .. o Yo No 8inys Trouble ..cceevvvnrrrreeiccorree,. Y88 NO Fainting or Dizzy Spefls ........... Yes  No
Diet (Spec;al/Restnc:ed) Yes No Ragiation Theragy ...........c....... Yes  No Nervous/Anxious .. Yes No
Artificial Joints (nip, knee, elc.) .. Yes No Chemotherapy ..o vereecrsseienns Yes  No Psychlatnc/Psychoiogical Oare Yes No
Kidney Troublte ..covvcovcesrinvcnics Yo NO TUMOMS covvvvsecccrrreenns s ermsssrnaeeccrnnse. 165 NO L07:1: -V ONRNUOM (- S o)

8. Have you lost or gained more than 10 pOUNdS IN NG PBSE YEAY? ...vve..ceercuresineionn escsnssrecorescecesmnsirassssssesesnssimssmnmesisnss s sssssnssssssssnies Y63 No

9. Do you have or have you had any disease, condition, or ProbIEm ROt ISKET? «....... civurecricirimrermemericecerisresmissssssssssnsnsenessssimisronnnices V€S No
If yes, please list;

10. Women:  Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No
11. Do you use birth control prescriptions? . ... e O VOPUT PO . e Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective heaith care provider or agency, who may release such information to you. I will notify the doctor of

any change in my health or medication.

Patient/Guardian Signature Date

History Review

Dertist Signature . Date
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