e
Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today’s Date: j

As required by law, our office adheres to written policies and procedures to protect the privacy of information 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 h
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 question) Yes No DK
ACHIVE TUDBICUIOSIS. ... oLttt 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
klf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO m at | ON Please mark (X) your responses to the following questions.
-

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 O OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY O / OCCASIONALLY [J What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ J
M ed IC8| | ch m at ION Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P Y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe PAST 5 YAIS?....i i Oooodg
( ) 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 Medicine(S)? ... O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J
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M ed ICa | | nfO rm at |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

r B
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear CONtACt [ENSES?..........ooo oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?................... Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

- - 5

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... H
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo e 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo 0OO0o
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 ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo

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 Yes No DK
Artificial (prosthetic) heart ValVe. ... 0 [ OO | Autoimmune disease.............. O 0O O Glaucoma........o. ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy ................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiieee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders........... 0o g
Cancer/Chemotherapy/ Specify:
Radiation Treatment................ 0o oo pectly:
Yes No DK Yes NoDK X ) ) 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse............... O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O O o Eatingdisorder. ... O O 0 Osteoporosis...........ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur.................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOT pressure............. ; i S 00 Uers 0 O o Severeorrapidweightloss.. [ O [J
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other conaenital AIDS or HIV infection 000 Thyroid problems ................... O 0o O : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... Ooo0ood
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? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I 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
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

( FOR COMPLETION BY DENTIST )
Comments:




PAYMENT RESPONSIBILTY INFORMATION

Please present your insurance card on your first visit. All copayments are due on the date of service.

Patient Name: Birthdate: Soc Sec #:
Patient Address: City: State: Zip:
Patient Email: Home #: Cell #:
Marital Status: O Single O Married Q Separated Work #:

Spouse or Parent/Guardian's Name: Phone #:

Full time student: O Yes O No Name of school: Address:

Who referred you to us?

Contact in Emergency if different from above: ! Phonett:
Responsible Party if different than patient:

Name of Person Responsible for this Account Birthdate:
Relationship to patient: Soc Sec #:

Address: City: State: Zip:
Email: Home #: Cell #:

Primary Dental Insurance Information (if card not available):

Name of Insured: Birthdate: Soc Seci:
Relationship to Patient: Date Employed:

Name of Employer: Insurance Company:
Insurance Address: Insurance Phone #:
Policy/ID#: Group #:

Secondary Dental Insurance Information (if card not available):

Name of Insured: Birthdate: Soc Sec#:
Relationship to Patient: Date Employed:

Name of Employgr: Insurance Company:
Insurance Address: Insurance Phone #:

Policy/ID#: Group #:




Columbia 100 Dental Informed Consent

Welcome to Columbia 100 Dental and thank you for selecting our practice to provide your dental services. The following
is a Statement of Informed Consent and an explanation of our general office policies. Please read it carefully.

My signature on the bottom of this form certifies that;

I understand that the practice of dentistry is not an exact science. | further understand that due to the uniqueness of
every individual clinical situation no reputable practitioner can guarantee that any dental treatment or procedure will be
successful or that any risk or complication or injury will not occur. | acknowledge that no guarantee or assurance of my
dental treatment has been made to me by Dr. Eskinazi, or any member of her staff.

| understand that there is no method to accurately predict the outcome of dental treatment due to large variations in
teeth, gums, bone, chewing forces and oral hygiene. | also understand that if | experience any unanticipated reactions
during or following any treatment, | agree to report them to the doctor as soon as possible.

| understand that unforeseen conditions or circumstances may arise during the course of treatment and that additional

treatment not specified in my treatment plan may be necessary. | will be advised of any additional treatment and the
estimated costs should the need arise. ’

I understand that all anesthetics can involve risks of complications and possibly serious and permanent damage. In rare
cases anesthetics may result in paralysis of the lip, face or tongue.

I authorize Dr. Eskinazi, or any of her auxiliaries to take x-rays and intraoral images, to utilize a caries detector and to
fabricate study models as needed for my treatment. Furthermore, | understand that the doctors may not be able to
perform any treatment without these procedures.

I understand that the success of the recommended treatment depends upon my cooperation in keeping scheduled
appointments, following home care instruction, including oral hygiene and dietary instructions, and reporting to the
doctor any change in my health status as soon as possible.

To my knowledge, | have given an accurate report of my physical and mental health history. | have also reported any
prior allergic or unusual reactions to drugs, food, insect bites, anesthetics, pollens, dust, any blood or body diseases,
gum or skin reactions, abnormal bleeding or any other conditions related to my health.

I understand that it is my responsibility to provide my correct dental insurance information and | understand that | need
to promptly inform the office of any changes to my insurance. | understand that Columbia 100 Dental will submit claims
as a courtesy provided that | supply the correct information for these claims. 1agree to pay my estimated co-payment
on the date of service. | understand that | am the party who has the contract with the dental insurance company and
that Columbia 100 Dental only submits for the treatment that was performed. | also understand that regardless of any
dental insurance coverage | may have, | am ultimately responsible for the payment of all dental fees. |agree to pay
any attorney’s fees, collection fees or court costs that may be incurred to satisfy this obligation. Furthermore, |

understand that in the event | cancel an appointment without giving 24 hours notice, Columbia 100 Dental reserves the
right to assess a broken appointment fee.

I'have read and agree to the aforementioned policies, and | hereby consent to dental treatment by
Dr. Eskinazi, and/or their dental auxiliaries.

Date Printed Patient Name Signature of Patient or Parent/Guardian




COLUMBIA Dr. Rhonda E. Eskinazi, DDS PA
100 DENTAL 8805 Columbia 100 Parkway, Suite 104
Columbia, MD 21045
410-730-2337

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that under the Health Insurance Portability & Accountability Act of 1996
(“HIPAA”), I have certain rights to privacy regarding my protected health information. |
understand that this information can and will be used to:

¢ Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

® Obtain payment from third-party payers.

¢ Conduct normal healthcare operations such as quality assessments and physical
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. | understand that
this organization has the right to change its Notice of Privacy Practices from time to time and
that | may contact this organization at any time at the address above to obtain a current copy
of the Notice of Privacy Practices.

I 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. |also understand you
are not required to agree to my requested restrictions, but if you do agree then you are bound
to abide by such restrictions.

Patient Name:

Signature: Date:
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