CONFIDENTIAL INFORMATION QUESTIONNAIRE

PATIENT'S NAME LAST FIRST MIDDLE DATE OF BIRTH SEX SOCIAL SECURITY #
PATIENT'S ADDRESS "STREET APT# CiTY STATE ZIP EMAIL HOME PHONE
MARITAL STATUS PATIENT'S/GUARDIAN'S EMPLOYER OCCUPATION

aM Qs ap aw
Q UNDER AGE 18

WORK ADDRESS STREET CITY STATE ZIP CELL PHONE WORK PHONE OKTO CALL
WORK
QOYES QNO
SPOUSE'S NAME LAST FIRST MIDDLE SPOUSE'S EMPLOYER OCCUPATION
WORK ADDRESS STREET CiTY STATE ZIP CELL PHONE WORK PHONE OKTO CALL
WORK
AYES ONO

PERSON WE CAN CONTACT IN CASE OF AN EMERGENCY (OTHER THAN YOUR FAMILY HOME)

NAME RELATIONSHIP HOME # WORK # CELL #

OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHOQ CAN WE THANK FOR BEFERRING YOU TO QUR OFFICE

INSURANCE | INSURANCE COMPANY NA ADDRESS PHONE
COVERAGE
QYES QNO
SUBSCRIBER'S NAME PATIENT'S RELATIONSHIP TO SUBSCRIBER'S DATE OF BIRTH SUBSCRIBER'S SSN
SUBSCRIBER
Q SELF O SPOUSE O DEPENDENT
GROUP/PROGRAM NUMBER EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER ADDRESS
SECONDARY INSURANCE COMPANY NAME ADDRESS PHONE
COVERAGE
QYES ONO
SUBSCRIBER'S NAME PATIENT'S RELATIONSHIP TO SUBSCRIBER'S DATE OF BIRTH SUBSCRIBER'S SSN
SUBSCRIBER
O SELF Q SPOUSE (I DEPENDENT
GROUP/PROGRAM NUMBER EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER ADDRESS
ASSIGNMENT & RELEASE:

| hereby authorize my insurance benefits to be paid directly to the dentists. | am financially responsible for any balances due and
authorize the dentists to release any information for this claim. | authorize that my records can be used by the doctor if he so determines.

In consideration of the services rendered to me by this dental office | am obligated to pay said office in accordance with its credit
terms and policy.

| consent to the making of videotapes, photographs, and x-rays before, during, and after treatment, and to the use of same by the
doctor in scientific papers or demonstrations.

1 certify that | have read or had read to me the contents of this form and do realize the risks and limitations involved.

Signature Date

Creating Restorative Excellence Center For Advanced Dental Learning
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DENTAL HISTORY

Referred by

Previous dentist How long

Most recent dental exam Most Recent dental x-ray

Most recent dental treatment

How often do you have your teeth cleaned? 3 mo. 4 mo. 6 mo.

WHAT IS YOUR IMMEDIATE DENTAL CONCERN?

1 year or longer.

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES NO
1. unhappy with the appearance of yourteeth ... a Q
2. unfavorable dental exXperiences ..., Q Q
R T[T 0 11 (=TT = PO US SR a
4, problems with effectiveness or bad reactions to dental anesthetic ........ccccovccnnennn Q Q0
5. orthodontic treatment (braces) When ... Q QO
6. periodontal (gum) treatment When ..........cccccricnreensne e seserensens a
7.DlEediNg QUMS ... s s s s a Q
8. avoid brushing any part of your mouth ..........coccmreerrrere e Q Q
9. part of your mouth is sensitive to temperature ... Q Q
10, SO TBEIN ...t se s et en e e o a
11. a burning sensation in your mouth ........cceeiicicini e, a a
12, difficully SWalloWING ...c..oreiiiiii e e Q a
13. an unpleasant taste or odor in your mouth............c.ccccciiin, Q Q
14. dry mouth, throat, and OF €YeS ......ccevcrrecrrir e Q a
15. jaw problems (temporomandibular joint) .........cccivccniiciincnccnccccneenn @ 0
16. difficultly opening your mouth widely ..., a o
17. Stff NECK MUSCIES ... e sanens a o
18. awaken with an awareness of your teeth or Jaws ........cccccvviiicninnincnininninen, a aq
19. tension NEAdACNES ..o e g Q
20. clench or grind your teeth ..o e a a
p2 I F=\UT o [T 11 aTo [ e Tl o] o] o1 g Vo [ g Q
22 10St aNY tEOtN ..cciiiiici e e s a Q
23. do you sweat or tremble a tot during examination ..o, Q Q
" 24. do strange people or places Make you affaid .............ccceceeerrereererensererersseseeresenns o Q

SUPPLEMENTAL DENTURE HISTORY:
If you are wearing a partial or complete artificial denture, please complete the following:
YES NO (Please check Yes or No)

a a Has your present denture been relined? When

a Q Is your present denture a problem? Describe
a Q Satisfied with the appearance? _
a a Satisfied with the comfort?
a a Satisfied with the chewing ability?
When did you receive your first partial or complete denture?
How long have you wom your present denture?
Patient’s Signature Date

Doctor's Remarks:

Doctor’s Signature

© Creating Restorative Excellence OVER
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MEDICAL HISTORY

Patient Name Nickname Age
Name of Physician
Most recent physical examination Purpose
What is your estimate of your general health? Poor Fair Good
HAVE YOU EVER HAD THE FOLLOWING: YES NO YES NO
1. hospitalization for iliness or injury ................... a QO  26.anthritis ..o a
2. allergic reaction to 27. glauComa......ceccccvvierrrererer s e a
Q  aspirin, ibuprofen, acetomenophen 28. CONACE [BNSES ......... e rererereereeeeee s sereiene Q
g pe"'r?‘”'” . 29. head or NECK INJUHES .......ceeremriierneeeeeerenene Q
o ’?ert%taéggﬂxgn 30. epilepsy, convulsions (seizures).................... Q
Q codeine 31. viral infections and cold sores .........c.c.cooeuee. Q
QO local anesthetic 32. any lumps or swelling in the mouth................ Q
Q  fluoride ) 33. hives, skin rash, hay fever...........coeeevveeenncn. Q
8 lmetals (gold, stainless steel) 34. venereal disease ... Q
atex €8l dISEASE ....coevvrrvvrrn i
Q  any other medications 35. hepatitis (type ) J ORI a
36. HIV/AIDS ...t Q
3. heart problems .......ccccveevininncnncnneece e, a Q 37. tumor. abnormal arowth 0
4. heart MUMUC ..o Q Q B GIOWI cevcrvmvmmmrensnmsnmnmssnnsnenes
. 38. radiation therapy ........ccccoocvvirerieresiencrcncennas a
5. rheumatic fever .........cccoevrircceereeeecer Q a
39. chemotherapy ........ccccocevcemveierecieeceeeeeeereras a
6. scanet fever........cv i, Q Qa .
. 40. emotional problems..........cccocccericrineirenirirannn a
7. high blood pressure..........c.cvvevivrieeeccsecrernenne Q a o
41. psychiatric treatment ...........cccccevrevvrcrnninenn, Q
8. low blood Pressure .........coveeevveenrennnecieverenenes a Q . I
» 42. antidepressant medication ..........c..cccvuenne. a
Q. @SOKE ..ot Q Q 43. alcohol / drua dependenc a
10. artificial prosthesis (i.e. heart vaive or joints) .......... Q a ’ g dep Yomsssssssssssssssssssss
12. proonge boading dus to ighi i -0 ARE YoU .
1 3' emphvsema 0 0 44. presently being treated for any illness........... Q
- OMPAYSBMA ..evooivineenesssissss st 45. aware of a change in your general health ..... 0 0
14. tUbErculosis .........cccovecvvecercrerceec e a a ’
46. often exhausted or fatigued...........ccceeeeeenenn. a
15. @asthma .....ocoveiicirrrcc e a Q .
N 47. subject to frequent headaches ...................... a
16. Sinus problems .........cceccvcvvcrecerecc e Q Q
. . 48. a heavy smoker (1 pack or more a day)........ a
17. kidney disease .......c.cceveeveremrnrresernvenennens Qa Q - .
. f 49. considered a touchy person .........cccvcevceeeaeens a
18. liver diSease .......ccccvcrevvrericreniiesinrcesrenesennas Q Q
19. iaundice 0 o 50. often unhappy or depressed .............cueu....n. Q
20' Jthyroi d orparathyrmddlsease """""""""""" a a 51. easily upset orirritated .......cccceecceeeevvevcreiinnnne a
’ L e 52. FEMALE - taking birth control pills ................ a
21. hormone defiCiency .....cccvceeeeievervrceierceirinnn, a Q
. 53. FEMALE - pregnant .......cccceceeveceveceececeennee, a
22. high cholesterol ..........ccccovvccrveeeeeeevnne a a 54. MALE - Prostate disorders Q
23, diabetes ... Q Q T T T T R prrmmmsmmnevan s
24. stomach or duodenal ulcer..........cccvvecmrnnnee a Qa
25. digestive diSOrders ...........coicvevreeeveernreessennnns Q Q

Please describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental

treatment

List any medications, herbal supplements, and or vitamins taken within the last two years

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient's Signature

Doctor's Remarks:

Date

© Creating Restorative Excellence
2001 = 1-800-457-9165

Doctor's Signature
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Patient Acknowledgement and Consent Form

Effective April 14, 2003, the new federal Jaw known as the Health Insarance Portability and Accountabilily Act. of 996
(“IPAA") requires that. this oflice comply with certain roles repardings the maintenanee of the privacy of your informa-
tion that we have collected and will collect. in 1he fufare.

To comply with ene of INPAAs requirements, we are givings yon a copy of our Notice of Privacy Praclices. This Noliee
of Privacy Practices contains the information that. NHAA rerquives us to disclose regarding our privacy praclices.

Existing Michigan Law requires (in addilion to our allempl to oliain vour written acknowledgment, discussed above)
us to first obiain your written consent. prior tn disclosing any of your information excepd. for our disclosures in connection
with: a defense o a claim challenging our professional competence; a review endity’s functions; a claim for payment. of
fees; a third party payer’s examination of our records; a cowrt. order as ot of a eriminal invesiigation; an idenlification
of a dead body; a licensure investigation; or a child abuse/neglect. investigalion. '

From Lime Lo time it. may be necessary for us to make disclosures of your idormation in ¢onneclion with your treat-
ment. For example, we may make a referral to or consuli wilth another dentist. or other heallh eare prolessional, provide
a specimen Lo a laborafory for testing or otherwise make disclosures of your information in connection with providing or
coordinaling your treatment. )

Patient Acknowledgement

Please sign. this form below under the heading “acknowledgement” to acknowledge that you have today recetved a
copy of our notice of privacy practices.

[
y -

I acknowledge that I have Loday received a copy of the Notice of Privacy Practices.

TPaiient Signature T’atient Name (please print)

Date:

For office use only

Palient Refused 1o Sign

The following circumstances prohibited the patient from signing the Acknowledgment:

An emergency situation prevented the palient {rom signing the Acknowledgement.

Office Personnel (signature} Office Personnel (print name)

Date:

Patient Consent

Please sign this form below under the heading “Consent” to consent. to our disclosures of your informaiion thal we
deem necessary in order to provide you with proper treatment.

1 consent to your disclosures of my information, which you deem are nccessary in conneclion with my treaiment.
I understand thai such disclosures may not be of the type listed above.

Patient Signature Patient Name {please prinf)

Date:
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