" WELCOME

We are pleased to welcome you to our practice. Please take a
few minutes to fill out this form as completely as you can. If

| you have questions we'll be glad to help you. We look forward

to working with you in maintaining your dental health.

PATIENT INFORMATION "l

Name Soc. Sec.#
Last Name  First Name Initial

Address

City. State Zip

Home Phone Cell Phone

Business Phone

Sex M F Age Birthdate

Single__ Married___ Widowed____ Separated___ Divorced

Patient Employed by Occupation

Business Address Business Phone

Whom may we thank for referring you?

Whom may we call in case of emergency (or notification of

Cancellation)? Phone

AUTHORIZATION

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge.
I understand that I am financially responsible for all charges whether or not paid by insurance.
Payment is due in full at time of treatment, unless prior arrangements have been approved or
procedures have been submitted to insurance. I understand that a 1.33% finance charge will be
assessed monthly for any account balance remaining over 60 days. [ agree to reimburse the office
the fees of any collection agency, which may be based on a percentage at a maximum of 50% of the
debt, and all costs, and expenses, including reasonable attorneys’ fees, the office incurs in such
collection efforts

Signature Date
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Health Histo ry Form ADA American Dental Association*

America’s leading advocate for oral health
[Emai\: 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 |
Last First Mldd}t’ ( ) ( ) !
‘Address: i - City: S State: Zip: i
Mailing address I
Occupation: S Height:  Weight:  Dateof Birth: Sex: !
SS# or Patient ID: ~ Emergency Contact: R Relationship: Home Phone: Include areacode  Cell Phone: Include area code
( ) ( ) J
I you are completing this form for another person, what is your relationship to that person? \
Your Nome Relationship I
Do yoh have any of the following diseases or pr_o'blems: (Check DK if you Don’t Know the answer to the the 'ci-uestfon) Yes No DK
Active Tuberculosis... R T T T T S R S R R R R s R R sresaen. D) O B ‘
Persistent cough greater than a 3 week duration... o A S A A A A P e B T B e A ..O00,|
Cough that produces blood..............c..ccooooiiiinns PO [ - ... OO0 |
Been exposed to anyone with tuberculosis ... 0Oaao
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
D e ntal ' nfO rm atIO N For the following questions, please mark (X) your responses to the following questions.
Yes No DK Yes NoDK |
Do your gums bleed when you brush or floss? ... [0 [ [  Doyouhaveearachesor neck pains?. ... NUPRONPRR 1 iy i [ |
Are your teeth sensitive to cold, hot, sweets or pressure? ... ..00ag Do you have any clicking, popping or discomfort in the jaw? ... ooao :
Is your mouth dry? .. e oo Bio:you Briger gnnd Yeur teethZi. . wmmsnmmmnsinnassaanesssad @ B 0 |
Have you had any peﬂodonta| (gum) treatments? oo Do you have sores or ulcers in your mouth? ... 0 0 0 |
Have you ever had orthodontic (braces) treatment? ..., Oo0oao Do you wear dentures or partials? ... 1 0 0 |
Have you had any problems associated with previous dental treatment? ........ O O O  Doyou participate in active recreational activities? ... ooo |
wE Is your home water supply fluoridated? ... ... .Oono Have you ever had a serious mjury to your head or mouth? ........................ .0o00g |
| Do you drink bottled or filtered water?..............cco. 0 0 O Date of your last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Whatwes done:at that ime? |
Are you currently experiencing dental pain or discomfort?..........0 O O Date of last dental Q-?ays: |
. S — i
What is the reason for your dental visit today? |
|
How do you feel about your smile?
\
M e d Fcal | nfO rm at 10N Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.
; 1 Yes NoDK | Yes No DK |
Are you now under the care ofa physman? ................................................. 000 Have you had a serious illness, operation or been hospitalized
Physncran Namefiw* Phone: Include area code Il_n the past 5 years? oo ol o L ooo
( ) If yes, what was the illness or problem?
7:@r§sgjtify/5tat_e-/-2ip: 1
[ Are you taki'ng or have yoﬁ ;e&éntiy taken any prescriptibn
or over the counter medicine(s)?................... SR Ooo
Iréﬁﬂih‘g_oo&_lﬁl_th_?:jf ..... R ... 0O Ifso,please list all, including vitamins, natural or herbal preparations '

Has there been any change in your general health within the past year?......00 O O andfor dietary sipplementss

If yes, what condition is being treated?

| Date of Iast_ﬁ}iﬁ&l—exam: -

A

© 2012 American Dental Association
Form $500



Medical Information prease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

-
(Check DK if you Don't Know the answer to the question) Yes No DK | Yes No DK
Do you wear contact I e L AR s ORI S TS ARG 1 1B o [ | Doyou use controlled substances (drugs)? ... 1 O O
Joint Replacement Have you had an orthopedlc totaiJomt | Doyou use tobacco (smoking, snuff, chew, bidis)?...........cccccovcvvccceeee. @ O O
(hip, knee, elbow, finger) replacement?...............ccoooooceercioriciere. 1 [ 0| If 50, how interested are you in stopping?

Date If yes, have you biad any compl!canons?’ i Cm:le one: VERY / SOMEWHAT / NOT INTERESTED s

Are you takmg or scheduled to begm takmg an antiresorptive agent [ DO you drmk alcohollc Leveiagests ieh
(like Fosamax”, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?

ostéoporosis or Paget’s disease .. nmahnussiniisiasimiis -0 0 O | 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 2R antiresorptive agent (like Amdi‘?-' ZomEta‘.' XGEVA) =11 = ISR T
for bone pain, hypercalcemia or skeletal complications resulting from NUREer o aane:

Paget’s disease, multiple myeloma or metastatic cancer?...............ccocoviccnnne OO0 Taking birth control pills or hormonal replacement? ......oo........0 O O
Date Treatment began: T AT s o A howia T S Ra s R Ooag
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 Oooao
Local anesthetics O 0O O  Latex (rubber) Oooao
Aspirin B BB lodine Ooo0o
Penicillin or other antibiotics O 0O O Hay fever/seasonal Oooa0o
Barbiturates, sedatives, or sleeping pills OO0 O  Animals 000
Sulfa drugs onoo Food ooano
Codeine or other narcotics O 0O 0  oOther Oo0oa0o

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

L S - ~ Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve...........ccoo....ooooeerveecrenrceeecceieeevcseseeeeen 3 0 0 i Autoimmune disease............... O 0 0O Glaucoma......o. 0 0 0
Previous infective endocarditis...................ccccoovvoernerencreercesrsercesneeneessneee. 3. 0 O | Rheumatoid arthritis L) O Hepatitis, jaundice or
Damaged valves in transplanted heart ......................cococooce.d O O | Systemic lupus 'N?r disease ooao
Congenital heart disease (CHD) erythematosus..................... 0 O O  Epilepsy.....ccccccccccccccc..... 0 0O O
Unrepaired, Cyanotic CHD...........ooooiiiiiiiece e ooo (L —— R 0O 0.0 Fmingspelsorssees.... & i, o
Repsiced toomplateli in st & mpnths e s L T— 0O O O  Neurlogical disorders.......... 0 O O
| = B T———
Repaired CHD with residual defects ... B A = [ TSI st s ;
———————— Sinus trouble ........................ O O O e
Exceptforthecondmonshstedobove onr:broncprophyfaxns:snofongerrecommended fiiberciitosis.......... . DOOD Doyousnoré?...........c.... 0 O O
for any other form of CHD. Mental health disorders.......... 0Oo0no
Cancer/Chemotherapy/ Specify:
Radiation Treatment............ O O O i
Yes No DK Yes NoDK ) ) Recurrent Infections ........... O O O
Cardiovascular disease........... O O O Mitral valve prolapse........... 0 gg Chestpainuponexertion...... oo Type of infection:
prolap o
ANGINA...oooooooocie. O 00 O Pacemaker.....n, 0 0O 0 ChFORICPAIN. i O 0 O Kidney problems...................... ooo
Arteriosclerosis... .. 0 O O Rheumaticfever............ [0 O O Diabetes Typeloril ... 0 0O O night sweats......ooocoo. 0 O O
Congestive heart failure..... [] [0 [J  Rheumatic heart disease....... [0 [0 [0 FEatingdisorder.............. 0 0O O OSteOpOrosiS ........coovvvvee OooOoo
Damaged heart valves ......... [J [0 [ Abnormal bleeding............ O 0O O  Malnutrition - 00 O persistent swollen glands
Heart attack .... oo 0 OO Gastrointestinal disease........ 01 00 00 inNeCK..ciiiniiens o O
S headach
Heart murmur...................... 0 0 Blood transfusion............... 0 O O GE Reflux/per5|stent e
heartb Ooono migraines... s B B B
Low blood pressure ... O O [ If yes, date: EPLOLIT
H hil OO0 Ulers. 0ooon Severeorramdwenght loss.... OO O
; emophilia ...
High blood pressure........... 0 [ [ P Sexualfytransmltteddlsease,. ooao
P —— AIDS or HIV infection............ 00O Thyroid Problems -------------------- ooao S ooo
heart defects....................... 0O 0O 0O  Arthritis... e e R (] S ISR TOKE s ol M0 T (ot SN Oooao
Hasaphysnaan or previous dentist recommended that}ou take antlbxotlcs prlorto_y_ou_rd_ent_al LRAtNENI s s e
Name of physician or dentist making recommendation:
) DRl ( R o
Do you have any disease, condition, or problem not listed above that you think | should know about? ..., 1 OO O

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

Please explain: J

Signature of Patient/Legal Guardian: e Date:

Signature of Dentist: ) Date:

FOR COMPLETION BY DENTIST
Comments:




STIRLING SMILES
BRIDGET A. LANG, DMD, LLC

AUTHORIZATION TO DISCLOSE
DENTAL/MEDICAL/FINANCIAL
INFORMATION

« [ authorize release of my patient health information to any and all physicians/dentists/
dental specialists, when deemed appropriate for my care.

SIGNATURE OF PATIENT OR REPRESENTATIVE
DATE

e [ hereby authorize Dr. Bridget Lang and the office staff to share my treatment, diagnosis,
and billing/payment information with the following individuals:

NAME
RELATIONSHIP PHONE
NAME
RELATIONSHIP PHONE

SIGNATURE OF PATIENT OR REPRESENTATIVE
DATE

e [do NOT wish to share my treatment, diagnosis or financial data with any third party.

SIGNATURE OF PATIENT OR REPRESENTATIVE
DATE




STIRLING SMILES
BRIDGET A. LANG, DMD, LLC

ACKNOWLEDGEMENT OF RECEIPT
NOTICE OF PRIVACY PRACTICES

e You May Refuse to Sign this Acknowledgement*

I , have received a
copy of this office’s notice of Privacy Practices.
Please print name

Signature

Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our
Notice of Privacy Practices. No acknowledgement could be obtained
because:

Individual refused to sign

__ Communications barriers prohibited obtaining the
acknowledgement

___An emergency situation prevented us from
obtaining acknowledgement

___ Other (please Specity)




STIRLING SMILES
BRIDGET A. LANG, DMD, LLC

INSURANCE AUTHORIZATION

I authorize and request my insurance company to pay directly to the dentist or dental group insurance
benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than the
actual bill for services. I agree to be responsible for payment of all services rendered on behalf of myself
or my dependents.

Signature of responsible party

Date

PRIMARY DENTAL INSURANCE
Person Responsible for Account

Last Name First Name Initial
Relationship to patient Birthdate Soc.Sect#
Address (if different from patient)
Home Phone Cell Business
Person Responsible Employed by Occupation
Business Address Business Phone
Insurance Company Phone
Insurance Address
Contract # Group # Subscriber #

Name of other dependents under this plan

ADDITIONAL DENTAL INSURANCE

Is patient covered by additional insurance? Yes No

Subscriber Name Relation to Patient Birthdate
Address (if different from patient) Soc. Sec #
Subscriber Employed by Business Phone
Insurance Company Phone

Insurance Address

Contract # Group # Subscriber #

Name of dependents under this plan

I understand if the Dental Practitioner does not participate in my plan;
I am responsible for the balance not paid under my insurance
coverage

Signature






