Drs. Thompson & Dunn Dentistry

CONSENT TO RELEASE MEDICAL OR BILLING INFORMATION, ACKNOWLEDGMENT OF
RECEIPT & NOTICE OF PRIVACY PRACTICES

I hereby authorize Drs. Thompson & Dunn to release medical, dental, and billing information on
my behalf to the following person(s). I have also received a copy of this office’s Notice of
Privacy Practices. I also give you permission to leave any pertinent medical or appointment
information on my answering machine or cell phone.

Name Relationship
Name Relationship
Patient or Guardian Signature Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgment
An emergency situation prevented us from obtaining acknowledgment

Other (Please Specify)




Date

Name

Home Phone ( ) Work Phone ( )

Address City
State Zip Occupation

Social Security # DDD'DDDDDD Dateof Birth ___/____/___ Height ____ Weight

[OMale [JFemale []Single []Married Name of Spouse

Closest Relative Relation Phone ( )

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

Who were you referred by?

Your answers are for our records only and will be considered confidential. Please note that during your initial
visit you will be asked some questions about your responses to this questionnaire and there may be additional

questions concerning your health.

1. Are you in @00d NEAITNT ...uiiiiiiiii et (JYes [INo
2. Has there been any change in your general health within the past year?............cccccooiiinnnn. dYes [INo
3. My last physical examination was on:
4. Are you now under the care of a physiCian? .........oooiiiiiiiiiiiiiii [JYes [INo
What condition are you being treated for?
5. The name and address of my physician(s) is:
4. Have you had any serious illness, operation, or been hospitalized in the past 5 years?................... (JYes [1No
If so, what was the illness or problem?
7.Are you taking any medication(s) including non-prescription?. ... [(JYes [ONo
If so, what medication(s)?
8. Do you have or have you had any of the following diseases or problems?
» Damaged heart valves or artificial heart valves, including heart murmur or rheumatic disease. ..... [(JYes [1No
« Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary
occlusion, high blood pressure, arteriosclerosis, stroke) .......cccoooiviiiiiiiiiiiiii e, [JYes [INo
» Do you have chest pain Upon eXertion? ... e [dYes [INo
» Are you ever short of breath after mild exertion or when lying down? ........cccooooiiiiiiiiini [JYes [1No
¢ DO YOUT ANKIES SWEILT . ... oo v ca omnsss o e smmanmmne s ommams i s oo mmi s o 55555 55 56578855555 65440 55 55 5 S SHE i R Bme w9 B ORTO [JYes (O No
+ Do you have iNDOrn heart defECES?......evvermeveereemminsssmssssnsnsesssss s isssissss sosessinsss sn sussssuns s sssasasss is sevisne [JYes [1No
» Do you have a Cardias PACEMBKETT . ucuussuws vesesssvsvssssus o osuaessss o5 vaasieses o5 555555 56 56 555878 01 0 vawinns shsgesass sss [(JYes [ No
o AEPZIES : cunsi s s vicvaes e wscasss s s esa v 48 9 0HEG ¥ om0 0¥ SR N5 HRE A4S 95 SR REHE 63 85 UM 5% S P IF 3 08 BUTHRS SRS ST g [JYes [ No
0 SHNUS TFOUDIB e tttteiii it ee e et e ettt et e e e e e e e e e s e et b bbbt e e e e e e e e e e e e e e e e e e e s bbbttt e e e e as [(JYes [1No
o ASTHTA OF NAY TBVBF 5 nsvsvunms sansmios i sdvas s i omssvms &9 om0 e 0 s o P a0 45 05 a8 45 U s S N Ao S e JYes [0 No
o FAIGHNE SPRIIS OF 'SEIZUTES sssnrsuruwsshswamsnon o saussss of 6russaras #5 $3asssras o HEEHTs o £ SEFAET 6 EEVAERETE S P ERICURY S spawaasses [JYes [1No
Persistent diarrhea or recent Weight 10SS .....coooiiiiiiiiiiiiii e [(dYes [OJNo
DIE o L1 TR T TP U TR T ORPTR JYes [0 No
Hepatitis, JaundiCe OF [IVEr diSBASE ...c..uuuiiiiieiii ettt e OYes [ONo
AIDS OF HIV I O ION 1.ttt e e e e e e e e e e e bbbt e e et e e e e e e e eeeeeeea et e aeee s dYes [No
L8321 Te W oY ge o1 1= o 4 -SSP O PP PP [JYes [ No
Respiratory problems, emphysema, bronchitis, eTC. ......vviiviiiieieeiiiiiiii e JYes [JNo
Arthritis or painful SWOIIEN JOINTS .....oiiiiiiiiii e [(JYes [1No
StOMACh UICEE OF NYPEIACIAITY ...vuuviiiiiiiiieieie ettt e e ettt e e e e e e e e e s s dYes [JNo
KA TIEY O, v« com e s smommmnn smomums nn s i i s s wnsce sovmmsmnnm o s s S 085465, 5 5 5 5 T TS5 4 A S RS 0 (JYes [INo
TUD BT CUIOSTS v v o massn wasssmmns s s s s s sinis i 6 55055 i 555 40050 55 5535 4K 5 4 9508 0 5 6506 0 5 8RN ES AN 8 253 [JYes [INo
Persistent cough or cough that produces blood.......iu e oseensns smusvvies oserismes oo s svsssesss ssssarnssasaes [(JYes [JNo
Persistert: swWollar glands I BB s mmrusmsusnsssssmersssmssss s s osmnsms e oossisn £ Saysa s s ey S s e S s se eo (JYes [JNo
LOW DIOOT PrESSUIE ..iiiiiieeieiie ettt e e e e e e e e e et e e e e e e e et e et e ettt e e bb bbb s e e e e e e e e e aeseeeeaeassaeabaaaes OYes [ONo



Sexually transmitted diSeasei: wmssnussssmsssoumsmss o mssssnns s pamesssn sy samses s avsbnsvesasusrarss cossmevess svsresras oo (dYes [JNo

Epilepsy or other NeUrologiCal diSBASE .......eiiviiiiiiiiiiiiieiiiieieee e a e e e [(JYes [INo
Problems with Mental REAITN ........ivuiiiiiii ettt e e e s v r e [(JYes [1No
(071211 T T T PO P PO PP UPR P PRI [(JYes [JNo
Problems of the IMMUNE SYSTEIM . ..uiiuiiiiie ettt e e e e et s e e s e e s e e e e e e e e s e e [(JYes [JNo
Have you had abnormal bleeding? .........viiiiiiiiiiii [OYes [JNo

a. Have you ever required a blood transfusion?...........ccoeiiiiiiiniiinii [JYes [INo
10. Do you have any blood disorder such as anemia?............coooiiiiiiiiiiiiiiiii s [JYes [ONo
11. Have you ever had any treatment for a tumor or growth? .........cccooiiiiiiii (JYes [1No

12. Are you allergic or have you had a reaction to:
[] Local anesthetics [ Penicillin or other antibiotics  [] Sulfa drugs [ lodine
[ Barbiturates, sedatives, or sleeping pills [ Aspirin  [] Codeine or other narcotics [ Other

13. Have you had any serious trouble associated with any previous dental treatment? ....................... OYes [INo

If so, explain
14. Do you have any disease, condition, or problem not listed above that you think

| SHOUIE KITOW @DOULL.. .. coorivris svemesmmsve casssmssn onsrmmessss smnnsssas shans samem s sssmesasss sosnnsan m Sosis 5550 8 SRR EOFHERTS [JYes [1No
If so, explain

15. Are you wearing contact 18NSES? ... . cususss is sweusnsss s sursssses s svuasss an sa bovs 55 6o vasvn os savavsawoss oo es svwss vt vuss vass [(JYes [JNo
16. Are you wearing removable dental applianCes? .........ccocoiiiiiiiiiiiiiiiiinii [JYes [1No
Women
17. Are YOU PrEENANTY L.oiiiiiiiii i e ettt e et e e e e e e e e ettt e e e e e e e e e e e e e e e e s et e e [(JYes [1No
18. Do you have any problems associated with your menstrual period? ............ccoooviiiiiiiiiiiinnniiinnnnn. [JYes [1No
19, AT YOU NMUISINE? ettt et et e e e ettt ettt e e e e e e e e e e e et e e e e et eae b e e e s e e e s e e e et e e e ae s bt an e e e e eaeeeneas [(JYes [1No
20. Are you taking birth control PillS? ....coiiiiii i e (JYes [1No

Chief Dental Complaint

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set
forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff,
responsible for any errors or omissions that | may have made in the completion of this form.

Patient Signature
For completion by the dentist.

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date Signature of Dentist

Medical history updated:

Date Comments Signature




