Patient ID Pleasant Run Family Dental Date

1445 W Pleasant Run Road, Suite #500 ,Lancaster, Tx 75164
(214)432-4070

PATIENT INFORMATION
FIRST NAME MIDDLE INITIAL LAST NAME NICKNAME OR PREFERRED NAME
EMAIL
ADDRESS BIRTHDAY
aTy STATE ZIP CIMALE 0 MARRIED
[ FEMALE O SINGLE
HOME PHONE O PREFERRED CELL PHONE CIPREFERRED WORD PHONE CIPREFERRED | SOCIAL SECURITY NUMBER
IF PATIENT IS A | PARENT/LEGAL GUARDIAN FIRST NAME LAST NAME RELATIONSHIP TO PATIENT
CIPARENT [1GRANDPARENT [LJOTHER L] LEGAL GUARDIAN

MINOR,

EMAIL ADDRESS
PROVIDE THE
FOLLOWING ADDRESS aTy STATE ZIP

[ SAME AS ABOVE
HOME PHONE LI PREFERRED CELL PHONE ] PREFERRED WORD PHONE I PREFERRED SOCIAL SECURITY NUMBER
WITH WHOM DOES THE CHILD RESIDE?
OO MOTHER O FATHER OBOTH 0 OTHER (PLEASE SPECIFY)

EMERGENCY CONTACT INFORMATION

EMERGENCY CONTACT PERSON PHONE NUMBER RELATIONSHIP

NAME OF CLOSEST RELATIVE NOT LIVING WITH YOU PHONE NUMBER RELATIONSHIP

THE BIGGEST COMPLIMENT OUR PATIENTS CAN GIVE US IS THE REFERRAL OF FAMILY & FRIENDS

WHOM MAY WE THANK FOR REFERRING YOU? PLEASE PROVIDE FULL NAME ARE THEY A PATIENT | CJYES
HERE? CINO- CHOOSE BELOW

HOW DID YOU HEAR ABOUT OUR OFFICE?
O OUR WEBSITE COBUILDING SIGN 0 YOUR EMPLOYER COMAILER/UNION HALL
O INSURANCE COMPANY CJONLINE SEARCH 0SOCIAL MEDIA CIDENTAL CENTER EMPLOYEE

[JPUBLIC EVENT

IF YOU HAVE DENTAL INSURANCE, PLEASE PROVIDE THE FOLLOWING & YOUR INSURANCE CARD
PRIMARY CARRIER SECONDARY CARRIER

INSURANCE COMPANY NAME

INSURANCE PHONE

INSURANCE COMPANY NAME

INSURANCE PHONE

EMPLOYER PHONE

EMPLOYER PHONE

EMPLOYER PHONE

EMPLOYER PHONE

PRIMARY INSURED NAME

PRIMARY INSURED NAME

BIRTH DATE

RELATIONSHIP TO PATIENT

BIRTH DATE

REALATIONSHIP

INSURED INSURANCE I.D. NUMBER

GROUP NUMBER

INSURED INSURANCE I.D. NUMBER

GROUP NUMBER

INSURED SOCIAL SECURITY INSURED SOCIAL SECURITY
IF STUDENT, COLLEGE NAME CFULL TIME IF STUDENT, COLLEGE NAME CFULL TIME
CIPART TIME CIPART TIME

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Pleasant Run Family Dental

1445 W Pleasant Run Road, Suite #500
Patient ID Lancaster Tx 75146 Date

Medical History

PATIENT NAME Birth Date

following questions.

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? O Yes Q No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes (O No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

—Women: Are you
Pregnant/Trying to get pregnant? () Yes (1) No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

r—Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Acrylic [ ] Metal [ ] Latex [ ] Local Anesthetics

[ ] Other If yes, please explain:

—Do you have, or have you had, any of the following?

Have you ever had any serious illness not listed above? O Yes Q No [f yes, please explain:

AIDS/HIV Positive (O Yes(O No | Cortisone Medicine O Yes(O No | Hemophilia (O Yes(O No | Renal Dialysis O Yes O No
Alzheimer's Disease (O Yes() No | Diabetes (O Yes(O) No | Hepatitis A (O Yes() No | Rheumatic Fever O Yes(O No
Anaphylaxis (O Yes() No | Drug Addiction (O Yes (O No | Hepatitis B or C (O Yes() No | Rheumatism O Yes(O No
Anemia (O Yes(O No | Easily Winded (O Yes(O No | Herpes (O Yes() No | Scarlet Fever O Yes O No
Angina (O Yes(O No | Emphysema (O Yes(O No | High Blood Pressure () Yes () No | Shingles O Yes O No
Arthritis/Gout (O Yes(O No | Epilepsy or Seizures (O Yes (O No | Hives or Rash (O Yes(O No | Sickle Cell Disease O Yes O No
Artificial Heart Valve (O Yes() No | Excessive Bleeding (O Yes(O No | Hypoglycemia (O Yes() No | Sinus Trouble O Yes O No
Artificial Joint (O Yes() No | Excessive Thirst (O Yes(O No | Irregular Heartoeat () Yes(O) No | Spina Bifida O Yes O No
Asthma (O Yes(O No | Fainting Spells/Dizziness() Yes () No | Kidney Problems (O Yes (O No | Stomach/Intestinal Disease () Yes () No
Blood Disease (O Yes(O No | Frequent Cough O Yes() No | Leukemia (O Yes() No | Stroke O Yes O No
Blood Transfusion (O Yes() No | Frequent Diarrhea (O Yes() No | Liver Disease (O Yes(O No | Swelling of Limbs O Yes O No
Breathing Problem (O Yes(O) No | Frequent Headaches (O Yes (O No | Low Blood Pressure (O Yes(O) No | Thyroid Disease O Yes O No
Bruise Easily (O Yes() No | Genital Herpes (O Yes(O No | Lung Disease (O Yes() No | Tonsillitis O Yes O No
Cancer (O Yes() No | Glaucoma (O Yes(O No | Mitral Valve Prolapse () Yes (O No | Tuberculosis O Yes O No
Chemotherapy (O Yes(O No | Hay Fever O Yes(O No | PaininJawJoints () Yes(O No | Tumors or Growths O Yes O No
Chest Pains (O Yes() No | Heart Attack/Failure (O Yes(O No | Parathyroid Disease () Yes() No | Ulcers O Yes O No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes(O No | Psychiatric Care (O Yes() No | Venereal Disease O Yes O No
Congenital Heart Disorder() Yes () No | Heart Pace Maker (O Yes(O No | Radiation Treatments() Yes(O) No | Yellow Jaundice O Yes O No
Convulsions (O Yes(O No | Heart Trouble/Disease (O Yes (O No | Recent Weight Loss (O Yes () No

Comments:

dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Pleasant Run Family Dental
1445 W Pleasant Run Road,Ste 500,Lancaster,Tx75146
(214)432-4070

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to
document our good faith effort to obtain that acknowledgement.

*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}

Authorization to Release Information

Purpose: This form is used to obtain authorization to release information regarding yourself covered under
the Privacy Act to people other than yourself.

l, , authorize the following person(s) to have access to
information covered under the Privacy Practice regarding myself.

{Please Print Name} Relationship
{Please Print Name} Relationship
{Please Print Name} Relationship

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
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

O0O0Oao

Other (Please Specify)
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