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CHECKAPPROPRIATEBOX, DMINOR IISINGLE IIMARRIED nDIVORCED trWtDOwED n SEPARATED nM n F
NAME DATE

ADDRESS

E.MAIL CELL PHONE HOME PHONE
ss#/srN BIRTHDATE OCCUPATION
PREFERRED PHARMACY NAME & PHONE #

IF COLLECE STUDENT, F.T. / P.T., NAME OF SCHOOL ctTY--PROV
PATIENT'S OR PARENT'S/GUARDIAN'S EMPLOYER . WORK PHONE

BUSINESS ADDRESS STATE/
CITY

srArh/ ztPt
PROV._P.C.

SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRINC YOU?

PERSON TO CONTACT IN CASE OF AN EMERCENCY

DRIVERS LICENSE NO.
PHONE

RESPONSIBLE PARTY (lf dilfenrnr rhnrrr pnrierur)
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT

RETATIONSHIP
TO PATIENT

ADDRESS HOME PHONE
DRIVER'S LICENSE #

EMPLOYER

BIRTHDATE ss#lsrN
WORK PHONE

IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? N YES N NO
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INSURANCE INFORMATION
NAME OF INSURED

RELATIONSHIP
r TO PATIENT

BIRTHDATE ss#/stN DATE EMPLOYED
NAME OF EMPLOYER UNfON OR LOCAL # t WORK PHONE
EMPLOYMENT STATUS N F/I tr P[ N RETIRED

EMPLOYER ADDRESS_ ctTY
INSURANCE CO. TEL. # CRP # POLICY II,D. #

STATEI ZW
CITY PROV. P.C:

HOW MUCH IS YOUR DEDUCTIBLE?- HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

DO yOU HAVE ANy ADDITTONAL TNSURANCE? I yES f r*io IF YES, COMPLETE THE FOLLOWING:
RETATIONSHIP
TO PATIENT

ss#/srN DATE EMPLOYED
NAME OF EMPLOYER

EMPLOYER ADDRESS

UNION OR LOCAL # WORK PHONE

CITY PROV. P.C.
INSURANCE CO. TEL. # GRP # POLICY II.D. #

INS. CO. ADDRESS CITY
STATE/ ZIP/
PROV. P.C.

HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

E[S,:/ _{,8!
INS, CO. ADDRESS

NAME OF INSURED -
BIRTHDATE

STATE/ ZIPI

X
SICNATURE OF PATIENT OR PARENTUARDIAN IF MINOR



PATIENT DENTAL HISTORY

PATIENT'S NAME DATE OF BIRTH

REASON FOR THIS VISIT

WHEN VYAS YOUR IAST DENTAL VISTT WHAT WAS DONE THEN

HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN

PREVTOUS DENTTST (NAME AND LOCATTON)

HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X,MYS} TAKEN? WHEN? WHERE?

HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH

YES
DO YOUR CUMS BLEED WHILE BRUSHINC
o R  F L O S S | N C . . . . .  n

ARE YOUR TEETH SENSITIVE TO HOT, COLD OR SWEET
LrourDs/FooDs... .  D

DO YOU FEEL PAIN IN ANY OF YOUR TEETH. . . . . . . tr
DO YOU HAVE ANY SORES OR LUMPS IN OR
NEARYOUR MOUTH N

HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES. N
HAVE YOU EVER EXPERIENCED ANY OF THE
FOLLOWING PROBLEMS IN YOUR 'AW?

CLICKING tr
PAIN (fOlNT, EAR, S|DE OF FACE) n
DIFFICULTY IN OPENING OR CLOSING N
D I F F | C U L T Y t N C H E W I N C  . . . . . . .  t r

DO YOU HAVE FREQUENT HEADACHES .. tr

DO YOU CLENCH OR CRIND YOUR TEIETH
HAVE YOU NOTICED ANY LOOSENINC OF
YOUR TEETH

DOES FOOD TEND TO BECOME CAUCHT
BETWEEN YOUR TEETH

HAVE YOU EVER HAD PERIODONTAL
TREATMENT (CUM$)

EVER WORN A BITE PTATE OR OTHER APPLIANCE . .
HAVE YOU EVER HAO ANY COMPLICATIONS AFTER

DENTAL EXTRACTION, lE: EXCESSIVE BLEEDINC ..
DO YOU WEAR DENTURES OR PARTIALS.
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IF YES, DATE OF PLACEMENT
HAVE YOU EVER RECEIVED ORAL HYGIENE
INSTRUCTIONS RECARDING THE CARE OF
Y O U R T E E T H A N D G U M S .  . . . . . . . .  N U

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANCE?

AUTHORIZATION AND RELEASE
I CERTIFY THAT I HAVE READ AND UNDERSTAND THE ABOVE TNFORMATION TO
THE BEST OF MY KNOWLEDGE, THE ABOVE QUESTIONS HAVE BEEN
ACCURATELY ANSWERED. t UNDERSTAND THAT PROVIDINC INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. I AUTHORIZE THE
DENTIST TO RETEASE ANY INFORMATION INCLUDINC THE DIACNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENTAT CARE TO THIRD PARTY

]NSURANCE COMPANY Tq pAy D|RECTLY TO THE DENTIST OR DENTAL CROUP
INSURANCE BENEFITS OTHERWTSE PAYABLE TO ME. I UNDERSTAND THAT MY
DENTAL TNSURANCE CAIIR|ER MAy pAy LESS THAN THE ACTUAL Bttl FOR
SERVICES. I AGREE TO EE RESPONSIBLE FOR PAYMENT OF ALL SERVTCES
RENDERED ON MY BEHATF OR MY DEPENDENTS.

DATEPAYORS AND/OR HEALTH PMCTITIONERS. I AUTHORIZE AND REOUEST MY SIGNATURE OF PATIENT OtI PARENT/GUARDIAN IF MINOR



PATIENT MEDICAL HISTORY
PATIENT'S NAME

i -

DATE OF BIRTH
ALTHOUCH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOURENTIRE BODY' HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDTCATTON THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANTINTERRELAT]ONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVTNC. THANK YOU FOR ANSWERINC IHE FOLLOWINCOUESTIONS.

I. ARE YOU IN COOD HEALTH.
2. HAVE THERE BEEN ANY CHANCES IN YOUR

GENERAL HEALTH WITHIN THE PAST YEAR . . . . .
7. DATE OF YOUR IAST PHYSICAL EXAM:
4, PHYSICIAN'S NAME

ADDRESS
PHONE NO.
ARE YOU NOW UNDER THE CARE OF A
PHYSICIAN N
HAVE YOU EVER BEEN HOSPTTALIZED FOR
ANY SURCICAL OPERATION OR SERIOUS ILLNESS tr
PLEASE EXPIAIN.

7. ARE YOU TAKTNC ANY MED|C|NE(S)
INCLUDINC NON,PRESCRTPTION MEDICINE .. .  N
rF yES, WHAT MEDIC|NE(S) ARE yOU TAKTNC

8. DO YOU TA](E ANTTBIOTIC PREMEDICATION
BEFORE DENTAL VISITS .

9, HAVE YOU HAD ANY ABNORMAL BLEEDINC . . . .
IO. DO YOU BRUISE EASILY
II. HAVE YOU EVER REQUIRED A BLOOD

TRANSFUSION . . .  ,
12. HAVE YOU EVER TAKEN FEN,PHEN/REDUX . . . . . .

I', HAVE YOU HAD A HEART EXAM SINCE
TAKINC FEN.PHEN/REDUX TO RULE OUT
ANY ABNORMALfTTES

14. DO YOU USE TOBACCO
I'. ARE YOU WEARIINC CONTACT LENSES
16. DO YOU HAVE ANY DISEASE, CONDITTON OR

PROBLEM NOT t+tSTED ABOVE
ARE YOU ALLERGIC TO OR HAVE YOU HAD
REACTIONS TO:

LOCAL ANESTHE ICS LIKE NOVOCAINE.
PENICILLIN
C L I N D A M Y C I N . . . . .
S U L F A  D R U C S  . . . . ,
BARBTTURATES, $EDAT|VES OR SLEEP|NC ptLLS .
ASPIRIN
IODINE
ANY METALS (E.0., r,IICrEL, MERCURY, ETC.} . . .
LATEX / RUBBER
orHER (PLEASE f_tST)

WOMEN ONLY: I
ARE YOU PRECNANT OR THINK YOU MAY
B E P R E C N A N T . . . . .
ARE YOU NURSINC
ARE YOU TAKINCIBIRTH CONTROL PILLS .
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DO YOU HAVE OR HAVE YOU EVER HAD THE FOLLOIYII.]C,
YES NO DIABETES. .  i . .  .  ,

RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER . .
SCARLET FEVER
HEART DEFECT OR HEART MURMUR.
JOINT REPTACEMENT OR IMPIANT
MITRAL VALVE PROLAPSE, HEART ATTACK, OR ANCINA
CHEST PAIN .
SHORTNESS OF BREATH
STROKE
PACEMAKER
H E A R T S U R C E R Y . . . . .
H r c H / L o w  B L o o D  p R E ; ; u R i . . .  .  .  . . : . : : : .  : : : : . .
CONOEN ITAL HEART PROBLEM
SWELLINC OF FEET, ANKLES, HANDS
HEPATITIS, JAUNDICE OR LIVER DISEASE
SINUS TROUBLE. .  .
LUNC OR BREATHING PROBLEMS
ASTHMA OR HAY FEVER .
HIVES OR SKIN RASH.
FAINTINC OR DIZZY SPELLS.
H Y P O C L Y C E M I A . . . . . .
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A I D S  O R  H I V  I N F E C T I O N . . . . .
SEXUALLY TRANSM tfiED DISEASE
THYROTD PROBLEM$
ARTHRITIS OR RHEUMATTSM.. .
STOMACH ULCER. .  J . .  .
K T D N E Y T R O U B L E . . i . . .
T U B E R C U L O S | S . . . .  j . ,  .  .
PERSISTENT COUCH
coucH THAT PRODT|CES BLOOD
CANCER/IUMOR. . . .i. . . . . .
cH EMOTH ERAPY/RAp|ATION TH ERAPY
EPILEPSY OR SEIZURES. ,  .  .  .
ANEMIA
c r A U c o M A  . 1 . . . . . ,
TONSILLITIS.
CHRONIC NERVOUStlESS, ANXIEry OR DEPRESSION
B A C K  P R O B L E M S  . .  . i . . . . . .
CHEMICAL DEPENDEI\CY
coLD SORES/FEVER FLTSTERS
EATINC DISORDERS. .
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JOSEPH M. DICKENS, DDS,
7600 OSLER DRIVE, SUITE

TOWSON, MD 21204

l-Lc
300

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I y1!9p!and that, under the Health Insurance Portability and Accountabitity Actof 1996 (HIPPA), I have gertain rights to privacy regarding my protecteJ healttrinformation. I understand that thiJinformation ian Ino wiil be used to:

o ponduct, plan and direct my treatment and followiup among multiple
healthcare providers who may be involved in the ireatment-direcly and

I understand that I may request in writing that you restrict how mv private
information is used or disclosed to carry out treatment, phym"ni'oin""itt,'."r"
operations' I also understand you are not required to agree to my requersted
restrictions, but if you do agree then you are bound to ibiOe ny sucfr're*rictions.

indirectly.
o Obtain payment form third-party payers.
o Conduct normal healthcare operations such as qlality assessments andphysician certifications.

Patient Name

Relationship to Patient

Signature

Date


