WELCOME TO OUR PRACTICE

Thank you for selecting o~ dental teaml We will strive to provide you with the best possible Dental Care. To help us meet all your dental needs,
please fill out this form completely in ink. ifyou have any questions orneed assistance, pleass ask us. We will be happy to heip.
PATIENT INFORMATION {CONFIDENTIAL) '

NAME DATE
FIRST M LAST
ADDRESS ary STATE ZIp
E-MAIL 50C. SEC. # AGE
HOME PHONE MOBILE PHONE PAGER
PATIENT SEX DATEOF MO DAY YR MARITAL STATUS WEIGHT HEIGHT
INFORMATION | £ | Brm s M W D CH ‘

ISCOLLEGESTUDENT: FT.0 PT.00 NAMEOFSCHOOL

DL#

PATIENT'S OR PARENT'S EMPLOYER WORK PHONE
BUSINESS ADDRESS STATE zZiP
SPOUSE / PARENT'S HAME EMPLOYER

WORK PHONE EXT DEPT

WHOM MAY WE THAN K FOR REFERRING

YOU?
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT RELATIONSHIP TO PATIENT
ADDRESS HOME PHONE
BIRTHDATE __ S0C. SEC. #
EMPLOYER WORK PHONE
INSURANCE CO. NAME & ADD. PHONE #
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? CIYES CINO PERSON TO CONTACT
PATIENT MEDICAL HISTORY

Although Dental Personnel primarily treat the area in and around your mouth, your mouthis a apart of your entire body. Health Problems that
youmay have, or medications that youmay be taking, could have animportant interrelationship with the dentistry that you will be receiving.
Thank you for answering the following questions.

YES NO YES NO YES NO
Heart Disease O o Chest Pains o0
. DoctorNotes:
High Blood Pressure —_— Cardiac Pacemaker 0o o Steroid/ CortisoneTx OO eeror °
Heart Attack oo
. Heart Murmur oo Stroke oo
Rheumatic Fever oo ) .
Angina 0o Hay Fever [ Allergies oo
Swollen Ankles o0 X .
o . Mitral Vaive Frolapse 00 Tuberculosis oo
Fainting/ Seizures oo , .
Anemia oo Radiation Therapy oo
Asthma oo o0 Gl oo
Blood Pressure 0o Emphyserna aucoma
;m;r c i oo Cancer O O Recent Weight Loss oo
LPI::"B?{ onvuisions . Arthritis 0o LiverDisease oa
;u. e::a OO JointReplacementorimplant [0 O Heart Trouble oo
K'l:b DS' oo Hepatitis / Jaundice O O Respiratory Problems [0 0
ieneyiseases , Stomach Troubles / Ulcers O o Sickie Cell oo
AIDS or HIY Infection oo .
Thyroid 0o o0
Other -
Surgical History
X

SIGNATURE DATE PT.NUMBER



DENTAL HISTORY

YES NO YES NO
1. Do your gums bleed while brushing or flossing? OO0 O 13.Haveyouhadanyorthodontictreatment? o o
2.Are yourteethsensitive tohotorcoldliquids/foods? 1 ~ [1  14.Haveyoueverhad prolonged bleeding following extractions? [0 [
3.Areyourteethsensitivetoswestorsourliquidsffoods? [0 [0  15.Haveyoueverhad instruction onthe correct method of
4.Doyoufeel paintoany of your teeth? o 0O brushing yourteeth? O o
5.Doyouhave any sores orlumps in or near your mouth? [J O  16.Haveyoueverhadinstructions onthe care of gums? O o«
©.Have you had any head, neck or jaw injuries? 0O 0O 17.Doyousufferanxiety orgagging during dental procedures? 1 [
7.Have you ever experienced any of the following problems 18. How important are your teethtoyou?

inyour jaw?
: a) Clicking O

19. Do youwant to avoid dentures? Why?

a) Pain { joint, ear, side of face?) [
a) Difficulty in opening or closing [
a) Difficulty in chewing? O

oooo

20. Are you unhappy with the appearance of your teeth?
Why?
21. What changes would you make?

8.Doyouhave frequent headaches?
9.Doyouclenchorgrindyourteeth?

10. Doyou bite yourlips or cheeks frequently?

11.Have you ever had any difficult extractionsinthe past?
12. Have you had any periodontal treatment?

MEDICATIONS

22.Interestand hobbies?

oooon
ogoooog

ALLERGIES

List medications you are currently taking:
Y Y g Are you allergic to or have you had any reactions to following?

YES NO YES NO YES NO
Local anesthetics [0 [1 Barbiturates [0 [ Aspirin O O
Med. Dr. Name (eg. Novocaine)
Phone # Pencillinorother [ [0 Sedatives [ [ Latex OO
antiobiotics
Pharmacy Name
Phone Sulfa Drugs O O lodine OO other OO
WOMEN ONLY: YES NO
A) Are you pregnant or think you may be pregnant? O O
B) If you are pregnant, when is the due date? O O
C) Are you nursing? a (]
D) Are you taking birth control pills/ hormone replacement therapy? O O

NOTE: Achangeinmyhealthy status must be reported to the office at the time of my visit. To the best of my
knowledge, the foregoing questions have been accurately answered.

INFORMED CONSENT

lunderstand that at any time during the course of treatment it may be necessary to change or add procedures because of conditions found
that either were not discovered or discoverable during the initial examination or are conditions that developed subsequent to that date. |
authorize these changes and additions to my Treatment Plan as necessary. | acknowledge there will be a charge for each broken appointment.if
24 hours advance noticeis not given. A$100 fee will be charged for any scheduled appointment exceeding one hour, without 24 hours notice if
unspecified by my insurance or dental plan,

Patient Signature Date

Print name of person signing for the patient and their relationship to the patient Date

PATIENTNUMBER



JAMES KERNS, D.M.D., PLLC
Family and Cosmetic Dentistry
6905 W. Broward Blvd.
Suite 101
Plantation, FI 33317
Phone: 954 641-0414
Fax: 954 641-0418

CONSENT FOR PURPOSES OF TREATMENT, PAYMENT AND HEALTHCARE
OPERATIONS

I consent to the use of disclosure of my health information for the purpose of diagnosing providing treatment to me,
obtaining payment for my health care bills or to conduct health. | understand that diagnosis or treatment of me maybe
conditioned upon my consent by my signature on this document.

I understand | have the right to request a restriction as to my protected health information is used or disclosed to carry
out treatment, payment or healthcare operations of the practice. The above organization is not required to agree to the
restriction that | may request. However, if the above organization agrees to a restriction that I request, the restriction is
binding on the above organization.

I have the right to revoke this consent, in writing, at any time, expecting that the above organization has take action in
reliance on this consent.

My “protected health information” means health information, including my demographic information, collected from
me and created or received by my physician, another health care provider, a health plan, my employer or a health care
clearing house. This protected health information relates to my past, present or future physical or mental or condition
and identifies me, or there is a reasonable basis to believe the information may identify me.

I understand | have a right to review the above organization Notice of Privacy Practices prior to signing this document.
The Notice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the types of uses
and disclosures of my protected health care protected health information that will occur in my treatment, payment of
my bills or in the performance of health care operations of the above organization. The Notice of Privacy Practices is
also provided at the above organization and on the website if applicable. This Notice of Privacy Practices also
describes my rights and the above named organization’s duties with respect to my protected health information.

The above named organization reserves the right to change the privacy practices that are described in the Notice of
Privacy Practices. | may obtain a revised notice of privacy practices by calling the office and requesting a revised copy
to be sent in the mail or by asking for one at the time of my next appointment.

Signature of Patient of Personal Representative

Name of Patient or Personal Representative

Date

Description of Personal Representative’s Authority





