REYNOLDS

— DENTAL —

Patient Information Sheet

First Name: Middle Name: Last Name:
Address:

City: State: Zip Code:

Mobile #: Work #: Home #:

Do you consent to text/email messages? What is your preferred method?
Email: Preferred Pharmacy:

Date of Birth: Gender:_____ Marital Status:

Social Security #: Driver’s License #:

Responsible Party:

First Name: Middle Name: Last Name:
Address:

City: State: Zip Code:

Mobile #: Work #: Home #:

Date of Birth: Social Security #: Driver’s License #:

Insurance Information:

Name of Insured (person who is employed):

Relationship to Patient:

Insured’s Employer: Insured’s SS#:

Insured’s DOB:

Insurance Co:

Ins Co Address and Phone #:




REYNOLDS

——DENTAL —

Medical History Form

Patient Name: Emergency Contact:

Date of Birth: Emergency Contact Phone:

Emergency Contact Relationship:

Are you now under the care of @ PhYSICIANT? ... e Yes No
Physician Name:

Phone (including area code):

Address/City/State/Zip:

Are You in 800 NEAINT ......viiiiiiii e s Yes No

Has there been any change in your general health within the past year? ..., Yes No
If yes, what condition is being treated?

Date of last physical exam:

Have you had a serious illness, operation or been hospitalized in the past 5 years? ... Yes No
If yes, what was the iliness or problem?

Are you taking or have you recently taken any prescription or over the counter medicine(s)? .............. Yes No
If so, please list all, including vitamins, natural or herbal preparations and/or diet supplements:

Joint Replacement- Have you had any orthopedic total joint (hip, knee) replacement? ...............ccccnenne. Yes No
Date: If yes, have you had any complications?

Are you taking or have taken or scheduled to begin taking either of the medications, alendronate (Fosamax®)

or risedronate (Actonel®) for 0steoporosis or Paget's diSEASE? ... Yes No
Do you use controlled SUDStaNCeS (ArUES)? .....evwvirirsemmmermseimissiii s Yes No
Do you use tobacco (smoking, snuff, chew, bidis)? . No
DO you drink alCONOIIC DEVEIAZES? ......vvuuriiurrisssriiserissssiisssimi s ss b s Yes No

If yes, how much alcohol did you drink in the last 24 hours?

WOMEN ONLY. Are you:

PrEgNant? ....ccveiimirinsnessmisssssssiessssssssessassassasessenns Yes No Ifyes, Number of weeks

Taking birth control pills or hormonal replacemMENt? ... Yes
NUFSINE? wvveeecrercrcnirisiierss s ssesensesessssssssies

Allergies: Are you allergic to or have you had any reaction to

Local @aNeSthetiCS ....couvevveeeerenrenreeeeneiesierinnenne Yes No LateX (rubber) ... Yes No
ASPIFIN cevervirirnnsnsimssssssssssees s Yes No I0INE wsvismsissnsssssamssmssasussenmenssmsmmensmysasaspsssoner Yes No
Penicillin or other antibiotics ........cocvveiviveniniennns Yes No Hay fever/seasonal .......eeninieiennns Yes No
Barbiturates, sedatives, or sleeping pills ............ Yes No ARTIAIS! sevsssssssassnssimsomsmsnamsssssssssspusussessmssanes Yes No
Sulfa drugs ....ceeeersvesenneeses S, Yes No 2o Yo e U RSTPOTRRRN Yes No
Codeine or other narcotics .. .. Yes No OREI? ..vossiinivssssmiminsasissiosmenisvsssssnsasssasas Yes No

MELAIS w.vovervrerreerereee s Yes No If other, please specify:




Congenital Heart Disease (CHD) - Please indicate if you have had or not had any of the following:

Artificial (prosthetic) heart valve .................. Yes No Repaired CHD with residual defects ...........oou...... Yes No
Previous infective endocarditis .................... Yes No Repaired (completely) in the last 6 months .......... Yes No
Damaged valves in transplanted heart ....... Yes No Repaired CHD with residual defects ..........cceuueu.. Yes No
Congenital heart disease (CHD) .........cccc...... Yes No
Other Diseases and Conditions - Please indicate if you have had or not had any of the following:
Cardiovascular disease .........ceeeveevererernunnns Yes No Cancer/Chemotherapy/Radiation Treatment ........ Yes No
ANGING oot eee Yes No Chest pain upon exertion
Arteriosclerosis iuamssssmnmnmmsmnnini Yes No Chronic pain ....cceceeeevvnnnas
Congestive heart failure ........ccceevevvrererernenn, Yes No Diabetes Type 1 OF Il ...ccvvvineeerninrinrerseeererenenens
Damaged heart valves .........ccccccerrevinernnennes Yes No Eating diSOrder ...
Heart attack ... S Yes No MaINUEFILION ..o
Heart murmur ..., R Yes No Gastrointestinal diS€ase .....c.cccevvueeerneiernererennns
Low blood pressure ........ccceveeerencenenee peveene Yes No G.E. Reflux/persistent heartburn .........c.cccceveuerrennes Yes No
High blood pressure .......veviinvenninenns Yes No Thyroid problems ... Yes No
Other congenital heart defects .. Yes No Stroke ...covveivinninne
Mitral valve prolapse ........ccoeovveveeccnerirenenes Yes No Glaucoma
Pacemaker......ccooun.... ... Yes No Hepatitis, jaundice or liver disease .. ... Yes No
Rheumatic fever ......ovveevneincennieinnnes Yes No EPIlEPSY wueeverieeieinireieeieireieisieians . ... Yes No
Rheumatic heart disease Yes No Fainting spells or seizures ... ... Yes No
Abnormal bleeding ..s.swssissswsmsssssssssnes Yes No Neurological diSorders .....sssssisssssssssiasssess Yes No
ANEMI.ucuiririieerriereeniereeesesease st esesesesesens Yes No If yes, please specify:
Blood transfusion.........cceceeccvnniniecnnnincncnnnes Yes No Sleep diSOrAEr ... Yes No
If yes, date: Mental health disorders .........ccoeeeeeieninencereenenennnne Yes No
Hemophilia ... Yes No If yes, please specify:
AIDS OF HIV ittt Yes No Recurrent INfections s mmmsanmsnmsmsssm s Yes No
ATERTIEIS oovoesnersinissssisnsmmssisammissmmssamsssmomsssammoss Yes No Type of infection:
Autoimmune diSease ....c..cccevverereirirerinnnins Yes No Kidriey probiems...sssssisssissssmvssssississossisssssissess Yes No
Rheumatoid arthritis .......cceevvvreiiicnciinnnnns Yes No Night sweats

Systemic lupus erythematosus Yes No Osteoporosis

AStAMA e ... Yes No Persistent swollen glands in neck ........coccoeeivcunnnnne Yes No
Bronchitis ... Yes No Severe headaches/migraines ........ccoecevevvvccrnicnnes Yes No
EMPRYSEMA wicisiscisussmssussssnsssanssssnssosmnsersasenss Yes No Severe or rapid wWeight 10SS ........cceeveeeveineninineninene Yes No
SINUS trouble....cicciiiiicicin Yes No Sexually transmitted diS€ase ......c.covevevrviriiecienes Yes No
TUDRFCUIOSIS wviisassissvsssivessissmsssavsssnssusssssmnssssns Yes No EXCEeSSiIVe UrNation ....c.covceevveercnnineninceeceisnsnenenes Yes No
Premedication

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?... Yes No
Name of physician or dentist making recommendation (include phone number)

For what reason was the antibiotic recommended?

Do you have any disease, condition, or problem not listed above that you think | should know about? ............... Yes No
Please explain:

Signature of Patient/Legal Guardian




Reynolds Dental
319 West Home Avenue
Hartsville, SC 29550
843-383-5777

I understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), | have

certain rights to privacy regarding my protected health information. | understand that this information can and
will be used to:

® Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

¢ Obtain payment from third-party payers.

® Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | understand that this organization
has the right to change its Notice of Privacy Practices from time to time and that | may contact this
organization at any time at the address above to obtain a current copy of the Notice of Private
Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name

Relationship to Patient:

Signature:

Date

OFFICE USE ONLY

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:

ITEM 070-6962/25850 © MAY 2002



Authorization for Dental Treatment

| certify that | have read and understand all forms submitted to me. |
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 member of
his staff, responsible for any errors or omissions that | may have made in the
completion of these forms. |also consent to the performing of the dental and
oral surgery procedures agreed to be necessary or advisable including the use of
local anesthesia as indicated and | will assume responsibility for fees associated
with those procedures.

Date:

Signature of Patient, Parent, or Guardian:




Consent to File Insurance

| authorize the dentist, David L. Reynolds, D.M.D., to release any information
including the diagnosis and the records of any treatment or examination rendered
to me during the period of such dental care to third party payers and/or other
health practitioners. 1authorize and request my insurance company to pay
directly to the dentist, insurance benefits, otherwise payable to me. | understand
that my dental insurance carrier may pay less than the actual bill for service. |
agree to be responsible for the payment of all services rendered on my behalf. it
is also my responsibility to make sure my insurance company pays its part of my
bill, not the dentist’s responsibility.

Date:

Signature of Patient, Parent, or Guardian:




