Health History Form

{ E-mail:
:

South Coast Dental W
Dr.Lilia Larin DDS

Today’s Date:
J

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidentia! subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

@me: Home Phone: include area code Business/Cell Phone: include area code )
Last First Midde { ) ( )
Address: City: State: Zip:
Mailing addreg
Occupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
)
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
ACHVE TUDBICUIOSIS ..o ettt teetiieicieiet ettt et e et ettt e b e et et es st et e e ems e e e ae s b e s e e s e e e et et e aeeaeeses e s et ae e e bt eb et em e m e b e sa e b e h s m bbb en s s e p e s bt ern Ooo0oa
Persistent cough greater than 3 3 WEEK QUILION..........cc.ccueuiiiiiiieic ittt b et s e Rt e oQoago
Cough that produces blood ... .0 0Oa
Been exposed 10 ANYONE WIth TUDEICUIOSIS.............coui ittt ettt et caeient st et b e sacaessaer s ae s et a et s m R s ehch e s e s s b e s e nsssesea b et s ans s b e b nebebaseanenten O Qa9a
\f you answer yes to any of the 4 items above, please stop and retum this form to the receptionist. -
Dental | nfO rMatiON ror the following questions, piease mark (X) your responses to the following questions. .
{ Yes No DK Yes No DK \
Do your gums bleed when you brush or floss? ...l 0O G O | Do you have earaches or neck Pains? ............c.cceuevenrniviciniennns 00Qo
Are your teeth sensitive to cold, hot, sweets or pressure? ............... O O I | Do you have any clicking, popping or discomfort in the jaw? ......... Ooanon
Does food or floss catch between your teeth? ..........c..ccooceenenne O O [ | Do you brux or grind your teeth? oo
Is your mouth dry?........c.ccccvivmiiiiniimrireeei e O O I | Do you have sores or ulcers in your mouth? ..o, g o
Have you had any periodontal (gum) treatments? .............cc.cccenee O O O | Do you wear dentures Of partials? .............cccceerienmemnreciienosienniienns O 0aaQ
Have you ever had orthodontic (braces) treatment? ........................ O O T | Do you participate in active recreational activities?..................coe..... oo
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?............ O aa
LT 1001211 U PN O oo Date of your last dental exam:
Is your home water supply fluoridated? ...........covvvriiinciinrnniienn 0 O O | what was done at that time?
Do you drink bottled or filtered water?..........coooeviionninrinninnnnne, Oogono
if yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.............. Oaa
What is the reason for your dental visit today?
How do you feel about your smile?
- /
Medlcal Informatlon Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
/ Yes No DK ves No DK
Are you now under the care of a physician? ...........ccoeeeeiiecnnn. O O O | Have you had a serious illness, operation or been
Physician Name: Phone: inctude area code hospitalized in the past S YRars? ..............cvevmnenneessssssnnsenenenes 0oagaao
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
Are you in good health? ............ccooiiiiininn s O O O | orover the counter medicine(s)? ...........cocvvirivnmnreniiieneincnieinnns 0Oaao
Has there been any change in your general health within if so, please list all, including vitamins, natural or herbal preparations
the PaST YRAI? .......cccuoeeeiicirirrsiiien it s sn s nr e O O DO | and/or diet supplements:
If yes, what condition is being treated?
Date of last physical exam:
N Y




Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

-
(Check DK if you Don‘t Know the answer to the question) Yes No DK Yes No DK
DO you wear CONACt IENSESY ..........cccueurerericrrrcremereeeceeeeseescsenens 0O O O Do you use controlled substances (drugs)?............ccoecernncnicennnnnes Ooaaomo
Joint Replace‘ment. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? oot eees e [myn
knee, elbow, finger) replacement? ............ccoceciinirneernenrce e O 0O O If so, how interested are you in stopping?
Date: If yes, have you had any comptications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcohalic beverages?...........ccooeeveeevivennvnnrcee. 00oaQ
(tike Fosamax, Actonel, Atelvia, Boniva, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget's diesease? ..o O O O If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled | WOMEN ONLY Are you: T T
to begin treatment with an antiresportive agent D PTRGNANEY c.covvcovvveemsesmssessnnsseesssesseseeses e sesssssssesassesesessssssssasanseess ooo
(Aredia, Zometa, XGEVA) for bone pain, hypercalcemia or skeletal ‘ Number of weeks:
complications resulting from Paget's disease, multiple myeloma . Taking birth control pills or hormonal replacement?.............ccccoon... 00O
OF MELASEAtIC CANCET?.......ce.eureceerecrreereaeniemmtreneseasrestasescesernsesescennans O O O NUSING? cooooreeooeeevveesensaesessessossssssssssssssesenssssssansssssssssesssssssanosess ooo
Date Treatment began: 7
Allergies - Are you allergic to or have you had a reaction to: Yes No DK S - -  es No DK
To all yes responses, specify type of reaction. Metals ooano
Local anesthetics, O O O Latex (rubber) 0O00o
Aspirin 0 0 O lodine Oo0o
Penicillin or other antibiotics 0O O O Hay fever/seasonal 0Ooag
Barbiturates, sedatives, or sleeping pills 0 O O Animals 0Oooa
Sulfa drugs 0O O O Food Ooo
Codeine or other narcotics 0 O O Other D OO
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
) o e ~ Yes No DK Yes No DK Yes No DK
Antificial (prosthetic) heart valve G O Autoimmune disease .... 0O O Hepatitis, jsundice or
Previous infective endocarditis ............. ...00 O O Rheumatoid arthritis ............. O O liverdisease....................... 00o
Damaged valves in transplanted heart...............occvcmennceininicnniinenns O O O Systemic lupus erythematosus. 0 O 5 Epilepsy .oooovrcnecnncinennennne 000Oo
Congenital heart disease (CHD) Asthma.........c.oocmerrrececeene O O Fainting spells or seizures....... Oagonoc
Unrepaired, cyanotic CHD .....ccoouivciiiiiiecieiirccccc i O O O Bronchitis....... O O Neurological disorders............ Ooaono
Repaired (completely) in 1ast 6 months .........cceceiveirirniincncneeens 0O O O Emphysema .......ccccoveeeerenenee O O i yes, specify:
Repaired CHD with residual defects ..........coccevvemieiieen s O O G Sinustrouble O O Sleepdisorder...........ccceccrnunen Ooaao
L S . - c o = Tuberculosis ........cceeeireennne. O O Mental health disorders.......... OoGo0onD
lf.fgrc;;.’z'; fg:h z:’e’;o":dét;og gsted above, antibiotic prophylaxis is no longer recommended Cancer/Chemotherapy/ Specify:
Radiation Treatment ........... O O O Recurrent Infections............... 00oa
Yes No DK Yes No DK Chest pain upon exertion .....(0 00 O  Type of infection:
Cardiovascular disease. .........[0 [0 [0 Mitral valve prolapse.............. O O O Chronic pain........cocevveeeeenen. O O O Kidney problems.................. 0O0oQo
ARQING .ecvvrereerenreninnee L0 O O Pacemaker........cococeeceurvevinens O O O Diabetes Type! or il....... O O [ Nightsweats......... .00a
Arteriosclerosis ..........c...couen. 0O O O Rheumatic fever .................. O O O Eating disorder O O Ostecporosis..........ccceereecennns Oaag
Congestive heart failure ........ O O O Rheumatic heart disease........ O O O Malnutrition.......ccocoeevinee O O Persistent swolilen glands
Damaged heart valves........... 0O O O Abnormal bleeding............... 1 O O Gastrointestinal disease.......... OO0 inneck. e Ooagno
Heart attack .........cccovvenineene O O Anemiad.......cccceeveeene 3 O G.E. Refluwpersistent Severe headaches/
Heart murmur .......c.coeevnveenn O O Blood transfusion 0O O heartburn O O mMigraines ......cocccoeeeveeeiens Oaao
Low blood pressure.... O O  |f yes, date: O O Severeor rapid weightloss....00 O O
High blood pressure 0O O Hemophilid ....cccoceveeerrriunnenn O4gao O O Sexually transmitted disease ... 3 O O
Other congenital heart AIDS or HIV infection............. 0o 0 O Excessive urination................. ooa
defects ...ocveeereeceeenans O O O ARALS .o 0Oo0ag a g
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..o 0Doaag
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | Should know aBOUL? ... Oo0oa
Please explain:

”NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. N
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about 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 action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:

\Signature of Dentist: Date

[ FOR COMPLETION BY DENTIST )
Comments:




DENTAL TREATMENT CONSENT FORM

OENUIST'S NAsas: DrLitla tarts PATIENT'S NAME:
mmmwmmmmmmmmnmmuﬁ

L. XRAYS

2, DRUGS AND MEDICATIONS

{understand thatantbictics snd ancigesics and other
medications can cause aflergic resctions causing rednass and
swelllng of tissuss, pain Rehing, vomitizg, and/or anaphylactic
shotk (severo sllesgiereaction). (st )

3, CHANGES [N TREATIMENT FLAN
Tunderstand that durtng trestment R may ba necessaty to changs
o1 2dd procedures bacise of conditisns fountd while werking on
the teath that ware 1ot discovered during examination, the most
common baing root anal therpy feilowing routine restorative
procedures. | gvemy penmission to the Dentist to maks any/fall
amwmaw.m__)

AL O#
Altamativas to remova) have been explained to me {root canal
therspy, crowns, snd pertodontal surgery, etc.) 2nd  guthorizo the
Centlst to remova the following teath and any others nocessesy
tor readins th paragrash U3. | understend removing teath does
ast? remeove 38 tha infacticn, tf prasent, (tmaybe

10 hove further traatmant, undoretand tho rsks
tnvaived tn having teeth removed, some of which are peln,
swieliing, sprazd of tnfection, dry sockay, tess of feeling tn my
taath, (lps, tongua and sumounding tssue(Parestheslo) that esn
tast for an indofinita period of time{days or months) or fractured
faw. tuniderstand ) may noed ferther treatment by a spedalistor
MWHWWMWM
traztmehy, the cost of which (smy sesponsibiiity,
[ S——

ammmm’s
fundi thatsomatimes it Is not possibla tomatch tha ester
of aatura) tecth axactly with astiftcs) toath. ) further understend
that mizy ba wearing temporary crowns, which may come off
ozstly énd that I must be careful toensura that thay sre kepton
me@mmmmmlmmm
v to maka changes i oy naw crovin, btdga, 67 ¢ap
Sudin shape, it, sita, and color) will b befare camentation,

G.OFTURES, COMMETEGRPANTIAL __
1 eailzo that fufl or psrtiel dentuses are antifielal, censtracted of
mémmwmmamdmm

sppliancas hava been axplained to ma, Incuding locsenass,
sotencss, and possthla brackage. I reafita tha Gnal apportunity to
maka changes i my now dentures  induding shaps, fit, stize
plecement and color) will ba the *teath tn wax® trya visit. |
vadarstand that most denturas requira reining approxmataly
three to twelvs months after Initle placement, The cost for this
procedira tsnottncided in the inftis) denture fea.
fnliats____)

7. ENDOBONTIC TREATMENY

{ roziize there s ~o guarantee that coot canal trestment el save
wy tooth, and that complications can ceasr from the treatment,
and that oceasionstly matal objects gre cemented inthatosth o
extend threugh the root, which does notnecesserllyaffect the
suocess of the trestment, | understand that occasionally
addhional surgical procedures may be necessary fellowing root
eanal treatment {splooactomy). (taltals________)

8. PERIODONTAL LOSS B&
1 understand that | have a serlous condition, causing gum and bone
infizmmation o7 loss and that {t can lead to the loss of my teeth,

Alteenativa traatmant plens hava baan explained to me, Induding
gum surgery, replacemant and/or extroctions. lunderstend that

undentaking any dental procadures may hsve a futura adverse effect
on my pertodonts condition, (initials ___)

9, FILLINGS

L sl
1 enderstand thot core must de exercised In chewing oo filings

espedally during tho frst 24 hours to avald breakage. |
understand that a mora expensive filling that tnittslly dlsgnosed
may be required dus to edditionai docay. funderstand that
significant sensitivity bs @ commen after effect of o nowly placed
Riing. (ritiats______)

10. BENTU!

tunderstend the of dentures Is diffieult. Sora spots
altered spoach 3nd dlHicuttly tn eating are commen probiems.
tmmadiate dentures (plecement of dentures immediataly after
extracticns) may ba palnful, immoediate dentures mey regulre
considersble sdjusiing and severs! relines. A pormanenteeiing
wil) ba neadod ater, This ts asttndudad into the dentura fea. §
urderstand that Rtis my vaspensibiity to return for defivery of the
dentures. §undarstand that failure to keap my dallvery
sppcintment may result tn poorly xad dentures. if 3 remaka s
reguired dus tomy dalays of more that 30 days there willbe
additenal chargas. (initlals______)

tunderstand that dentistry ks notan exact scienco and that, therefors, reputable practionars cannot fully guarantee
mcmm»mummmmwmmmmwmwmn
‘. ‘ mmwwmlmmmwummmwnmwmmm
: enswarad to my sstisfactien. | consant to the proposed treatmant.

Sgratiro of Pationt Osta,

Signatuto of Parent/Guandian f patient 1s @ minor, __ Date
e CONSENT2
"
Y South Coast Denta!
: O Ulla Larin, DS
6374771970 (P2}

i 617:477-6117 (Fax



South Coast Dental

Cancellation Policy

We apologize for any inconvenience this notice may cause but in order to help standardize our appointment schedule
and to help opén up valuable time for fellow patients we require a 48 hour cancellation notice. If we do not receive a
48 hour cancellation notice you will be charged $35.00.

For specialist services the cancellation fee is $150.00.

Thanks for your cooperation.

Signature Date

Poliza de Cancelacion

Perdone por cualquier inconveniencia que pueda causar este poliza pero para mantener un horario solido y beneficio
para nuestros pacientes estamos pidiendo que porfavor si por cualquier motivo necesita cambiar o cancelar alguna de
sus citas nos de un aviso previo con un minimo de 48 horas antes de la hora de su cita . Si no atiende a su cita 0 no
cancela con un minimo de 48 horas antes sera necesario cobrarle $35.00 por la falta.

Servicios de especialista cancelados o fallados se cobran a $150.00 dlls.

Gracias por su cooperacion.

Firma Fecha

South Coast Dental



ASSIGNMENT OF DENTAL INSURANCE BENEFITS

. Welcoms to our office! We are committed to providing you With the best possible dental care with kindness
and professionalism. We are happy to work with you by submitting your insurance claims with
Mmmmwmltnmmmemuwmmm
gm A

Please bear mind that your dental insurance is a contract between you, your employer and the insurance
carier. Generally, our fees full within the range most insurance companies accept and are therefore covered
!mmmmdmmndlmalbwedugoﬁmedwimwbinwmwmy.However.notallmimm
covered benefits in every contrect. |
You acknowledge that it is your responsivity to:

1. Provids complete up-to date information on dentel insurance coverage for the patient. This

Lo S

includes information on all plans, if enrolled in more then one plan.

Present a valid insurance card at each visit. :

Pay your portion for services not covered at 100% (see above) at each visit
Paywiﬂtlnaodaysanybalancaoayourswoumforanyammforany due this office such as
deductibles, co-payment, non-covered services.

You are ultimately respansible to pay the dental bill if the assignment of benefits is not henored in
whole or in part.

Your signature below indicates:

1. Youunderstand and accept our policy of assignment of insurance benefits.

2, Ywmmmmmmmwmmmmmmm

3. Youauthorize this office to release this offics to release the information necessary to process
your claims and appeals. .

4. You authorize payment of dental benefits to South Coast Dental.

Signature of Patient or Responsible Party Date

Patient information: B
Patient’s Name Date of Birth

Subscribers Information:

Subscribers Name Date of Birth

Subscriber ID #
6roup Employers Name




(Name of practice)

ACKNOWEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES AND MATERIALS FACT DATA SHEET

*You May Refuse to Sign This Acknowledgement*

l have received a copy of
this office’s Notice of Privacy Practices.

Figate Pt Nama

Sgnature
[i77)

LI

rFOr SHIRRE UES NN
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:
D) individus! refused to sign
O Communications barviers prohibited obtaining the acknowledgement
[J An emergancy situation prevented us from cbtaining acknowiedgement
O other (please Specify) ’
© 8002 Americen Dentol Asseciation
All Rights Raserved
WmMmdmmwww:mnmAmMmmdemtmwmotmmymmanm

wiiiien epprovel of the American Dentel
‘This Form és educationst enly, doea not censtitute lega) advics, and covers only federal, nol state. law (August W4, 2002).




