L
Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: 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 confidential 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.

(Name: Home Phone: Include area code Business/Cell Phone: Include area code h
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: include area code
( ) ( )
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 the question) Yes No DK
ACHIVE TUDBICUIOSIS. ...t 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
klf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO M at 1ON For the following questions, please mark (X) your responses to the following questions.
-

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 OJ OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ Wy,
M ed | Cal | ch m at | O N Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe PASE 5 YAIS?. ..o Oooodg
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter Medicine(S)? ... ..o oo O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J
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Form S500



M ed ICa | | nfO m at ION 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 CONtACt [ENSES?..........ooi oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?..................co Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?
- - 5
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... -
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo oo 0O0Oo
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe. ... 0 [ OO | Autoimmune disease.............. O 0O O Glaucoma.......o ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy .................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiiiee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders.......... Ooo0o0o
Cancer/Chemotherapy/ o
Radiation Treatment O oo Specify:
Yes No DK Yes NoDK X ) S 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse.............. O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O o o Eatingdisorder ... O O O Osteoporosis............ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOd pressure............... ; i S Ulcers 000 Severe or rapid Welght loss.... 0 OO OJ
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other congenital AIDS or HIV infection [0 O O  Thyroid problems.................... OO : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... Ooo0ood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know about? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I 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.
I 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:




Bruce A. Hester, D.M.D
2980 Lewis Street
Kennesaw, GA 30144
770-422-1554

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Section A; Patient Giving Consent
Name:
Address:

Phone number:

Section B: TO THE PATIENT- PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By signing this form you will consent to our use and disclosure of your protected
healthcare information to carry out treatment, payment activities, and healthcare operations. You may

obtain a copy of our Notice of Privacy Practices by contacting our office.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide
whether to sign this consent. Our notice provides a description of our treatment, payment activities, and
healthcare operations, of the uses and disclosures we may make of your protected health information, and
of other important matters about your health information. A copy of our Notice may accompany this
consent. We encourage you to read it carefully and completely before signing this consent. We reserve the
right to change our privacy practices at any time. If any changes are made, we will issue a revised notice,
which will contain those changes which may apply to any of your protected health information that we

maintain.

Right to revoke: You will have the right to revoke this consent at any time by giving us written notice.
Please understand that revocation will not affect any action we tock in reliance on this consent and that we

may decline to treat, or continue treating you based on your revocation.

Signature: (If under 18, Parent/Guardian Signature)

I, , had full opportunity to read and consider the contents of this

consent form and the Notice of Privacy Practices. | understand that, by signing this consent form, | am
giving my consent to your use and disclosure of my protected health information to carry out treatment,

payment activities and healthcare operations.

Signature:
Date:




Bruce A.Hester D.M.D.
2980 Lewis St. Kennesaw, GA 30144
770-422-1554
Einancial Polic
In our continued commitment to provide the highest quality dental care to all of our patients while
offering affordable services, we are pleased to offer the following financial options:

We accept: We are pleased to offer three additional
< Cash or Check financial options for your convenience:
All major credit cards: > Wells Fargo
% Visa > Care Credit
% Discover > Lending Club
% Mastercard *Please ask our administrative staff for details
< American Express and credit applications

We are committed to support you in understanding your dental health so that you will be able to
make the best, most informed decisions.

We will, as a courtesy, process your insurance on your behalf at the time of your visit. Please
understand that this is an estimation and having dental insurance does not relieve you of your
financial responsibility

| agree that | am fully responsible for the total payment for all procedures - this includes, but is not
limited to, any treatment that is not a covered benefit of any dental insurance benefits | may have.
| acknowledge that all services are to be paid in full at the time services are rendered. If my
insurance company denies payment on a claim for any reason, | understand that it is my
responsibility to pay the balance of that claim within 10 days of the denial. Insurance will be filed
for primary coverage only. If you have secondary insurance it is your responsibility to ask for the
appropriate forms so that you may file the claim. Patients without dental insurance are expected to
pay the balance in full when services are rendered. Financial arrangements are available through
Care Credit, Lending Club and Wells Fargo.

We reserve the right to take legal action on any delinquent account to include but not limited to
turning the account over to a collection agency, reporting the delinquency to the credit bureau and
if necessary, filing suit. A $25 fee will be applied to all returned checks

We are here to assist'you in any way possible. Please make your questions and concerns known
to one of our team members. Our goal is to ensure that you have an outstanding experience.
| have read, understand and agree to all the terms above.

Print Patient Name Signature (Parent or Guardian if under 18)

Date



N\ g
INYE RNESS

APOTHECARY

Delivery of Medication to Prescriber’s Office
Consent Form
Patient:

I consent that my prescribed medication may be delivered to the prescriber’s
office.

Name: Date of Birth:
Last First Middle

Patient Signature: Date:

Health Care Provider:

Prescriber’s Name:

Phone: Fax:

Email:

A copy of this consent form must accompany the patient’s prescription.

7004 Champion Blvd. Suite 100 Birmingham, At 35242 = Phone (855)771-0505 » Fax (844)771-0505



Bruce A. Hester D.M.D, P.C.

Notice of Privacy Practices

This notice describes how health information about you may be used and disclosed and how you can
get access to this information.

Please review it carefully. The Privacy of your health information is important to us.

Our Legal Duty

We are required by applicable federal and state law to maintain the privacy of your protected health
information. We are also required to give you this. Notice about our privacy practices, our legal duties,
and your rights concerning your protected health information. We must follow the privacy practices that
are described in this Notice while it is in effect. This Notice takes effect 6/6/2011, and will remain in
effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided
such changes are permitted by applicable law. We reserve the right to make the changes in our privacy
practices and the new terms of out Notice effective for all health information that we maintain,
including health information we created or received before we made the changed. Before we make a
significant change in our privacy practices, we will change this Notice and provide the new Notice at our
practice location, and we will distribute it upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or
for additional copies of this Notice, please contact us using the information listed at the end of this
notice.

Your Authorization: In addition to our use of your health information for the following purposes, you
may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will
not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give
us a written authorization, we cannot use or disclose your health information for any reason except
those described in this Notice.

Security: You will be notified as soon as possible if the security of your personal health information is
breached.

Uses and Disclosures of Health Information
We use and disclose health information about you without authorization for the following purposes.

Treatment: We may use or disclose your health information for your treatment. For example, we may
disclose your health information to a physician, pharmacist, or other healthcare provider providing
treatment to you.



Payment: We may use and disclose your health information to obtain payment for services we provide
you. For example, we may send claims to your dental health plan containing certain health information.

Healthcare Operations: We may use and disclose your health information in connection with our
healthcare operations. For example, healthcare operations include quality assessment and improvement
activities, reviewing the competence or qualification of healthcare professionals, evaluating practitioner
and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

To You or Your Personal Representative: We must disclose your health information to you, as
described in Patient Rights section of this Notice. We may disclose your health information to your
personal representative, but only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the
notification of (including identifying or locating) a family member, your personal representative or
another person responsible for your care, of your location, your general condition, or death. If you are
present, then prior to use or disclosure of your health information, we will provide you with an
opportunity to object to such uses or disclosures. In the event of your absence or incapacity or in
emergency circumstances, we will disclose health information based on a determination using our
professional judgement disclosing only health information that is directly relevant to the person’s
involvement in your healthcare. We will also use our professional judgement disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also use our
professional judgement and our experience with common practice to make reasonable inferences of
your best interest in allowing a person to pick up filled prescriptions, medical supplies x-rays, or other
similar forms of health information.

Disaster Relief: We may use or disclose your health information to assist in disaster relief efforts.

Marketing Health- Related Services: We will not use your health information for marketing
communications without your written authorization. We will not use your information for fundraising
purposes without authorization. We will disclose any financial conflicts of interests that may be involved
with your treatment.

Required by law: We may use or disclose your health information when we are required to do so by law.

Public Health and Public Benefit: We may use or disclose your health information to report abuse,
neglect, or domestic violence: to report disease, injury, and vital statistics: to report certain information
to the Food and Drug Administration (FDA): to alert someone who may be at risk of contracting or
spreading a disease: for health oversight activities: for certain judicial and administrative proceedings;
for certain law enforcement purposes; to avert a serious threat to health or safety; and to comply with
workers’ compensation or similar programs.

Decendents: We may disclose health information about a decedent as authorized or required by law.



National Security: We may disclose to military authorities the health information of Armed Forces
personnel under certain circumstances. We may disclose to authorized federal officials health
information required for lawful intelligence, counterintelligence, and other national security activities.
We may disclose to correctional institution or law enforcement official having lawful custody the
protected health information of an inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters)

Access: You have the right to look at or get copies of your health information, with limited expectations.
You may request that we provide copies in a format other than photocopies. We will use the format you
request unless we cannot practicably do so. You must make a request in writing to obtain access to your
health information. You may obtain a form to request access by using the contact information listed at
the end of this Notice. You may also request access by sending us a letter to the address at the end of
this Notice. We will charge you a reasonable cost based fee for the cost of the supplies and labor of
copying. If you request copies, we will charge you 0.25 per each page to copy your health information,
and postage if you want the copies mailed to you. If you request an alternative format, we will charge a
cost based fee for providing your health information in that format. If you prefer, we will prepare a
summary or an explanation of your health information for a fee. Contact us using the information listed
at the end of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associated disclosed your health information for purposes other than treatment, payment, health care
operations, and certain other activities for the last 6 years, but not before April 14, 2003. If you request
this accounting more than once in a 12 month period, we may charge you a reasonable, cost based fee
for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure
of your heaith information. In most cases we are not required to agree to these additional restrictions
but it we do, we will abide by our agreement (except in certain circumstances where disclosure is
required or permitted, such as an emergency, for public health activities, or when disclosure is required
by law). We must comply with a request to restrict the disclose of protected health information to a
health plan for purposes of carrying out payment or health care operations ( as defined by HIPAA) if the
protected health information pertains solely to a healthcare item or service for which we have been paid
out of pocket in full.

Alternative communication: You have the right to request that we communicate with you about your
health information by alternative means or at our alternative locations (You must make the request in
writing). Your request must specify the alternative means or the location, and provide satisfactory
explanation of how payments will be handled under the alternative means or the location you request.

Amendment: You have the right to request that we amend your health information. Your request must
be in writing, and it must explain why the information should be amended. We may deny your request
under certain circumstances.



Non- Disclosure to Insurance Company: If you pay out of pocket, in full, for a service or a procedure;
we will not submit the claim for that service to your insurance company upon your request.

Electronic Notice: You may receive a paper copy of this notice upon request.

Question and Complaints

If you want more information about our privacy practices or have questions or concerns, please contact
us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we
made about access to your health information or in response to a request you made to amend or
restrict the use or disclosure of your health information or to have us communicate with you by
alternative means or at alternative locations, you may complain to us using the contact information
listed at the end of this Notice. You also may submit a written complaint to the US Department of Health
and Human Services. We will provide you with the address to file your complaint with the US
Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you
choose to file a complaint with us or with the US Department of Health and US Services.

Contact Officer: Christi Mendoza
Telephone: 770-422-1554

Email: Christi@bhesterdmd.com



rlester
DENT AL

2060 Lewis Street NW - Kenneaw  GA 30144

770-422-1554 | bhesterdmd.com

Records Transfer Information/Release

By signing this form, | authorize you to release confidential health information
about the patient named below, by releasing a copy of the dental records to the person(s)

or entity listed below.

Patient Name:
DOB:

Limitations on the information you may release are as follows:

Release the protected Health Information to the following person(s)/entity:
Name:

Street:
City/State/Zip:
-OR-

Email:

The reasons or purposes for this release of information are as follows:

Patient Name: (Please Print) Patient Signature (Guardian if under 18)

Date:




_ _ ADA
Child Health/Dental History Form American Dental Asociation

www.ada.org

Patient’s Name Nickname Date of Birth
LAST FIRST INITIAL
Parent’s/Guardian’s Name Relationship to Patient
Address
PO OR MAILING ADDRESS CITY STATE ZIP CODE
Phone Sex MO FQ
Home Work
Have you (the parent/guardian) or the patient had any of the following diSEases Or ProBIBMS? .....cc.vviiiiiii e dYes QO No

1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration,  3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

a Anemia Q Cancer U Epilepsy Q HIV +/AIDS Q Mononucleosis 4 Thyroid

U Arthritis U Cerebral Palsy 4 Fainting O Immunizations 4 Mumps 4 Tobacco/Drug Use
Q Asthma QA Chicken Pox 4 Growth Problems Q Kidney 4 Pregnancy (teens) d Tuberculosis

U Bladder Q4 Chronic Sinusitis 4 Hearing U Latex allergy 4 Rheumatic fever U Venereal Disease
U Bleeding disorders U Diabetes 4 Heart Q Liver 4 Seizures Q Other.

1 Bones/Joints QA Ear Aches O Hepatitis 4 Measles Q Sickle cell

Please list the name and phone number of the child’s physician:

Name of Physician Phone
Chlld ) HIS'#OI"Q Yes No
Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ............covvviiiiiiii e, 1.0 Q
If yes, please list:
2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2.0 0
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3. 4a Q
4. How would you describe the child’s eating habits?
5. Has the child ever had a serious illness? If yes, when: Please describe: 5.
6. Has the child ever DEEN NOSPITANIZEA? ... ..ciiiii it e e e e e e e e e e e et e et ettt ettt e e e e e e e e e e e e e e e e e e e e eeaee et es 6.
7. Does the child have a history of any other illnesses? If yes, please list:
8. Has the child ever received a general anesthetic? .......
9. Does the child have any inherited problems?...............
10. Does the child have any SPEECH AIffICUIIES? ... ... .o oot e e e et e e ettt ettt ettt n e e e e e e e eeaaeees 10.
11. Has the child ever had @ DIOO trANSTUSIONT ... i et bttt e sS4 a4 bbbttt e e e e a4 4ottt e e e e e e e e e 11.

12. s the child physically, mentally, or emotionally impaired?
13. Does the child experience excessive bleeding when cut? .. .
14. Is the child currently being treated fOr @NY IINESSES? ....iiii it e oottt et e e e o4 bbbttt e e e e o4 ettt e e e e e e e
15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date:

[y iy Wy
[ iy Wy

16. Has the child had any problem with dental treatment iN The PAST? . ... e 16.

17. Has the child ever had dental radiographs (x-rays) eXposSed? ...........oovuvriiiiiieiiiiiiiiiiiiiiiieeeee .

18. Has the child ever suffered any injuries to the Mouth, Nead OF TEETNT ... ..u. i et ae e e e e 18.

19. Has the child had any problems with the eruption or Shedding Of TEETN? ........i i e 19.

20. Has the child had any orthodONTIC trEAIMENTT? ... i i i e oot e e e e e e e e e e e e e e e e e b ettt e et e e e e e e e e e e e aaeaaassbaesrees 20.

21. What type of water does your child drink? Q1 City water Q Well water Q0 Bottled water (Q Filtered water

22. Does the child take fluOKide SUPPIEMENTS? ... ... i oo E etttk e 4o e e e e e e e e e e e e e et eeeeeeeeeis e 22.Q 0Q
23. Is flUOKide 100TRPASTE USEU? ... ... et e e e oo e e e e oo e e e e e d ettt e e e e e e e e e e e e e e e e ettt 23. Q Q4
24. How many times are the child’s teeth brushed per day? When are the teeth brushed? 24, 4 Q
25. Does the child suck his/her thumb, fINGEIrS OF PACITIEI? ... ....iiiiiiii bt e ettt de e e 25. a0 Q
26. At what age did the child stop bottle feeding? Age Breast feeding? Age

27. Does child participate in active reCreatioNal @CTIVITIES? .. ... uuuieuiiiiiie ettt ettt e e e e e e e e e e e e e e ettt ettt e ettt e e e e e e e e e e e e aaeeaaaarae 27.Q Q4

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | 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.

Parent’s/Guardian’s Signature Date

For completion by dentist
Comments

For Office Use Only: Q0 Medical Alert Q1 Premedication Q Allergies 1 Anesthesia  Reviewed by
Date

© American Dental Association, 2006 To Reorder call 1-800-947-4746
Form S707 or go online at www.adacatalog.org




