- e
Health History Form ADA.

] American Dental Association

‘ E-mail: Today's Date: www.ada.org

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
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: Cell Phone:
( ) ( )

Include area codes

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
AV T ST lOSIS T 2 fesrat A A i i S S Dl st ISe R B R g LR s e B RS S e R e S B L s B0 [T
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Been exposed to anyone with tuberculosis
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
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D en ta I I n fO Ma t 10N For the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK
Do your gums bleed when you brush or floss? ..........cccccoeiviincnn. [0 O O | Do you have earaches or neck pains? ........ccceeveveeieieaieieaieeen O oo
Are your teeth sensitive to cold, hot, sweets or pressure? ............... 0 O O | Do you have any clicking, popping or discomfort in the jaw? ......... (T |
Does food or floss catch between your teeth? ... O O O | Doyou bruxor grind your teeth? .........cooeiiiiiiiiiiieercc 53 N
5y QU ITOUTR AR ettt it et A o 5 e ‘ Do you have sores or ulcers in your mouth? ...........ccccccoiviiiinann. [ = |
Have you had any periodontal (qum) treatments?..........ccccoceeieene. 5 N I ‘ Do you wear dentures or partials? ..........cocevceeeierienieiinieneeneniens [E =L (S
Have you ever had orthodontic (braces) treatment? ............cccceene OO O |Do you participate in active recreational activities?............cccocvenrne [l E:
Have you had any problems associated with previous dental ‘ Have you ever had a serious injury to your head or mouth?............ O oag

A E NI L s St it o o A S s Bt O e R AT Yt O O O | pate of your last dental exam:
Is your home water supply fluoridated? .... O O O | \What was done at that time?
Do you drink bottled or filtered water? ..........c..cccoovvvvevieiiiieeenn O o0 o0 |

If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY ‘ Date of last dental x-rays:

Are you currently experiencing dental pain or discomfort?.............. 1 O

What is the reason for your dental visit today?

How do you feel about your smile?

M e d ICa I I n fO mMa t ION 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
Are you now under the care of a physician? .............ccccocoiiinn B I \ Have you had a serious illness, operation or been
Physician Name: Phone: include area code | hospitalizediin the Dast 5-Years? s sssmmanssss sovavssmesonsyanissdsnivasnins 1 I

( ) | If yes, what was the illness or problem?
Address/City/State/Zip: \
‘ Are you taking or have you recently taken any prescription

Are:you 0 go0d NealthR . doz. sissmiseesssvsnidse stsmmeidansiicsmmnss s ibasinss O O O | orover the counter medicing(S)? .......ccoveveeeeeeeeeeee e 5 A |
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
The PASEVRArY i wintagtsdiar aatistair s tabie e i At el 0 0O O | and/or diet supplements:

If yes, what condition is being treated? |

Date of last physical exam:

© 2007 American Dental Association
Form S500



Medical Information prease 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? ......coeuiiiiiiiieiiieiee e 0 O O | Do you use controlled substances (drugs)?.........ccccocuevvivcnviiernnann. 5 g
Joint Replacement. Have you had an orthopedic total joint (hip, | Do you use tobacco (smoking, snuff, chew, bidis)? ... BB e
knee, elbow, finger) replacement? .........cccccooiiiiiiiiiiiii 0 O O | i so, how interested are you in stopping?
Date: If yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the ' Do you drink alcoholic Deverages?..............ooovvveeeeeooeeerreeeeeeeeesreeeee E G
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease? .........ccoccvoviiiieieiiiieiceicee 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:
to begin treatment with the intravenous bisphosphonates 0 L e IR I8
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget's disease, multiple myeloma Taking birth control pills or hormonal replacement?......................... TR T |
(0] el TR 3= T T e o o N R SRR ol S T o e O O O BNz e e st S o e e s e e B E W
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals 10
Local anesthetics O O O Latex (rubber) 5 R 8
Aspirin O O O lodine ;- IEl ]
Penicillin or other antibiotics O O O Hay fever/seasonal [ i 8
Barbiturates, sedatives, or sleeping pills O O O Animals R e |
Sulfa drugs O O O Food 5 M e i
Codeine or other narcotics O O O Other | ) =
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 ............coooiiiiiiiiiiiie e O O O Autoimmune disease ............ [0 O [O Hepatitis, jaundice or
Previous infective endocarditis ............cocoiiiiiriiiiiii e [0 O 0[O/ Rheumatoid arthritis ............. O O O  liver disease......ccccceoveevenne [ i
Damaged valves in transplanted heart.............cooviiiiiiiiniicccee 0O O O] Systemic lupus erythematosus. [1 [1 [ Epilepsy .......c.ccccoeeicicinnnn. Cl &=
Congenital heart disease (CHD) 1] - (R O O O Fainting spells or seizures....... = ]
Untepaired: cyanotic CHD st Sbd s s AL N ST Bl SE1 B Bronehitis vt stsrians fevesstan O O O Neurological disorders............ [ [
Repaired (completely) in 1ast 6 MONthS .........ccooviiiieiiiiiiieiee L1 L T EmpRYSe ey s et O O O  Ifyes, specify:
Repaired CHD with residual defects ............cccooiiiiiiiiiii O T Bl Sinus troubles: s O O O Sleep disorder........c.cccoveuenne. -
T e o Tuberculosis .......ccevveeeiene. [0 O O Mental health disorders.......... [ 1
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended i
for any other form of CHD. Cancer/Chemotherapy/ Specify:
Radiation Treatment ........... [0 O [ Recurrent Infections............... i |
Yes No DK Yes No DK Chest pain upon exertion ...... O O O  Type of infection:
Cardiovascular disease. ......... 0O O O Mitral valve prolapse............. [ ‘B [ Chronic pain «umis e O O O Kidney problems..........cc...... & E-E
ATGING' £3 fittaebetnict wairbasrs oo B} IEL (EL PaCemakeT vesssssetsse s iaant [0 O O Diabetes Type | or ll.......... L B L NG SWeatS s it -
Arteriosclerosis ..................... O O O Rheumatic fever ................... O O O Eating disorder...........cccceueeue. [ E] S ME - OStEOPOrOSISs: sudisss susensiinmisn 15 9 A
Congestive heart failure ........ O O O Rheumatic heart disease........ O O O Malnutrition.......ccocoeeeveennns [0 O O Persistent swollen glands
Damaged heart valves........... 00 O O Abnormal bleeding............... 0 O O Gastrointestinal disease.......... | T 5 O 111~ S A W e A R
Heart attack............ Ao i [ Y =1 [ - ERER B S O O O G.E. Reflux/persistent Severe headaches/
Heart murmur ......... 0 O O Blood transfusion B B heartbufn...com. s O O O migraines ..oocceeecervvieeeennn. 2 [
Low blood pressure.. .0 O O Ifyes, date: UIcers, st .0 O O Severe orrapid weight loss ..... [ [ [
High blood pressure.............. O O O Hemophilia ....ccooeeeee. 0 O O Thyroid problems.. ...0 O O Sexually transmitted disease ... [ [ [
Other congenital heart AIDS or HIV infection .. 17 E T “Strokeh, oo etenstes O O O Excessive urination................. o U
defects ....oovvvviieeiiiien, 1 1 B 1 LV o F e JEL B Glaueoma e s e sy G G 5 4
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..........cccoiiiiiiiiiiiii e 0 M S
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ..o 5 5 A
Please explain:
.
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 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:
( FOR COMPLETION BY DENTIST )
Comments:




SHAW & SHERRILL, DDS

G\ DENTAL ASSOCIATES
OF NORTH DALLAS

Robert A. Shaw, DDS William Bruce Sherrill, DDS
10670 North Central Expressway, Suite 525
Dallas, Texas 75231
Phone 214-341-9306  Fax 214-341-3262
office@northcentraldental.com

Patient
Name Date
Last First MI
The Name | Wish To Be Called
Referral Information
Whom may we thank for referring you to our practice?
Spouse or Responsible Party Information
The following is for: Othe patient's spouse Othe person responsible for payment
Name:
O Male O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code
Employment Information
The following is for: Othe patient Othe person responsible for payment
Employer Name: Occupation:
Address: Employer Phone
Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes O No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name and Address:
Secondary
Name of Insured: Is insured a patient? I Yes [ No
Last First Mi
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name and Address:




SHAW & SHERRILL, DDS

(G DENTAL ASSOCIATES
OF NORTH DALLAS

Richard Shuman, DDS
Robert A. Shaw, DDS  William Bruce Sherrill, DDS
10670 North Central Expressway, Suite 525
Dallas, Texas 75231
Phone 214-341-9306 Fax 214-341-3262
office@northcentraldental.com

DENTAL BENEFIT EXPLANATION & AGREEMENT

It is our policy to provide the best dentistry for you. To do this, it is important that we do
not allow dental benefits to be a determining factor in the diagnosis. Your treatment will
be based upon your needs, and we assume that you are as concerned as we are about
maintaining your good health.

The term “dental insurance” is misleading. What is commonly called “dental insurance”
is more correctly termed “dental benefits”. Dental benefits are not intended to pay
everything, but to assist with costs of dental treatment. Generally, dental benefits pay a
percentage of each procedure up to a set yearly maximum. The benefits available to
you are established by the plan package your employer purchased.

As a courtesy to you, we will submit claims to your dental plan carrier. We also
accept benefit assignment, meaning that we will estimate the expected benefit
payment and allow you to pay your estimated portion at the time services are
provided.

*However, we do not guarantee any estimate, and should your dental plan pay
less than expected, you are fully responsible for the balance. We take no
responsibility for any denials by dental plans.*

Balances that remain unpaid after 90 days from the first billed date may be
referred to an outside collection agency for further collection efforts. There will
be a 30% fee charged for all collection procedures. In the event, that the
collection agency uses legal representation, there will be an additional 40% fee
charged.

We require 24 hours’ notice to cancel dental treatment or dental cleaning appointments.
If you are unable to make an appointment by cancelling the day of the appointment or not
showing up for an appointment, you may incur the following charges:

Dental hygiene appointments scheduled with a hygienist may be subject to a fee of
$75.00

Dental treatment appointments scheduled with one of the doctors may be subject to a fee
of $150.00

| agree to these policies regarding my dental benefits and will be held responsible for the entire
balance for services rendered after 45 days of service.

Patient Signature Date



