Medical History Form Date

Cell Phone

Name Home Phone

Last First Middle
Address Business Phone

Number, Street email
City State Zip Code Social Security No.
Occupation Company Name
Date of Birth Sex MDFD Height Weight Single Married Significant Other

Mo Day Yr

Name of Spouse /Significant Other Emergency Number
If you are completing this form for another person, what is your relationship to that person?
Referred by Closest Relative Phone ( )

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential. Please note that during your initial visit you will be asked some questions about your responses to this questionnaire
and there may be additional questions concerning your health.

F N (Y o TU I Ie oo To I 1T 11 1SR Yes No
Has there been any change in your general health within the pastyear? ............coooiiiiii i, Yes No

1
2
3. My last physical examination was on
4

Are you now under the care of @ PRYSICIANT ... ...t e e e e e e e Yes No
If so, what is the condition being treated?

5. The name and address of my physician(s) is

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years? ..........cocovvvvviiiiiennnnn. Yes No
If so, what was the illness or problem?

7. Are you taking any medicine(s) including non-prescription MediCINE? ..........coccvvviiiiiieeeiiiiie e Yes No
If so, what medicine(s) are you taking?

8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease .... Yes No
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion,

high blood pressure, arterioSClerosis, StrOKE). .. ... ..o it e e e e e Yes No

1. Do you have chest pain Upon XErtION? ..........c.oiiiii it et et Yes No

2. Are you ever short of breath after mild exercise or when lying down? ...............ccooeveenene Yes No

3. Do your ankles SWEII? ... Yes No

4. Do you have inborn heart defeCtS? ...........iiuiii i Yes No

5. Do you have a cardiaC pacemaker? ........c..ceiiniiiiie e et et e e e e Yes No

[ A 1T (o ) Yes No

A SINUS TIOUDIE .. e e e et et et et e e e Yes No

€. AStIMA OF NAY FEVET ... e e et et e e Yes No

f. Fainting SPEIIS OF SEIZUIES ....v. v ittt et ettt e et e e et e e ee et e e et e e e e n e aee e e e aenene s Yes No

g. Persistent diarrhea or reCent WeIgNt [OSS ........uvie it e e e e e e e eens Yes No

N DHADEIES ...ttt e et e Yes No

i Hepatitis, jaundice, OF lIVEr QISEASE ..........ii ittt e e et e et e e e e e e e e e een e s Yes No

TR AN 1315 3o T gl | Y 1 = o o Yes No

S I 177 7 1T I o 0] o] [T 0 P Yes No

|. Respiratory problems, emphysema, bronchitis, etC. .............ccoviiiiiiiii Yes No

m. Arthritis or painful SWOIIEN JOINTS ... ...u et e e e e et e et e e e e e e aeneans Yes No

[ RS (o . F= od T 01 (oY= o gl )77 =T - Vo (o 112 Yes No

0. KidNEY PrOBIBMS ..ot e e e e e e e et e e e e Yes No

P. TUDEICUIOSIS ... e e e et e e e et et e e et et et e e e Yes No

gq. Persistent cough or cough that produces blood ............c.ooieiiiiiiiei i Yes No

r.  Persistent SWollen glands iN NECK ...... oo st e e e e e et e e e e e e s Yes No

S, LOW BIOOM PrESSUIE ...t et ettt e e et e e et et et et et Yes No

t. Sexually tranSMItted iSEASE .......v ittt ee e et et et e e et e e et e e e e e e e e aan Yes No

(212) 753-7400
Michael R. Szabatura, DDS, P.C Fax: (212) 753-7402

424 Madison Avenue, New York, NY 10017
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Cell Phone _________________________

Administrator
Typewritten Text

Administrator
Typewritten Text

Administrator
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Administrator
Typewritten Text

Administrator
Typewritten Text
email ______________________________


u. Epilepsy or other NeurologiCal QISEASE ..........ie et e e e e e e e e e e Yes No
V. Problems with mental health ....... ..o e e e Yes No
1 O o o= PP Yes No
X.  Problems of the IMMUNE SYSIEM ... ... e e et e e e et e e e e e e e aeaeanas Yes No
9. Have you ever had abnormal BIEEAING? ......c..ui i e e e et e e e e e e Yes No
a. Have you ever required a blood tranSfUSIONT? ...t e e Yes No
10. Do you have any blood disorder SUCH @S @NemMIA? ........ouieiiniii i e e e e e e e e nee e Yes No
11. Have you ever had any treatment for a tumor Or groWtR? ... Yes No
12. Are you allergic or have you had an allergic reaction to:
= T o = =T T TS) 1 =T 2N Yes No
b.  Penicillin or Other @ntiDIOtICS ... ....iie it et et e e e et e e e e e et e e e e e Yes No
Lo U 7= 5 o L Yes No
d. Barbiturates, sedatives, or SIEEPING PllS .......uuieriitiie i e Yes No
[T N 1] Yes No
L O o o [T T a T o o i g =T g = 14 0] 1Tt Yes No
g. Other
13. Have you had any serious trouble associated with any previous dental treatment? ...............ccooeviiiiii e, Yes No

a. |If so, explain

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

c. Ifso, explain

14. Are you Wearing CONLACE IENSES? ... ... uie ittt et e vee et et et et e e e e et et e e e e en e ree e ene nea e eeeenaneeeeens Yes No
15. Are you wearing removable dental applianCeS? ........uie it e e Yes No
L16. DO YOU SIMOKE?......eeiiteeeiitte ettt e ettt s et e ekttt e ekt e e eats e e e ohe et oo ke et e e s ke e e 4o aE e e a4 Re e e e eabe e e 4 s b e e e 4o s b et e e abe e e e s be e e ean e e e nanbe e e nnnneeennnas Yes No
Women

R N (= V(o TU I o] = To | 1 F= 1o | PP Yes No
18. Do you have any problem associated with you menstrual period? ..........c.oovviiii i e e Yes No
I TR Y 00T I 10T Yes No
20. Are you taking birth CONIOl PIllS? ... .ie ittt e et e et e e et e e e et e e e e et e e e e e Yes No

Chief Dental Complaint

| certify that | have read and understand the above. | 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 other member of his/her
staff, responsible for any errors or omissions that | may have made in the
completion of this form.

Signature of Patient

For completion by the dentist.
Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date Signature of Dentist

Medical History Update:
Date Comments Signature

(212) 753-7400
Michael R. Szabatura, DDS, P.C Fax: (212) 753-7402
424 Madison Avenue, New York, NY 10017
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16.   Do you smoke?.................................................................................................................................................................    Yes          No 


Michael R. Szabatura, DDS, P.C

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement™

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

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[ Individual refused to sign
[] Communications barriers prohibited obtaining the acknowledgement
[ An emergency situation prevented us from obtaining acknowledgement

[1 Other (Please Specify)
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Michael R. Szabatura, DDS, P.C

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:
Patient #: Social Security #:

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 health infor-
mation to carry out treatment, payment activities, and healthcare operations.

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 oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

contact person: Michael R. Szabatura, DDS, P.C
(212) 753-7400 e (212) 753-7402

Telephone:

E-mail:

Address: 424 Madison Avenue, New York, NY 10017

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

I, , have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.



REVOCATION OF CONSENT

| revoke my Consent for your use and disclosure of my protected health information for treatment, payment
activities, and healthcare operations.

| understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. | also understand that you may decline to treat or to continue to treat me
after | have revoked my Consent.

Signature: Date:

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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