
Health History Form CARNELIAN DBNTAL EXCELLENCE
Email: Todays Date:

Asrequiredby|aw,ourofficeadherestowrittenpo|iciesandprocedurestoprotecttheprivacyofinformationaboutyouthatwecreate,
recordson|yandwi||bekeptconfidentia|subjecttoapp1icab|e|aws.P|easenotethatyoUwi||beaskedsomequestionsaboutyoUrresPonsestothisqUestionn
additiona|qUestion5concerningyourhealth.Thisinformationisvita|toa||owustoprovideappropriatecareforyouThisofficedo

HomePhone: tncludeoreocode Business/CellPhone'. Includeoreocode

()()
Name:

Lost

Address:

Mdiling oddress

SS# or Patient lD:

City State: Zip:

Emergency Contact:

Height: Weight: Date of Birth: Sex: M F

Relationship: HomePhone: lncludeoreocode CellPhone: lncludeoreocode

() ()
lfyou are completing this form for another person, what is your relationship to that person?

Your Nome

Do you have any of the following diseases or problems:

Relotionship

(Check DK if you Don't Knowthe onswer tothethe question) Yes No DK

ActiveTuberculosis ! tr D

Persistent cough greater than a 3 week duration ! ! !
Cough that produces blood ! ! !
Been exposed to anyone with tuberculosis tr ! !
lf you answer yes to any of the 4 items above, please stop and return this form to the receptionist,

D e n t a | | n fO f m a t i O [-l ro. tt " followinq questions, pteose mork (X) your responses to the fottowins questions

Do your gums bleed when you brush or floss?

Yes No DK

!!!
!n!
!nn
!!!
!D!
!DD
tr!n
!n!

n!!

Do you have earaches or neck pains?

Do you have any clicking, popping or discomfort in the jaw?

Yes No DK

!!!
!!n
!!!
!!!
nn!
tr!!
tr!!

Have you had any periodontal (gum) treatments?

Have you ever had orthodontic (braces) treatment?

Have you had any problems associated with previous dental treatment?

ls your home water supply fluoridated?

Do you brux or grind your teeth?

Do you have sores or ulcers in your mouth?

Do you wear dentures or partials?

Do you participate in active recreational activities?

Have you ever had a serious injury to your head or mouth?

Date of your last dental exam:

What was done at that time?
Do you drink bottled or filtered water?

lf yes, how often? Circle one: DAILY I WEEKLY / OCCASIONALLv

Are you currently experiencing dental pain or discomfort?

What is the reason for your dental visft today?

How do you feel about your smile?

MediCaf lnfOfmatiOn r,.or"rork(X)yourresponsetoindicoteifyouhoveorhovenothodonyofthefoltowingdiseosesorprobtems.

Yes No DK Yes No DK

Areyounowunderthecareofaphysician? !! ! Haveyouhadaseriousillness,operationorbeenhospitalized

Phvsician Name: Phone. rnclude oreo code in the past 5 years? fl l-l n
( ) lf 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)? ! n n
Areyouingoodhealth? n ! n lfso,pleaselistall,includingvitamins,natural orherbal preparations

Has there been any change in your general health within the past year? f] n n and/or dietary supplements

lf yes, what condition is being treated?

Date of last physical exam:



MgdiCal f nfOfmatiOn rt""r"-ark(x)yourresponsetoindkateifyouhaveorhavenothadanyofthefottowingdiseasesorprobtems.

(Check DK if you Don't Know the ons)//er to the question)

J Do you wear contact lenses?

[int i"pUce.ent. H^ t", tua un orthop.a,. totut'1o,r,t
(hip, knee, elbow, finger) replacement?

Date: lf yes, have you had any complications?

No DK

I n Do you use controlled substances (drugs)?

Do you use tobacco (smoking, snufl chew, bidis)?

!!! lf so, how interested are you in stopping?
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Yes

tr
Yes No DK

nnn
!nn

nn!Are you taking or scheduled to begin taking an antiresorptive agent
(like Fosamax', Actonel', Atelvia, Boniva", Reclast, Prolia) for
osteoporosis or Paget's disease?

Since 2001, weTe you treated or are you presently scheduled to begin
treatment with an antiresorptive agent (like Aredia', Zometa', XGEVA)

for bone pain, hypercalcemia or skeletal complications resultlng from
Paget's disease, multiple myeloma or metastatic cancer?

Date Treatment began

Do you drink alcoholic beverages?

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

tr!! lf yes, how much do you typically drink i n a week?

WOMEN ONLY Are you:

Pregnant?
Number of weeks

Dnn
!!r

Taking birth control pills or hormonal replacement?
Nursing?

n!!
tr!!

Allergies, Are you allergic to or have you had a reaction to
To a'll yes responses, specify type of reaction

Local anesthetics

Artificial (prosthetic) heart valve

Previous infective endocarditis

Damaged valves in transplanted heart

Congenital heart disease (CHD)

Unrepaired, cyanotic CHD

Repaired (completely) in last 6 months

Repaired CHD with residual defects

Yes

!
!
!
n
tr
!

No DK

EI.
trn

Metals

Latex (rubber)

lodine

Yes No DK

!nn
!nn
tr!tr
tr!!
tr!!
!!D
!!!

Yes No DK

T!D

ln!
f!!
f!!
nt]n

Aspirin

Penicillin or other antibiotics fl fl H:v fpvarl<oac^nal

! ! AnimalsBarbiturates

Sulfa drugs

sedatives, or sleeping pills

Codeine or other narcotics

D ! Food

! ! 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

Except for the conditions listed obove, ontibiotic prophyloxis is no longer recommended
for ony other form of CHD.

Cardiovascular disease

Angina

Arteriosclerosis

Congestive heart failure

Damaged heart valves

Heart attack

Heart murmur

Low blood pressure

High blood pressure

Other congenital
heart defects

Mitral valve prolapse

Pacemaker

Rheumatic fever

Rheumatic heart disease

Abnormal bleeding

Anemia

Blood transfusion
lf yes, date:

Hemophilia

AIDS or HIV infection

Arthritis

Autoimmune disease

Rheumatoid arthritis

Systemic lupus

erythematosus

Asthma

Bronchitis

Emphysema

Sinus trouble

Tuberculosis

Cancer/Chemotherapy/
Radiation Treatment

Chest pain upon exertion

Chronic pain

Fafinn di<nrdcr

Malnutrition

Gastrointestinal disease

G E Reflux/persistent
heartburn

Ulcers

Thyroid problems

Stroke

Glaucoma

Hepatitis, jaundice or
liver disease

Epilepsy

Fainting spells or seizures

Neurological disorders
lf yes, specify

Slapn dicnrdor

Do you snore?

Mental health disorders
Specify:

Recurrent lnfections
Type of infection:

Kidney problems

Night sweats

Osteoporosis

Persistent swollen glands
tn neck
Severe headaches/
mrgrarnes

Severe or rapid weight loss

Sexually transmitted disease

Excessive urination

Phone'. tnclude oreo code

()

DUtr
!trtr
!a!

n!!
L]!!
!!!

Yes No DK

!r!
ni]D
!nx
!!D
!!n
tr!tr
!!n

!
!

!
!
!
!
u
ll

n
!
n
tr
tr
tr
n

!
!
!
!

No DK

!tr
nn
D!
!n
DD
Lt!
nn
!!

!!
!n
!tr
nn
trD
DN
!!

n!
!n
!tr
!!

fl
!
!

nn
!tr
!n

Yes No DK

!nn
!!u
!!tr
nID
!Bn
!rI!
!n!
tr!!
n!!

!n!

NDD

!n!
n!!
!nn

!nI
!nr
!fr

!tr!
!tr!
!!tr
!D!
ntrn

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?

Name of physician or dentist making recommendation:

Do you have any disease, condition, or problem not listed above that you think I should know about?
Please explain:

ntr!

!trtr

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above and that the information given on this form is accurate I understand the importance of a truthful health history and that my

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 I may have made in the
completion of this form

Signature of Patient/Legal Guardian: Date:

Date

FOR COMPLETION BY DENTIST

Comments



a\,A|IINELIAN FAMILY UEN I IS I RY

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTI0N A: PATIENT GIVING CONSENT

" j3 rne:

+dCr€5S

Tel e phone E mail:

Socral Security #

SECTION B: TO THE PATIENT - PLEASE READ;THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By srgnrng this lorm, you will consent to our use and disclosure ol your protected healllr inlor
nlalion to carry out treatment, payrnenl activities, and heallhcare operations

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices betore you decide whether
tc srgn this Consent Our Notice provides a description oi our treatment, payment activitres, and healthcare oper-
atrons. of the uses and disclosures we may make o1 your protected health information, and o{ other imporlanl mat
ters about your protected health information A copy oi our Notice accompanies this Consent We encouraqe you lo
read it careiully and completely belore signing this Consent

\lie reserve the right lo change our pnvacy practices as described in our Notice o{ Privacy Practices l1 we change
cr-rr privaci practices, we will issue a revised Notice ol Privacy Practices, which will contain the changes Those

changes may apply to any ol yourrprotected health iniormation that we maintain.

You may obtain a copy ol our Notice oi Privacy Practices, including any'revisions o{ our Notice, at any time by contacting:

Iclri-ii)oncl
(eoe) 987-41 13 ,",,. (909) 9!1-39F9

4626 Carnolian Strppl Alta I orrta. CA 91701
Artrtfr..Jr !'u'--e''v-aj:

Right to Revoke: You will have the right 1o revoke thrs Consent at any time by giving us written notice o1 your'

revocation submitted lo the Contact Person listed above Please understand lhatievocatron of thrs Consent will no1

af{ect any action we look in reliance on this Consent before we received your revocatron, and that we may declrne to
treal you or to continue treating you il you revoke this Consent,

SIGNATURE

, have had f ull opportunity to read and consider the
contents ol this Consent form and your Notice ol Privacy Practices I understand that, by signing this Consenl
lorm, I am giving my consent [o your use and disclosure of my protected health inlormation to carry out treatment
payment acr'vities and healrh caie operations

Date

ii thrs Consent is signed by a personal representative on behall of the patient, complete the following

Persona'l Reoresentative's Name:

Rerailonshrp to Patient

lqu a&ElNTlTlEO f q A COpy OF THtS CONSENT AFTER yOU StcN tT.
REVOCATION OF CONSENT

i revoke nty Consent lor your use and discloBwq oi my proiected health inlormation for treatment, payment
acli,.,rlieS, and healthcare operations.

I urnderstand thaI revocation o{ my Consent will not af{ect any action you took in reliance on my Consent belore you
recer!,ed |'rrs written Notice o{ Revocation. I also understand Ihat you may decline to treat or to conlinue Io treat me
:i tir I have revoked mv Cdnseht.

t Y_')ri.r1-ilur s Date:



CARN ELIAN FAMILY DENTISTRY

{NAME OF PRACTTCE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*
+{?

t, have received a copy of this
office's Notice of Privacv Practices

Please Print Name

Sig nature

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:

! lndividual refused to sign

n Communications bajriiers prohibited obtaining the acknowledgement

D An emergency situation prevented us from obtaining acknowledgement

D Other (Please Specify)

@ 2OO2 American Oental Association
' Alt Rights Reserved

' Reprocr'iciion and,use of th is torm by denlists and their slaf{ is permitted Any olher use, duplication or d istribulion ol this lorm by any other party requires the prior
wrillen approval ol lhe American Denlal Association.

This Form ls educalional only, d@s nol constltule logal advice, and covers only l€dehl, nol slal€, law (August 14, 2002),



3.

4.

INFORMED CONSENT
Name Chart Number

1. WORKTO BE DONE
I underctand that I am having he bltowing work done: Fillings o, Bddge o.
l.V. Sedation Q, Root Canals O, OtherO.

2. DRUGS AND MEDICATTONS
I undersbnd that antibiotics and analgesics and other medl=tions can qruso allergio reactbns causing redness and srelling ol tissues, pain,
itdring. wmlting. andor uaphalaalc shodr (gavere altergic rcrrion). -..fiiii
CHANGES IN TREATMENT PLAN
I undersbnd hat dtrhg EBattnont it may be noaossary b ctrange or add procedures becarJse ol condidons found while workinQ on he reeh hat
lY€rE nol dscovercd dldng eramlnatbn, he most cornmon being tmt canal Ferary bltortng tor.rtin€ r€sbralire rocedlrea t gi're my permissim

' b he Dentist o mka any/ell clranges and addtbns as necessary, alter having been hbrmed and h agreemenf witr he dranges.

.REMOVAL OFTEETI{ INTI'I

-)llbrnati\,€3 b rcrronal haw been explained b m€ (root canal herapry, cfirwnlt and perirdonal suqery etc.) and I autrorize he Dentst b rsmo,/e
h€ foll.rwing t€€tl ard any otters necessary fdrreasone in paragraptr f,t. I underetand remwlng beth does not alurays
r€nxtv\e all he hbction, if presen! and it rnay be nei:essary to haw further beatment I und€fstand the risks lrnrshrd ln tt.rtng to€61 rffiot€4
sorne of wh'r:lr.1e pain, swelling. spread of infectim, d.y soc*s! toss of beling h my teeh, lips, tcngue and sunounding tissue (Farashesla) hat
can last br an indelhite period ol lime (dayt ot months) or fraclrred lu. I understand I rnay need further bEatrn€nl by a epedallst or ewn
hostatallzatlon if complications arise drring or tollowing !€atn|€nt

5. ANESTHESIA
I Palize he risks inr,olwd in neceiving an anesthetiq sorne of wtridr art: upset eomac*r. dzziness, ,romithg. sore amr. inflarned veesels of the are,
adversa reaclions !r 4ugs causing card'lac arres! miscarrhge, dslodgirq or ctripping b€h and iafl borie. _
cRowNS, BRIDGES AND CAPS hti'l

I understand thal sornetimes h is not possible lo matdr the color ol nairral teeth eracdy widr artificial t€€dr. | further undersand trat t may be
wedring temPoraly crowng whictr may come off ea3ly and hat I must be carelul b ensurE thal hey are kept on und the perm.nent crcrwns arEdeliwred- 

-fiCIOENTURES. COMPLFTE OR PAHTIAL
I malize hat full oc partial donbres are artificial.rconstrucled ol plastiq meEl. and/or poreahh. The problems ol nearing these appliances haro
been erplained to me including looseness, sor€{r€ss, and possible breakage, and relining due b tissue ctrange.

ENDOOONTTCTREATMENT (HOOT CANAL) Iniler

I realize lhere is no ouarantee hat root canal treatsnent will saw my uotr and hat complk=tion can occur frcm the tseatnent and that occasionally
metal objects ars cerneni€d to the tooth or extended through he rcot which does not necessarily affect the succsss ol the beatnenL 

-
pERtoDoNTAL LOSS (T|SSUE AND BONE) Inriar

I understand lhat I have a serious condtircn causing gum and bone hflamrnation or loss and hat it can lead to he loss ol my teeh and otrer
cornpl'rations. The altematiw tr€atsnent pbns har,e been explaircrd to rn€ hdudin$ gum surgery. replamenls andor extadofls. I understand
hat alhough hes€ usatrn€nts har,e a high d€gree of success, it cannot be guaranbed. Occasimally, b€atad l€€th mry reqtrire extsaction- -iffiE10. FILLINGS
I have been advised by th+Dontist trat tre silver amalgam r€strration is an accepbHe procedue accordng b AOA guidelines an4 as suctr, is a
beatfiEnt used by
has been explained to me.

I hereby request and autrocize he Dentists and rhek Staft to p€rbrm denhl work upon me br tre purpose ol attemptirg b improw my appearano6 .
furrtion and the health of,my mouth, teeth, bono and tissue, as explained above.

The effecl and nai,rre ol he proceeding to be perhrmed, and he risks inwlved. as well as he possiHe ajternatiw mehods of treahent haw been
fully erplained to me.

I also authorize he operating Dendst and AssistanB to perbrm any other procadrre wtridr they may deem necaFsary or desiraUe In attempting to
improw he conditim shl€d on he diagnostic Eeatsnont brm. or lr€at unhealthy c unbreseen conditbns trat may be encountred during he
operation.

I know that he practica ol Dentistry and surgery is not an errt scbncs and trat &rercbre reg.rtaHe praclitioners canrrct propedy guaranb€ rosults-
I adoowledg€ fiat rrc gr'aanta€ or asalrancs has been made by anyone .ega.dng the EeaEnent whicft | trane requecd and euthorized
I also understand trat h is my responsiLility to inbrm he Oentist iI I arn having any problems drring he follorhg Eea[n€nt so as to allor,v him m help
minimi:e and proUems.

-iaiEAllErnali\€ and possible rertims haw besn erflained tsr mo d€ady and in detail Complicat'nns, sr.rctr as hbaion, hemonhage andor bl€eding.
scaning, conEaction. possiUe debrmitie , pfolongd healng 6nre orrer he o€drnaur, reaabn to any drugs bebre, d,rring and after slrgery. rrumb-
n€ss or itching ol he tongw. lip, reefr, iissues (Parashesia), fractrred iaw. €ic., ha,€ been clearty erplained to me.
I CERTIF/ THAT I HAVE BEEN ANO FULLY UNDERSTAND THE ABOVE CONSENTTO OENTALTREATTIENTANOTHATTHE EXPI.ANANONS
THEREIN REFERRED TO WERE IilAOE. ANYTHING I DIO NOT UNOERSTANO I{AS BEEN E(PI.AINED TO ME.

Crownr 0, Exuacrions 0, lmpacted teelh rEmowd O,

-in-iE

Fhlationship Dao

6.

-7.

8.

9.

Signature

0oaor wiHess Oa


