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Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Name: First Name: Middle Name:

Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | willimmediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? ~ [Yes CINo  If yes, where?

When was your last dental exam? / / What was done at that appointrent?

When was the last time you had dental x-rays taken?

Please mark an “X” in the box ONLY if this applies to you.

Is it hard to open yOUr MOUEh? .. ...0ovuueyvrrnn e sttt [ | Have you ever had a serious injury to your head or mouth? ........................ O
Dioss it it to chew; biteOrsWallow? . .. .ov vivms nueswmsmmmemamames sosns s tamps s [ | Fyes, please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? .................. ... 0
Have you ever had periodontal (gum) treatments like scaling and roat planing? 7 Have you ever had problems with dental treatment in the past?.................... O
Y SR nigrtg & i, Al R R e If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... 0
Do you clench or grind your teeth? ... B | Have you ever had a reaction to, or problem with, dental anesthesia?............... a
| Does your jaw click, Pop or hUME? ... oeeeiiee e I yes, please describe what happened:
Do you have earaches or Neck PaiNs? ...........reeroraeaeeii (!
Does dental treatment Make YOU NEFVOUS? ..o o iereeeuieteerinriinnseonnees 0 | Are you unhappy With your smile?. ..o t
. _ If yes, why? Please mark all that apply:
Have you ever experienced any of these sleep-related breathing disorders? ......... =

[ The color of your teeth [J The shape of your teeth [J The position of your teeth

[l Mouth breathing [J Snoring [ Trouble breathing during sleep D] Other. Please describe;

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?

Are you taking any bload thinners (such as Cournadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or 15 U [ S (1 o
If yes, what medication are you taking?

Are you taking any medication to treat osteoporosis or Paget's diSease? .. ... .. ... ..ol o

Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal cornplications resulting from Paget’s disease,

rruiltipleravelomaor metastatle canCart ovo s 5 55 B B GUAFEG T g ESSTIES S e S S b o5 eI i S bt it s v St BB il R i 1
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Are you-taking hormonal replaCemMENts? . . s i s 58 o o i v s i FER i s SR e e 8B e S s A e e g G e e 4 R e e 2 i
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, Bl T TR s B v s e B ) e B MO e opeee e e A ooagd
DB YO SR VAP PYOABERR ot iimt <in s escpsmsimsast s 258 58 937 ETRERHAY 00 S0 ool 99 SEMPMStirto Gy ESPNEMTGERIN Wi GO o oo e e VST S5 SRS U7 i O s
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or-recreational TEASONST. v oy i e s s @ Q3 s SRS s S g e 1 o O
If yes, what substances? If yes, how often is your use? O Daily [ Several times per week O weekly [JOccasionally
Was the substance prescribed by a doctor? [JYes [INo  If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements?. . ... ... .. ... .. . .ooiiiiini BB

If yes, please list them here and include informaticn about how much and how often you use each one.
WOMEN ONLY: Are you:

TR KT D P BB NS st o csconssosrsmeiesntes i ot B B 3 S o S S Tt I 0 L
Pregnant? I yes, nuimbier OF WeekS: - iers oo e e s s R e e S S e s e i [ 1
Nursing? IF yes; number of wieekS! oo o ove v nmise v s s g e s e b S H T 8 S A e R g e s s [ 8 m )
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ALLERGIES Please use an “X" to mark your answers to the following questions.

Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
INETHIAI sicecimnsamssonsmnmi sonstioses i s s s AP SRR it s 08 T O O O Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleepingpills. ... (0 [ O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
Codeine or other narcotics................. e RN YR, PN . ooz 0 O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies (0 O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
R T e e e I N B e, O O (Microzide) and furosemide (Lasix). ..........oooiiiiiiiiiiiiaannnn. [ 1 i () =
Latealrabber). . . e s R P e el i A R I T U Ooo
Local anesthetics. . . O o 5 4 b _— I — ) .
e T —— _ ) 0o lease describe any “Yes” answers and include information about your experience.
Penicillin or other antibIotIES - sov s » o vemon e s samrsse ainns i Vi 08
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an “X” to mark your answers to the following questions. Yes No 7
Are you in good physical health? . ... .. v e uereeems o s e e E  a a bee e E  es e e G Gl
Are you currently being seen or treated by a physician? . ... SR L D e B ey R A R R S e [ |
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? .............. e P S A R R I
Have you had a serious illness, operation or been hospitalized in the past S years?. ... (B |
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc.}? ......... e | e
Have you had a heart valve replacement or heart surgery?............ R T SRR SRR A R AR B e T S R R o 1 i
Have you had an organ or bone marrow/stem cell transplant? ... ... ... ... ... T -
Have you traveled internationally within the last 30 days.................oiiin e £ -E
Have you had a fever (100.4°F or above) in the [ast 72 hours? .. .. ... oottt s Ooaog
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health BT [ L O O O  Digestive Health
Pacemaker/implanted defibrillator . ... ....... £ .8 -0 Type: Gastrointestinal disease ................ B2 8 d
Artificial (prosthetic) heart valve ............ i Date of diagnosis: G.E. reflux/persistent heartburn (GERD) 1 Y
Previous infective endocarditis Ol & Chemotherapy: Stomach ulcers, v veevnne e, g oo
Congenita_l heart disea;.e (CHD) . i O 5 Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD................ O U Blood (Circulatory) Health LIS 17 (R S S B EE
Repaired (completely) inlast 6 months ... 00 U O anemia........ooooi I O O s
Repaired CHD with residual defects ....... 0 O O giy0d transfusion Ooo Othe_"_
: : T i s s R kiR R R e 7 ABOLIS. . e RS B o B B 8
Arteriosclerosis. . ............. S SR E If yes, date :
: - Y : CHPORIC DA oo simimsnns s et 5 | 5
Coronary artery disease O O pariophilis Oooo ’
c ve heart ol oo |plll b m ot SR R - Diabetes (typelorll) ..........oooveon. il 1 ]
ongestivehesrtlarure High or low blood pressure. .............. w8 0 Einedicerd 0o
Damaged heart valves . .. [ o ALING GISCIOET, . oo
Heart attack . ) e oo Bra!n (Neurological)/Mental Health Frequent |f’|rfect|o.ns_ .................... 1 L
Hesit murmur/rhythm d|sorder __________ ol ‘BB I\nmety.l .......................... v D B T_ype. Uf_mfec‘tlon. 7 7
RESUFEEE BEart BEEEEE s srcpsciiin ris OO0 Depression.......o.ocooiiiiininen 2 Hepatitis, Jaqulce or liver disease . ...... [ 0
TR S S AT O B 0O EPIEPSY cove v ovrpmammn s vy i P Immune deficiency. . ........coooovnian. = B
) Mental health disorders - Ooa Kidney problems...c sivsammis suspnavs == &=
Breathing (Respiratory) Health Neurclogical disorders. ............ooooenns OO Malnutrition . .ooeeeeeeeaneeeeeniiiness 0E@E
Asthmq (COPD)... 1 0 O post-traumatic stress disorder . ............. E [ LB Ostegmomisis: . .o ssmmmmsssnsmmnzmns, Oooano
E'U”Id“t's' A T A A R g g Traumatic brain injury or concussion.......... 0 O O  Rheumatoid arthritis ............cco..une Oooao
TOPHYSEATIL oo conwimans i maiseo nrisormag w22 - g ; ; Sexually transmitted infection (STI)....... O0DO
Sinus trouble. ... ..ooiiiii i ey ¥ B 0 -AutoimmuneDbisease 0 0 Thyroic{problems __________________ IS
TBBRCAIGE 1 s s sommususn ses 0 O -ADSsrHinfeation. ... coueesmsam 2
L L B B L0
Do you have any disease, condition, or problem that's not listed here? If so, please explain
MEDICAL SYMPTOMS/GENERAL Please use an “X" to mark your answers to the following questions.
In the past 30 days, have you: Yes No 7 Yes No ? Yes No ?
had pain or tightness in the chest?. . ......... [0 O O | foundit hard to catch your breath? .......... O O O | experienced vomiting, diarrhesa, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?...................0 O O
lasted longer than 3 weeks? ................ O [ Bl | NDreESORT: e simsmss wami 0O O O | had migraines or severe headaches? ... .. s i o [
been exposed to anyone with tuberculosis?. .. [J [0 O | noticeda change in your vision? ............. ooad
had a rapid or irregular heart beat? .......... O 0O O | faintedfornoreason?............ BV e i

NOTE: It's important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Medical Alert O] Premedication [ Allergies [ Anesthesia
Reviewed by: Date:
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Patient Name:

Date of Birth:

BAYVIEW DENTISTRY

4136-F East Joppa Rd.
Baltimore, MD 21236

PLEASE RETURN THIS FORM TO THE FRONT DESK ALONG WITH YOUR INSURANCE CARD

INSURANCE INFORMATION

POLICY HOLDER (PRIMARY)

RELATIONSHIP TO PATIENT:

NAME: DATE OF BIRTH:
ADDRESS:

HOME PHONE: CELL PHONE:
EMPLOYER:

PRIMARY INSURANCE

COMPANY NAME: PHONE NUMBER:
MEMBER ID: GROUP NUMBER:
CLAIMS MAILING ADDRESS:

PAYOR ID:

POLICY HOLDER (SECONDARY) [ CHECK IF SAME AS ABOVE

RELATIONSHIP TO PATIENT:

NAME: DATE OF BIRTH:

ADDRESS:

HOME PHONE: CELL PHONE:

EMPLOYER:

SECONDARY INSURANCE

COMPANY NAME: PHONE NUMBER:

MEMBER ID: GROUP NUMBER:

CLAIMS MAILING ADDRESS:

PAYOR ID:

***| hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to
me. | understand that my dental care insurance carrier or payer of my dental benefits may pay less than the actual
bill for services. | understand | am financially responsible for payments in full of all accounts. By signing this
statement, | revoke all previous agreements to the contrary and agree to be responsible for payments of services
not paid, in whole or in part by my dental care payer.

PRINT NAME SIGNATURE RELATIONSHIP DATE

OFFICE USE ONLY- REVIEWED BY: DATE



BAYVIEW DENTISTRY

4136-F EAST JOPPA RD.
NOTTINGHAM, MD 21236

PATIENT: : DATE OF BIRTH:

CONSENT

*| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.

*| authorize the release of any information concerning my (or my child's) health care, advice, and treatment provided for the
purpose of evaluating and administering claims for insurance benefits.

*| authorize the release of any information concerning my (or my child's) health care, advice and treatment to another dentist.

*| understand that | may withdraw or revoke my authorization at any time. | may revoke this authorization by notifying my practice
in writing.

*| understand that by signing this Consent form, | am giving my consent to disclose and discuss my protected health information to
carry out treatment, payment activities, and health care operations. The undersigned hereby authorizes Doctor to take x-rays, study
models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient's
dental needs. | also authorize Doctor to perform any and all forms of treatment, medication and therapy that may be indicated. |
also understand the use of anesthetic agents embodies a certain risk.

*| have read, understand and agree to the above terms and conditions.

PRINT NAME SIGNATURE RELATIONSHIP DATE

FINANCIAL AGREEMENT:

We are committed to providing you with the highest quality lifetime dental care, so that you may attain optimum oral health. The
following is a statement of our Financial Policy, which we require that you read, agree to, and sign prior to any treatment. We are
pleased to discuss our professional fees with you at any time. Your clear understanding of the Financial Policy is important to our
professional relationship. Please ask if you have any questions about our fees, Financial Policy, or your responsibility upon arrival at
your first appointment.

ALL PATIENTS Payment in full is required prior to or at time off appointment.

INSURANCE We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance
company. Your insurance policy is a contract between you, your employer, and your insurance company. Please understand that we
will provide an insurance estimate to you, however, it is not a guarantee that your insurance will pay exactly as estimated. Your
insurance company and your plan benefits will determine the amount paid. We will, of course, do all we can to make sure your
estimate is as accurate as possible. If payment is not received or your claim is denied, you will be responsible for paying the full
amount at that time. If you are paid by the insurance company instead of our practice, you then become responsible for the total
account balance and payment would be expected immediately. We ask that you sign this form and/or any other necessary
documents that may be required by your insurance company.

DEDUCTIBLE/CO-PAYMENT Deductible and co-payment, which is the estimated amount not covered by your insurance company
may be paid by cash, check or credit card.

DELINQUENT PAYMENTS For any reason there is a balance on your account, our policy to charge a finance fee for outstanding
patient balances. In addition, all payments returned due to non-sufficient funds will be subject to a fee.

MISSED/BROKEN APPOINTMENTS Unless cancelled 24 hours in advance, our policy is to charge a fee for missed appointments.
Please help us service you better by keeping scheduled appointments.

REFUND POLICY You may discontinue treatment and request a refund at any time for any amount that you paid for treatment that
you did not receive. Please contact your office if you would like to request a refund.

By signing, | confirm that | have read, understand, and agree to the above terms and conditions. | hereby authorize payment of
insurance benefits directly to the dentist or dental group, otherwise payable to me. | understand that my dental care insurance
carrier or payer of my dental benefits may pay less than the actual bill for services. | understand | am financially responsible for
payments in full of all accounts. By signing this statement, | revoke all previous agreements to the contrary and agree to be
responsible for payments of services not paid, in whole or in part by my dental care payer.

PRINT NAME SIGNATURE RELATIONSHIP DATE



BAYVIEW DENTISTRY, P.A.

4136-F East Joppa Rd.
Baltimore, MD 21236
(410)256-2930
Fax (410)256-6020

Consent to Share Protected Heath Information with Designated Contacts

Patient: Date of Birth:

It is Bayview Dentistry, P.A.’s policy not to release your medical information to family members or friends,
except (i) to the parent/legal guardian of a non-emancipated minor; (ii) to other persons authorized by you, the
patient; (iii) as we may reasonably infer from the circumstances (for example, if you bring a family member or
friend into the exam room, we will assume, unless you object, that said person is entitled to receive information
regarding your treatment); (iv) in emergency situations; or (v) other as otherwise permitted by the Health
Insurance Portability and Accountability Act of 1996 (HIPAA) and outlined in Bayview Dentistry, P.A.’s Notice of
Privacy Practices.

Through this form, you, the patient or the patient’s legal guardian, may designate one or more individuals who
may receive protected health information (PHI) on your behalf. Your designated contacts do not have dental
care decision making abilities unless they are allowed to make such decisions by law, such as through a Medical
Power of Attorney, Healthcare Decision Maker (via an Advance Directive), or Legal Guardianship.

Designated Contacts(s):

Name: Relationship to Patient: Phone:
Name: Relationship to Patient: Phone:
Name: Relationship to Patient: Phone:

|:| | am not authorizing release of my PHI to any family members or friends.

Signature of Patient or Legal Representative Date

Print Patient or Legal Representative Name



