ICx Chant ICc
First Mame: Last Hame: Middie Initial:
Fatient Is: [_] Policy Holder Prefemed Name:

[] Responshie Party
Responsiolz Party (i someone other than the patient)

First Mame: Last Mame: Midcle Inftial:
ACOrEEs: Afdress -
Cly, State, Zip: Pager:

Home Phane: Work Phone: Ext Ceflular

Birth Diabe: HOC Sec Dirfwers Lic:

(' Responsibie Party Is also 3 Policy Hoider for Pafient () Primary Insurance Policy Holder [ Secondary Insurance Poilcy Holder
Patient Information

Adoress: Address 2:

City. State / Zip: Pager

Home Phone: Work Phone Ext Celular

Sa {7 Male {7 Female Marial Siabus: () Mamied () Singie () Divorced () Separated [ Widowed

Birth Diaba: Ange: Soc. See Drtvers Lic

E-mail: [ 1 woud ke io recelve comespondences via e-mall.
Section 2 Section 3

Employment Stafus: [V FulTime () PatTime () Rstireg Addonal Comments:

Student Stalus: [Ty Full Time {3 Part Time

Meicaid ICx Praf. Dantist:

Empikoyer 10 Pref. Pharmacy;

Carriar |10: Pref. Hyg.

Primary Inrsurance Infiormation

Mame of Irsured: Relaionship o Insuredy ™) Seff () Spouse ] Chid () Oiher
Insured Soc. Sec Insured Eirth Diate:
Empiioyer: Ins. Company:
Address: Address:
Address - Address &
City, State. Zip: City State, A1pc
Rem. Bensfis: 00  Fem. Deduct .o
Secondary Insurance Infomiation
Mame of Irsured: Relationship to Insured]_) Seff () Spouse () Chid () iher
Insured S0e. Se Insured Sirth Date:
Empiloyes: Ins. Company:
Address: Addness:
Adidrass - Andrass
City, State. 2 City. State 2ip:

Rem. Benefis: .00  Rem. Deduct 00



PATIENT MAME Birth Drate

Although dental personnel primarfy treat the anea in and around your mouth, your mouth |s a part of your entire body. Health problems that you may
have, or madication that you may be taking, could have an important Inemalationship with the dentistry you wil recelve. Thank you for answesing the

foliowing questions.
Are you under 3 physician's care now? _| Yes [ Mo I yes, please explain:

Hawe you ever been hospitalized or had a major operaion 7] Yes () Mo I yes, please explain:

Hawve you ever had 3 serfous head or neck Infury? O] Yes () Mo I yes, please explain:

Are you taking amy medications, plis, or drugs? (| Yes () Mo I yes, please expiain:

Do you take, o have you taken, Phen-Fen of Redus? | Yes [ No

Have you ever taken Fosamay, Bonva, Acionel nrar‘r_rD Yoz D Mo

ottier medications containing bisphosphonates?
Are you on 3 special dief? | Yes [_) No
Do you use fobaceo? () Yes [_) No
Do you use controlled substances? () Yes () Mo
Waomer: Are you
Pregnant/Trying to get pregnant? () Ye&(_) NO Taking oral confraceptives? () Yes () N0 Nursing? () Yes{_; No
Are you aliergic: to any of Me following?
[ Aspirin [ Peniciin [ codeine [ Local Anesihetics [0 seryic ] Metal [ Latex [ sufa drugs

[ oiher 1 yes, please explain:

Do you have, or have you had, any of the following

AIDEHI Positve () fes () Mo | Corsone Medicne () res Hemophila [ res () Mo | Radaton Treatments () ves ) Mo
Alzheimers Disease () Fes [_) No | Disbetes D're-:l:lrn Hepaiits A [} res [C) Mo | Recent Weight Loss Tes ) Mo
Anapiyizis S‘FESHH Dvug Addiction S Sm Hepaiitis B or G Bmgﬂn Renal Dialysis @‘ﬂﬂ%ﬁb
Anemix Ensily Winded Herpes Yes [_] Mo | Rheumatc Fever Yes (| Mo
Angira () ves () Mo | Emphysema () res {_) Wo | High Biood Fressare [ Yes () Bo | Rheumatizm () ves ) Mo
ArrtisGout () ves (Mo | EplepsyorSemes () ves (| Mo | HighCholestenod [ Yes () Mo | Scorlet Fever [Chres (I Mo
Arificial Heart Vaive S‘FESHH Emcessie Blesdng S Sm Hives or Rash Bmgﬂn Eringies Bmgﬂu
Artificial Joint Ewresshe Thirst Hypogiycemia Yes [_] Mo | Sickie Cofl Disease Yes [_] Mo
Asthra () fes ) Mo | Fainting Spelisirziness(_) ¥es || Mo | imeguiar Heartheat  |_) Yes (| Mo | Sinus Troukee [ es (I Ma
Blood Dis=nss Sﬁngm Frequent Cough gmgm Fadney Probesms gmgm Egina Eifida gmgm
Blood Transfusion Yes [ Mo | Frequent Diarrhen Mo | Leusmmia Yes (| Mo | Ssomachiniestinal Disesse |4 Yes [ Mo
Br=athing Protism () ¥es (I Mo | Frequent Hesdaches () Yes () Mo | Liver Dissase () ¥es (] Mo | Swoke [y es (] Mo
Bruise Easlly IZ) ¥es () Mo | Genital Herpes IZ) ¥es () Mo | Low Blood Pressure () Yes () No | Sweling of Limbs ves [_] Mo
CoamoEr Y MO | Slsucomas Yes Mo Lursg Dismase Tes Mo | Thymid Disesxse Yes Mo
Chemotheramy 8?5 Mo | Hay Fever Smgm mmmmgmgm TonslEs :: x
Chest Pains () fes () Mo | Hewt AinceFalue () Yes () Ko | Osioporosis ) Yes () wg | Tubsmuosis

Coid SoreiFever Blisters (] ¥es [ Mo | Heart Murmor () ¥es () Mo | PaininJowdomts () es () ng | TUMOrS or Growths Yes|_| Mo
Congenial Heart D8 ‘FESH-H Heart Facemaker S‘Fﬂgm mmm%‘rﬂgm ,u.m P E m
Convulsions Heart Troubie/Disease Paychiairic Cane LT L R —— ez (™1 Mo

Have you ever had any serous [liness nof sted above?(_] Yes () Mo

Commmesnis:

To the best of my knowiedge, e questions on this form have been accuraiely answered. | understand that providing Incomect Informabion can be
dangerous to my (or patient’s) health. 1t Is my responsibatty bo Inform the dental oMce of any changes In medical stabus.

SIGHATURE OF PATIENT, PARENT, or GUARDLAN DATE




Dental History

Dentist: _Dr. Tang Patient: DOR: Date:

What is the reason for your dental visit today?

How do you feel about your smile?

Date of your last dental exam: Date of last dental x-rays:

| Note: Y-Yes, N-Mo, DE-Don't Know) Y N DK
Do your gums bleed when you brush or floss? e = = =
Are your teeth sensitive to cold, hot, sweets or pressure? ..o O o O
Does food or floss catch between your teeth? . O o o
15 o IO Ay et e e e et e = = =
Have you had any pericdontal (gum ) treatments?. ..o e e e e O o o
Have you ever had orthodontic (braces) treatment? O o o
Hawve you had any problems associated with previous dental treatment? ... O o O
Is your home water supply fluoridated ? ... O o o
Do you drink bottled or filtered water? O o O
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY = = =
Are you currently experiencing dental pain or discomfort? . O O O
Do you have earaches or neck pains? . O o O
Do you have any clicking, popping or discomfort inthe jaw?. e O o O
Do you bnux or grind your teeth e e e O O O
Do you have sores or ulcers im your mowth? e O o O
Do you wear dentures of partials?. ... e e et e n O O O
Do you participate in active recreational actiities? .. O O O
Hawve you ever had a serious injury to your ead or mouth?. . O o O

Sigmature of Patient Date

Signature of Dentist Date



ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE

Patient Name:

Dental Record #:

Date of Visit:

My signature on this form acknowledges that | have received a copy of Garden Dental of
Glastonbury LLC Notice of Privacy Practices. | understand that this document provides an
explanation of the ways in which my health information may be used or disclosed by DHA and of
my rights with respect to my health information.

| have been provided with the opportunity to discuss any concerns | may have regarding the
privacy of my health information.

Patient's Signature Date

Signature of Patient's Representative Date Date
if patient is unable to sign

TO BE COMPLETED BY DENTAL OFFICE IF FORM IS NOT SIGNED
1. Was the patient provided with a copy of the Notice of Privacy Practices?
Yes No
2. Briefly describe the efforts made to obtain the patient's acknowledgement of
receipt of the Notice and explain why the patient was not able or unwilling to

sign this form:




General Consent

Dentist: _Dr. Tang  Patient: DioB: Date:

Dentistry is not an exact science and reputable practitioners cannot properly guarantee results.
Despite the most dilipent care and precaution, unanticipated complications or unintended
results, although rare, may occwr. A treatment plam is based on the best evidence available
during the examination. There is no guarantee that this plan will not change. During treatment,
it may be mecessary to change or add procedures because of conditions that were not evident
during examinmation, but were found during the course of treatment. For example, root canal
treatment may be needed during routine restorative procedures. Any change in treatment plan
may result in additional fees. Guarantees and assurances annot be made by anyone regarding
the dental treatment which you have requested and authorized. It s essential that you keep
your appointments and cooperate in your treatment to help insure the best possible result.
Please read the following and initial and sign where noted.

SERVICES THAT MAY BE PROVIDED INCLUDE THE FOLLOWING

1. FILLINGS

Care must be exercised in chewing on filled teeth, especially on large fillings and during the first
24 howrs, to avoid breakages. A more extensive restorative procedure than originally diagnosed
may be necessary, due to more decay than anticipated. Sensitivity can ocour following a newly
placed filling and will usually go away with time. {Imitials }

2. CROWMNS, BRIDGES AND LAMINATES

These restorations involee permanent alteration of the tooth structure. |t is not ahways possible
to match the color of the natural teeth exactly with artificial teeth. Temporary restorations may
come off easily. Care must be taken to insure that they are kept on until the permanent
restorations are delivered. The final opportunity to make changes to the new crowns, bridges or
laminates (including the shape, fit, size and color] will be before cementation. It is necessary to
keep the appointment for permanent cementation. Excessive delays may allow for tooth
movement, necessitating the remaking of the restoration and additional charges may be

incurred. {Initials }

3. DENTURES (FULL AND PARTIAL)

The wearing of dentures can be difficult. Sore spots, altered speech and difficulty in eating are
common problems. Due to jaw ridge loss, retention of full dentures can be a problem.
Immediate dentures may reqguire considerable adjusting and several relines. A permanent reline
will be needed later (this is not incuded in the denture fee). You are responsible to retumn for
delivery of the dentures. Failure to do so may result in poorly fitting demtures and remakes will
reguire additional charges. Failure to wear partial dentures every day will likely lead to tooth
movement, resulting in a partial that no longer fits. {Initiaks }

4. PERIODONTAL DISEASE
Periodontal disease affects the pums and bome which support the teeth. t 5 a serious,
progressive infection, causing breakdown of the gums and bone and eventual loss of teeth. It i



General Consent
|

best treated in its early stage. Treatment options may include pum surgery, extractions and
replacements. Undertaking any dental procedure may have a future adverse effect on the
periodontia. {Initials )

5. ENDODONTIC TREATMENT (ROOT CAMNAL)

Although over 30f effective, there is no guarantee that root anal treatment will succeed and
complications can ooour from the treatment. Endodontic files and reamers are wvery fine
imstruments and can separate during use. Additional surgical procedures may be necessary
following root canal treatment. Despite all efforts to save it, the tooth may still be lost.

{Initials J

6. REMOVAL OF TEETH (EXTRACTIONS)

Teeth may need to be exracted for various reasons, such as non-restorability, lack of bone
support, part of orthodontic treatment, impactions, etc. There are alternatives to the removal of
treatable teeth and these options indude root canal treatment, pericdontal treatment and
crowns. Removal of teeth does not always remove the infection, if presemt, and further
treatment may be necessary. There are risks imvolved in having teeth remowved, including, but
niot limited to pain, swelling, spread of infection, dry socket, loss of feeling in the teath, lips,
tongue and surrounding tissues (which is usually temporary, but in rare cases is permanent),
sinus imvolvement and jaw fracture. IF complications arise during or following treatment, referral
to a specialist may be needed, reguiring further treatment and additional cost. {Initials J

7. DRUGS, MEDICATIONS, AND AMESTHETICS

Antibiotics, analgesics, natural supplements and other medi@tions can cause allergic reactions
such as redness and swelling of tissues, pain, itching, vomiting and/ or anaphylactic shock. There
are risks associated with injections of local anesthetics, including but not limited to njury of
surrounding tissue and paresthesia (numbness) of teeth, lips and surrounding tissues. Though
quite rare, this numbness can sometimes be permanent. Studies hawve shown that
Bisphosphonate (ex. Fosomax) therapy for osteoporosis can compromise treatment results.

{Initials }

Signature of Patient Date

Sigmature of Dentist Date



