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Althoug,hdenta|pensonne|primarilytreattheare+inandlro,undyolrmouth"your,moufhisapartof1'ourentebody.

Dental Solutions,LLC

Eag:P5o6 D4edkal Historl
Birth Date: D:ate Created:Fatient I'lame:

Are you ilnder d physirianls care nolv?

Have )(ou evBr been, hospitallzed or ha'd a majo,r
oFeFEtion?

HEVe you ,ever had a serious head: or neck injurry?

Are you taking any medicatians, pills, or drugs?

Do you take, or have you taken, Fhen-Fen or Redux?

e? Yes e) no If ve-r I

.. , Yes l"lo If ves

{i Yes ,I, I'lo

{a) YEs {] l",lo

€1 Yes V):No

I

H,ave ysu errer taken FogEmalq Boni\.d, Actonel or {+ yes ,f;) l,lo fi ves i 
-

any other medicdtlons contafnin,g bispliosphonates?

Are you on a, speciol dtet? * yes E l,lo

*_1
tf r** l

_:
rr*r l 

--

il taking ordl contraceptives?

:l
Do you Lrse tobaccoT

'vuomEnr Are you...

| . PregnanlirTrying io get pregnant?

,{re you allergic to rny of the follor'ring?

l, ;espirin

l- -t trtetat

0ther?

Do you use controlled suhstances?

i- --l Fenirillin

i- l t-atex

,,Yes,'f.lo

f itntursingl

iJ

., Yes : ., I'Jo

iTJ codeine

IIJ sutfa orugs

Ili yes

fvesffi

" jAcrylic

r i Local Anesthetics

___l

Do yrru have, or have you had, any of the follawing?

AIDS/HIV Positive {i Yes * t'lo

Afzhei:mer's Disease l-] Yes # lilo

Anaphylaxis

,qnEnria

A$!ind

Arth,ritis/Gout

Artificial laint
Asthma

Blsod Disedse

Bruise Easi[y

Cdncer

Chemoth€rEpy

Chest Pdins

,"r Yes I I{o
Yes ' , f,lo

r Yes .'I\lo
t '' Yes ,. '' f.lo

..: Yes . llo
; Yes , ., f'lo

, ' Yes r.,. No

Yes l'lo

Yes llo

. Yes l'lo

,:Yes,rl'lo

Cortisone N,ledicine

Dirabetes

Dru,g Addiction

Edsily Winded

Emphysema

Epilepsy o,r Seizures

Exc€ssille Bteeding

Excessive Thi:rst

Fa intin g Sp elklDlaln ess

Frequent Cough

Freq:u.ent Diarrliea

Frequ€nt Head.aches

Genit€f Herpes

Glaucoma

HEy Feuer

Heaft Attac(/Failure

HEErt h4urmur

Heaft Pacemaher

Heart Tro ublelD,isease

, 'Yes i' l'ln

, 'Yes i No

, YEs ' I'lo

, ' YEs l'lo

' ,Yes rl,lo

YEs I'Jo

i'Yes ,l,lo

..Yes,;llo
, Yes l.lo

,Yes lilo

'. , Yes flo

i -, Yes ; llo
, 
'l Yer Flo

,. Iyp-e;,IJO

Yes r- I'Jo

,;Yes :l',lD

: Yes ' I',ltr

'Yesi:f.l,l
I )'es ,. lls

HEn'!ophilia,

Hepdtitis A

HepdtitiE B or C

Fjefpes

H'ig,h Blcod Pre.ssure

High Chclesterol

l{iues or Rash

Hypoglycemia

Irreg,ular HedrtbEdt

Kidney Froblems

l,eukemia

Liv€r Disenss

Lovtt Eloodi Fressilre

Lu,ng DiseEse

MitrEl Valve Frolidpse

ilsteoporosis

F6in in Jdl,v loints
Farathyrcid Disease

Fsychiatric Cdre

r Yes '' f.la

r.-,Y*s , r'lD

: Yes,,l'lo
Yes l,lo

' Yes ,f.lo

Yes, l,lo

, Yes , l'10

,. Yes,.l'lo
,'Yes, l'lo

' Yes 'l,lo
Yes .. l"lo

,.. Yeg ,'., tlo
i Yes i t'{o

,Yes I',lo

; Yes ,. ' iJo

'Yes . r l'lo

, Yes _., l'lo

,,]'es, l'lo

,Yes , IID

RadiEtion TrsEtment6

Recent Werght Loss

Renal Dialy.sis

Rheurnnti.c Fever

Rheumatism

9carlet Fer./er

Shin,gles

Slckle Cell Disease

Sinus Trouble

Spina Bifida

Stoma+r/Intesijnal UiEe6se

Skok€

Sy/elling of Llmbs

Thyroid Disease,

T.onsillltis

Tuberculosis

TumDrs or Gtrsr,!t[]s

Ulcers

\lsnEreiI Disedse

Yallow Jaundice,

l

, YBs : t'lo

r Yes No

YEs ,_: No

. Yes lln
, Yes ., f,lo

, Yes r-l l,lo
Yes ,-. l.1o

)'es ; I'lo

, ''{es l,lo

. ., \re-s , l,1o

, , \'es .r l"lo

, Yer ; t,lo

,. Yeg r l,lo

Yes : llo

' Ye-c '. . Flo

, Yes -, [,lu

Yes ,t',ls

, YEs 'l{rr

YEs l,lo

,' I' Yes , lllr

Artificial Head Valve * Yes C No

Elood Transftrsion ,ili yers (}:l:lo

Breathing Prcbfems (fi Yes f) f'lo

Clrld Sores/Fe\ier Bhsters (} Yes S.1 No

CongenitEl HetsrtDisurder * Yes S ltlo

Convulsions -: Yes '- , I,lo

Have ysg ever had dny s€rious illness not listed

Commenls:

r' Yes -j l'lo f rcs f_- I

ru"-thgb.e$of'ttry]<nuw|edge,thequestionsonthi5f0rmhaVe-beeT|accurateh:ansv.rered..Iunderstandhatprov|dJng
Fatient's) healbh. It is rry responsibi[ty 1ip informthe dental office tf any ch.anges in nredical status.

SiEnafure Bf Patjent, Parent 0r 6uardianr

Y Sate;



DENTAL HISTORY

Have you ever had any complications or upsetting dental experience following dental treatment? Y N Ifyes, please explain:

Date of your last compiete dental exam? Name of Previous Dental Provider:

Have you ever seen a periodontist? Y N Family history ofperiodontal disease, gum disease, pyonhea? y N

Have you ever had orthodontic treatment (braces) or have your bite adjusted? y N

Familyhistory ofextensivetoothdecay? YN Haveyouhadoral surgery? y N

Do you feel nervous or anxious about dental treatment? y N Ifyes, please explain:

Would you like to keep your teeth all of your life? y N

Are you happy with the appearance of your teeth? y N If no what would you like to change?

Do you have any current dental problems/concerns? ( please mark all that apply)

sensitive teeth _ loose teeth mouth odor or bad taste _ clicking or popping in jaw

- 
gums bleed or hurt 

- 
change in bite 

- 
food caught between teeth _ difficulty opening or closing mouth

_ TMJ problems

- 
frequent headaches 

- 
broken teeth _ missing teeth _ ill fitting partial/denture

- 
dry mouth /excessive thirst cold sores/blisters/oral lesions difficulty chewing _clenching/grinding

_ other: Explain

To the best ofmy knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patients) health, It is my responsibilify to inform the office of any changes in my medical status.

SIGNATTIRE OF PATIENT, PARENT OR LEGAL GUARDIAN Date:

CONSENT F'OR SERVICES

I hereby authorize doctor or designated staffto take x-rays, study models, photographs and other diagnostic aids deemed appropriate by doctor to make a thorough
diagnosis.

Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me and to employ such assistance as required to provide proper
cate.

I agree to use anesthetics, sedatives and other medications as necessary. I fully understand that using anesthetic agents embodies certain risks, I understand that I can
ask for a complete recital on any complication.

I agree to be responsible for payment of all services on my behalf or my dependants. I understand that payment is due at time of service unless other tinancialarrangementshavebeenmade. Intheeventthatagreeduponpaymentsarenofreceivedbyagreedupondates, Iunderstand,thatal.5%o latechargewillbeappliedto
my account,

I hereby give Dr. Lauren Harmon and Dr. Brett Bunis (Dental Solutions) the right and permission to use my photographs/slides for educational purposes

SIGNATURE OF PATIENT, PARENT OR LEGAL GUARDIAN:



Patient Name:

NOTICE OF PRIVACY PRACTICES

Date of Birth:

Protected Health Information (pHl) NOT to be disclosed (if any):
(account info, contact info, medical info, etc...)

I authorize the release of my Protected Health Information (pHl) to:

Name: Relationship:

By signing below, I acknowledge that I have received the Notice of Privacy Practices and give Dental Solutions permission to send
appointment reminders via the U.s. postal service, email, and/or telephone.

Signature of patient or legal guardian Date

In lieu of patient signature, ., a staff member of Dental Solutions, state that the patient has been siven
our current Notice of PrivacV practices,

Practice Representative Signature Date

OFFICE PAYMENT POLICY

Thefollowingisanoutlineofourofficepaymentpolicies. Pleasetakeafewminutestoreadthem,andthensignbelowto
acknowledge your understanding and acceptance ofthem.

Fees
Please feel free to discuss our fees with us at any time. Before any dental treatment begins, the patient and/or responsible party
will receive a consultation regarding treatment plan and cost. We attempt to keep our fees at a fair level that reflects the quality of
care provided in our office' Prompt payment will enable us to keep our fees lower for everyone; therefore, payment is due at the
time services are rendered. For procedures that take multiple appointments to complete, payment may be split up over the number
of appointments required,

we accept cash, check (returned check fee $25), visa, MasterCard and Discover. We also offer financing options through a third
party finance company with payment terms at competitive interest rates or up to 12 months at no interest (CareCredit).

Insurance
As a courtesy to our patients with insurance, we will file your insurance claim and allow you to pay only your deductible and/or
estimated co-payment as services are rendered. Please remember that the contract is with your Insurance company and that your
total balanceinourofficeisalwaysyourresponsibility. wemakeeveryefforttogiveyouanaccurateestimateofwhatvour
portionsofourfeeswill be,basedoninformationprovidedtous. However,wehavenowaytoguaranteetheactualtermsofyour
policy. lfforanyreasonthereisabalanceremainingafteryourinsurancecompany'spayment,youwill besentastatement. lfour
office is not a preferred provider for your dental plan, you may still use your insurance, but you may not receive full benefits from
yourinsurancecompanv. ltisyourresponsibilitytodetermineifthisofficeisapreferredproviderforyourinsuranceplan. our
office only performs composite resin restorations (tooth colored). The patient is responsible for the difference if the insurance
chooses to pay for an alternative benefit.

Past Due Accounts

Account aging begins the day your charges are incurred. Accounts that are ninety days past due will be turned over to a third party
collection agency. This action will cause an additional fee of 45% of your unpaid balance. once an account is turned over to
collections, we will ask you to seek the services of another dentist and will no longer be responsible for your family,s dentat care.

I have read, understand and agree to adhere to the financial policies outlined above.

Signature of Patient or Responsible party Date


