D s
PATIENT’S MEDICAL HISTORY
PATIENT’S NAME DATE OF BIRTH

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A P
i ART OF YOUR
ENTIRE BODY. HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT

:IDVJEE{QI(E)L’Q\;IONSHIP WITH THE DENTISTRY THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING

YES NO YES NO
1. AREYOUIN GOOD HEALTH. . ............ .. (] [0 12.HAVE YOU EVER TAKEN FEN-PHEN/REDUX . . . . O O
2. HAVE THERE BEEN ANY CHANGES IN YOUR 13. HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR . . . . . O 0O ACTONEL OR ANY CANCER MEDICATIONS
3. DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES . . . ... ... .. O O
4. PHYSICIAN'S NAME 14. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
3382?130 LEVITRA IN THE LAST 24 HOURS . ... ........ O O
' 15.DO YOU USE TOBACCO. . .. ..., o
7. ARE YOU NOW UNDER THE CARE OF A 16.DO YOU OR HAVE YOU USED CONTROLLED
6 E}:\Y/glgg)/tJNEVERBEEN HOSPIT ALIZED F DR AT O O SUBSTANCES. . .. ... .o, 1] ]
" SURGICAL OPERATION OR SERIOUS e 00 [ !7-AREYOU WEARING CONTACT LENSES.. . . ... . .. O O
PLEASE EXPLAIN - 18.DO YOU HAVE A PERSISTENT COUGH OR THROAT
' CLEARING NOT ASSOCIATED WITH A KNOWN
7. ARE YOU TAKING ANY MEDICINEGS) ILLNESS (LASTING MORE THAN 3 WEEKS) . . . . . L
INCLUDING NON-PRESCRIPTION MEDICINE ... [ [ 19-DO YOU HAVE ANY DISEASE, CONDITION OR
IF YES, WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK
I SHOULD KNOW ABOUT . . . ... oo O O
8. HAVE YOU HAD ANY ABNORMAL BLEEDING ... [ [ [WOMEN ONLY:
9. DOYOUBRUISE EASILY. . .. .o O O ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT . . [ [
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION (1  [J AREYOUNURSING . . .. oo O O
Ql -HAVE YOU HAD A RECENT WEIGHT LOSS. . . . .. ] O ARE YOU TAKING BIRTH CONTROLPILLS. .. .. ... .... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKINRASH. .. ... O O
REACTIONS TO: FAINTING OR DIZZY SPELLS . ................ O O
LOCAL ANESTHETICS LIKE NOVOCAINE . . . . .. ... [ B DIABETES . . .ot e oo O O
PENICILLIN OR OTHER ANTIBIOTICS.. .. ......... . AIDSORHIVINFECTION . ... ..., O O
SULFADRUGS . . ..o oo oo e OJ O THYROIDPROBLEMS . . . ... ] O
BARBITURATES, SEDATIVES OR SLEEPING PILLS ... [ [ ALLERGIES. . . ..o oot e eea e e O O
ASPIRIN. . .. oot e e e O O ARTHRITIS OR RHEUMATISM . .. .............. O O
IODINE . . ve et e O O JOINT REPLACEMENT OR IMPLANT . ... ........ O O
ANY METALS (E.G., NICKEL, MERCURY, ETC.). . . . . o ) STOMACHULCER .. ..oooeeeeeaeen, O O
LATEX/RUBBER. . . ..o\ O L] KIDNEYTROUBLE : ooz b+ s svmmssvanssin: sssies S v O O
OTHER (PLEASE LIST) 170w U R ———— O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENT COUGH s e s i s aiss s vis [] ]
FOLLOWING: COUGH THAT PRODUCES BLOOD.. . . .......... O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ o CHEMOTHERAPY (CANCER, LEUKEMIA) . . . ... .. O ]
SCARLETFEVER. .. ..., ] i} SEXUALLY TRANSMITTED DISEASE . . . . . ... ... .. ] O
HEART DEFECT OR HEART MURMUR. . . ... ...... o 0O EPILEPSY ORSEIZURES . ... ..o\ ooeveen O O
HEART TROUBLE, HEART ATTACK, ORANGINA .... [0 [ ANEMIA ..o O O
CHESTPAIN. . .ot O ] GLAUCOMA . . o o oo ] O
SHORINESSOFBREATH . ... ..., O O NERVOUSNESS . . ..o oo ] O
PACEMAKER .. ............c.coiiiiiiin... 0o 0O TONSILLITIS .. oo O O
PR SUERRY . o s s st s o mciiin s g 0O TUMORS. . . oot O O
HIGH/LOW BLOOD PRESSURE . ............... o 0O MENTALHEALTH CARE. . ... ...\, O O
CONGENITAL HEART PROBLEM. . . ............. o 0O BACKPROBLEMS. . ..o\ ooooeeeeee O O
SWELLING OF FEET, ANKLES, HANDS . . ......... S CHEMICAL DEPENDENCY . .. ..o O O
HEPATITIS, JAUNDICE OR LIVER DISEASE . . ... ... = = MITRAL VALVE PROLAPSE. . . ..o oo O O
SIROKE oo semrErams s R . 15 O ] CORTISONE TREATMENT . . . oo N O
SINUS TROUBLE: ;oo s s s coos. g J =] COLD SORES/FEVERBLISTERS . . . .. oo oo .. OJ O
LUNG OR BREATHING PROBLEMS . ............ o 0O HYPOGLYCEMIA . ..o ovveee e O O
. NSTEINIA R HRY FEVER. oo woiionsnmuiina s oy s g O ERIRNC DISORDERS. . o5 5o sscwammns 555 45 O 0O

PATIENT'S NUMBER

@ HEALIHHISIORY @




PATIENT’S DENTAL HISTORY
PATIENT'S NAME

DATE OF BIRTH

REASON FOR THIS VISIT T
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN/WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
IS YOUR DRINKING WATER FLUORIDATED
YES NO YES NO)
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY [ [
ORFUOSEING .« o« s e s ss ss s asin sasn v ans [0 [  HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD i 101, PP S O O
LIQUIDS/FOODS . .+« o v oo [0 [  DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEEN YOURTEETH .. o\ o oo O O
DOUIDRBOOE. . ..o soiiirin bt soshs [0 [  HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . . . .. O O TREATMENT (GUMS) .+« v oo e O O
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE. . [ [J
NEARYOURMOUTH . .. oo oo [0 [0  HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK ORJAW INJURIES [0 [ INTHEIREE . . .« vooe eor s om0 6 O O
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . . . .. oo veee O O
CLICKING. . . . v s oeiensnsnssnsssanenssns [0 [0 DO YOUWEAR DENTURES OR PARTIALS . . ...... O O
PAIN (JOINT, EAR, SIDE OF FACE) ... ......... O O IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING . . . . . . .. [0 [  HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY IN CHEWING .+« v oveeeeee s O O INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES . . . . . . ... O O YOURTEETHAND GUMS .« + oo veveeeeee s O O
@o YOU CLENCH OR GRIND YOUR TEETH. . . . . . . O O
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE? )
-

AUTHORIZATION AND RELEASE

| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOVE OQUESTIONS HAVE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY
QAYORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY

INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP
INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSIAND THAT MY
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

X DATE
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

DOCIOR'S COMMENTS

SIGNATURE

DATE

Patterson 1-800-637-1140 #70515775

PATIENT’S NUMBER



SFID700

kHOW MUCH IS YOUR DEDUCTIBLE?

PATIENT INFORMATION (CONFIDENTIAL) )
NAME DATE
FIRST Ml LAST
STATE/ ZIP/
ADDRESS CITY PROV. P.C.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE
CHECK APPROPRIATE BOX: [ IMINOR  [JSINGLE [ JMARRIED [ ] DIVORCED [JWIDOWED  [] SEPARATED
STATE/
IF COLLEGE STUDENT, ET. / P.T., NAME OF SCHOOL CITY PROV.
PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ ZIP/
BUSINESS ADDRESS CITY PROV. P.C,
SPOUSE OR PARENT’S/GUARDIAN’S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
QERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY N
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER’S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE D YES D NO
INSURANCE INFORMATION N\
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ ZIP/
EMPLOYER ADDRESS CITY PROV. P.C.
INSURANCE CO. TEL. # GRP # POLICY/L.D. #
STATE/ ZIP/
INS. CO. ADDRESS CITY PROV. P.C.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
DO YOU HAVE ANY ADDITIONAL INSURANCE? D YES D NO IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ ZIP/
EMPLOYER ADDRESS CITY PROV. P.C.
INSURANCE CO. TEL. # GRP # POLICY/L.D. #
STATE/ ZIP/
INS. CO. ADDRESS CITY PROV. P.C.
HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

REGISTRATION

PATIENT NUMBER




Name: Date of Birth:

DATE MEDICATION CONDITION

fn’ Dr. Todd Eder
d Brownsburg Fomily Dental Core; Inc.



CANCELLED or MISSED APPOINTMENT POLICY

Thank you for choosing Brownsburg Family Dental Care, Inc. to manage your ongoing dental care. We
value your time and strive to stay on schedule to ensure you receive timely care. By honoring your reserved
appointment, you not only support your own dental health but also help our office operate smoothly. Your
appointment time is specifically set aside for you, and we do not double book. Arriving promptly ensures
our providers have the necessary time to give you the outstanding care you deserve.

If you are unable to attend your scheduled appointment, we kindly ask for at least 24 business hours'
notice.

Fee of $75 may apply if:
e A patient fails to show up for their appointment.

e A patient is more than 15 minutes late for their appointment.
e  An appointment is canceled without providing 24 business hours' notice.

While we understand that emergencies happen, if a patient consistently misses appointments, a $75 fee may
be charged.

By signing below, I acknowledge that I have read and understand the Cancelled or Missed
Appointment Policy.

Signature: Date:

HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information. The notice contains a patient’s rights section describing your rights under the law. You
ascertain that by your signature that you have reviewed our notice before signing this consent. The terms of
the notice may change, if so, you will be notified at your next visit to update your

signature/date. You have the right to restrict how your protected health information is used and disclosed
for treatment, payment, or healthcare operations. We are not required to agree with this restriction, but if
you do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations. By
signing this form you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed
by you. However, such a revocation will not be retroactive. By signing this form, I understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

e  The practice reserves the right to change the privacy policy as allowed by law.

e  The practice has the right to restrict the use of the information, but the practice does not have to
agree to those restrictions.

e The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.

e  The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO



May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name/relationship the members allowed:

The consent was signed by: (PRINT NAME PLEASE)

Signature: Date:

Witness: Date:
FINANCIAL POLICY

Payment is due in full at the time of treatment unless prior arrangements have been made. By receiving
services, the responsible party agrees to the following:

1. Payment Responsibility: Payment in full is due at the time of service unless other arrangements
have been made in advance.

2. Payment Arrangements: Financing is available through Care Credit or you may contact your
financial institution for options.

3. Collections & Legal Fees: If a balance becomes delinquent and is placed with a collection agency
or attorney, the responsible party agrees to pay all additional costs, including reasonable attorney's
fees.

4. Collection Fee: A 40% collection fee could be added to any outstanding balance referred to a
collection agency.

5. Finance Charges: An additional finance charge of 1.5% per month (18% annually) will apply to
any account not paid in full after 60 days.

Additional Terms:
e I understand that I am financially responsible for all charges, regardless of whether they are
covered by insurance.
e [acknowledge that some procedures may include material, lab, or custom fees.
e lam aware that if I miss a scheduled appointment without providing at least 24 business hours'
notice, I will be charged a $75.00 no-show fee.

Signature Date

INFORMED CONSENT

I authorize any doctors, hygienists, and/or designated assistants to perform those procedures as may be
deemed necessary or advisable to maintain my dental health and of any minor or other individual for which
[ have responsibility, including arrangement and/or administration of any sedative (including nitrous oxide),
analgesic, therapeutic, and/or other pharmaceutical agent(s), including those related to restorative, palliative,
therapeutic or surgical treatments. | understand that the administration of local anesthetic may cause an
unplanned reaction or side effect, which may include, but is not limited to bruising, hematoma, cardiac
stimulation, and temporary or rare permanent numbness. I do voluntarily assume any possible risks
associated with treatment for my benefit or for the benefit of my minor child or ward. I acknowledge that
the nature and purpose of the foregoing procedures have been explained to me if necessary and I have been
given the opportunity to ask questions.

Signature Date




