William A. Hall, Jr., D.D.S,, L.L.C.
Eric N. Hall, D.M.D.

4104 Arkwright Road
Macon, GA 31210
PATIENT INFORMATION
Name: R DOER: _SSN:
. LAST FAST M1
Address:__ B _  Citw: . State: _ip:
Place of Employment:
Phone (Home}): SR , {Work): — {Ceil):
Spouse: 008 . SSN
Spouse (Place of Employment): Spouse {Work Phone): {Cell): _

Whom may we thani for referring you to owr practice?

HEALTH INFORMATION AND HISTORY

Emergency Contact: {if not listed above)

MName: _ Fhone: Relationship;
Primary Physician: Phone: City & State:
Date of last physical examination: Date of ozl blood festfwork up:
Other Physicisns & Specialists
Name: Specialty; Phone: City & State:
Name: __ _ Spedialty: _ Phone: City & State:
4. With in the last 3 years, have you been hospitalized or had surgery? fiYes [INc

if Yes, please give reasons and dates:

2. Have you ever been instructed to take ANY medications or
take ANY special precautions before any dental appointiments™? ClYes OONo

if Yes, please explain:

3. Ars you iaking ANY drugs, medications, or freatmoenis at this time? [L1¥es {1No
{1f vou brought a complete written iist with you, give that to the receptionist insiead)

Prescribed;

Over-the-counter (OTC) medications (such as Aspirin, Advil, allergy medication, sleeping aids, efc):

Vitamins, natural or herbal preparations and/or dietary supplements:

Are you having or have you ever had radiation or chemotherapy freatments®? [iYes LiNc
if Yes, for how fong? _.. Name of faciiity performing the freatment

4. Are you taking or have you ever taken / been treated with a Bisphosphonate (Fosamax)? [I Yes [1MNo



HEALTH INFORMATION AND HISTORY, CONTINUED

5. Are you allergic to or have you ever sxperienced an unusual reaction to:

__tatex
__ Fluoride

__Metals or jewslry
__Nifrous oxide {laughing gas)

___Dental anesthesia (local)
____General anesthesia

§. Are you allergic to or have you ever had any reaction to any of the following drugs?

___Penicillin {or related dnugs;)
___Aspirin / Ibuprofen {Advil, Motrin, Nuprin}
___NSAID {Celebrex, Vioxx, Anaprox)

___Tranquilizers {Valium)
__ Keflex {Cephalexin)
___ Clindamyein {Cleocin)

7. Have yvou had an allergic reaction or unusual response fo

ANY other medications, drugs, piils, or treatments?

if Yes, please fist :

8. Do you have, or have you ever had, any of the following? (Please check Yes or No for each question)

Congenital heart defects
Angina or chest pains
Atherosclerosis
Congestive heart failure
Coronayy artery disease

Heart surgery
i Yes, type & dafe

Yes

Heart attack
¥ Yes, date

Rheumatic heari disease / rheumatic fever
infective Endocarditis*

Heart valve(s) damage / Mitral valve prolapse
Artificial heart valve

Pacemaker

Stroke or TVA

High blood pressure

Low blood pressure

Anemia

Hemophilia or bieeding disorder

Excessive bleeding from any cut or incident
Diabetes or blood sugar problems

Any arfificial icint, joint surgery, or prosthesis
if Yes, what jointor area:

When was operation done:

Hepatitis, jaundice. or other liver problems
Any form of cancer
An organ transplant

No

Yes
Asthma

Hay fever, skin or food allergies
or aliergies in general

Sinus problems
Tubercuiosis, emphysema or lung disorder
Skin: problems

A sore or wound that bleeds easily
or does not heal

A thyroid problem or disease

Arthrifis

Giaucoma or any eye diseases

Epilepsy or ofher seizure disorder

Any kidney problems

Ulcers, acid reflux, or stomach problems

A compromised immune system .
{Lupus, HIV, AlDS, radiation immune problem, efc )

An active sexually transmifted disease {STD)
Any mental health issues
Been ireated for any psychiatric condition

Women Only: Yos

Are you pregnant
if Yes, what is your due daie:
Do you think you might be pregnant
Are you presently nursing
Are you using birth control medication
Are you taking hormone replacement therapy

9. Do you have any other conditions, dissases, or medical problems, or is there ANY other

information that you would like us to know about, or that we should be made aware of? [1Yes [INo

if Yes, please explain:

—_ Tetracycline __Codeine
___Sulfa drugs ___lodine
___Endhromycin

[1Yes Ne

No




Dental and Cral Health information

Patient’s name:

Date:

Piease describe any specific dental probiem or discomfort you are having at this time:

How long has it been present?

if you have had any of the following denta! care please list the dentists and approximate dates:

Perindental (gum) treatment or surgary

“Braces” or any type of orthodontic treatment:

Dental implants:

Any other type of oral surgery;

Do you have / have you had / have you noticed any of the foltowing signs or symptoms in your head, neck, or mouth?

{Please check Yes or No for each question) Yes
Teeth that are sensifive to;

Hat, cold, sweets, or bifing pressure
An unpleasant tasle or persistent bad breath
Does food catch between your teeth
Do your gums bleed when brushing
Red, swelien, tender, bleeding, or sore gums
Gums that have pulied away from the teeth
Pus between the teeth and gums
Avoid any arez when biushing or chewing
You clench or grind your teeth

Your Dental Health:
How do you rate your overall dental health?

How many times a day do you brish your teeth?

Do you use any of the following? (Please check Yes or No for 2ach question)
if Yes, what type or brand?

Mechanical {electric) toothbrush
Flossing aids {floss holders, threaders, elc.}
Oral irigating device {(Waterpik}

Fiuoride treatments or supolements at home. If Yes, which ones:

Mouthwashes of oral rinses. i Yes, what brand?

Ho

Do you have any missing teeth that have not been replaced?

Why have you not had them replaced?

Yes No
A clicking, snapping or difficully when chewing
Diffcutty opening or moving fhe jaws
Difficuity speaking or changes in your voice
Difficulty moving your tongue or “tongue tied”
Loose or separating feeth
Changes in the way your {eeth fit ingether
A color change of the fissues in your mouth
Pain, tenderness, numbness, or earaches
Any umps, swelling or swoilen glands
Sores, ulears, or rough spots in your mouth

CGood CiFair  TlPoor
How many fimes a week do you floss your teath? _
Yes HNo

Do yvou wear any removable dentat appliances?
If Yes, what type and for how long?

Have you ever had your teeth whitened or bieached?
Would you like to have your feeth whitened or bleached?

How do you feel about the appearance of your smile and what would you change if you could?

Are you concerned about the finances required to return vour mouth to excetlent health?

Are you frustrated because you always nead something tragied or repaired when you visit 2 denfist?

Do you feel you will eventually wear artificial dentures?

Have you ever had any complications from an exfraciion or dental reatment?

I Yes, pleass explain:

Have you ever had any other dental conditions, major trauma or injury to your head, neck, or mouth?

if Yes, please specify;

if you are 2 new patient {0 this practice;
Date of last dental visit Denfist's name

City & State

BiBB PRINTING CO. REORDER #42454D



Oral Health Risk Faclors

Patient’s Name:

1. Do you smoke or have vou EVER smoked? [IYes LMo
£ No, oroceed o guestion 2)
The amount that you are presently smoldng (Check ALL that apply)

____None {quit smoking compleiely)  __ Less than 1 pack of cigareties per day ___An occasional cigar ‘

___An oocasiona! cigaretie __1-2 Packs of cigarelies per day ___Cigars on a deily / reguiar basis

___Atew Cipareties per Day 2 or more packs of cigarsties per day ___Dwcasional pipe smoker
___Apipe on & dally  regular Basis

¥ vou have quit smoking, when did you quit? _
__tessihan 6 months ago _Emonths io 2 vear ago ___ttelyearsago __ Ower 3years go

How many years have you of did you amoke?
_ lessthanZyears _ 2-5yesrs _ S5i0yems ___10-Z0vears __Ower 20 years

Z. Do you / Have you EVER chew/chewed tobacen or use/used snufl or other similar substance? [} Yes [ No
{if No, proceed i question 3)

Are vou STH L ueing smokeless fobacco or snufl? CiYes Tilo
¥ Ho. WHEN did vou quit?
__ Less than 6 mondhs ago ___Bmonths io 2 year ago ___ 1103 years Ago ___Over 3 years ag0
How many years did you use or have you used smokelass fobacco?
__lessthaniyesr _ i-2years __ Z2-Syears __Dwer byears
2. Approximate average amount of alocholic beverages presently consumed per week:
_ . Nome _ lessthaniperweek _ $-Bdinks _ S-i1dinks  11-20dnnks  ___ Ower 20 dripks
4. Dz vou have or have you ever had a substance shuse prablem? {(I¥es [N
Descripe
5. Do you presently use any recreationat druge? fiYes [ IMp
st '
&. Do you have or have you ever had an ealing disorder? Yes CiNo
ii Yes, Please Specify:
7. Do you have or have you ever had any head, neck or mouth piercingis)? (Otherthanears)  {IVes TiRe
List
8. e you have or have you ever been informed that you have baen infected with an
ancogenic sirain {possible cancer-causing) of the Human Papilloma Virus (HPV)? fiYes [ iNo

3. Plaase fist your history or any family member’s history of cancer:

10, Other concemns and considerations:

CONSENT—To the best of my knowledge, 2 of the preseding information i corract and if there is ever any change in health, or madicafions, this practice will be informed
of ihe changes withoul 128, | also consent i aliow this practice io contact any healthoare provider(s} and io have the patient's healih information released to aid in care gt
Featment. | also hereby consent to aliow disgnosis, proper heaits tare and festment © ba perfoimed Dy this praclice for the sbove named individugl uaid further rofice.

§ undarstand there are no guarsleas of warranfies in health or dentad caie

Signature Drate
{Parent or guardian, if patient is @ minot)

Reviewed By:
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Notice of Privacy Practices Acknowledgement
William A. Hall Jr., D.D.S,, L.L.C.
4104 Arkwright Rd.
Macon, Ga. 31210

I understand that, under the Health Insurance Portability and Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information. 1
understand that this information can and will be used to:

¢ Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

¢ Obtain payment from third party payers.

¢ Conduct normal healthcare operations such as quality assessments and physician
certifications.

I acknowledge that I have received your Notice of Privacy Practices containing a
description of the uses and disclosures of my health information. I understand that this
organization has the right to change its Notice of Privacy from time to time and that I
may contact this organization at any time at the address above to obtain a current copy of
the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is
used or disclose to carry out treatment, payment or health care operations. 1 also
understand that you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.

Patient Name:

Relationship fo Patient:

Signature:

Date:




