Laura Philipps, D.M.D

Comprehensive Restorative and Esthetic Dentistry

Patient Name: E-mail:

Home Address: City: State: Zip code:

Phone #’s: Home: Cell: Work: Ext:

Birth Date: __ / / Social Security # Gender: (___JMale (] Female

Family Status: (] Married ([ ]JSingle (] Child (] other

Employment Information

The following is for: [ ] the patient (] theresponsible party

Employer Name: Phonet#: Ext:

Spouse or Responsible Party Information

The following is for: (] the patient’s spouse () theresponsible party

Name: Gender: ] Male ] Female
Family Status: ) Married ) Single - Child - Other

Birth Date: / / Social Security # Spouse Employer:

Phone #'s: Home: Cell: Work: Ext:

Home Address: City: State: Zip code:
Primary Dental Insurance Plan Name: Employer:

Full Name of Insured: Insured’s Birth Date: / /
Insurance ID#. Group#. Insurance Phone #.

Relationship to Insured: (] Self () Spouse (] Child (] Other
Is there any secondary insurance? ([ JYes (__JNo Drivers License #.

| hereby authorize my insurance benefits to be paid directly to the dentist. | am financially responsible for
any balances due and authorize the dentist to release any information for this claim.

Signature: Print Name: Date: / /

Please provide Insurance card and Drivers license for identity verification.




Laura Philipps, D.M.D

Comprehensive Restorative and Esthetic Dentistry

Treatment Acceptance Form

| have disclosed my health history information, including allergies, reactions to medicine, diseases, and past
procedures. | understand that withholding this information may affect the outcome of the procedure(s) or
course(s) of treatment.

| authorize Dr. Philipps and any other qualified assistants or medical professionals to perform the
procedure(s) or treatment(s). | also give my consent for these individuals to administer any needed
medicine and to perform any compulsory life-saving procedures.

| authorize any necessary life-saving procedures to be performed in the event of an emergency during the
procedure(s) or course(s) of treatment. | understand that a blood transfusion may be a part of a life-saving
procedure and give my consent for necessary blood work. | give my consent for the administration of any
medication that may be required as a life-saving measure.

As a condition of treatment by this office, financial arrangements must be made in advance.

Patients with dental insurance understand that all dental services are charged directly to the patient and he
or she is responsible for payment on all dental services. This office will help prepare the patient’s insurance
forms. However, this office cannot render services on the assumption that our charges will be paid by an
insurance company. In consideration for the professional services rendered to me by this practice, | agree to
pay the charges for the services rendered. | further agree that a waiver of any breach of any time or
condition hereunder shall not constitute a waiver of any further term or condition and | further agree to pay
all cost and reasonable attorney fees if suit be instituted hereunder.

| confirm that | understand this form and the information contained therein.

C] I have read the above conditions of treatment and payment and agree to their content.

Signature of patient or responsible party:

Signature: Date:

Print Name:

Relationship to Patient:




Laura Philipps, D.M.D

Comprehensive Restorative and Esthetic Dentistry

Acknowledgement of Receipt of Privacy Practices

| have received a copy of Laura Philipps, D.M.D Notice of Privacy Practices.
(Name of Patient)

(Patient Signature) (Date)

| authorize the release of my information to the following:

Staff will fill out this section if Patient’s signature is not obtained

Our office made a good faith effort to obtain Acknowledgement of Receipt of Privacy Practices, but it was not
obtained for the following reason:

Patient refused to sign
Emergency situation kept us from obtaining the patient’s signature
Language barriers kept us from obtaining the patient’s signature

Other situation:




DENTAL HISTORY

Name Nickname Age

Referred by How would you rate the condition of your mouth? () Excellent (JGood (JFair (O Poor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / ]

Date of most recent treatment (other than a cleaning) ___ / /

| routinely see my dentistevery: (J3mo. (J4mo. (J6mo. (J12mo. () Notroutinely
WHAT S YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES NO
PERSONAL HISTORY oo

1. Areyou fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [ 1 O a
2. Haveyouhad an unfavorable dental experience? O O
3. Haveyouever had complications from past dental treatment? O O
4.  Haveyou ever had trouble getting numb or had any reactions to local anesthetic? ] O
5. Did you ever have braces, orthodontic treatment or had your bite adjusted? O QO
6. Have you had any teeth removed? ] O

GUM AND BONE oo

7. Doyourgums bleed or are they painful wheh brushing or flossing?
8  Haveyou ever been treated for gum disease or been told you have lost bone around your teeth?
9. Haveyou ever noticed an unpleasant taste or odor in your mouth?
10. Isthere anyone with a history of periodontal disease in your family?
11. Have you ever experienced gum recession?

12. Haveyou ever had any teeth become loose on their ownh (without an injury), or do you have difficulty eating an apple?
13. Have you experienced a buming sensation in your mouth?

TOOTH STRUCTURE con

14. Have you had any cavities within the past 3 years?
15. Doesthe amount of saliva in your mouth seem too little or do you have difficulty swallowing any food?
16. Doyoufeel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?
17. Are anyteeth sensitive to hot, cold, biting, sweets, ar avoid brushing any part of your mouth?
18. Doyou have grooves or notches on your teeth nearthe gum line?
18, Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?
20. Dovyou frequently get food caught between any teeth?

BITE AND JAW JOINT

21, Doyou have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)
22.  Dovyou feel like your lower jaw is being pushed back when you bite your teeth together?
23. Dovyouavoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods?
24, Have youriesth changed in the fast 5 years, become shorter, thinner or worn?
25. Areyourteeth becoming more crooked, crowded, or overlapped?
26. Ave yourteeth developing spaces or bacoming more loose?
27. Doyou have more thah one bite, squeeze, or shift your jaw to make your teeth fit together?
28, Dovou place your tongue between your teeth or rest your teeth against your tongue?
29, Doyou chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?
30. Doyou clench yourteeth in the daytime or make them sore?
31. DoYou have any problems with sleep (i.e. restlessness), wake up with a headache or an awareness of your teeth?
32. Doyouwear or have you everworn a bite appliance?

SMILE CHARACTERISTICS o

33. Isthere anything about the appearance of your teeth that you would like to change?
34, Have you everwhitehed (bleached) your teeth?

35. Have you felt uncorfortable or self conscious about the appearance of your testh?
36. Have you been disappointed with the appearance of previous dental work?
Patient’s Signature Date
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0000000

Q000 000000000000
0000 000000000000

Doctor’s Signature Date

To reorder, please visit: www.koiscenter.com © Kois Center, LLC - v2013.2



MEDICAL HISTORY

Patient Name Nickname Age

Name of Physician/and their specialty

Most recent physical examination Purpose

What is your estimate of your general health? O Excellent (O Good (O Fair (O Poor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO

1. hospitalization forillness orinjury O (O 26 osteoporosisfosteopenia or ever taken anti-resorptive 0O 0

2. anallergicorbad reaction to any of the following: g 0 medications (e.g. bisphosphonates)
O aspirin, ibuprofen, acetaminophen, codeine 27. arthitis or gout 0O 0
O penidllin 28. autoimmune disease O 0
gwc;odr?nfn (e.g. rheumatoid arthritis, lupus, scleroderma) O D
O sulfa 29, glaucoma
O local anesthetic 30. contact lenses O 0o
O fluoride 31. head orneckinjuries g o
S&bfheddine(a-l)() 32. epilepsy, convulsions (seizures) 8 8

ng — - 33. neurologic disorders (e Alzheimer's disease, dementia, prion disease)

8E$B(mdel,go!d,sdver, ) 34. viral infections and cold sores 00
O nuts 35. any lumpsor swelling in the mouth 00
O fruit 36. hives, skin rash, hay fever 00
O mik 37. SISID/HPV ) O
O reddye 38. hepatitis ftype____) 00
O other 39. HIV/AIDS Q Q

3. heart problems, or cardiac stent within the last six months O O 40. tumorabnormal growth 00

4. history of infective endocarditis O O 4. radiatontherapy QO a

5. artificial heart valve, repaired heart defect (PFO) O (O 42 chematherapy immunosuppressive medication O 0O

6. pacemalerorimplantable defibriliator O O 8. emotionaldificulties Qa

7. orthopedic or soft tissue implant (e.gjoint replacement, breastimplant) . (J (O 44 psychiatricireatment or antidepressant medication 0O 0O

8.  heart murmur, rheumatic or scarlet fever (O O 45. concentration problems or ADD/ADHD 00

9. highorlow blood pressure O O 46 alohol/recreational drug use 0 a

10. astroke (taking blood thinners) 00

11. anemia or other biood disorder O O

12. prolonged bleedingduetoasightatforiNR>35)____ (J O AREYOU:

13. pneumonia, emphysema, shortness of breath, sarcoidosis O O 47. presentlybeingtreated for any other iliness 0O g

14. chronic earinfections, tuberculosis, measles, chicken pox (O (O 48 awareofachangeinyourhealthinthe last 24 hours O O

15. breathing problems (e.g. asthma, suffy nose, sinuscongestion) O 0O (e.g., fever, chills, new cough, or diarrhea)

16, sleep problems (e sieen apnes, snoring, insormnia, restesssieep, bedwettingd _ () () 49. takingmedicationforweightmanagement ___— O3 O

17. kidney disease O O 50. tkingdietarysupplements, vitamins, and/orprobiotis . (O O

18. liver disease orjaundice (O (O 51 oftenexhausted or fatigued 0O 0O

19. vertigo (eg "the room s spinning”) O (O 52 experiendngfrequent headaches or chronic pain g O

20. thyroid, parathyroid disease, or caldum deficdency (O (O 53. asmoker,smoked previously or other (e.g smokeless tobacco, Q0

21. hormone defidency or imbalance (e poly oticovariansyndrome) __ O O vaping e-digarettes, and cannahis)

22. highcholesterol or taking statin drugs O (O 54 considered atouchy/sensitive person g Qa

23. diabetes(HbAlc= ) O (O 55 oftenunhappyordepressed 0O 0

24. stomach or duodenal ulcer O (O s6. takinghirth control pills 0O 0

25. digestive or eating disorders (e.g. celiac disease, gastric reflux, bulimia, D O 57. currently pregnant 0O 0O
anorexia) 58. diagnosed witha prostate disorder 00

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your

dental treatment. (i.e. Botox, Collagen Injections)

List all medications, supplements, vitamins, and/or probiotics taken within the last two years.

Drug Purpose

Drug Purpose

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature

Date

Doctor’s Signature

Date

© 2020 Kois Center, LLC
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SLEEP SCREENING QUESTIONNAIRE

This questionnaire was designed to provide important facts regarding the history of your sleep condition. To assist in determining
the source of any potential problem, please take your time and answer each question as completely and honestly as possible.

Do you experience any of the following?

Do you experience any of the Yes No
following?

Frequent heavy snoring?

Significant daytime drowsiness?

| have been told that “| stop
breathing” when sleeping.

Difficulty falling asleep?

Feeling unrefreshed in the
morning?

Morning headaches?

Forgetfulness or memory
problems?

Irritable bowel syndrome?

Nasal congestion?

Depression?

Anxiety?

Gastric reflux?

Restless leg syndrome?

Dry mouth in the morning? !

Jaw pain?

Teeth grinding?

Patient Signature . Date




	NP PW form 2012
	Notice of Privacy

