Cheinung
¥ FAMILY DENTAL

MEDICAL HEALTH HISTORY RICHARD B. DUNN, DDS
. ’ ’ ' 1007 BROADWAY
ELMIRA, NY 14804

_ . (607) 734-2045
Patients’ Name: ' Birth Date: _ . Today’s DEEY CHEVUNCTAMILYDENTAL coM
Address: . ' Gty .. .- Stale:_ " 7ip:
Mdirital Status: : . . ' Home Phone: . o
Place of Employment: PN » - Business Phoné:; _ R
Emcul . - e . Cell Phone: I IS SR R
Physician Name: - N . Datelastvisited: - Phone:’(__.]_.
Cardiologist Name: —— - Date last visited: -__- j_'Pho'r_re:( )
Pulmonary Name: _ N -Daté last visited: _ . Phone:{ ) .
Denfist previdus/current: '.f e f Date last vrsn‘ed: .t . .. Phoner{___])_.
Any déental work to be complefed ' '
Lcn‘esr dental x-raystdken: -
Medical Insurdnce Co _
Den‘rcrl Insurcmce Co. Nome
lnsuronce ‘Subscribers DOB _
Sociadl Secum‘y Number: (only needed for MeTere or Core Cre@lnL chmcmg)
Pharmacy : :
EmergencyCon’rocf I o Phoﬁe
Relationship: Lo N
Is l’r okory to con’roc’r your Emergency Con’rocrL wr’rh your presen’r medical c:ondr’rlon8 . Yes_. . No
thzr cxre your gooals 'i'o cxc:comphsh ?oday’?
Would you llke ro leqm more cxboui omy of rhe followmg servrces7
Denrql lmplcmis ___: Teeth Whﬁenmg L Rooi’ C:ancxis Crowns/ccxps Lo ‘ Bndge )
ngh?guards . Seor!cxm‘s e Fiuonde Varmsh Trecxrmen‘rs Deni’ures/pdrhdls
_____White Co!ored Flllmgs ' , _ Oral C._om_cer Sc_:reenlngs S!eep Apned Tx
___ Nitrous (.l_qug;hmg gas) ‘ S ‘
Please check the best answer, and complete ihe blank lines where appropnq’re '
Has ’rhere been any change in your health in the last few yedrs: any serious ilinéss or operation? __ Yes . - No
Have you been under rmedical Treo’rmen’r 0 111 DI ____Yes No
Have you been hospitalized in the last ﬂve (B)yearse .............. e ey e - Yes No

Please list other conditions, diseases or probleths not listed below:
Please list any medication you are on now (mcludlng Birth control pills)

Are you dllergic fo any medications, drugs, efc. such as alocal ones’rhe’ﬂc pemcrllln, aspirin, codeine,

: othere ... ... ... o b e e e — Yes__NO
Are you pregnante If YES, what month are you m9 e e e e Yes No
Tl’,r_ e L NS ,”_1 h"—r"_:vl s.) o \l\l Ul \ll_. l llll_ l\l-.‘ ‘_. \f\L.. L] lll”—’l\ Pt T ST e ’L/ 7

THANK YOU FOR YOUR CONFIDENCE
WE HONOR VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS




_____ Alcohol Use

— quor‘r’m‘y . type

— Al érgies, Hrves
—— Anemia

_ Angind

— . Arthrifis
— - Asthma

Bleedmg Disorders
Blood disorders-

Blood Pressure
Hrgh or Low

_-_Cahceror Tufnors

Chemolhercrpy
Chewmg Tobcrcco

. Diabetes Type _____

. Difficulty breathing

lhrough nose -

Drgesllve Problems
Drug Reactions
Emohonol Problems
Eprlepsy
Foum‘lng, dizzinéss
Gnnd Teeth
Hay Fever
Hequ Bum
Hearl Murmur
Heorl problems

—__Heart Volve Replacemenl

- .Ch okrng/ gosplng l—lepoln‘ls {Type___ )

for dir; while: sleepmg

Clench Teelh

Cor)scrous of bcnd

. Immunie Sys
lnsommcr

lnrerrup’red Sleeplng

—_Local Aneslhesrcr

Problems

- Lupus Erylhemolosus
Memory Problems
— Mental Problems
Norcolepsy
Ncrrcolrc Use

- Nightmares
___;:'Pgoemgiker

> Pneupmoniga, lung or

breolhmg problems
Problems Swollowmg, :
' speokmg, or chewmg

Prosfhehc Joml

replocemenl

Rodla’non lreolmenl

Recem‘ by pass surgery
Rheumohc Fever-

. Sleep study

performed
_.Inlab__ Athome
. __YR

_... Steep, Wcrlkmg
__.Smoke__. ..

. Shorihg P.robl.ems
__- - Stroke
Swollen Ankles
Thyrord Problems
___~TMJ pain '
MY poppmg or

cllckmg

Transfusrons ,
Tonsrl removol
Tuberculosrs
Ulcers

brecrlh OfF. bad faste . Rheumcn‘ord Arlhm‘rs Venereol Drseose
Con‘rsone Meds Krdney problems o Serzures Vlrol lnfeclrons
Dcryhme ’nredness ' Leukemlq o Srck Heqclqches . herpes, shmgles,
Depressron ‘ leer problems - Sinvs Problems ' AlDS/HlV Mononuoleosrs
R Devlqre‘c:l seplurrl Sleep Apneo Wergh’r gom loss
1. Do. your gums bleed ol hme52 D S T RTINSO TS SUrOPI - -Yes . No
2. Do your teeth diift, move, o feel loose‘3 OO S SRTPIOUOPSSNROUIID -SRI N[ I
3. Do, you. understand the mecmmg of. penodonlol cllseorse2 eieitienenes et YOS NO
4. Have you lost many feeth, If yes why? - i evieeevereiesien e YeS “No
5. Have you had compllca’nons following ex’rrochonse ...... ,'.~..~-,-.' ........... ._Yes _.__No
6. How oftén do you brush your teethe-_ Floss leerh e o
7. Are you dlsso’nsﬂed with' your den’rorl oppeorance9 - Yes ___.No
8. How would you ro’reyour smlle'a (THow, lO—hlgh) PO P SISO 1 2 3 4 5 6 7 8 9 10

By srgnmg my name below lcen‘rfy l‘hal Ihdve read fhe above mformahon and answered all offhe queslrons fo rhe
best ofmy knowledge A phofocopy ofthis document is ds valrd as the orlgmal You méay receive a copy offhrs documem‘

upon request.
; Print Name:
Signature: Dafe:
Witness Name:
Signature: Ddte:




CHEMUNG FAMILY DENTAL

ACKNOWLEDGEMENT OF RECEIPT AND CONSENT TO NOTICE OF
PRIVACY PRACTICES

**You May Refuse t6 Sign This Acknowledgement**

I have received a copy of this ofﬂce s Notice of Privacy Practlces and have been advised of how
my protected health information may be used and dlsclosed by the ofﬂce In addition, by
signing below, I hereby consént to the use and dlsclosure of my health mformatlon for
treatment purposes payment actlvmes and healthcare operations of the office as described i ir
the notice,

.. (Please Print Na_me)_'

(Signature)

_ (Date)

For Office Use Only

~
We attempted to obtain written acknowledgement of recelpt of our Notice of Privacy Practices,
but acknowledgement could not be obtamed because

() Individual refused to sign
() Communication barriers prohibited obtaining the acknowledgement
{ ) An emergency situation pravented obtaining the acknowledgement

() Other (Please Specify)




