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FAMILY DENTISTRY

PATIENT CONSENT FORM
T understand that I have certain rights to privacy regarding my protected health information. These rights
are given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). | under-
stand that by signing this consent I authorize you to use and disclose my protected health information to

carry out:

e
Treatment (including direct or indirect treatment by other healthcare providers

involved in my treatment);

g

Obtaining payment from third party payers (e.g. my insurance company):
The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your Notice of Privacy
Practices, which contains a more complete description of the uses and disclosures of my protected health
information, and my rights under HIPAA. I understand that you reserve the right to change the terms of
this notice from time to time and that I may contact you at any time to obtain the most current copy of this
notice.

I understand that I have the right to request restrictions on how my protected health information is used
and disclosed to carry oul treatment, payment, and health care operations, but that you are not required to
agree to these requested restrictions. However, if you do agree, you are then bound to comply with this
restriction,

I understand that I may revoke this consent, in writing, at any time. However, any use or disclosure that
occurred prior to the date I revoke this consent is not affected,

Signed this day of 20

Print Patient Name:

Relationship to Patient:

Signature:

Practice Name:  Du. Hawsen's Fouily Dentisfry

Address: 1747 S. Henitage Lowe Suite BI03
City/State/Zip:  Synecuse, Ukl 82075
Phone: 801-525-1725




1747 South Heritage Lane, Suite B203 = Syracuse, Ulah 84075 = 525-1725

PATIENT MEDICAL HISTORY
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Dr. Hansen’s Family Dentistry

YES NO 8
1. Are you under medical reatmMEnt NOW ... eece e o o
2. Have you ever been hospilalized for any surgical
operation or serious finess n the last & years® ... a8 0

If yas, explain

3. Are you laking any medication(s) including

nonprescrption medicine? ...

i yas, what madication(s) are you taking?

4. Have you ever laken Phen-Fen/ReduxT ... s 0o o
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7. Do you wear confact IBRSEST i e

10, Do you have or hava you had any ?rf Etpse Iolowing?. oo

High Bloot Prassure . .. e
AN AMBER . s nivmmmernnnnmn sewines eevwrirae hes
ARBUMELE FBVET . oo cemsemsrnriss s s srens
SWolken ANKIES ....uvveemereerrrerrresrressrnsssnes
Fainting, Seizures. ...
AsIhMEA e
Low Blood Pressura...
Epilapsy, Convulsions.......
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HEarl DISERSE v vev s rimrsnemeseasiensmmsaansreeant
Cardiac Pacemaker. ... eresmeeeee:
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Emphysema..

Arthritls ..

Joint Raplacemant or imprant ...
Hepatitis £ JAUndite o
Sexvally Transmitled Disease ...

L

Ara you allergic to or have you had
any reactions 1o the following?

Local Anasthalics (8., NOVOCaINE). wci i e

Panicillin or othar Antibiolics.......
SUFE Drugs.. cceien s miiars
Barbilurates...
Sedatives, ..
lodine...
Any Matals (g.0. Mickel, marcury, afc.).
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Women Cnly

ay Ara you pregnant or think you may be pregnant? ...

by Ara you nursingT ...

¢ Are you taking birth cnnlmlpﬂls?
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Respiratory Problams
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Thyroid Problem ... de Stomach Troubles £ UICErS .. Explain = ~
PATIENT DENTAL HISTORY T 2.
1. Do your gums bleed while brushing or flossing? ... o o o, Do you clench or grnd Pour 18T .o
2. Are your teelh sansitive 1o hot or cold liquidsfteeds? ... 0 O 10, Do you bite your lps or cheeks frequantly? ... O
3. Ana your lseth sensitive lo sweel or sour liquidsfoods ... O o 11. Have you ever had any difficult extractions in the past?........00
4, Do you lest pain to any of your teeth T a o 12. Have you ever had any prolonged :
£ [ vou have any sores of IUMps on or iear mouth? ENAE] bleeding following exiracions? ... ireeseemsersensiissaseiion L
' 4 ? head neck S o o 13. Have you had any orihodontic treatment? el
== Hava nasan) :Ef AR DEION KOMIRR.: =it i 14, Do you wear denures or Patals? ...
7. Have you over n:penancet! army of tho = If yes, date of placement : 5
Lt;lhé\gurl?;:;nblﬂms EAGIESNE omoenncn e o o 15, Hawva you ever recaived oral hygiens instm?eﬂuns o
.......................... 4 ; i T T
b) Pain {joint, ear, side of face)? o e FenArng: e eoee Wi FelinBoti At 30 =
¢} Ditficully In opening or closing? | [ | 16, D0 you BRe your SMIBT oo e s
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8. Do you have frequent headachasT ..o ssmssreseeeseas a g
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| cartify that | have read and undarstand the above informalion to the bost of my knowladge. Tha above queslions have boen accurataly answered. | undar-

stand that providing incorrect information can ba dangerous
records of any treatment or examination rendered to me or my ¢ .
| authorize and requesi my nsurance company fo pay dirscily to the dentisl or dental group insurance b

to ry health. | authorize the dentist to release any information including the disgnosis and tha
hild during the perod of such Dental care o third party payers and or health pracliionars.
nelils otherwise payable o me. | understand thal

my dental insurance carrier may pay loss than the actual bill for services. | agras 1o b responsitle for payment of any services rendered on my behall or

my depandenis.
Signature 5 Date
Doclor's Commednis i




