Prosthodontics of Central Indiana
Practice Limited to Prosthodontics
PENNWOOD OFFICE PARK, BUILDING 1
11405 N. Pennsylvania St., Suite 110,
Carmel, IN 46032 (317)574-0866

Patient Name:

Address:

Date of Birth:

City:
State: Zip:
Phone#: H Wk

E-mail SS #:

Cell / Text

Marital Status: MSW D

Employer:

Phone #:

Address:

City: State: Zip:

Spouse Name (Parent or Guardian if Patient is a minor):

Pharmacy:

Social Security #:

Date of Birth:
Employer:

Address:

City:

State:

Phone #:

In Case of Emergency, nearest relative not living with you:

Name:

Zip:

Phone #:

Person responsible for Account (if other than Patient)
Name:

Relation to Patient:

Address:

City: State:

Phone #: H Wk

Zip:

Cell

Social Security Number:

Date of Birth:

Employer:

Address:

City:

State:

Phone #:

*** Please see reverse side ***

Zip:




-

Financial Responsibility Agreement

In consideration of treatment rendered the above-named Patient, | accept full financial responsibility.
Insurance forms will be completed as a convenience to the Patient; however, payment to the doctor is
expected at the time services are rendered, unless other arrangements are made in advance. | further agree
that if this account is turned over to an attorney or collection agency, | will be responsible for all collection
cost, interest of 21% APR, court costs and reasonable attorney fees.

Signature & (Relation to Patient if Minor) Date

Insurance Information (Please present your insurance card to the receptionist)
If you wish for our office to process your insurance claim for you, please sign the insurance authorization
below:

Signature Date

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation.

Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent
before we received your revocation, and that we may decline to treat you or to continue treating you if you
revoke this Consent.

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment
activities, and healthcare operations. | understand that revocation of my consent will not affect any action you
took in reliance on my Consent before you received this written Notice of Revocation. I also understand that you
may decline to treat or to continue to treat me after | have revoked my Consent.

Signature/Personal Representative’s Name Date

Consent to Treatment

| consent to receive dental examinations, x-rays, cleanings, preventive care, and any other dental treatment
deemed necessary or advisable by the dentist and clinical staff. | understand that | will be informed of

Slgnature/Personal Representative’s Name Date



Primary Reason for this dental appointment:

O Exam O Emergency | Consultation
Dental Hlstory Please Circle
Do you have a spemﬁc dcntal problem? Describe: Yes = No
Do you have dental exams on a routme basnsr> Last Visit: Yes No
Do you think you have active decay or gum disease? . e ssiNes:
Do you brush and ﬂoss ona routme ba31s" - o Yes No
Do your gums ever bleed? R e Vst New
Do you like your smile? Yes No
Does food catch between your teeth? Yes'™™  "Not
Do you have any loose teeth? | Yes ‘No
Do you want to kee your remaining teeth? R S niYesi s iNo
Do you have Cllelﬂg, poppmg or dlscomfort in your Jaw Jomt‘7 Yes No
Doyoubruxorgrind? = = & AYes e N
Have your past dental explrences been posmve” ~ Yes  No
Do ‘you smoke or use chewmg tobacco" i & diNes ik No
Do you have sores or growths in your mouth? Yes No
Describe: -
Nanie/of previousidentisioptionali.. v L. e R
Date of last full mouth xrays:
Are you under a physicans care‘? Yesoio 2 NO
Who?. S8iids: SRl Phone: A | '
Why? T - . .
Have you ever been hospitalized or had a major operation? Yes No
Describe:
Have you ever had a senous injury to your head or neck? Yes No
Describe: i ;
Are you taking any medlcatlons asprin, vitamins, herbals, pills or drugs? Yes No
List:
Are youona special'diet-? _ : chg- o N
Describe: - R
Are you allergic to any med1cat10ns or substances? Yes No
[J Asprin [ Penicillin [ Metal | O Other:
O Codine [ Acrylic O Latex | Milk
For Women:
[J Pregnant or trying to concieve? | Taking Oral Contraceptwes"
CINursing? What? '

*%% Please see revere side as well. ***



Do you now have, or have you ever had any of the following?

Do you take any of these medicines?
Please circle appropriate responses.

If yes to any of the starred conditions, please call prior to your appointent, premedication or

changes in medication may be required.

Heart Disease

S L i i

msmngsﬁ W S Y;gs_ Tk
Heart MurmurfDefect* Yes

g P TR ST Y
: w ..;¥?s-,:_ 1200
Yes

Trregular HeartBéat. |
Angma/Chest Pain
Heart Attack/Failure. =~
Congenital Heart Dlsorder*
Mitral Valve Prolapse*
Scarlet Fever

Amﬁmal Heart Valve

Heart Pace Maker
Pulmonary Shunt*

High Blood Pressure

Low Blood Pressure
Bacterial Endocarditis*
Unexplamed Fever
Bruise Eashy/Blood Dlsease-
Anemia

No

Coronary Stent | | Yes
Excessive Bleedmg
Sickle Cell Disease =~ SN
eophlha

) No
ANG

Leukemla
Recent blood transfusion ~ Ves
Swelling of lebs
Lung Disease '\ %00 iYes
Breating Problems

Shortness of Breat
Frequent Cough
Hay. Fever TSR S8 N E
Sinus Troub[e

B]oody Sputum
T

PR Ll A:_.:.Mh.-/x

Tubercu1051s

No

R L2 T

No

Nes. Noo

SRR R S H SRR AS P g

Rad 'i-at'ion ‘ Nb

. No _ Chemotherapy
No_ _

_ Bisphosphonates

s YESHE
Yes
Yes.
Yes
Yes
Yes N

Osteoporosis No

No

-

Osteonecrosis of Jaw
Ared.la I V Reclast L V
Zometa I.V.

_ Fosamax, Actonel, Boniva
Stomach/lntestmal Dlsease )

_ Ulcers PR R BN

No

No

Noi*i:;

No

-M z~A- Ve m..;iu _t

) .I\!o. Smoklng

Recent Welght Loss Yes No
_ Frequent Diarthea Yes.
Diabetes ~ Yes
_Excessive Thirst nYesin
- Hypoglycemia Yes
- Liver Disease ‘ JYess
Hepatms A (Infect1ous) Yes
_HepetitisBorC Yesii i
Protease Inhlbltor Yes
_ NightSweats
Yellow Juandice

Kidney Problems .
Renal D|a1y51s

_ Thyroid Disease .
Parathyrmd Dlsease

_ Artritis/Gout
Rheumatism
_Pain in Jaw Joints. -
Cortisone Medlcme
 Artificial Joint*
Sexually Transmltted Dlsease

No
No

No

Yes

Yes -
Yes
Yes
SR
Yes .

No

Drug Addlctlon/Alchohsm

. Tattoos/Body Piercing

Fever Bhsters

No

P S etk

.No

SN

oo

No

SO s ng%&.sﬁMuNgMa kA

i
dilhin

No

No .

it AN
No

SENLTES

Yes No

')




Stroke Yes
Convulsions = S R
Epllepsy or Selzures ' Yes

Fainting or Dizziness = Yes

Glaucoma Yes

Tumors orGrowths . Yes |

Nervousness Yes

INo T

No

No

iNose

No

No

Psychzatrzc Cam

Alzheimer's Disease

Allergles(to Medlcmes) ;

Seasonal Allergles

T:'I-Il\}és 6r Rash

Require Premedlcatlon
Fen-Phen
Cochlear Implants

Do you wish to speak privately with the doctor about any problem?
Have you ever had any other serious illness not circled above? Explain:

To the best of my knowledge all preceding answers are correct. If I have any canges in my health status

or if my medicines change, I shall inform the doctor and staff at the next appointment without fail.

X

Patient Signature(Parent or Guardian

Date



Prosthodontics of Central Indiana
11405 Pennsylvania Street, Suite #110, Carmel, IN 46032

CONTACT INFORMATION FOR PROTECTED HEALTH INFORMATION
l, , Date of Birth , request that the following be
followed for the disclosure of my Protected Health Information (PHI). Protected Health
Information would include your name, diagnosis (es), test results, date of services.

o Sensitive Protected Health Information (HIV - related information)

o You may disclose information to my family members and/or non-family members

Please list the name, phone number, and relationship:
NAME PHONE NUMBER RELATIONSHIP

o You may leave Protected Health Information on my answering machine/voicemail:
Phone Number:
o You may leave me a text message:
Text Phone Number:
o You may email me (unencrypted) for appointments:

Email Address:
o Other:
| have received a copy of this office’s Notice of Privacy Practices.
Print Name:
Signature:
(Patient’s Signature (or Guardian, if Minor))
Date:
FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

o Individual refused to sign

o Communication barriers prohibited obtaining the acknowledgement.

o Anemergency situation prevented us from obtaining acknowledgement.

o Other (Please specify):




