DREW DENTAL

783 Rio Del Mar Blvd. Aptos, CA 95003 831.688.6060 info@drewdental.com

PLEASE PRINT ' Date
Patient Name Birthdate:

First mi Last
Q Single U Married 3 Partner 1 Widowed [ Dependent Child Gender:
Address: State: Zipcode:
Phone: Celi Home Work
Email: Referred By:
Emergency contact: Phone Relationship
Physician/ Group: Phone: Last exam:
Previous Dentist: Last cleaning / exam:
Pharmacy: Phone:

HIPPA and DENTAL MATERIALS FACT SHEET SIGNATURE
(We provide our HIPPA privacy policy and the Dental Board of California Dental Materials Fact Sheet online at DrewDental.com)

Would you like a printed copy of the California dental materials fact sheet (DMES)? QvYes QONo
Would you like a printed copy of the Drew Dental Privacy Policy (HIPPA) Qves ONo

1) 1 have been offered a copy and access to the DMFS and HIPPA forms.
2) 1would like the following person(s) to always have access to my health and financial information:

Signed Date
| am a Guardian/ Parent: Name: Relationship:

Is there anything you would like us to know about your dental health or previous dental treatment? How we can help you
today?

How do you feel about the appearance of your teeth?

Dental Information

Are you in dental discomfort today? 0O Yes O No Have you ever had orthodontic treatment? O Yes U No
Do you have 3" molars (wisdom teeth)? QO Yes O No Does your jaw pop/ hurt/ have trouble opening? O Yes O No
Are you missing teeth you want to replace? O Yes O No Do you wear a nightguard or retainer? O Yes O No
Do you have a dry mouth? Q Yes O No Are you aware of grinding or clenching your teeth? O yesdNo
Do your gums bleed when you floss or brush? O Yes O No Do you have frequent “tension” headaches? O Yes O No
Have you been treated by a periodontist? O Yes O No Do you snore? QYes O No
How often do you brush? x /day What toothbrush do you use?

How often do you floss? x /day What toothpaste do you use?

Do you use a mouth rinse? O Yes 1 No What mouth rinse do you use?

Do you whiten your teeth? O Yes 0 No What whitening products have you used?

Do you use a Waterpic? J Yes U No

Are any of your teeth sensitive to: Q Hot { Cold 0 Sweets QO Pressure



Medical History Height Weight
Yes No o Yes No T Yes No Yes No Allergy /Sensitivity
O O Heart attack Q Q Cancer Q Q Surgical Implant Q O Penicillin
O O Atrial Fibrillation O 0 Facial radiation O QO Osteoporosis 0 O Azithromycin
Q 0 Bleeding tendency O Q Chemotherapy Q Q Thyroid condition O Q Cephalosporin
O 3 Heart or chest pain A QO Lung disease O O Herpes O Q Clindamycin
¢ O QO Anemia QO QKidney disease O Q HPV (human papilloma virus) Q QA Ibuprofen
i Q Q Prosthetic Valve . Q QO Liver disease 0 QHv QO QO Acetaminophen
' 0 0 Rheumatic fever Q O Hepatitis ABC D O O Seizure/epilepsy Q O Aspirin
O O Pacemaker QO QO Diabetes 1/ 11 O O Substance Abuse 0 QO Latex
O QO High blood pressure O 0O Sinus problems Q 0O Psychiatric treatment O Q Dental Anesthetic
O QO Low blood Pressure A Q Asthma Q O Headaches Q QO Epinephrine
3 T High Cholesterol O O New cough/cold Q O Hearing Problem Q O Steroids (prednisone)
Q U Stroke QO Q Difficulty sleeping O 0O vertigo Q QO Norco/ Vicodin/ Codeine
Q QO Memory problems 0 QO Sleep Apnea 0O O GERD/Acid Reflux Q Q valium/ Halcion/ Xanax
QO Q Fainting/ falling Q aceap Q Q Fibromyalgia Q O Other
Do you have an artificial heart valve or history of heart infection? Oves ONo date
Do you have an artificial joint/ total joint replacement {Hip, knee, Other) Oves UONo date
Do you require antibiotic premedication 1 hour prior to dental appointments? Q Amoxicillin, O Z-pak, Q Keflex, O Clindamycin
Do you take anticoagulants / blood thinners? {incl. daily aspirin) QO vYes O No explain
Have you ever had excessive bleeding requiring special treatment? O Yes O No explain
Have you ever taken bisphosphonates (bone density drugs)? QO Yes O No such as zoledronate, pamidronate, fosamax, boniva, Actonel
Have you been hospitalized in the past 5 years? QYes O No explain
Have you ever had general anesthesia? O Yes O No explain
Any medical conditions or problems not listed above?
Medications: please list all meds or provide us a printed list:
Do you take Supplements? O Yes 1 No explain
Do you use Sleep Aids? Jdyves O No explain
Do you smoke/ vape/ chew? ) Tobacco O Marijuana If yes, how much? # / per day for # years

Have you ever responded unfavorably to medical or dental care? QO vYes O No explain

Do you have difficulty getting numb (local anesthesia) QO Yes O No explain
Do you prefer local anesthetic to be: ( Light / short acting QO Average Q Strong / long lasting
Can you lie back completely flat in a dental chair? Qves O No explain
Can you breathe through your nose without difficulty? O YesQ No explain
Do you need topical anesthetic gel for dental cleanings? DO Yes QO No explain
Would you like to use oral sedation for your dental treatment? O Yes O No Available options: Halcion or Valium
Women only: Pregnant? Qyves UONo What is your delivery date?:
Breast feeding? QvYes ONo Birth control pills? QvYes O No
I certify that have reviewed my health history to the best of my ability
Patient Signature Date Provider
Updates
Changes: Yes/ No? Signature Date, Provider,
Changes: Yes/ No? Signature, Date Provider
Changes: Yes/ No? Signature Date Provider

Changes: Yes/ No? Signature Date Provider,




Drew Dental Sleep Screening Questionnaire

There is often a correlation between grinding of the teeth, TMI disorders, breakdown of the teeth and sleep disorders.
Please answer the questions below to help us assess the possibility of a sleep disorder which may be related to your dental
and overall health. Sleep apnea may also increase your risk for many different health conditions including heart attack and
stroke. If you are here with your child {under 16), please fill out the lower portion marked “For children only” for your child.

Name; Height: Weight:
Date: Age: Primary MD:
Epworth Sleepiness Scale
How likely are you to doze off or fall asleep in the following situations, in contrast to Just feeling tired?
0 = | would never doze 2 =1 have a moderate chance of dozing
1 =1 have a slight chance of dozing 3 =1 have a high chance of dozing
Situation Chance of Dozing
1. Sitting and reading
2.  Watching TV
3. Sitting inactive in a public place {e.g. a theater or a meeting) -
4. As a passenger in a car for an hour without a break —
5. Llying down to rest in the afternoon when circumstances permit ——
6. Sitting and talking to someone ——
7. Sitting quietly after lunch without alcohol —
8. Ina car while stopped for a faw minutes in traffic

Total Score

Have you ever been diagnosed with:
Impaired Cognition (i.e. difficulty concentrating or thinking)
Mood Disorders/Depression
Insomnia
Hypertension (high blood pressure)
Ischemic Heart Disease (Coronary Artery Disease/Atherosclerosis)
History of Stroke
Sleep Apnea
If yes: Did you try to use CPAP
TMJ problems significant enough to require treatment
9. Gastric Reflux (GERD) or Heartburn
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Are you aware of (or have you been told):
1. Snoring on a regular basis
Feeling tired or fatigued on a regular basis
Clenching or grinding your teeth (bruxism}
Having frequent headaches
Your neck size being > 17 inches {(male) or > 16 inches (female)
Anyone in your family having sleep apnea
Stopping breathing when sleeping/awakening with a gasp
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For children only {filled out by parent or guardian)
Are you aware of your child:

1. Snoring/noisy breathing while sleeping
Grinding his or her teeth
Wetting the bed
Having difficulty in schoal/learning
Being treated for ADD or ADHD
Breathing primarily through their mouth
Having frequent nightmares/night terrors
Having frequent ear aches

pNO WS W
DooooOooog
ooooDooOoOz

Dental Exam Findings: Evidence of Bruxism L1 Scalloping of the tongue i3 Crowded airway
IJ Yori or Bone Loss Anterior wear I3 Retrognathia / Class i
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Acknowledgement of Receipt of Notice of Privacy Practices

You May Refuse o Sign This Acknowledgement

' [full name), have recelved a copy of the Drew Dentai Notice of Privacy
Practices.

Print Name

Signature

Dato

If this acknowledgement is signed by a personal representative on behalf of the patient, complete the
following:

Personal Representative's name

Relatlonship to Patient

For Program Use Only

We attempted to obtaln written acknowlsdgement of recelpt of our Notlce of Privacy Practices, but
acknowledgement could not be obtatned because:

O Individus! refused to sign

O Communications barriers prohibited obtaining the acknowledgement

O Anemergency situation preventsd us from obtalning acknowledgement
O Other (Please Spacify)



Financial Responsibility

Guarantor name: DOB

Address: St Zipcode:
SS# Employer:

Hm Phone Cell Phone Work Phone

Patient Name:

Dental Insurance
Primary Dental Insurance

Patient’s relationship to insured: O Self O Spouse U Child

Subscriber: DOB:

Group# Employer name:

SS#/Member ID:

Insurance: Insurance Phone Number:

Secondary Dental Insurance
Patient's relationship to insured: U Self O Spouse O Child

Subscriber: DOB:

Group# Employer:

SS#/Member ID:

Insurance: Phone Number:

Please provide a copy of your dental card(s)

| understand that | am financially responsible for all charges, including any amount not covered by insurance.

For accounts with insurance billing: Due to increased use of electronic claims, a permanent record of the patient’s assignation of benefits is
required. Please read and sign below. Thank you. | accept treatment as noted and authorize release of information relating hereto. | hereby
authorize payment directly to the dentist named on the attached claim of the group insurance benefits otherwise payable to me.

Guarantor Signature Date




