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iLast Name

Eddress

Citv lState [Zip

__—_._____-———“—L__

Home Phone

‘\\‘ork Phone

Cmail Address

Birthdate

=

lr’\.ge

Social Security No.

lC ell Phone

R

\\:aio ‘ ermalc—

|

|

if patientis a child, parent or guardian please fill out below

Last Name ‘First [;\I.E. ,\
Address 1
City |State |\ Zip |
’E}me Phone ‘\\"ork Phone Cell Phone

Email Address ] Male l'r'm-;m‘.e ]

Birthdate ‘Age Social Security No. ‘1

Dental Insurance
Primary Carrier

[nsurance Company |Group No

Address _i
Employer Name

Insured’'s Name IDate of Birth j
Insured’s ID No \[nsu red's Social Security No

Relationship to Patient _1

Secondary Carrier

Insurance Company leup No i\
Address

Emplover Name i{
Insured's Name \Datt‘ of Birth \
_Iisured‘s ID No Insured's Social Security No

Relationship to Matient ﬁ
You were referred to us by

Pharmacy Name and Phone No

Person to contact for emergency

Name

Phone No

Address

City State %z,'p __l




TIME 2:08 AM

MEDICAL HISTORY

Birth Date

PATIENT NAME

Altnough dental personnel primarily treat the area in and argung your mouth. your mouth is & part of your entire bedy. Haszith problems that you may

have or medication thatyou may be taking, could have an important interraiationship with tha dentistry you vill receive. Thank you for answernng the

following questions.

Are you under a physician's care now? (o Yes _ No if yas please explain:
Have you ever been hospitalized or nag a majer operation? () Yes {7 No Ifyes. please explain
Have you ever had 2 serious head or neck injury? O Yes “ No  lfyes. please explain.

Edward S Lanell, DDS DATE 121132013

M
Are you taking any medications, pills, o drugs? (o Yes _ No Ifyes please exclain:
Do you take, or have you taken, Phen-Fén of Redux? () Yes (U No
Have you ever taken Fosamax. Boniva, Actonel OF 81y ~ vae ) No
other mecications containing pisphosphonates? ~~ ~
Are you on @ special diet? : Yes :, No
Do you use tobacco? ) Yes T Ne
Do you use controlled substances? O ves O Ne
Woman: Are you
Pregnant/Trying to get pregnant? O Yes O No Taking cral contraceptives? _ Yes [ No Nursing? > Yes (O No
Are you allergic to any of the following?
" Aspirin T Penicitin " Codeine T Local Anesthetics T Aerylic 7 Metal  Laex " Sulfz drugs

"7 Other if yes. please explain.

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

AIDS/HIV Positve T ves i Ne | Comsone Medicing £ Yes ) Ne | Hemopniia 7 ves () Ne | Raditon Treatménts 7 Yes [ Ne
Alzneimer's Disease T yes ) Ne | Disbetes i Yes [y Ne Hepatis A 7 Yes  No | RecentwveightLoss O Yes [ No
Anaohyians 7S ves O Mo | Drug Adciction T Yes () Ne | Hepatiis BorC 7 Yes [ No | Rene Dialyss T ves 0 No
AreTia ) Yes () Ne Easily Winded T Yes  No | Hewes (" Yes  No | Rreumatc Fever oves oo
ANGna :; ves ) No | Emphyssme ;< Yes O No H3n Bigos Pressure ;-t Yes ;\ Mo | Rheumatsm ’; Yas ) ND
Annntis/Gout 7 ves [ No | EoilepsyorSeizures Yes No | HignCnoesterss [ Yes . JNO l Scariz Fever Tivas (Do
Anfica HearnVaive U Yes (O No | Excessive Bleadng 2 Yes C Mo | HiesorRash 7 Yes (Q No | Smiges O Yes (o
Anficial Joint @, ves O No | Excesswe Tnirst D Yes O Ng | Hypoglycemia Oves No | Sickie Call Disease o Yes 7 No
Asthma T ves () No | Faintng Spalis/Dizz ~ess{ ) Yes [ No | lreguier Hearmpest (i Yes _» No | Sinus Trouble = ves ToNe
Blooo Dissase o yes [ No | Frequert Cough T ves [ Ne | Kidrey Proglems 7 Yes ) No | Spina Bifica ) ves O No
Biooa Transiusion ) Yes O No | Frequent Diarmea i Yes DoNoo| Leurem: = Yes {0 No | Stamaznintestinal Disease O oves O Ne
2raathing Provlem O ves O No | Frequent Heagaches ) ves (O No | Liver Diseass O Yes {) No | Strcke C Yes () Ne
Brusa Easily O ves T No | Gennal Herpes TiYes _ Ne o} Low Blood Prassura ., Yes (i No l Sweling of Limbs T Yes 7 Ne
Cancer ) Yes (U No | Glaucoma T Yes _ No I Lung Disease 7 ves D Ne i Thyroi Disease o Yes O Neo
Chemotnerapy ; Yes () No | HayFever o yes [ No | niral Valve Protapse () Yes ) No | forsdiie o Yes L Ne
Chest Pams ) Yes () No | Hean AttackiFaiture O ves (. No | Osteoporass Tves O No Tubercuioss T Yes () Ne
Colg Sores/Fever Blsters 2 ves O Ne | Hear Murmur f;, Yes  No | Painin Jaw Jonis yves T No T"_’fi?'s or Growins (o Yes No
Congenital Hean Disorder{_J Yes () No | Hean Pacemaker _ Yes _J No ‘ Parathyrei Disease (> Yes (3 No S-:ns | Disease e zes -~ !\.:
Pt e P § ' \ enarea! 158 g s i
Convulsicns S Yes {J No | HeanTroubieDissase L Yes Zine | psycravccae (O Yes O No ! Ye,!;:fa”;‘j:: o *r:; ¢ Nf
Have you ever had any serious lliness not listed abova? ( Yes (_) No

Comments:

To the best of my knowledge. the questions on this form have been accurately answered. | undersiand that providing incorrect information can be
dangerous 1o my (or patient's) healtn. [tis my rasponsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT. PARENT. or GUARDIAN DATE




Edward Lane, D.D.S
Periodontics & Dental Implants
5565 Murray Roud. Sulte 1611
\Memphis. TN 38119
Phone: 901-767-8132

WE'RE CONCERNED ABOUT YOU
We understand that you are unigue and have unique concerns. S0 that we
can provide you with the best possible care, please check off the
statements that apply to you.

Name (Yes) (Nl

1. ] am nervous being in @ dental chair.

4

2. [ have had a bad experience ina dental office.

[ sometimes get dizzy lying back in a dental chair

1

4. [ have difficulty with gagging and suctioning. L
5. [ would like to take breaks during long appointments. I
6. My teeth gums are very sensitive. -

7. I don't like dental noises such as drilling and suctioning. -

8. | have concerns about appeintment scheduling. I
9. I would like extra care to relieve pain. B

10. I am not comfortable being lectured to by doctors. I
11 [ will need to relay what you tell me to my spouse or another. I
12, Idon'tlike shots ( or have had a bad experience with them.) S
13 [ have concerns about the appearance of my teeth or smile. .
14, [ have concerns about eating. chewing. or bad breath. -

13. I have concerns about insurance 0T finances. -

16. [ have questions Or concerns. (Please write it below.)




Memphis Periodontal Group [TIPAA Privacy Forms Date: 01/06.2014

Your Privacy Is Important to Us
Acknowledgement of Receipt of Notice of Privacy
Policies
| received a copy of the Notice of Privacy Practices of Memphis Periodontal Group. | hereby authorize.
as indicated by my signature below. Memphis Periodontal Group to use and te disclose my protected

health information for any necessary clinical. financial. and insurance purpose. as authorized in the
Patient Consent form.

Print Name Address

Signature Date

Please check your preferred means of communication:

0O You may contact me at my home telephone number

U You may contact me on my mobile telephone number i
o You may contact me on my work telephone number

O You may send me an email at:

O Other:

Please list authorized persons with whom we may discuss your Protected Health Information (PHI).
Please notify us if you desire to remove a name from this listin the future.

I Date ¢/ Relationship:
2. Date /_/_ Relationship:
3. Date '/ Relaticnship:
4. Date_/ /  Relatonship:

# % % For Office Use Only:
We attempted to obtain written acknow ledgement of receipt of our Notice of Privacy Practices.
but acknowledgement could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining the acknowledgement

O ooddd

Other (Please Specify)

Staff Person Initials
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