DENTAL o *pate
Medical History Form

Home Phone ( )

Namea

Last First Middlle

- Business Phone ( )

Addrass

Nurnbar, Streat
State ' Zip Code

City
Social Security No.

Occupation
Date of Birth / / Sex M F Height Waight Single Married
mo. day ¥T.

Name of Spouse

Closest Relative Phone { )

If you are completing this form for another parson, what Is your relationship to that person?

Referred by

For the following questlons, circle yes or no, whichever applles. Your answers are for our records only and wlll be

consldered confidential. Please note that during your Initlal visit you will be asked some questlons about your

rasponses to this questionnaire and there may be additional questions ¢oncerning your health.

1. AT YOU TN GO0 NBAIN? oo ceerrssre et o151 AR

2 Has there bean any change in your general health WIthin the Past YEAr? ..o ssree s s s ssmase st

3. My last physical examination was an

4. ATG YOU NOW UNDBT 1 CANS Of 8 PRYBICIENT ..ot e 1 Yos No
If so, what Is the condition belng treated?

5. The name and addrass of my physiclan(s) Is

Yes No
Yeos No

6. Have you had any serfous ilineses, operation, or baen hospltalized In the past BYBars? ... Yes No

iIf 8o, what was the liness or problem?
7. Ara you taking any madicina(s) including non-prasciption MAIEING? ...ttt i Yas No

if so, what medicine{s) are you taking?
8. Do you have or have you had any of the foliowing diseasas or problems?
a. Damaged heart valves or artificlal heart valves, Including heart murmur or rhaumatlc heart disease ................. v Yos8 No

b, Cardiovascular disease (heart irouble, heart attack, anglna, coronary insufficlency, coronary occiusion, high blood

pressura, anteriosclarosls, Stoke) ... et s et
1. Do you have chest pain upon eXeMHION? ..o Yos No
2, Are you ever short of breath after mild exerclse or when lying down? ... SOOI - No
3. Do your ankles sWell? ... oV RONORO { - No
4. Do you have Inborn heart defects?....... SOOI (- No
8. Do you have a cardlac pacemaker? ... et s eerets et LA e LR LSRR 1A RS STEREEE AP g e Yes No
V[ 1=T | OO NP Yes No
Sinus trouble ..., R UINORUNURURR (- - Ne
Asthma or hay fVer ... meeernns Yes No
Fainting spells or selZuUres ... Yas No
Persistent dlarthea or recent welght loss ... e Yos No
DIADBIBS .orreeecericerirmenesseresemssemssbsssssssssssns s sres oo .. Yes . No
Hepatills, Jaundica or liver disease - - YO8 No
AIDS or HIV Infectlon -.oevieecieniin eeeeterereevanes et et e banr e s et rdn bR RS R R eoRen s R sem et B ILE BRI 4R RRG F een Yes No
TYFOIA PIOIIGITIS e1v-rseeeerses5s 1881080101 R Yos Ne
Rasplratory problams, emphysema, BIONCHIIS, BIC. . ies s ssssssrstsars oo s s Yes No
ATENHIS OF PAINTUL SWOIEI JOIS e ereereecseeseseesons 11505581 2 155 Yes ' No
Stomach ulcer or hyperacldity ..o .. Yes | No
Kidney trouble... s oo oseeee e et e 5 8 0 18144 LSRR AR R4 RS 1 SR RS0 1108 Yeos /Il No
TUBBICUIOBIS woverere et setsasmmrssess s mnmrans st s anasss e . Yos{ No
Persistent cough o CoUgh that PrOTUCES BIOOM  uw.u.immumirs s s s s Yes No
POrSISIONT SWONBN GIANTS I MBOK  oovooseirererrse st AR R 00 Yas/ No

IR (- No

........ Ye No

Yes No

LOW DIOOT PIOSSUB eevrecevrscressesoneesssssssss s sssan ot s s s
Sexually fransmitted disease ..o
Epllepsy or ather neurclogleal diSBase ..t
Problems with mantal Raalth ...
CANCAE ivevierterireeeseremmstssassirssasssrarsssssns

Problems of the immune system

..... qu No
Yas No
Y;'as No
Yas No

{over)
| 18:809.10/84Mpa

XELLH VL TDDOII T XT—TAQA -0 Q0



9. Have you had abnormal bleeding: . O No
SRR, - - No

2. Hava you evar required a blood transfusion? .

10, Do you have any blcod disorder stich as =TT Yes No
11. Have you ever had any treatment for a tumor or growth? ..., Yos No

12. Are you allergic or have you had a reaction to:
Local anasthstics v YO8 No
Penlcillin or other antibloties ... .~ . Yes No
Sulfadrugs ... ~ Yes No
Barblturates, sedatives, or sleeping plils ... Yas No
ASDIAN e Yes No
Yes No

MOAING ..ottt e .

Codelne or other narcotles ... Yes No
Cther

13. Have you had any serious trouble assoclated with any previous dental treatment? R EC RN {1 No

If so, explain

saoop

o~

14. Do you have any disease, condition, or problem not listed above that you think | should know about? ...~ yag No

if so, sxplain

Yes No
Yes No

15, Are you wearing contact lenses? bbb s bt et
16. Are you wearing removable dental appllances?

Women

17. Are you PIOONANY ... eeveermoms e seme et ees oo TR - T No
18. Do you have any problems assoclated with your manstrual perlod? . Yes No
19, Are you nursing? Yeas No
20. Are you taking birth control pllis? ... Yeos No

Chief Dental Complaint

| certify that | have read and understand the above. | acknowlecdga that my quastions,
it any, about the inquirles sst forth above have been answered o my satisfaction. |
will not hold my dentist, or any other member of hisher staff, responsible for any
atrors or omissions that | may have made in the completion of this form.

Signature of Pationt

For completion by the dentist.
Comments on patient Interview concerning medical history:

Signiticant findings from questionnaire or oral Interview:

. Dental management conslderatlons:

(Data) Signature of Dentist

Medical history update: )
Date Commenis Signature

DN-3A 9/94 : 18-899.. 1094Mpa



CATHOLIC CHARITIES HEALTH SYSTEMS SPECIAL DENTAL SERVICES
MEDICATION ALERT

Patient Number: _ Patient Name: Page #

1. PREMEDICATION: Yesy No

Type Recommended:

2. ALLERGIES:

3. Complete list of current medications, including both prescription and over-the-counter:

Start End Start End
Date Date Date Date
4. Updated:
Date Initials Date Initials Date Initials

No. II-1.e



CATHOLIC CHARITIES HEALTH SYSTEMS SPECIAL DENTAL SERVICES

CONSENT TO TREATMENT

please print

Patient Name

Address Number & Sireet Town/City State Zip Coda

Date of Birth Height Weight Sex Marital Occupation
L Mate CJg Female Status

1. |1 authorize the performance on of the dental treatment pfan

{state “myself” or name of patient)

as explained to me by
2. The foreseeable material risks* and benefits of the accepted treatment plan have been explained, and [ fully understand

them.

3. Alternative treatment plans have been presented, and explained to me including their benefits and foreseeable risks.

4. | also understand that in the provision of dental treatment, oral conditions may be photographed, and | consent to this as
long as my identity is not revealed. | understand that these photographs may be used for medical documentation, teaching,
research or sclentific publication. | also understand that other members of the denta! and/or medical profession may be
present as ohservers.

5. | understand that the practice of dentistry/medicine is not an exact science, and | acknowledge that | have recsived no
guarantees or assurances about the outcome of treatment or any of its components, benefits or results.

6. | understand that changes in the acecepted treatment plan may be necessary during the course of treatment, and | will be

informed of these changes. .
- 7.7 I'fully ‘understand-that a-specific-dental procedure nvay be referred to another general dentist or-speciafist in-anether-dental

clinic.
8. | have hesn given the opportunity to ask questions and my questions have been answered to my satisfaction.
9. | have read this entire consent to treatment, and fully understand the conditions of this consent and have no additional

questions.

*Foreseeable risks are those that other practitioners in the community tell their patients in similar situations.

SUPPLEMENT FOR PERSONS UNDER 18 INTENDING TO CONSENT FOR THEMSELVES Check Yes or No as appropriate.
To ha completed by patient who has not reached his or her birthday and wishes to consent to treatment:

4. Are you now in the armed forces?..... [y Yes [J No

1. Age at last birthday.......ociviiiiniiiniienan reeneereerseian
2. Are you now or have you ever been married?....l:. Yes r.i No 5. For females: Are you preghant?........ [:i Yes |:' No
3. Are you how or have you ever been a parent?...l:. Yes E:. No 6. Are you self-supporting?.........coveein Ll Yes Q No
*Question 6 need not be answered if the answer to questions 2, 3, 4 or 5 /s yes.

Furthermore, the cost of treatment, as listed at right, CATEGORY OF SERVICE FEE (EST)

has been explained to me and | agree to pay the fee, in 1. Diagnostic
whole or in part, as it becomes due and owing.

Operative

I understand that treatment modifications may be
required as treatment progresses and that the fee may
need to be modified to reflect those changes. | further
understand that, whenever possible, | will be informed
of any changes as the need to them becomes apparent.

Periodontics

Oral Surgery

Endodontics

Oral Pathology

Fixed Prostheses

@ NP @ o Al owon

CONSENT TO TOTAL CARE & FEE Removable Prostheses

9, Other

Fae- Total Care
Sum of lines 1-9

Signature of Patient or Legal Repressntative Data




CATHOLIC CHARITIES HEALTH SYSTEMS
of the Diocese of Rockville Center Inc. (CCHS)
DIAGNOSTIC AND TREATMENT CENTER
Special Dental Services (SDS)

PATIENT AGREEMENT

l, , or my legal designate have consented to dental

treatment by the Special Dental Services, and will hereby abide by the regulations set forth by Catholic
Charities Health Systems governing the use of the facilities at 333 North Main in Freeport.

I understand that Catholic Charities Health Systems is a smoke-free environment, and that smoking is not
allowed on the premises, with the exception of the smoking room accessible only to clients of the Adult

Day Health Care Services.

| also understand that substance usage on the premises will not be tolerated. While neither the Adult Day
Health Care Services or the Special Dental Services exclude persons solely on the basis of their
substance use, Catholic Charities Health Systems does expect all clients to adhere to the following

policies:

1. No substance usage on site.
2. No access to any services while under the influence of any non-prescribed substance.

- .. .3.--No selling er sharing of any substance with another patient/client at the facility. -

| understand that failure to adhere to these policies may result in either postponement of treatment, or
possible termination from the Special Dental Services,

| further understand that physical violence or threat of violence will result in suspension of treatment on
the day that it occurs, as well as for a peried of time to be determined at the time of the incident.
Possession or use of a weapon of any kind will result in immediate termination from the Special Dental
Services. | further understand that any question of child abuse or neglect will be reported to the
appropriate authorities as mandated by the State of New York.

State and federal laws shall govern all questions concerning the construction, validity, and interpretation
of this Agreement and the performance of the obligations imposed by this Agreement.

In compliance with New York State laws, federal laws, and Catholic Charities Health Systems standards,
no person shall be discriminated against con the basis of race, color, creed, sex, religion, national origins,
sexual orientation, citizenship status, marital status, or disability. Catholic Charities Health Systems

admits and treats all clients on this non-discriminatory basis.

I, the undersigned, have read the above, and | assume the responsibility to abide by all of the provisions
above.

| have also received a copy of the Patient’s Bill of Rights.

Patient Name (Print) Patient Signature Date

Witness Name (Print) Witness Signature Date

No. ll-1.e



CATHOLIC CHARITIES HEALTH SYSTEMS
of the Diocese of Rockville Center Inc. {CCHS}
DIAGNOSTIC AND TREATMENT CENTER
Special Dental Services (SDS}

PATIENT CONFIDENTIALITY AND DISCLOSURE FORM

l, ., or my legal designate
authorize the CCHS Special Dental Serwces through its staff of dental professionals
and trained dental auxiliaries to provide me with all dental treatment which may be
deemed necessary by the SDS dentist. | understand that | will be fully informed as
to the nature and necessity of treatment, and the possible consequences of either
dental treatment or my electing not to be treated, for each procedure proposed. |
fully understand that if | elect not to consent to a specific dental procedure | will be
required to sign a statement to that effect which will be placed in my dental

records.

| give SDS permission to contact on my behalf the following individuals and
agencies - if requested: dentists, physicians, practitioners, AlDS-designated
treatment centers or general hospitals, health clinics, pharmacies, Medicaid, ADAP
of’ other social service agencies such-as the Long Island Association for AIDS Care
and/or the Persons With AIDS Coalition. More specifically | give you permission to
contact the foillowing individuals and agencies: oral surgeons, periodontists,

endodontists, personal physician and/or case manager.

| understand that all SDS staff are required to keep all information related to my
treatment and my identity strictly confidential. | also understand, however, that
when | am referred to another dentist or medical practitioner, the SDS dentist may
disclose my HIV status to that practitioner if he/she feels that there is medical
necessity to do so. | understand that | will be apprised of that disclosure.

| fully realize that while my confidentiality will be strictly observed by SDS staff,
the very fact that | am being treated by the SDS dentist may in itself indicate to
others my HIV status, as it has become known that SDS only treats persons who
are HIV seropositive. ! in no way hold SDS responsible for any breach of my
confidentiality which is caused solely by another person’s awareness that | am a

patient of SDS.
PATIENT:

- SIGNED:

WITNESS:

DATE:

No. ll-1.e



CATHOLIC CHARITIES HEALTH SYSTEMS

Namae:. .

A

o B - - o Registration Date:_ R Patient Number:
Please print legibly and provide all information requested. e

Ltast

Social Security #:

" Driver’s License #:

First ML

 SPECIAL DENTAL SERVICES

T Sex:

Payment Information: (2 Self-Pay

X Third Party will reimburse patient [§ ADAP #

Date of 8irth: D Aduit or (B child  Birthplaces . . ...
LOCAL ADDRESS | - PERMANENT ADDRESS
Swrser Street
Cay State 7o City State Zip
Home Phone . Business Phoneg Home Phone ) Business Phone -
- Ok wames by Whigh 'y‘d"u dre ‘or.'h.av'é been kinown: = - - -
Have you been previously treat_gd by Q YES | _ - 0 Emergency Care
Catholic Charities Special Dental Services? L-h NQ, If yes, fer Oy Routine Care Date last treated
Parson responsible for
payment: Name Social Security #
Relation to Patient: Driver's License #: State:
Address
Street City State Zip
Telephone: Home Business
Employer — Occupation
Parent or Guardian {if patient is a minor}
Address
Street City State Zip
Talephone: Home Business
Employer Qccupation
Emergency Contact:
Telephone Number: 3elation to Patient:
L& Current Medicaid # Seq. #

Masa

I



)
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(6)

M

(8
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(10)

(11)

(12)

(13)

(14)
(13)

(16)

(17

(18)

As a patient in a health care facility in New York State,
you have the right, consistent with law, to:

Understand and use these rights. If for any reason you do not understand or you need help, the health care
facility MUST provide assistance, including an interpreter. :

Receive treatment without discrimination as to race, color, religion, sex, national origin, disability, sexual

orientation or source of payment.

Receive considerate and respectful care in a clean and safe environment free of unnecessary restraints,

Receive emergency care if you need it.

Be informed of the name and position of the dentist who will be in charge of your care.

Know the names, positions angd functions of any staff involved in your care and refuse their treatment,
examination or observation.

A no smoking room.

Receive complete information.about your diagnosis, treatment and prognosis.

Receive all the information that you need to give informed consent to any proposed procedure or treatment. -
This information shall include the possible risks and benefits of the procedure or treatment.

u need to give informed consent for. an order not to resuscitate. You also have
u if you are too ill to do so. If you would like -

"Do Not Resuscitate Orders - A Guide for

Receive alt the information yo
the right to designate an individual to give this consent for yo

additional information, please ask for a capy of the pamphlet
Patients and Families."

Refuse treatment and be told what effect this may have on your health.

Refuse to take part in research. In deciding whether or not to participate, you have the right to a full
explanation.
Privacy while in the dental clinic and confidentiality of all information and records regarding your care.

treatment and discharge from the clinic. The dental clinic must -

Participate in all decisions about your
lan and writtea description of how you can appeal your discharge.

provide you with a written discharge p
r which the dental clinic

Review your dental record without charge. Obtain 1 copy of your dental record fo
t afford to pay.

can charge a reasonable fee. You cannot be denied a copy solely because you canno

Receive an itemized bill and explanation of all charges.

Complain without fear of reprisals about the care and services you are receiving and to have the dental clinic
If you are not satisfied with the response, you €an

respond to you and if you request it, a written response.
complain to the New York State Health Department. The dental clinic must provide you with the Health

Department telephone number.

Authorize those family members and other adults who will be given priority to visit consistent with your

ability to receive visitors.




