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America’s leading advocate for oral health Today's Date:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION
Last Name: First Name: Middle Name:
Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? O Yes [ONo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X" in the box ONLY if this applies to you.

Isit hard to open your MOUth? . .........iioi e O | Have you ever had a serious injury to your head or mouth? ...........c.oovieaeien. ]
Does:it:hurk toichew, bite:orswallow? .....cu s isas s ssos O | 'fyes. please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? .................... ... O
H Fiad périedantal (aunn) treatrints ik " T O Have you ever had problems with dental treatment in the past?.................... (]
ave you ever had periodontal (qum) treatments like scaling and root planing? ... ... .. If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ... s
Do you clench or grind your teeth? ... U | Have you ever had a reaction to, or problem with, dental anesthesia? ... ............ |
Does your jaw click, POP OF RUIE? . . ..\ te et ettt e e e e e eaneaans O | Ifyes, please describe what happened:
Do you have earaches of Neck PaiNST .. ..vwwisisme i e s s sosmsase s s O
Does dental treatment make yOU NErVOUS? .......veeurt it i eneeearinnss 0 | Areyou unhappy with your smile?. ................oiiiii =
. " | . , - If yes, why? Please mark all that apply:
Haée i’;u e;et])' exp;rlencgj asny b thefje 2 eepl;lre;te h.rea’:j g lslorders. """"" O The color of your teeth [ The shape of your teeth [0 The position of your teeth
outh breathing noring Trouble breathing during sleep O Other. Please describe:
MEDICATIONS & OTHER PRODUCTS/SUBSTANCES
Please use an “X” to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? . ............ oo
If yes, what medication are you taking?
Are you taking any medication to treat 0steoporosis or Paget’s diSBase? . . ... .. ... e Oo0oag

Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).
If yes, what medication are you taking?

Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget's disease,
ridltiple mivelormaiar Metastatic CANEERY i we sy s svvmision B0 Poumint B0 BORET S FORTETT T R RV SRR T ST S S e e Oooa0o
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).

If yes, what medication are you taking? How many years have you been taking it?
Are you taking hormonal replacements? ... ... ... ... . ... e Oooao
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? ... ... . i | Ry |
Do youusevapMOProdUuCEST .. .o o cmimnos se wmmsmon e smsem e s Eei o s S SR i ST AT TS S T SRR 4 A A R o000
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational FeasonS? . .. . ...ttt e e e Ooag
If yes, what substances? If yes, how often is your use? [ Daily [ Several times per week [ Weekly [ Occasionally

Was the substance prescribed by a doctor? [JYes [JNo If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? ............................... ... 0Oo0OaO

If yes, please list them here and include information about how much and how often you use each one,
WOMEN ONLY: Are you:

TAKIG DTN COMRRON PUIST. . covcusssormisseinsionsniotosanassssisesaeisiouatssstoisontosis 54t aEHh. a5t 50. e T R R S A A ek Ooag
Pregnant? If ves, nomberofweaks: - iiciesssccisseniisses s e s e S ne e i s s e e s S e T e e s = )
Nursing?|f yes; fummbariofweske: __ oreoe e e e s e s e e e e R TR i b b i BT E e A b ooag
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ALLERGIES Plaasa use an “X" to mark your answers to the following questions.

Are you allergic to or hava you had an allargic reaction to: Yes Ho ? Yas Ho 7
ABDITIR L L e e O O 0O Sulfadrugs such as sulfarethoxazale-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives orsleepingpills. .......... oo iie il O 00 erythremycn-sulfisoxazale, sulfasala-zine (Azulfidine), erythromycin-
Codeine ar other MErcobiCs ... ...t u e e i e r e nnn i erranns O 0O O sulfisoxazale {Eryzole, Pediazole) glyburide {Diabeta, Glynase PrasTabs),
Hay fever/seasonal Alengies. .o ..vier it irrreiiarieirorinmanninarias 0O O O dapsone, sumatriptan (Imitrex), celecoxib {Celebrex), bydrochlorothiazide
LOOINE . e et e e e e e e OO0 0 {(Microzide)and furosemida {Lasix). ........cocie i iian i odg
Latexx (rubber) ... TRIETIEETR PRI VRR O O D 0t e e e e Doo
Local anesthetics. . ... o e e iaeaas ooaga . . . R ]
WAEREIS o oo Oooo Please describe any “Yes” answers and include [nformation about your experience.
Penicillin ar other antibiokics. ... ... ooao
MEDICAL & SURGICAL HISTORY
Date of last physical sxam; ! f What is your normal blood pressure (systolic, diastolic)?
Doctor's Name: Phone;
Please use an “X” te mark your answers to tha following quastions. Yes No 7
Are you in Qood PoySiCal REalt? . . o i i e e et e i he e et bR aa A r it r e r i aa e e e oaao
Are you currently being seen of Ereated by 8 PRy Siam? .. oo ot e iii i e e e i e e e e e e e e e ey onoo
Has a physician or previous dentist recommended that you take antiblotles before having dental work done? ... ... oogo
Have you had a serious [liness, operation or buen hospitallzadinthepast Syears?... ..o o e ooag
Have you had eny type {either total or partial) of joint raplacament surgery (such as for a hip, knee, shoulder, elbow, finger,etc)? ... ... ... (s |
Have you had 2 heart valve replacement or Reart SN Y Y .. .. i ittt e e i e imee et ea et e ea b d e e OO0
Have you had anorgan oF bane marrow/stem Coll ArBms R anty .. .. .. o ittt it it i e e e e re e e e aaono
Have you traveled intermationally within the oSt Al dayS. ... oo ot ot et ittt et e e a e e e e e e et ooan
Have you had a Fewer {(100.4%F or above) N the last 72 oty ... ..ottt i ie ittt re e st e asee s a e e dsen s ads b a as s atsp e s arar et raatniens anQoao
If you amswered yes to any of the sbove, please explain:
MEDICAEL HISTORY SPECIFIC Please use an X"~ to mark your answers ta the following questions.
Do you hava, or have you boen dlagnosad with, any of the following conditlons?
Yos Mo 7 Yos Mo 7 Yes No 2
Heart {Cardiac) Haalth Lad T Ooad Digastive Haalth
Pacemaker/implanted defibrillator........... oo Type: Gastrointestinal disease ......... ...l Oooao
Artificial {prosthetic) heart valve ............ goo Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . .... oonD
Previgus infective endocarditis ... ........... oa0on Chematheragy: SEOMECh LIRS . o . oeu b va e naas ooao
Congenital heart diseasa (CHD} ............. 000 Radigtion treatment: Eva (Vision) Health
Unreparred, cyanotic CHD ................ 800 gped {Clrculatory) Health GlAUCOMA. .. o evsc i rrasee ey [
Repaired (completely) infast 6 months ... O O O ppomiz .0 L agoag h
Repaired CHD with residual defects . ... 000 piood renshusion oo Other
: L T mmEm et S o e BIOOQERERSISaN ArThRIEEE L. raaas [ R
Arteriosclerosis. .. ..o i 0oodo If yes, date: Chroric pain Ooo
Coranary artery diease......--. co B DD Hemophitia... B OO0 Dighetes (type | or I ..vvvveeveiveeeninnee oog
Congestive heart faflure ...l [m =] High er low bload pressure. Oooao ’
Damaged heart valves ............cveen.. oaoo ? PIBSSUIE.  enrernemreniens Eating disorder ... ooO
HEart attack -+ oo oo 00 Qg Brein{Neuroleglical)/Mental Health Frequentinfections ........c.coecvvinninnnns ool
Heart murmur!rhy'thm diSOrder ..o oun s aogo ANMKIBLY, oo vt farraerrarean ooa Type Of. Infecltlan: - .
. : Deprasslon. . . ...o. i iie s O O 80  Hepatitis, jaurdice or tiver disease ........... coOono
Rheumatic heart disease..........coociaines ooo ; h
SEOKE. oo Oooo EPlpsy....ccoooeis e 000 imownedeficency. ...l 0Oodog
) Mental health disorders .................... OO0 0 Kidneyproblems...............ccoovvveioot 8aaano
Breathing (Respiratory) Health Neurological disorders...........cveeeeinn.. O OO Malnebrition ..veevevrsisevrecreresraine oo
Asthma (COPDY ... G O O pog-traumatic stress diserder , . ........... OO0 OSteoporosis.. ..o v iverrieaereenrannes Ooog
E’ﬂ:;;'t's --------------------------------- g g g Traurnatic brain injury or CONCUSSIoN. ... ... . OO O Rhesmatoidarthritis . ...................... SRl s!
MPAYSEIMA. .o Sexually tranemitted infection {STI).......... o0Qg
Sinustrouble. ... ODoo Avtolmmuna DIS.BESB Thyroig rablermns OooOoQg
. AIDS or KV Infection ........... e ...0 00 PrOTRME 1 v ervrrrmerreeeee
TUbBCUIOSIS, . e i Oooco
LUPHS « ey ce e e eee i eaa e eaaeaans g8 a
Do you have any disease, condition, or problem that's ot listed here? If so, please sxplain.
MEDICAL SYMPTOMS/GENERAL Pleasa use an “X” ta mark yeur answers to the following questiens.
In the past 30 days, have you; Yas Mo 2 Yos No 7 Yas No ?
had pain or tightness inthe chest?........... O O O | foundit hard ta cateh your breath? ... ....... O O O | experienced vomiting, diamrhea, chills,
coughed up blood or had a cough that had a high faver (greater than 101.5°F) for night sweats or bleeding?................... ooog
lasted longer than 3 weeks? ............ee I I I ¢ = 8 0O O | had migrgines or severe headachas? ....... .. ooao
been exposed to anyone with tuberculosis?. .. O [ O | noticed a changa inyour vision? ............. Ooaog
had a rapid or irregular heart beat? .......... O 0O O , faintedfornoreason?... . ..o.ooovveiiane. myuy

NOTE: It’s important for both the doctor and patlant to talk honestly about the patfant’s health bafora dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

Signature of Fetient/Lega! Guargian; Date:

FOR COMPLETION BY DENTIST

Comments:
Offlce Use CGnly: O Medical Alert [ Pramedication [0 Allergies O Anesthesia
Reviewed by: Date:
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Dr. David S. Binder, Dr. Alexander W. Tsui, Dr. Arianita Mulahu, Dr. Rebecea Binder & Dr, Megi Brahimaj
3351 Fifth Avenue Suite 1114
New York, NY 10176
Phone: 212-753-0300 / Fax: 212-751-2073 / Email: offive tfvbiassociates com

NOTICE QOF PRIVACY PRACTICES

This notice describes how health informatioz about you may be used and disclosed and how you can get access 10 Lhis information. Please review it carefully. State and tederal laws
require us to maiatain the privacy of your health information and to inform you about car privacy practices by providing you with this netice. We must [allow the privacy practices as
deseribed below, This notice takes effect on January 1, 2018 and will remain in effect until it is amended or replaced by us. It is our right to change our privacy practices provided law
permits the changes. Before we make a significant change, this notice will be amended to reflect the changes and we will make the new notice available upon request. We reserve the
right 1a make any changes in our privacy practices and the nevw terms of our notice effective for all kealth informalion maintained, created. andfor received by us hefore the date
changes were made. You may request a copy of our privacy nolice at aiy time by contacting our front desk.

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION

We will keep your health information conlidential, using it only for the following purposes:

Treatment: We may use your health information to provide you with our professional setvices. We have established “minimum necessary™ or “need to know”™
standards that limit various staff members access 10 your health information according to their primary job functions. Everyone of our staff is required 10 signa
confidentiality statement.

Disclosure: We may disclose and/or share your healthcare information with other health care professionals who provide treatment and/or service to you. These
professionals will have a privacy and confidentiality policy like this one. Health information about you may also be disclosed to your family. friends, and/or other
persons you choose to involve in your care, enly if you agree that we may do 5o,

Payment: We may usc and disclose your health information to seek payment for services we provide to you. This disclosure involves our business office staff and
may include insurance organizations or other businesses that may become involved in the process of mailing statements and/or collecting unpaid balances.
Emergencies: We may use or disclose your health information to notify, or assist in the notification of a family member or anyone responsible for your care, in
case of any emergency involving your care, your location, your general condition, or death. IT at all possible we will provide you with an Gpportunity to object to
this use of disclosure. Under emergency conditions or if you are incapacitated. we will use our professional judgment to disclose onfy that intormation dircctly
relevant to your care. We will also use our professional judgment to make reasonable inferences of your best interest by allowing someone 10 pick up filled
prescriptions, x-rays, or other similar forms of health information and/or supplies unless you have advised us otherwise.

Health care operations: We will use and disclose your health information 1o keep our practice operable. Examples of personnel who may have access to this
information include, but are not limited to, our demal records staff, outside health or management reviewers and individuals performing similar activities.
Required by law: We may usc or disclose your health information when required to do so by law, requested by national security, intelligence and other State and
Federal officials and/or if you are an inmate or otherwise under the custody of law enforcement.

Abuse or neplect: We may use or disclese your healih information to appropriate authoritics if we reasonably believe that you are a possible victim of ubuse,
neglect, or domestic violence or the possible victim or other crimes. This information will be disclosed only to the extent necessary to prevent a serious threat to
vour health or safety or that of others,

Public Health responsibilities: We will use or disclose your health information to repert problems with products, reactions to medications, product recalls,
disease/infeetion exposure and to prevent and control disease, injury and/or disability.

Marketing Health - Related serviees: We will not use your health information for marketing purposes unless we have your written authorization to do so.
National Security: The health information of Armed Forces personnel may be disclosed 1o military authorities under certain circumstances. 1F the information is
required for lawful intelligence, counterintelligence. or other national sccurity activities. we may disclose it to authorized federal officizls.

Appeintment reminders; We may uss or disclose your health information to provide you with appointment reminders including, but not limited to phone calls,
voicentail messages, postcards. lerter, cmails or text messages.

PRIVACY RIGHTS AS QUR PATIENT

Upon written request, you have the sight Lo inspect and et copies of your health informaiion (and that of an individual for whom you are a legal guardian.) There will be some limited
exceptions. IT you wish [o examine your heaith information, you will need to complete and submit an appropriate request form. Comact our front desk For a copy of the request form.
You may glso request access by sending us a letter or email at officei@vbtassaciates.com. Onee approved, an appointment can be made to review your records. You have the right io
amend your kealth care information, if vou feel it is inaccurate or incomplete. Your request must be in writing und must include an explanation of why the infotmation should be
amended. Under camain circumstances, vewr request may be denied. You have the right 10 receive a list of non-routine disclosures we have made of your health care information.
{When we make a routine disclosure of your informatics to a professional for treatment and /or payment purposes. we do not keep a record ef routine disclosures: therefore they are
not available). You have the right to a list of instances in which we, or our business associaled, disclosed information for reasons other than treatment. payment or healtheare
operations. You can request non fouting disclosures going back 7 years stacting January 1, 2018, Information prior to that daie would not have to be released. You have the right to
request that we place additional restrictions on our use or disclosure of your health informatien. We do rot have 1o agrec (o these additional restrictions, bul if we do, we will abide by
our agreement. {Exeept in emergencies). Please contact our front desk if you want to further restrict access to your health care information. This request must be submitied in writing,
You have the right 1o file a complaint with us iFyon feel we have nol complicd with cur privacy policies. Your complaint should be direoted to your doctor. §i"you feel we may have
violated your privacy rights, or if you disagree with a decision we rrade regarding your access to your health information, you can contact and speak to your doctor directly, We
support your right o the privacy of your information and will not retaliate in any way if you chaese to file 2 complaint with us.

ACKNOWLEDGEMENT OF RECEIFT

I acknowledge that | received a copy of Dr. David §. Binder, Dr. Alexander W, Tsui, Dr. Arianita Mulahu, Dr. Rebecca Binder & Dr. Megi Brahimaj’s
Notice of Privacy Practices.
Eifective Drate of Notice: 01/01/2018
Patient Name (Print):
Signature:
Date:




