Health Hi Ssto ry Form ADA American Dental Association®

‘ America’s leading advocate for oral health

{ E-mail: Today’s Date:

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use-this information to discriminate.

Name: Home Phone: include area code Business/Cell Phone: include area code
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of birth: Sex. M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) ( )
Include area codes
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
ACTIVE TUDEICUIOSIS ... etttk e e a o2ttt et e s ekt e st e et 2 1 et e et e st e e sttt ettt ettt O 0o
Persistent:cough greater than i@ B- Ve ke Dl URaION. . s e rmsmss fousmme s o s s om0 s 55 R 0 S o R SO B O oo
COUGN That PrOGUCES DIOOM ... .. .ottt ettt s ettt et h et e ket e 2452 st o222 e e e e st e e et e s ke s et es e st st ene et e et enen O o g
Been exposed 10 anyONE WIth TUDEICUIOSIS. .............i ittt b bbbttt h bbb e ettt et O 0o
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.
D en ta I | n fO fma t 1ON For the following questions, please mark (X) your responses to the following questions.
Yes No DK Yes No DK
Do your gums bleed when you brush or floss? .........ccccoeiiiieie [0 O O Do you have earaches or neck Pains? ........ccccceoviivririiiieiiiieeieeens O oo
Are your teeth sensitive to cold, hot, sweets or pressure? ............... O O O Do you have any clicking, popping or discomfort in the jaw? ......... Ooo0o0o
Does food or floss catch between your teeth? ...........ccccoveriiiinns O O O Do you brux or grind your teeth? .........ccoovieviiiiiiiiiieieeee e O 0o
S VOUPMOUTR @i sy is s s O O O Do you have sores or ulcers in your mouth? ......cccocoovvviririiinnns OO0
Have you had any periodontal (gum) treatments?...........cccceeveieie O O O Do youwear dentures or partials? .........cccocvevverienienreccnnnncenrenieens O oo
Have you ever had orthodontic (braces) treatment? ................cooe.. 0 O O Do you participate in active recreational activities?.............cccocecee. O o0oo
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?............ O oo
EAIMENTI: e sosnimemmrssavammmmsms s sy B s s s A O 0O 0O pateof your last dental exam:
Is your home water supply fluoridated? ...........cccccooviiiiiiiiiicin O O O What was done at that time?
Do you drink bottled or filtered water? ...........cccoocvevieiiveiieiies O oOoag
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.............. O o0oag
What is the reason for your dental visit today?
How do you feel about your smile?
M e d ICa I l nfO m at [ON Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.
. Yes No DK Yes No DK
Are you now under the care of a physician? ..., O O O Have you had a serious illness, operation or been
Physician Name: Phone: include area code hospitalized in the Past 5 YEArs? ........ceceevveeiiiiieeiieeeeee e O 0o
( ) If yes, what was the illness or problem? ' 7
Address/City/State/Zip:
] Are you taking or have you recently taken any prescription
Are you/in good health? s .. s O O O @ oroverthe counter Medicing(S)? ....coveveirieiiiiiieie e i sereie e O 0o
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
Thie PASTYEAN? surssevrimmmsmansussistasmnsss s 5msmaresss s o s T S ssa RS O O O | and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:

© 2007 American Dental Association
Form S500



Medical Information prease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Please explain:

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact [8NSES? ...........coviiiieiieee e O O O Do you use controlled substances (drugs)?.... L0 0O g
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? ............c..ocooon. O 0o
knee, elbow, finger) replacement? ..o O O O If so, how interested are you in stopping?
Date: If yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages?............cccoocviviiiiiieiiiicee O oo
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease? ..............ccocooveveiviiiieeieeieeenen. 0O O O If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates Pregnant? ........cccccoceve.... m
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement?...........ccccccoeeee Oo0o0o
Or Metastatic CaNCer?..........ocoiiiiccee e EF D0 D3 | NUTSING? cooee e O oo
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals O oo
Local anesthetics O O O Latex (rubber) O 0o
Aspirin O O O lodine O 0o
Penicillin or other antibiotics 0 O O Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills O O O Animals O oo
Sulfa drugs 0O O O Food Oo00o
Codeine or other narcotics 0O O O Other 0o oo
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Yes No DK Yes No DK Yes No DK
Avrtificial (prosthetic) heart valve..............c.cooooiiiiiiic e O 0O 0O Autoimmune disease ............ O O O Hepatitis, jaundice or
Previous infective endocarditis ..............icooiiiiiiiii O O O Rheumatoid arthritis ............. O O O liverdisease......ccooeeeenne 0O oo
Damaged valves in transplanted heart............c.cocooiiiiiiiiiiiiinieecn 0O [ O Systemic lupus erythematosus. [ [0 [0 Epilepsy .....ccccooveviiiiiinnn 0O oo
Congenital heart disease (CHD) ASthma......o.cccoiiiiie, O O O Fainting spells or seizures....... O Ooad
Unrepaired, cyanotic CHD .....c..oiiiiiiiiiees e O 0O O Bronchitis.......oeeeveiienienens O OO O Neurological disorders............ OO0
Repaired (completely) in last 6 months ............ccoooiiiiiiiinei O O O Emphysema .....cocovvveeeeneennn. O 0O 0O If yes, specify:
Repaired CHD with residual defects .........ccocoveiiiiiiiiii, O O O Sinustrouble................cove. 00 OO O Sleep disorder........ccocoooeoo... OO0
o — . — — Tuberculosis ...........ccccc.oo.... O O O Mental health disorders ......... O 00
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Cancer/Chemotheraoy/ Specify:
for any other form of CHD. Py pecity
Radiation Treatment ........... O O O Recurrent Infections............... O oo
Yes No DK Yes No DK Chest pain upon exertion ...... O O O  Type of infection:
Cardiovascular disease. ......... 0O O O Mitral valve prolapse............. O O O Chronicpain.......cccocooveernn. 0O O O Kidney problems.........cc......... O 0o
ANngina .............. .0 .0 O Pacemaker.......... O [0 Diabetes Typel or Il...... [0 O O Nightsweats.......ccccccooerennnnns O oo
Arteriosclerosis .............. .0 O O Rheumatic fever 0 [ Eating disorder.........c...cccevuee 0 O O Osteoporosis.......cccccrveinuennns O 0o g
Congestive heart failure ........ 0 O O Rheumatic heart disease........ O O O Malnutrition...........cc.cooooenaee. O O O Persistent swollen glands
Damaged heart valves........... [0 O O Abnormal bleeding............... [0 O O Gastrointestinal disease.......... O 0O O inneck.eiiiiine, OO0
Heart attack ..........cccooennnn. O O O Anemia.....ccccoceeveiiieeiieaeen. O 0O O G.E Reflux/persistent Severe headaches/
Heart murmur........c............. O O O Blood transfusion ................. O 0o heartburn ..o, O 0O O mIgraines ..........ccccceveveene O OO
Low blood pressure............... 0O O O  Ifyes, date: UICers oo O O O Severe orrapid weight loss.....[0 O O
High blood pressure.............. O O O Hemophilia ....ccocovviiiiiiiienns O O O Thyroid problems............c...... O O O Sexually transmitted disease ... (0 [ I
Other congenital heart AIDS or HIV infection ............ O O O Stroke..ooocoiiieiiie 0O [0 [O Excessive urination................. O 0Oood
defects ..c.oooeviiiiii, O O O Arthritis .oooeeieeiiieeeee O O O Glaucoma.....cccocoeveeiveiinenn, O 0Oo
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? .........c.coooioiiiiiiiiiii 0O oo
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think I should know about? ..o O 0o

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health

history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth

above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian:

Date:

FOR COMPLETION BY DENTIST

Comments:




Payment, Cancellation and No Show Policy

Welcome to The Dental Station Family Dentistry and the office of Dr. Wendy Winarick, D.D.S. We are
pleased to serve you and want to achieve the best treatment available to meet your goals of oral care. In
order to do that, we ask your respectful consideration of attending the visits you schedule for treatment.

Dr. Winarick will evaluate you and discuss treatment options to achieve the established goals of your
care plan. At this time, you will have the opportunity to discuss the recommended frequency of visits
and what will best work for you. Once your visits are scheduled, we ask that you comply with the
cancellation / no show policy below.

CANCELLATION /NO SHOW

_____Once you have scheduled your appointments, we ask that you arrive on time. If you must
reschedule or cancel, please do so by noon the day before the scheduled appointment. If you do not
show, or if you call after noon, a $25 administration fee may be charged to your account. Exceptions
are made for illness or extenuating circumstances. Your appointment times will be printed on the
bottom portion of your receipt after each visit. Please retain this for your records.

Individuals that consistently do not show, or cancel appointments may be denied future
appointments.

Those who arrive 15 minutes late for an appointment will be considered a no show and possibly
will not be seen by Dr. Winarick or the hygienist.

PATIENT SIGNATURE:

This acknowledgment is kept on file and intended for the office of Dr. Wendy Winarick, D.D.S.

WENDY M. WINARICK, D.D.S
1701 Lake Success + Waco, TX76710 < Tel (254) 772-1827 < Fax (254) 772-9594



HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
"~ AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date:
The undersigned acknowledges receipt of a copy of the curently effective Notice of Privacy
Practices for this healthcare facility. A copy of this signed, dated document shall be as effective
as the original. MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST
TREATMENT OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

Please print name of Patient Please sign for Patient / Guardian of
Patient
Legal Representative / Guardian Relationship of Legal Representative / Guardian

Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:
O First Name Only [ Proper Sir Name O Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:
(This includes step parents, grandparents and any care takers who can have access fo this
patient’s records):

Name: Relationship:

Name: Relationship:

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING
INFORMATION VIA:

O Cell Phone Confirmation O Text Message 1o my Celi Phone
0 Home Phone Confirmation 0 Email Confimation

O Work Phone Confimation O Any of the Above

| AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

O Celi Phone Confirmation O Text Message to my Cell Phone
0 Home Phone Confirmation O Email Confiation

O Work Phone Confirmation O Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW
HEALTH INFO on behdalf of this Healthcare Faciiity via:

0 Phone Message O Any of the Above
o Text Message 0 None of the above (opt out)
o Email

In signing this HIPAA Patfient Acknowledgement Form, you. acknowledge and authorize, that this office may recommend
products or services to promote your improved health. This office may or may not receive third party remuneration from these
cffiicted companies. We, under cumrent HIPAA Omnibus Rule, provide you this information with your knowledge and consent.

se Onl
As Privacy Officer, | attempted fo obtain the patient’s (or representatives) signature on this Acknowledgement but did not
because:
It was emergency freaiment
1 could not communicaie with-the pafient
The patient refused fosign.-.. .~
The patient was unable 10 sign because
Other (please describe}

T

Signature of Privacy Officer

HIPAA made Easy™ | Page 39
© All Rights Reserved



STATION
OQ"\)Q

N

FINANCIAL POLICY
Thank you for choosing the office of Dr. Wendy Winarick, D.D.S.

PAYMENT METHODS
We do accept cash, checks, Visa, MasterCard, American Express & Discover.
Financing is available through Care Credit.

INSURANCE POLICY:

We want to remind you that payment of services received by you or your family members is your
responsibility. However, as a courtesy to you, we will bill your insurance company and allow a
reasonable time for them to remit payment in full to this office. Should they not respond, deny
your claim, or fail to pay a portion or all of the charges, you will be expected to make full
payment to this office within ten days of their response. KEEP IN MIND, YOUR INSURANCE
POLICY IS A CONTRACT BETWEEN THE EMPLOYEE, THE EMPLOYER AND THE
INSURANCE COMPANY. THIS DENTAL OFFICE IS NOT A PARTY TO THAT
CONTRACT. We will make every available effort to help you with insurance payments by your
insurance company, but if they deny payment, you will be responsible.

If this office is a provider with your PPO plan, insurance discounts will be given. The insurance
company will determine the amount we write-off, and the amount for which you are responsible.

After your insurance company reimburses our office, if there is an outstanding charge, we will
send you a bill. Failure to make reimbursement to our office will result in our turning over your
unpaid portion to our collection agency, at which time there will be a collection fee added on to
the existing charges. This also applies to any account that is turned over to collections even if
insurance was not involved.

Again, thank you for choosing our office. We hope that our services meet with your satisfaction.

Signature Date

WENDY M. WINARICK, D.D.S
1701 Lake Success + Waco, TX76710 < Tel (254) 772-1827 < Fax (254) 772-9594
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