PATIENT REGISTRATION

— Patient Informaticon

First Name: Last Name: Middle Initial:

Preferred Name:

Address:

City, State, Zip:

Cell Phone: Home Phone: Work Phone: Ext:

Sex: uiMale o Female Marital Status: 1 Married o Single 0 Divorced 0 Separated 0 Widowed

Birth Date: Soc Sec: Drivers Lic:

E-mail: o | would like to receive correspondences via e-mail.

Responsible Party {if someone other than the patient)

First Name: Last Name: Middle !nitial:

Address:

City, State, Zip:

Cell Phone: Home Phone: Work Phone: Ext:

Birth Date: Soc Sec: Drivers Lic:

0 Respansible Party is alse a Policy Holder for Patient o Primary Insurance Policy Holder 0 Secandary Insurance Policy Holder

Primary Insurance Information

Insurance Subscriber: Relationship to Subscriber; o Self o Spouse o Child o Other
Subscriber Soc. Sec: Subscriber Birth Date:

Insurance Company: Identification #

Emnployer:

Name of Secondary Insurance (if applicable):

Last dental Exam and X-Rays:

Last dental Cleaning:

Who were you referred by?

Emergency Contact Name: Phone Number:




TheDental Care Center
Eaglesoft Medicat History
Patient Mane: Sirth Date: Date Created:
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Aleyou umﬁef E physmars S CBTe now?

Hawve you ever beenhospitalized orhad amejor operation?

Have you =ver had a serious head or neck injury?

Ars you taking any medications, pills, or érugs?

Da yow take, arhave you teken, Phen-Fen or Redux?

Have you aver taken Fosamax, Boniva, Actonal or any other @ Yes ;:’3 Mo i yes ¢ R . s T
medicatians containing bisphosphonstes? = b S s e

Ase you on 2 =pedal died?

Do you use tobscco?

Do vyou use controlled substances?

Wamen Afé YU ..
[7iPregnant/Trying to get pragnant?

Takmg sl contraceptives?

Are you aﬂergF taanyeﬂhe followirg?
i £ Codeine 7 Acrylic

o Local Anesthetis

Doyouhave ﬂrhm'e ymi‘ﬁd,aﬂyﬂfd’!e Tollowing?
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To the best of my inosdedne, Bhe qguestions on this fiorm have been accurately answered. I understand that providing incorrect information can be dangerous to my {or pattent's) health. tismy
resporsibiity 10 nforms the dental office of any dhanges in medical stabiss,




DENTAL TREATMENT CONSENT FORM

Patient Name:

Initial

Initial

Initial

Initial

Initial

Initial

[nitial

[nitial

Please read and initial the items checked below and read and sign the section at the bottom of this form.

D 1. WORK TO BE DONE I understand that | am receiving following: X-rays/Exam J Fillings Bridges Crowns

Extractions Impacted teeth removed General Anesthesia
Other

Root Canals

[J 2. DRUGS AND MEDICATIONS I understand that antibiotics and anatgesics and other medications can cause allergic
reactions causing redness and swelling of tissues, pain, itiching, vomiting, and/or anaphylactic shock (severe allergic reaction).

I:l 3. CHANGES IN TREATMENT PLAN 1 understand that during treatment it may be necessary to change or add procedures

because of conditions found while working on the teeth that were not discovered during examination the most common being root
canal therapy following routine restorative procedures, I give my permission to the dentist to make any/ali changes and additions
as necessary.

D 4. REMOVAL OF TEETH Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal

surgery, etc.) and I authorize the dentist to remove the following teeth and any others necessary for reasons in
paragraph #3. [ understand removing teeth does not always remove all the infection, if present, and it may be necessary to have
further treatment. [ understand the risks involved in having teeth removed, some of which are pain, swelling spread of infection,
dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (paresthesia) that can last for an indefinite period of
time (days or months) or fractured jaw. 1 understand | may need further treatment by a specialist or even hospitalization if
complications arise during or following treatment, the cost of which is my responsibility,

I:I 5. CROWN, BRIDGES AND CAPS I understand that sometimes it is not possible to match the color of natural teeth exactly

with artificial teeth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must be
careful to ensure that they are kept on unti] the permanent crowns are delivered. | realize the final opportunity to make changes in
my new crown, bridge, or cap (including shape, fit, size, and color) will be before cementation.

D 6. DENTURES (COMPLETE OR PARTIAL) I realize that full or partial dentures are artificial, constructed of plastic, metal,

and/or porcelain. The problems of wearing these appliances have been explained to me, including looseness, soreness, and possible
breakage. I realize the final opportunity to make changes in my new dentures (including shape, fit, size, placement and color) will
be the *teeth in wax” try-in visit. [ understand that most dentures require relining approximately three to twelve months after initial
placement. The cost for this procedure is not included in the initial denture fee.

[:I 7. ENDODONTIC TREATMENT (ROOT CANAL THERAPY) I realize there is no guarantee that root canal treatment will

save my tooth, and complications can occur from the treatment, and that occasionally metal objects are cemented in the tooth or
extend through the root, which does not necessarily affect the success of the treatment. [ understand that occasionally additional
surgical procedures may be necessary following root canal treatment (apicoectomy).

[] 8. PERIODONTAL LOSS (TISSUE AND BONE) [ understand that I have a serious condition, causing gum and bone

infection or loss and that it can lead to the loss of my teeth. Alternative treatment plans have been explained to me, including gum
surgery, replacement and/or extractions. | understand that undertaking any dental procedures may have a future adverse effect on
my periodontal condition.

1 understand that dentisiry is not an exact science and that, therefore, reputable practitioners cannot fully guarantee results. 1
acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment which I have requested
and authorized. | have had the opportunity 10 read this form and ask questions. My questions have been answered to my
satisfaction. | consent to the proposed treatment,

Patient or Guardian Signature Date




Name

STOP BANG Questionnaire

Height

Weight Ibs/kg

Age

Collar size of shirt: S, M, L, XL, or inches/em
. Snoring

Do you snore loudly (louder than talking or loud enough to be heard through closed doors)?
Yes No

. Tired

Do you often feel tired, fatigued, or sleepy during the daytime?
Yes No

Observed
Has anyone observed vou stop breathing during your sleep?
Yes No

. Blood pressure
Do you have or are you being treated for high blood pressure?
Yes No

. BMI (Body Mass Index)
BMI more than 35 kg/mz‘?
Yes No

. Age
Are you over 50 years old?
Yes No

. Neck Circumference ** measured by staff **
Is your neck circumference greater than 40 ¢cm?
Yes No

. Gender

Are you male?
Yes No

High risk of OSA: answering yes to three or more questions
Low risk of OSA: answering ves to less than three questions



