Time 3:54PM

Patient Name:

Mary Chomic DDS, LLC
Eaglesoft Medical History

Birth Date:

Date Created:

Date 10/27/2020

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be

taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now?

Have you ever been hospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a special diet?
Do youuse tobacco?

Do youusecontrolled substances?

Women: Are you...
DPregnantlTrving toget pregnant?

Are you allergic to any of the following?
[OAspirin

DMEtaI

Other?

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

AIDS/HIV Positive Oves
Alzheimer's Disease Oes
Anaphylaxs OYes
Anemia O Yes
Angina D‘res
Arthritis/Gout (O Yes
Artificial HeartValve Oes
Artificial Joint OiYes
Asthma Oes
Blood Dissase Oes
Blood Transfusion Oes
Breathing Problems OYes
Bruise Easily Oes
Cancer Oves
Chemotherapy Oyes
Chest Pains O Yes
Cold Sores/FeverBlistes (D Yes
Congenital Heart Disorder (D) Yes
Convulsicns Oes

Haveyou ever had any serious illness notlisted above?

Comments:

ONo
ONo
ONo
OnNo
OnNo
ONeo
ONo
ONe
ONo
OnNo
Ono
Ono
Onio
Onio
Ono
Ono
OHNe
ONu
OMo

following questions.

[]Taking oral contraceptives?

DAcryli(
[JLocal Anesthetics

O Yes
O Yes
O Yes
O Yes
O Yes
Oes
O Yes
Oves
Oes
O Yes
OiYes
O Yes
Oes
Oes
Oes
O ves
O es
O Yes
Oves

O Mo
ONo
ONo
ONo
ONo
ONo
ONo
ONe
ONo
ONeo
Ono
Ono
Ono
O
Ono
OND
Ono
Otio
One

Radiation Treatments
Recent WeightLoss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida

Stroke

Swelling of Limbs
Thyroid Disease
Tonsilliis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease

Yellow Jaundice

Stemach/Intestinal Disease

Oives
O ves
O Yes
Oes
O Yes
Oves
Oves
O Yes
O ves
Oes
Oves
Oes
O Yes
O Yes
O Yes
Oes
OYes
Oves
OYes
OYes

ONo
ONo
ONo
O No
OnNo
Ono
OnNo
ONu
O o
Ono
ONo
ONu
ONu
ONu
Ono
ONo
ONo
ONo
ONo
ONo

O ves ONo If yes [

Oves ONo If yes I

Oves ONo If yes 5

Oves Ono If yes |_

Ovyes ONo 1f yes |

Oves Oho yes [

Oves ONo

Ovyes ONo

OYes (ONo If yes [7

[[Nursing?
[JPenicillin [[JCodeine
[JLatex [JSuifaDrugs

O If yes [
Cortisone Medidne Oves ONo  |Hemophilia
Diabetes Oves ONo |Hepatitis A
Drug Addiction (Oves (ONo  |HepatitisBorc
Easily Winded Oves (ONo  [Herpes
Emphysema (OvYes (ONo |HighBlood Pressure
Epilepsy or Seizures (Oves (ONo  |High Cholesterol
Excessive Bleeding (OvYes (ONo |HivesorRash
Excessive Thirst Oves ONo  |Hypoglycemia
Fainting Spells/Diziness (O vYes (ONo  |IrregularHeartbeat
Frequent Cough (OYes (ONo  |Kidney Problems
Frequent Diarrhea Oves Ono  |Levkemia
FrequentHeadaches Oves ONo LiverDisease
Genital Herpes Oves Ono Low Blood Pressure
Glaucoma Oves ONo Lung Disease
Hay Fever Oves (ONo  |Mitral valve Prolapse
Heart Attack/Failure (OvYes (ONo | Osteoporosis
Heart Murmur (OYes (ONo  |PaininJaw Joints
Heart Pacemaker (OvYes (ONo  |Parathyroid Disesse
Heart Trouble/Disesse (Oves (ONo  |PsychiatricCare

Oves ONo If yes L

To the best of my knowledge, the questions on this form have been acourately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:



PATIENT INFORMATIO

DENTAL INSURAN CE

Date 1 il . Who s responsible for this account?
SS8/HIC/Patient 1D # Relationship to Patient /
Patient Insurance Co. . /
. -'c‘? ‘
Address .- F Group # /
City Is patient covered by additional Ensuranca?\'es [ No
State Zip L Subscriber’s Name
) ' Birthdate SSi#
E-mail
Relationship to Patient
Sex (M [IF Age __.° : b
i Insurance Co.
Birthdate - /
" Group #
] Married Cl widowed Clsingle » [ Minor ASSIGNMENT AND RELEASE
| certify that I, and/or my/ dependent(s), have insurance coverage with
[l Separated (] Divorced [ Partnered for years .
i o _ and assign directly to
Occupation Name of 7ranoe mpany(ies)
; Dr. all insurance benefits, if
Patient Employer/School : any, otherwise payablg'to me for services rendered. | understand that | am finanoially
responsible for all chiarges whether or not paid by insurance. | authorize the use of
Employer/School Address my signature on alf/insurance submissions.
The above-named doctor may use my health care infortiation’ and may disclose
such informatigh to the above-named Insurance Company(ies) and their agents for
Employer/School Phone ( ) , the purpose of obtaining payment for services and determining Insurance benefits or
. the benefity’payable for related services. This consent will end when my current
Spouse’s Name - treatment plan is completed or one year from the date signed below.
Birthdate __~
‘ Signature of Palient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Represemtative
Whom may we thank for referring you?
Date Relationship to Patient
Home ( ) ) Work ( ) Ext Cell Phone ( )
Spouse’s Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
-Name : Relationship
Home Phone ( ) Work Phone ( )
Reason for today’s visit Burning sensation on tongue CYes [INo Mouth breathing OYes [JNo
Chew on one side of mouth [JYes [ No Mouth pain, brushing . [OYes [INo
Cigarstte, pipe, or cigar smoking []Yes [ No Orthodonti¢ treatment - [OYes [ONo
Former Dentist___. Clicking or popping jaw [JYes [JNo Pain around ear OYes [JNo
City/State : Dry mouth [OYes F]No Periodontal treatment CYes [ONo
Fingernail biting [JYes [JNo Sensitivily to cold L1Yes [INo
Qute: ¢ lastdesinl viEk ‘ Food collection between the teeth []Yes [JNo Sensitivity to heat OYes [INo
Date of last dental X-rays Foreign objects [JYes [JNo Sensitivity to sweets g;’es E-x"
] P ivity when bitin es No
Place a mark on “yes” or “no” to indicate if you ~ Grinding teeth Clyes [INo' Senshivity 4 i CI% -
have had any of the following: Gums swollen or tender OYes [ No Sores or growths in your moul es [JNo
Bad breath [JYes [JNo Jaw pain or tiredness OYes OONo ow often do you floss?

Bleeding gums [OYes [1No Lip or cheek biting [dYes [TNo



e T e T - S T TRV I TR R A T A |

Mary Chomic, DDS

800 Windmiller Dr
Pickerington, OH 43147
(614)-837-0033

HIPAA
PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. This notice contains a Patient Rights section
describing your rights under the law. You have the right to review our Notice before
signing this consent. The terms of our Notice may change. If we change our Notice, you
may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you
is used or disclosed for treatment, payment, or health care operations. We are not
required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information
about you for treatment, payment, or health care operations. You have the right to revoke
this Consent, in writing, signed by you. However, such a revocation shall not affect any
disclosures we have already made in reliance on your prior Consent. The Practice
provides this form to comply with the Health Insurance Portability and Accountability Act of
1996 (HIPAA).

The Patient understands that:

e Protected health information may be disclosed or used for treatment, payment, or
health care operations.

e The Practice has a Notice of Privacy Practices and that the patient has the
opportunity to review this Notice

e The patient has the right to restrict the uses of their information but the Practice
does not have to agree to those restrictions.

e The patient may revoke this Consent in writing at any time and all future
disclosures will then cease.

® The Practice may condition receipt of treatment upon execution of this Consent.

The Consent was signed by:

Printed Name of Patient or Representative:

Signature Date:

Witness Signature Date:




