Pit River Health Service inc
Medical/Dental/Behavioral Health Clinics

Form: HIM101

MRN:
New Patient Registration Form Office Use Only

Please complete all the information and bring it with you to
your office visit.
Personal Information
Last Name: First Name: Middle: Suffix:
Date of Birth: SSN: Preferred Language:

Sex: Female( )Male( )Marital Status: Divorced( YMarried( )Separated( )Single( YWidow/Widower ()
Ethnicity: American Indian/Native American ( ) White ( ) Black/African American ( ) Asian ()

Pacific Islander () Hispanic or Latino () Don’t know or Declined to answer (_ )

Email: Place of Birth:

Do you have an Advanced Directive? Yes ( )No () Do you have a Power of Attorney? Yes () No ()
Would you like information regarding an Advanced Directive? Yes ( ) No ()

Internet Access? Yes ( ) No () If yes, where at? Home( ) Work( ) School( ) Other ( )

Religious Preferencel:

Demographics
Physical Address: City: State: Zip:
Mailing Address (If different): City: State: Zip:
Present Community: Date moved to community:
Home Phone: Cell Phone: Message Phone:

Do we have permission to send text message regarding appointments reminders and clinic updates? Y / N

Emergency Contact:

Name: Relationship:
Address: City: State: Zip:
Phone: Work Phone:
Next of Kin:

Name: Relationship:
Address: City: State: Zip:
Phone: Work Phone:

Employment History
Employer Name: Work Phone:
Address: City: State: Zip:
Status: Full-time ( ) Part-time () Estimated Monthly Family Income: $ #In Household:

Parent/Legal Guardian:

Parent/Legal Guardian #1; Birthdate: _ Birthplace:
Employer : Phone #:

Type of Guardian: Biological () Adoptive () Foster () Other:

Parent/Legal Guardian #2: Birthdate: Birthplace:
Employer: Phone#:

Type of Guardian: Biological ( ) Adoptive (_ )Foster () Other:

Mother’s Maiden Name:
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Native American Descendancy
Are you of Native American descendancy? Yes () No () Indian Blood Quantum:

Tribal Membership: Tribe Quantum: Tribal Enrollment Number:
*+4x*BRING ALL TRIBAL IDENTIFICATION WITH YOU TO YOUR APPOINTMENT - WE WILL NEED TO SCAN
THEM INTO OUR RECORD#*##** To Prove Descendancy: Parents Indian Verification/Patient Birth Certificate Tribal
Documentation: Grandparents Indian Verification/Parents County Birth Certificates/Patient Birth Certificate

Veteran Status:

Are you a Veteran? Yes ( ) No ( ) If yes, which branch?
Valid VA Card?  Yes( )No( ) Please give card to registration clerk.
Migrant/Homeless:

Migrant worker? Yes( ) No( )Migrant Worker Type: Migrant Ag Worker(_ ) Seasonal Migrant Worker ()
Are you Homeless? Yes( )No( )Homeless Type: Homeless Shelter(_ )Street( )Transitional( )Other( )

Insurance/Guarantor:

#1 Company Name: Phone:
Address: City: State: Zip:
Policy Holder Name: Relationship:

Policy Number: Coverage Type:

Eligibility Start Date: Member Number:

#2 Company Name: Phone:
Address: City: State: Zip:
Policy Holder Name: Relationship:

Policy Number: Coverage Type:

Eligibility Start Date: Member Number:

*% k% pRING ALL INSURANCE CARDS WITH YOU TO YOUR APPOINTMENT - WE WILL NEED TO SCAN THEM INTO OUR RECORD *%**

Print Name:

Signature: : Date:

Relationship to Patient:
By signing here you are agreeing that the details given on this form are true and correct.

Office use Only:
Received by: Date:
Scanned by: Date:
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Pit River Health Service Inc
Medical/Dental/Behavioral Health Clinics
Form: HIML06

MRN:

Patient Financial Responsibility Office Use Oniy

Agreement

We feel that a part of good health care is having a clear financial policy that is shared with our patients. Please
take time to review this policy. We want to make sure you understand it. Financial details can be confusing. Let
us know if you need us to explain anything.

If you are Native American /Alaskan Native you may qualify for special benefits and some of this
information will not pertain to you.

Payment: Here are some details that you should know about our payment policy.
Any fees that you need to pay are due at the time of your visit. This policy is for patients with or without health
insurance.
We will take cash check or credit card.
If you have insurance, your payment includes any unpaid:

*Deductibles

*Co-insurance

*Co-payment amount

*Non-covered fees from your insurance company
We ask for a copy of an ID card or license to help protect you from identity theft.

Self-Pay, Sliding fee scale:

Did you know that we have a sliding fee for patients that qualify? Please ask for more information.

Insurances: Ilere are some details that you should know about insurance.
We are participating provider or considered “in-network” with a few insurance plans; find out if we are
with your plan by contacting your insurance company.
Learn what services and clinicians are covered before you visit by calling your insurance benefits
department.
If our clinicians or services are not listed in your plan’s network (on their list of clinicians or services they
have a contract with):

*You may have to pay for part of, or the entire bill.

*We will send the claim to your insurance for you.

*Your insurance might send the payment for you to bring and pay at your PRHS visit.
You must bring your insurance card to every visit. We will need to copy both sides.
If you have insurance, we will send them a bill.
If the insurance does not cover the fees the patient will need to pay. If we get a payment from insurance you
pay, we will refund what is due to you.

If you are a member of a HMO or managed care plan:
You must see your primary care provider (the clinician you see for your general health care).
If your insurance does not cover part of your fee:

You might qualify for our sliding fee discount program for the things that are not covered Medical and dental
have different rules.
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Other Notes: Here are some things to think about:

Diagnostic test are billed separately.

If you are referred to another provider or other services, any bills or fees you get from them will be between you
and them. They may bill differently than we do at PRHS. '

If you have any question about your bill or fees. Our billing team is willing to help you. Call 530-335-3651

Sign Here: By signing you are saying that you agree to the statement in the box.

1 have read and understand the details of the PRHS Financial Policy and authorize PRIIS to bill my insurance.

Patient Name: Date:

Sign (patient or account holder): Print Name:
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Pit River Health Service Inc
Medical/Dental/Behavioral Health Clinics

Form: HIM104
MRN:

YOUR PRIVACY OPTIONS Office Use Only
Receipt of Privacy Practices & HIPAA
Authorization

This form is to help us know what details, if any, you would like us to share with the people in your life.
You can also tell us how you want information shared. Telling PRHS how you want to share information
is called HIPAA Authorization and it’s from the Health Insurance Portability and Accountability Act
(HIPAA). This form also helps us to know that we have asked to give you our privacy practices.

Personal Details: Tell us about yourself or the person this form is for.

Last Name: First Name: Middle Initial:
Nickname: Date of birth:

Name of Parent, Legal Guardian, or Conservator: (Only if any of these apply to you.)

Messages: This is where you tell us if we can leave you voice messages and what we can share.

You allow PRHS To:

_ Leave voice messages at the phone number you’ve given us.

_____Leave voice messages about your appointments at the phone numbers you’ve given us.
Leave voices messages about labs or tests results at the phone numbers you’ve given us.

' If you do not want ANYTHING told or shared with ANY ONE check and sign here: |
1 Signature:

Who to share with and what we can share: This is where you tell PRHS who you would like
us to share, or release information with. Each box is for different person.

Who can we share your information with? (Optional)
Person #1: DOB: Relationship:

With this person, you allow PRHS to:

____We can tell this person any and all of my medical information.
____We can give this person today’s chart notes at the time of the visit.
____ We can give this person all of your test results.

_____This person is allowed to pick up your prescription medication.

This patient is under 18years old and this person is allowed to give permission and make
decisions for: Medical/Dental visits  Immunizations(This person must bring ID in at the time of visit)
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Who can we share your information with? (Optional)
Person #2: DOB: Relationship:

With this person, you allow PREHS to:

____We can tell this person any and all of my medical information.
____We can give this person today’s chart notes at the time of the visit.
____We can give this person all of your test results.

____This person is allowed to pick up your prescription medication.

This patient is under 18years old and this person is allowed to give permission and make
decisions for: Medical/Dental visits  Immunizations(This person must bring ID in at the time of visit)

Who can we share your information with? (Optional)
Person #3: DOB: Relationship:

With this person, you allow PRHS to:

____We can tell this person any and all of my medical information.
___ We can give this person today’s chart notes at the time of the visit.
_____We can give this person all of your test results.

____ This person is allowed to pick up your prescription medication.

This patient is under 18years old and this person is allowed to give permission and make
decisions for: Medical/Dental visits Immunizations(This person must bring ID in at the time of visit)

Sign & Initial Here:

Print name here

Sign: Date:

I was asked if I wanted a copy of PRHS’s Notice of Privacy Practices. (Initial)

Parent/Guardian/Conservator:

Sign: Date:

**+This approval ends one year from the date signed or updated in writing***

Office use Only:
Received by: Date:
Scanned by: Date:
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Prr Rever HEALTH SERVICE
36977 PARK AVE
BURNEY, CA. 96013

ADMINISTRATIVE OFFICE
(530) 335-5090
FAX (530) 335-5241

MEDICAL/DENTAL CLINIC PRC DEPARTMENT
(530) 335-3651 Boqueta (530) 335-0662
(800) 843-7447

Lori (530) 335-0328
Carol (530) 335-0325

X (530) 335-3064

Acknowledgement of Receipt of PRHS Notice of Privacy Practices

I hereby acknowledge that I received Pit River Health Sexvice Notice of Privacy Practices

Patient Name: ' Daie of Birih:

Signature of Patient or Patient Representative;

Relationship if Patient is a minox:

Illllll!llllI'lIIIl"Iﬁlllilllllllﬂﬂ!IIIIIIIIIIIIIIIIIIIKINII'IIIIIIEIIIIIHHIIIIIIIIIIIIKIIIIIII

Signature of PRHS Employee;

Date:

4/7/2021 BG




Administrative Office .

Medical/Dental Clinic

36977 Park Avenue 369977 Parlk Avenue
Burney, CA 96013 Burney, CA 96013
(530) 335-3651 (530) 335-5090

(800) 843-7447

Fax: (530) 335-52411
FTS: (530) 551-5091

(RPMS AOB & ROJ) Patient Consent:

This agreement is entered Into by and between Pit River Health Setvice, Inc, and

, the patient or guardian in order for the

patient/minor fo obtain:

1.
2.

3
4.

Health Care: including medical examination, routine labaratory studies, x-ray
procedures and skin fests.

Dental Care: including dental examinations, preventative use of fluorides, x-rays
and necessary emeargency dental care.

. Mental Health Service: including evaluation and treatment as necessary.
Transportation: o and/or from another health facility or home for their services.

Terms of Aqreement:

1.

The Treatment Authorization: The patient, responsible relative or agent
authorizes the health care providers at Pit River Health Service to treat him/her
as required and appropriate under California Administrative Cade, Tlile 18,
section 1399.510,

Authorization fo Pay: The Patient gives permission fo Pit River Health Service
to bill or receive direct payment for services renders from appropriate and
available payment sources, Charges will not exceed that which s reasonable and
customary, _ ‘

Release of Information: The patient gives permission ta Pit River Heaith
Service to release information coneerning him/her to insurers, other agencies or
individuals that may provide medical or social services to the patient in the future.
Patients Rights: The patients’ rights have been given to the patient by the Pit
River Health Service staff.

Contact by Phone; The Patient gives express consent for Pit River Health
Service to cantact them by telephone regarding their care or appointments.
Certification: The patient, responsible relative or agent, certifies that hefshe has
read the foregoing and is willing to abide by these agreements.

A minoris a person under the age of 18 and must have the signature of a parent

Patlent: ' Signature:

or legal guardian prior to receiving treatment.

(If Patlent Is under 18, the above signature is that of parent or legal guardian of minor who has primary
responsibitity for care; gives consent for the above services.)

Date:

Updated 4/7/2021 BG



Administrative Office

Medical/Dental Clinic

36977 Park Avenue 369977 Park Avenue
Burney, CA 96013 Burney, CA 96013
(530) 335-3651 (530) 335-5090

Fax: (530) 335-5241

Pit River Health Service
Medical Appointment and Failed Appointment Policy

The Pit River Health Service Medical Clinic is here to serve the needs of the community. We ask you to please
arrive 15 minutes early to update your information and to fill out any necessary paper-work. If you are 10
minutes late, your appointment we will have to be rescheduled and will count as a failed appointment. By
showing up to your appointment early yeou-will help us in providing you with the very best quality health care.

When appointments are cancelled, without at least 4 hours advance notice, we are unable to offer this time to
another patient who is in need of our services. A less than 4 hour cancel notice or not showing up for a
scheduled appointment would be considered a failed appointment. Our failed appointment policy will be
enforced as follows:

The receptionist may contact a nurse to triage each request for urgent care to determine whether there is
a true urgency for medical care exists and to assure that chronic health issues receive proper continued
care. The nurse will determine if there is a valid excuse for missing an appointment in which case this
policy may be waived,

You will not receive another scheduled medical appointment until you have attended a clinic session for
standby care at 8:00 a.m. and 1:00 p.m.to standby for your missed medical visit. When another patient fails to
show up,you will be given the appointment visit. If the last patient of the morning or afternoon session arrives
and you have not already been seen, an appointment will be made for you. Thank you for assisting us in keeping
all Pit River Health Service appointment times filled.

Walk-in emergency times are 8:00 a.m.,1:00 p.m. and 4:00 p.m. If possible, please call before you come in so
that we can prepare for your arrival.

To assist Pit River Health Service in maximizing your services to the community, [ hereby agree to give 4-hour
notice of a cancelled appointment by phone or by voice message. I understand the scheduling restrictions if [
fail to give adequate notice of cancellation.

Patient Signature' Date:

CEO: C% %M Date: -7//0/2'/7/
Board Approved: //Ap////// /d//fﬁf//f/ Date: 7@&&%‘/

Legislative History: Amended by the PRHS Board of Directors On May 28,2024




Pit River Health Service Inc
Medical/Dental/Behavioral Health Clinics
36977 Park Ave Burney CA 96013
(530)-335-3651
Release of Information

PLEASE FAX ALL COPIES TO PRHS MEDICAL RECORDS (530)335-3221

AUTHORIZATION TO RELEASE PROTECTED HEALTH
INFORMATION

Patient Name: Date of Birth:

Address: Phone:

City: State: Zip:

I hereby authorize:

Address:

Phone: Fax:

To disclose my protected health information listed below to: (clinic/hospital, person, etc.)

Name:
Address:
City: State: Zip:
Phone: Fax:
INFORMATION TO BE RELEASED PURPOSE OF DISCLOSURE:
Dates of Service: ‘ . ..
[0 Changing physicians
0 History and physical exam [3 Second Opinion
[0 Lab report O Continuing Care O Legal
0 X-ray report O At patient request f] Insurance
[1 Consultation report Must Initial 0 Workers’ Comp [1 School
[0 Behavioral Health/Psych [1 Other
[0 Other

1. T understand that this authorization will expire two years from date signed. A photocopy of this form will be

considered as valid as the original.

2. T understand that I may revoke this authorization at any time by notifying the Privacy Officer, in writing, at
Pit River Health Service, Inc. and this authorization will cease to be effective on the date notified except to

the extent action has already been taken in reliance upon it.
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3. I understand that information used or disclosed pursuant to this authorization may be subject to re-disclosure
by the recipient and no longer be protected by Federal privacy regulations. However, other state or federal
law may prohibit the recipient from disclosing specially protected information, such as substance abuse
treatment information, HIV/AIDS-related information, and psychiatric/mental health information.

4. My health care will not be affected if I do not sign this form, My PRC and/or 3™ party funds can be affected
if I choose not to sign this form.

5. Tunderstand that my refusal to sign this Authorization will not jeopardize my right to obtain present or future
treatment for psychiatric disabilities except where disclosure of the information is necessary for the
treatment. '

6. I request that the records identified above be handled in the following manner:

[ ]Mail to Address Listed Above [_|1will pick [_|Fax# above/Attn:

[ 1A Representative will pick-up on my behalf. {Valid ID is required)

Representative Name: DOB:

7. Tunderstand that I will get a copy of this form after I sign it upon request.
By signing below, I acknowledge that I have read and understand this Authorization.

OR
Signature of Patient Date Parent/Legal Guardian/Authorized Person Date

Relationship to Patient

PLEASE FAX ALL COPIES TO PRHS MEDICAL RECORDS (530)335-3221

Please note: The Information contained in this report may be privileged, confidential and
protected from disclosure. If the reader of this is not the intended recipient, you are
hereby notified that any dissemination, distribution or copying of this communication is
strictly prohibited by law. If you have received this communication in error, please notify

the sender immediately and destroy his copy. Call 530-335-0323 if you have received this
in error.

For Office Use Only
Date Request Filled By ,
Printed Name Title
Identification Presented: Oyes [no RPMS Account #:
Type of Identification
Date of Release See line 6 IF PICKED UP Signature required
HIM Signature
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ADA American Dental Association®

H ea it h H StC} r/ ro rm Amenca’s leading adwcate for oral health

Emall. k Today'é Date:

As required by law, owr office adhetes to written poficies and procadures to protect the privacy of information about you that we create, receive or maintain. ¥our answers are for our
records onfy and will be kept confidential subject to applicable faws. Please note that you will be asked seme questions about your responses to this questionnaire and there may be
additional quastions ._oncernmg yDur heslth This nformanion s vital to allow us to provude appropriate care for you. This ofﬁce does not use this information to discriminate.

Name: Home Phone: include aree cods Business/Cell Phore: Inchude area code
Lost First Middie ( )] ( )
T Addimen T T e e EyTT T e 5
Mailing cddress
Occupatuon T S T Dateof Birth: ~ Sex T
S&# or Satient 15 T o Emergency Contact: T 7 T T T Relationship’ T Horme PRone: inciude dreacode  Cell Phone: nctude arencode
( ) ( )
[ yau are completing this form for another person, what is your relationship To that persond = "7 7T T T e e e T
Your Neme Relationship
Do you have any of the | Fotlowing dise ases o problems: -~ {Check DK if you Dot Kriow the answer fo the the ‘question) Yas No DY
Active Juberculosis... Oo-o
Persistent cough greater than a 3 week duration oaa
Cough that produces blood.... . oog
Been exposed to anyone with tubercu!osws . aao
iF you answer yes o any of rhe 4 1tems above please srop anci' retum :n.hls form fo rhe recepiionisc
De ﬂtal l B fo ﬂ—r]at f O For the fallowing questions, please mark (X} your respanses tu the following questions. .
s i A N b St Vesnmme T s b, B o . yos o bic
Do your gums bleed when you brush or flOSS? oo oo oo 00 O O  Doyouhave earaches or neck pains?. . : - 0008
Are your teeth sensitive to cold, hot, sweets or pressure? ...... 0O O3 Doyouhaveany clicking, pepping or d'SCGmeFt in thE'JaW’ ~0on
is your mouth dry?.., . O &0 0O  Doyoubruxorgrind yourteeth? ... 0 aa
 Have you had any perloduntal (gum) treatments?. ] De you have sores or ulcers in your mouth? ... 1 0 OO
Have you ever had orthodontic (braces) treatment? ... 300 Do you wear dentures or partials? .........o.occoovcooecceeeooo 3 0 O
Have you had any problems assoclated with previous dental treatresnt? ... 0oOg Do you participate in active recreational activities?.__.... ... 000
is your home water supply flucridated? .. 0o Have you ever had a serious !n;ury to your head or mouth? ... ..0an
oo Date ofyaur fast dental exam:

Do yeu drink bottled or fiitered water? ...
If yes, how often? Circle one; DAILY / WEEKLY / OCCASIONALLY

; What was done at that time?

Are you currently experiencing dental pain or discomfort? ... O O O  Bateof last dental x=rays:

“What is the reason for your dental visit today?

How do you feel about your smile?

M ed | Ca ' ] ﬂfO i’m a';.. I D ﬂ Pfease mork (X ) your response to indicate if yau have or hove not had any af the !’oﬂowmg drseoses or oroblems

TYesNoDK 7 VesNoDK

Are you now under the care of a physmlan? et s 2 [0 Have you had a serious illness, Gperatfon or beer hospitalized
Phys}qan Name: o - ‘ﬁhOl";&I”I‘Eclgc‘i‘e;l:;(;;)-&:_m in the past 5 years?... T D ao
’ ¢ ) "iF yes, what was the iiness or probiem?
“Address/City/State/Zp: T T T T T
" Are you taking or have you recently taken any prescription
or over the counter Medicine(s)?........ov..oovooeoereoeoeeces e O 01 O

COEOET T I so, please list all, including vitamins, natural or herbal preparations
Oooo and/or dietary supplements:

“Are you in good health? . 7ﬁ“

:

“Date of last physical exarm. T |

] 2012 Amerrcan Dental »\;socnanon



I/ "‘ { J i (",al lﬂ fk_) rimat fQ \ Pleasy mark (4 your response ko indicais If you hava o iwve not hail -y of the Following diseases or probleins.
(Chec.'( DK if you Don't Know the answer to the question) Yas Mo DI Yes No DK
L0000 Do you use controlted substances (drugs)? ......

Do you wear contact lenses?............
Joing Replacement. Have you had an orthopedic total jeint Do you use tobacce (smoking, snuff, chew, bidis)?.
o0og if so, how interested are you in stopping? -

{hip, knee, elbow, finger) replacemMEent? e
Date: If yes, have you had any compllcatlons-,, Circle one: VERY/ SOMEWHAT / NOT INT ERES i ED ) _

- Are youi taksng or scheduled to begin Laking an antiresorptive agent Do you drink alcoholic beverages?
(ke Fosamax®, Actonel’, Atelvia, Boniva®, Reclast, Profia) for if yes, how much alcohol did you drink in the last 24 hours?

osteoporesis or Paget’s disease? ... If yes, how much do you typically drink i n a week?

Since 2001, were you treated or are you presently scheduled to begin WOMEN DMLY Are yor
treatrnent with an aﬂtifemfptfve ageqt (like AfEdi?a' Zometa.“, XGEVA) Pragnant® .. ... . .. ... . FRRTOTRON i I I
for bane pain, hypercalcemia or skeletal complications resulting from pumber of wesks:
Paget’s disease, multiple rmyeloma or metastatic cancer? ... & 3 0 Taking birth conthplacement? o ) 0no
Date Treatment begar: Wursing? .Ooano
allergias. Are you allergic to or have you had a zeaction to: Yes No DI
To all yes responses, specify type of reaction, Yas o DI Metals Ooo
" Local anesthetics 00 0O  Latex (rubber) 00
Aspirin 008 lodine . 000
i Penicillin or other antibiotics Oaa Hay fever/seasonal aoco
" Barbiturates, sedatives, or sleaping pills 300 Animals ooCo
, Sulfa drugs OO0 Food oo
Oon Other 0ago

Codeme or pther narcotics

* Plaasa smarl (¥} your response to indicate I you have or have not nad any of the Yollowing diseases ar problems.
Yos Mo DI Yes Mo Bl Yas Mo DI

 Artificial (prosthetic) heart vaive.... . a0 Awommune disease.......... 3 £ 0 Glaucoma...ooeocrcepe. 0300 O
" Previous infective endocarditis ... Rheumatold arifwitis............ 0 03 3 Hepatitis, jaundice or
Damaged valves in transplanted =3 RS UUUURPIUTUEUPOVIRUROUPTRURUIE Bt 0 U0 I W | SysFemic iupus iEivirdlsea‘se.. 0o4a
Congenital heart disease {CHD) erythematosus. ... - O O3 pHepsy ... oo
O et cysmtic CHD ASHTE......oen, O 1 01 Fainting spels o sizures...... 0 0 00
Repaired (completely) in last & months.. BRONCHILS oo B 103 fou;glsogsi;:!:‘iiij?rders"“""“" Qoo
) Iy
Repalred CHD with residual defects.......... Emphysema.....ovce. B O O Steep disorder oo a
Sinws trouble ...... ..ogo
xcept for the conditions fisted abave, ontibiatic prophylexis is no longer recommended  parculosis... o on Do you SNOre?....cocvvvveoeee. [ [ 11
for any other form of CHO. Mental health diserders......... O O O
Cancer/Chermotherapy/ Spacify:
’ . Radiation Treatment.............. [3 (3 [J pechy:
Yes Mo DR Ves Ho DY N ) L g00 Recurrent infections ............. 3 11 [
" Cardiovascuiar disease........ 11 O [ Mitrai vaive prolapse............... () O Chestpain upon exertion....... Type of infection;
CARGINA. oo oeeeeeesriene. 11 3 O Pacemaker......oc. 0 0 O CHronic pain ... B0 0 Kidney problems........cooee.. 3 0 0O
Arteriosclerosis. ... O 0 0O Rheumatic fever....e.. O 8 O Diabetes Typelork......... & 0 O Might sweats..... oo0n
- Congestive heart failure ..., [1 0 [ Rheumatic heart disease....... O 00 O Eating disorder.............. 0 0 13 ostepporosis.... 0oo
" Damaged heart valves ... O 0 B Abnormaibleeding................. 0o Manoition... 00 0O Persis*entswolienglands
Meart sttack 000 AReMia. e, 01 01 03 Gastrointestinel disease.......... 000 inneck. ooao
. . N Severa headaches/
Heart MUriE. .o 0 O 0 Bi,?f’d trznstfusxon......_..........._. a0on Ség-r?;i';']ﬂ/l?@ﬂ“sm"l Qoo Mgrines.. =N
es, date: [SEPPrTIsR
Low blocd pressure .......... O & O H y hil 000 Ulers. Ooo Severe orrapld welghtloss oo
 High blood pressure........... £ 0 O SIOPIIE st Sesxually transmitted disease.. [ (]
Other congenita AIDS or HIV infection.............. O 0O O ?hyrmdfarob!ems - 0an E y ‘ar_' ; . 0 g .
XCESSIVE UMNation .................
" heart defects....oven. 3 0 O ACAIS e, O O 81 Stroke...... B I I
: Has a physician ar previous dentist recommended that you take antibiotics prior to your dental Treatmemt? ... et esmns s sesenine s 1 () )
" Name of physician ar dentist making recommendaticn: Phone: include area code
' ( )
0Ooa

: Dc yau have any disease, condition, or problem not listed above that you think | SHOUD KNOW BD0UE? ......ceeriiie e crireiricinirs e e oot e st s sasasmes s seese s

Please explain:

¢ NOTE: Both docwr and pauent are encc-maged io discuss any and ail ;eievam patient hn.al h issues prios to treatment.
[ certify that  have read and understand the above and that the information given cn this form is accurate. | understand the imporiance of a truthful health history and thay sy

! dentist and his/her staff will rely on this information for treating me. | acknowledge that my questicns, if any, about inquiries set forth abeve have been answered to my satisfaction.
- 1 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:

Signature of Dentist: o - R o o Date - .
I FOR COMPLETION BY DENTIST

- Comments;




