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H ea |th H | sto ry FO rm ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today’s Date: J

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: Weightz Date of Birth: 7 Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Include area code Cell Phone: Include area code

( ) ( )

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 the question) Yes No DK

ACtIVE THDEBCUIBSIS aviiereriemn 5t wrimmsssveiny
Persistent cough greater than a 3 week duration
Cough that produces blood...

Been exposed to anyone With tUDErCUIOSIS . .................oiiiiiiiiiiiicii e
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

De nta | I nfO rmat 10N For the following questions, please mark (X) your responses to the following questions.

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Do you have earaches or neck pains?.. R
Are your teeth sensitive to cold, hot, sweets or pressure? ... I Do you have any clicking, popping or discomfort in the jaw? ... L=
15 YOURMOUMERTAINVD oo i e o as e besens bt a1 Wty ol [E=EE Do you brux or grind your teeth?................... S e R SRS
Have you had any periodontal (gum) treatments? ..., -0 Do you have sores or ulcers in your mouth?.................. =TS
Have you ever had orthodontic (braces) treatment? ................... I el ol 800 DoyouwWesRUenturesioR pantialsR i e A GG S R R ElEE S
Have you had any problems associated with previous dental treatment?......... I Do you participate in active recreational activities? ... Oooag
Is your home water supply fluoridated? ... 0 O O | Haveyouever had a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?................cccccocvvvvicvcviviininvcciivsinnee. 1. 0 O Date of your last dental exam:
ime?
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discomfort?............. [3E = Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
M ed |Ca| | nfO rmat 1ON Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.
S e e o b x =
( Yes No DK Yes No DK
Are you now under the care of a physician? ... (SIS ) Have you had a serious illness, operation or been hospitalized
TR ATV L B T e e I e Ooag
Physician Name: Phone: hiclice ored code in the past 5 years?........ Bopucnarm bl s O Y
( y If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or:over the counter MediCINE(S)? ......ccccoviviiniiiseisinmismassmsaesssssvessssessssanavass CEiER 3
Are you in good health? ........ erhms oan FheEy eE AT e E Re e a A R Bl If so, please list all, including vitamins, natural or herbal preparations
, : i ts:
Has there been any change in your general health within the past year? ... EEeE andjor dietary supplements
If yes, what condition is being treated?
Date of last physical exam:
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M e d | Ca ' I n fO rm at | ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

( |
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK W
DO YOU Wear CONACE I@NSES?..... ..ot Oooaag Do you use controlled substances (drugs)? ... ST EE)
Joint Réplacement. Haveﬁyou had an orthopedic total joint G ~ | Doyou use tobacco (smoking, snuff, ;hew, bidis)2:hem it A T o Ll
(hip, knee, elbow, finger) replacement?................ccoooiiiiiiiiiiiiiiiiieiiiens O O O |Ifso, how interested are you in stopping?
sy | Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications? I :
. E : : : Do you'drink alcoholic Deverages? ot i v i i sdiossisssimedvasms 2 ErE

Are you taking or scheduled to begin taking an antiresorptive agent % s >

(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?

0Steoporosis or Paget’s diSease? ............coooooiiiiiiiiiiiiiciiiiieie Oo0oao 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 ONLY Are you:

treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)

; L s . ; P ONANE Y L o B S o it st i G s e A s sty O
for bone pain, hypercalcemia or skeletal complications resulting from |

Number of weeks:

LIS ]
Paget’s disease, multiple myeloma or metastatic cancer?......................... I ENEE Taking birth contromplacement? ___________________________ T )
Date Treatment began: ]2 e P e o eegmish silae S Be el T et SO o {818
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals [
Local anesthetics Oo0oa Latex (rubber) 13 T
Aspirin E SIS lodine ] (N
Penicillin or other antibiotics L)) Hay fever/seasonal Oooad
Barbiturates, sedatives, or sleeping pills Oo0oaog Animals 153 150 O Y
Sulfa drugs Oo0o0o Food Bl Bl B3
Codeine or other narcotics o | Other L e S

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
Artificial (prosthetic) heart valve o T A e T .0 O O | Autoimmune disease.............. O 0O 0O Glaucoma .o o
Previous infective @NdOCArdItiS..............coo....oov.ovvooeveeeossesseessssessosessesessensesee O O O  Rheumatoid arthritis............... 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ............. s SClety Ll .. 0O O O | Systemic lupus I|v?r HESRR SigEE
Congenital heart disease (CHD) erythematosus........................ A A g Epllle;.sz . [
Unrepaired, cyanotic CHD..............coooiiiiiioeeeeeceeee [l SE] ASEAMA....ccoissssisin ooao Fainting slpeIIsAor paittle s gl 1
Repaired (completely) in kst 6 rontiis.. . Bronchitis .......... e et 0O O O  Neurological qlsorders ............ P R
ok TE e If yes, specify:
Repaired CHD with residual defects ... ARSI S o i i Sleen disorder 0o o
Sinus trouble ... 5 1 O b i e
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended THbercllosis mlihr e NialEl Dojyou snore?=..... -2 ot ESET N E]
for any other form of CHD. Mental health disorders......... |
Cancer/Chemotherapy/ Specify:
[ Radiation Treatment................ i E R g
Yes No DK Yes No DK b - ) Recurrent Infections ............. EINEI=E
Cardiovascular disease.......... 0 1 Mitral valve prolapse.............. O O g Chestpainuponexertion....... oo Type of infection:
ANGINA. ... O O O Pacemaker..........c..ccocovvven.... O 0OQ Chronicpain. . oo Kidney problems................. AEEE |
Arteriosclerosis.................. 0O O O  Rheumaticfever... ... 0 O Diabetes Typeloril....... U O 0O Night sweats ..o O HoEa]
Congestive heart failure... O O O  Rheumatic heart disease...... O O O Eatingdisorder ... U 0 U Osteoporosis.........c.... EliE oY
Damaged heart valves ... 0O O O  Abnormalbleeding................. O OO Malnutrition.....ooos U O O persistent swollen glands ‘
Heartattack ... CiMEN ) Anemia et v vt [0 0O [ Gastrointestinal disease.......... 00 0 innecke e ooo
y S headach
Heart murmur................ 0 O O  Blood transfusion.................... 0 O O  GE. Reflux/persistent r:i;fars]esea chess ElET ‘
oG iccie 000 If yes, date: heart DU e e o e = IE]L S ) e TP R 1
P R 1 ul o000 Severe or rapid weight loss ... [0 [0 [0 |
High blood pressure.............. 0o o Hemephiliaiii b ivicawsians {0 P COTS oot , . ‘
. . . Sexually transmitted disease.. [ [ [ |
Other congenital AIDS or HIV infection............. O O O  Thyroid problems.................... =TS ERSET : - " e
heart defects. ... OO O AhAS .o i W T, PR R A £ T P e 3
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... 1 o 5 8 5 i
Name of physician or dentist making recommendation: Phone: include area code i
| ( ) \
| Do you have any disease, condition, or problem not listed above that you think | should KNOW @boUt? ... 1 i % O |

|
|
[
w 2 :
LPIease explain: |

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.

I 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 l

completion of this form. [
|
|
\

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

~ FOR COMPLETION BY DENTIST =
Comments:

e amaieia-b o TN T /
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= ‘/&] PETER A. WERT, DDS
4] A JAYMI SIMPSON-WERT, DDS

WOODLANDS FAMILY and COSMETIC DENTISTRY

Patient Name Birthdate SS#/ID#
PRIMARY INSURANCE
Person Responsible for Account
Last Name First Name Middle Initial
Relation to Patient Birthdate SSH/ID#
Address
Street City State Zip
Phone (__) Business Phone (__)
Person Employed by Occupation
Military Pay Grade (if Applicable) Insurance Company
Contract # Group # Subscriber #
ADDITIONAL INSURANCE
Person Responsible for Account
Last Name First Name Middle Initial
Relation to Patient Birthdate SSH/ID#
Address
Street City State Zip
Phone (__) Business Phone (__)
Person Employed by Occupation

Military Pay Grade (if Applicable)

Insurance Company

Contract #

Group # Subscriber #

AUTHORIZATION AND RELEASE

| authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | authorize the
doctor to release all information necessary to secure the payment of benefits. | understand that | am financially responsible for all charges whether or not
paid by insurance. | authorize the use of this signature on all insurance submissions.

Signature of patient or parent if minor:

Date:

est City, OK 73130

= (405) 732-11¢
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I Q PETER A. WERT, DDS
Uy JAYMI SIMPSON-WERT, DDS
\——le J WOODLANDS FAMILY and COSMETIC DENTISTRY

Release of Protected Information to Family Members and Person Involved in
Patient’s Care or Payment

With your permission, Wert-Simpson Dental may release your protected health information to a family member or another
person involved in your care or payment for your health care. For example, Wert-Simpson Dental may tell a family member
when your procedure is scheduled; discuss your care or payment involved. By completing the top portion of this form, you

are authorizing Wert-Simpson Dental to release this information to these individuals.

However, you are not authorizing Wert-Simpson Dental to provide extensive information about your medical history or
copies of information from your medical record. If you wish to have this information disclosed, you must complete a
separate HIPAA authorization form.

Please be aware that Wert-Simpson Dental may use its professional judgment in determining the amount of information it
may disclose to any person besides yourself, and in refusing to disclose your health information.

Please identify the person or persons who are involved in your care or the payment of your care that you authorize to
receive your protected health information. This may include your spouse, parents, siblings, children, close friend or
guardian. Please list below:

Name Relationship

Authorization to Leave Voice Messages
Please circle one:

Yes Wert-Simpson Dental may leave a message on my answering machine/voice mail regarding my

No care, appointment, or financial obligations.
Preferred contact phone number:

Yes  Wert-Simpson Dental may leave a message via text message on my phone regarding my
No  appointments.

| understand that if | change my mind about any of the information in this form, | must contact Wert-
Simpson Dental to revoke this form in its entirety or to complete a new form.

Patient and/or Legal Guardian Signature Today’s Date

P
ot 9

Midwest City, OK 73130 = (4
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" j\k PETER A. WERT, DDS
" AYMI SIMPSON- WERT DDS

WOODLANDS FAMILY and COSMETIC DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICIES

*You may refuse to sign this acknowledgement*

: , have received a copy of this office’s Notice of Privacy Practices.

Signature Print Name

Date Witness

OFFICE USE ONLY

We attempted to obtain written acknowledge of receipt of our Notice of Privacy Practices, but acknowledgement
could not be obtained because:

o Individual refused to sign
o Communication barriers prohibited obtaining the acknowledgment
o Anemergency situation prevented us from obtaining acknowledgement

o Other (Please specify)

W oodlands Office Park » 1405 S. Doug
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i i,\ PETER A. WERT, DDS
4l

Sl 8 JAYMI SIMPSON- WERT DDS

WOODLANDS FAMILY 2aad COSMETIC DENTISTRY

PAYMENT POLICY

® Payment is expected at the time service is rendered. We will accept cash, personal checks, debit cards,
and the following credit cards: Visa, MasterCard, and Discover.

® Non-insured patients are expected to make payment in full on the day service is rendered.
e We offer financing through Care Credit and Chase Health Advance with approved credit.

® Patients with dental insurance are expected to pay, on the day of service, that portion of the total fee not
covered by their insurance. This “patient portion” is only an estimated dollar amount.

® A 3% finance charge will be added to all accounts over 60 days past due.

As a courtesy, our office will file your claim with your insurance company, and initiate
correspondence with the purpose of getting you the maximum coverage your insurance will
allow: however, if we do not receive payment from your insurance company within 60 days, the
payment becomes your responsibility.

APPOINTMENTS

Your scheduled appointment time has been reserved specifically for you. We request 24 hours notice if you
need to cancel your appointment. Giving us this notice will allow us to offer your reserved appointment to
another patient or a patient with emergency needs. We are aware that unforeseen events sometimes require
missing an appointment without advance notice. Please advise our office if this has occurred. Repeated
appointments missed without giving our office at least a 24 hour notice, will result in a $50 fee. This fee
allows our office to be compensated for the set-up cost.

| have read the above policies and agree to abide by them.

Signed: Date:
The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and maintain

WERT-SIMPSON DENTAL, P.C
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