iy Chart ID:
Firzt Mama:

Patisnt Is:[ |Policy Holder [ |R=spomsible Pary

PATIENT REGISTRATION

Last Mama:

Prafarrad Mame:

Mliddla Indtisl:

— Faspomzibla Party { if someons other than the patient )

First Nama:
Addrazs:

City, Stats, Fip
Homa Phona:

Eirth Diate:

|| R:ezpomsibla Party is slso a Policy Holdsr for Patisnt

Work Phons:

Soc Ban

Last Mams:
Addraez 2:

| |Primary Insuramcs Policy Holder

Middle Initial:

Pagar
Callular:
Drivars Lic:

|| Secondary Insurance Policy Holdar

— Patient Information
Addrazs:
City:
Homa Phona:
e |:| hlals
Birth Duata:
E-mail:

DFaﬂala
Agez:

Wodk Phona:

Marital Stares:[ |Mamisd

Soc Sac

Pagar
Ext: Callular
[Divoresd [ |Sepaated [ |Widowsd
Dirivarz Lic:

[zingl=

DI would liks to r=csive comespondsncss via s-mail.

Saction 2

Employma [ puy) Tima [ |Past Tima
Statuz

Student Status: || Full Tima [part Tima
Madicaid T
Employer ID:

Carrier I

| Ruatirsd

Pr=f Dhantist:
Pr=f. Pharmacy:
Pr=f Hye:

Saction 3
Emsresncy Contact

Primary Inzurance Information
Wama of Tnsurad:
Insurad Soc. Sec
Emplovear:
Addrass:
Addrazz 1
City, Stats, Tip
Fam. Banafits:

Falationship to Insured: [ | Salf

Inzurad Birth Date:

Fem. Disduct:

[]5pousa [ |Child [ |Orther

Inz. Company:

Addrazs:
Addrszz 1t

City, Stats, Fipx

—— Sscondary Insurance Information
Mama of Insurad:
Insurad Soc. Sec
Employar:
Adddress:
Addrazz 1
City, Stats, Tip
Fam. Banafits:

Relationship toInsuead: | | Salf

Inzurad Birth Date:

Fem. Daduct:

|:| Orther

[spousa [ |child

Inz. Company:

Addrazs:
Addrszz 1t

City, Stats, Fip




Eaglesoft Medical History
Berth Date: Date Created:

Although dentsl personnel prmacly Teat the ames N and around your mouth, your mouth i 4 part of your entre body. Health problems Tat you may have, of sedcation That you may be taking, ¢

Are you under 8 physician's care now? O Yes O No fyes
Have you ever Dean hospitalizec or had amajor operation? () yas () No ¥ you
Have you ever had & senows head or neck injury? O Yes ONo yes
Are you taking any medications, pills, or drugs? OYes ONo 1 yes
Do you take, or have you taken, Phan-Fen or Redux? O ves ONe 1f yes

Have you ever taken Fosamax, Boniva, Actonel of any othe () ves () No Wyes

Are you on a special diet? O Yes (ONo
Do you use tobacco? O Yes OiNo
Do you use controlied substances? O Yes O o ¥ yes
Women: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing? | Taking oral contraceptives?
Are you sllerge to any of the foloveng?
[ Aspim [ Penicillin [ Cadetre [Aaylic
[ Metal [ Latex [ SulfeDrugs [ Local Anesthetis
Other? - 1f yes
umm,.mﬁmwdhma
AIDSMHIV Fositive O Yea O No [CortisoneMediane () Yes (N0 |Hemophila () Yes () No |Radiation Trestmens OYes ONo
Alzheimer's Disease O Yes ONo |Diabetes () Yes (N0 [Hepatits A (O Yes (I No |RecentWeightioss OvYes ONo
Anaphylas (O Yes (O No |DrugAddiction (O Yes (N0 |HepatitisBarC O Yes O No  |RenalDialyss OvYes ONo
Anemia O Yes O No  |Essily Winded OYes O No  |Herpes () Yes (O No |Rhewmatic Fever OYes ONo
Angins (O Yes (ONo |Emphysema O Yes () No  |HighBlood Fressue () Yes (O No |Rhesmatism OYes ONo
Arthntis/Goct (O Yes O No |Edilepsy or Seiqures (O Yes () No |HighCholesterl () Yes () No |Scarlet Fever OvYes ONo
Antificial HeartValve O Yes ONo |BxcessiveSieeding O Yes (N0  |Hives orRash O Yes O No  [Swingles OYes ONo
Artsficial Jomt () Yes (ONo |Excessive Thirst O Yes () No  |Hypoghycemia () Yes () No |SckieCellDisease OYes ONeo
Asthma OYes ONo |FaintingSpelis/Dizmness () Yes ()Mo |IrregularHeartbest O Yes Ol |SnusTrouble O Yes OMNo
Blood Disesse (O Yes O No |FrequestCough ) Yes () No  |Kidney Problems OYes O o |[SolmaBifice OYes ONo
8lood Transfusion O Yes (O No |FrequentDiarhes O Yes (No  |Leuk O Yes (O No |Somach/intestinal Disease () Yes () No
Breathing Problems (O Yes (O No |Frequest Headaches () Yes () No |UverDisease O Yes O o |Sroke OYes ONo
Bruise Easily O Yes ONo |Genital Herpes O Yes (O No  |LowBlood Pressue O Yes O No  |Swelling ofLimbs OYes ONo
Cancer OYes ONo |Glaucoma (O Yes (INo |LengDisease () Yes ()No |Thyroid Disease O Yes ONo
Chemotheragy O Yes (O No  |Hay Fever O Yes (o |Maral valve Prolapse O Yes O o |Tonsillns OYes ONo
Chest Pains () Yes (O No |HeartAttack/Failume () Yes ()No |Ostecporss O Yes O No  |Tuberculoss OYes ONo
ColdSores/FeverBlmes () Yes () No |Heart Murmur (O Yes () No |Paininlaw doints () ¥es () No |Temors or Growths OYes ONo
Congenital Heat Disoder () Yes () No  |Heart Pacemaker () Yes () No |Parathyroid Disease O ves ONo  |Ulcers OvYes ON
Convulsions O Yes (O No |Heart Trouble/Disease (O Yes () No  |Psychiatric Care () Yes ()No |VenarealDisease OYes ONo
Yellow Jaundice OYes ONo
Have you ever had any serious iliness not listed above? Oves Oto 1 yes
Comments:
irenmumm.nmmummm 1 d that e ect nf an be dangerous to my (or 1's) health, 1te my
regpansidéty to nform the dental office of any changes in medical status,

| .0, Barent.
. o o) |




Dental History Form

Patient Name: Date of Birth

At-Home Oral Hygiene Care

How often do you brush your teeth?
How often do you floss?
Do you use mouthwash? Yes/No if yes, what kind

Do you use any other dental home care products? Yes/No, What Kind

Circle Appropriate Answer

1.

LN hWN

Y o =
W N RO

14.
15.
16.
17.
18.

19.

Are you currently experiencing dental pain or discomfort? Yes/No
If yes, explain:
Do your gums bleed? Yes/No

Are your teeth loose? Yes/No

Do you wear dentures or partials? Yes/No

Have you ever been told you have gum disease? Yes/No

Are your teeth sensitive to hot, cold, sweets or pressure? Yes/No

Have you ever had any clicking, popping or discomfort in the jaw? Yes/No
Do you brux or grind your teeth? Yes/No

Do you wear an occlusal guard? Yes/No

. Have you ever had orthodontic treatment (braces)? Yes/No

. Do you have dry mouth? Yes/No

. Does food or floss catch between your teeth? Yes/No

. Have you had any problems or an upsetting dental experience associated with previous dental care?

Yes/No if yes, explain:
Are you fearful of dentistry or have anxiety associated with dental treatment? Yes/No
Have you ever been pre-medicated for dental treatment? Yes/No

Have you ever had a reaction to anesthetic used with your dental treatment? Yes/No
Are you happy with your smile? Yes/No

What would you change about the present condition of your mouth?

Is there anything else you would like us to know about your dental health or dental history? Yes/No
if yes, explain:

| certify that | have read and understand the above and that the information given on this form is
accurate. | understand the importance of a truthful dental history and that my dentist and her staff
will rely on this information for treating me.

Signature of Patient/Parent/Guardian:




Kemp Family Dental LLC

Consent for use and Disclosure of Health Information

Section A: Patient giving consent

Name

Address
Telephone E-Mail
Social Security Number

Section B: To the Patient-Please Read the following statements carefully.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry
out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this
Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and
disclosures we may make of your protected health information, and other important matters about your protected health
information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before
signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of
your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person: Dr. Erin Kemp

Telephone: 614-882-7555 Fax: 614-882-0738 Email: Dentists@KempFamilyDental.com

Address: 509 South Otterbein Avenue Westerville Ohio 43081

Right to Revoke: You will have to right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we
took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue
treating you if you revoke this Consent.

SIGNATURE 1 have had full opportunity to read and consider the
contents of this Consent form and you Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my
consent of your use and disclosure of my protected health information to carry out treatment, payment activities and health care
operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative's Name:

Relationship to Patient:

You are entitled to a copy of this consent after you sign it.
Include completed Consent in the patient's chart
REVOCATION OF CONSENT
| revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and
healthcare operations. | understand that revocation of my Consent will not affect any action you took in reliance on my Consent
before you received this written Notice of Revocation. | also understand that you may decline to treat or to continue to treat me
after | have revoked my Consent

Signature, Date




