ADA American Dental Assaciation®

Teday's Date:

Patient Dental & Medical Health History Information

To our patients: Plezase know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

| PATIENT INFORMATION |
| Last Name: First Name: Middle Name: |
Home Fhone Cell Phone: Nork Phone

3
| Email Address.

Mailing Address. City: State: g

Date of Birth ! Gender

| Oecupation

Emergency Contact: Mame: Relatianship: Phone

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship.

patient_ If for any reasen | no longer have such legal right and authority, | will immediately netify the practice in writing,

¥ executing this form as the patient’s personal representative, | represent and warrant that | have full hegal right and authority to consent to the performance of any procedure(s) on this

| DENTAL HISTORY & SYMPTOMS

WWhat is the reason for your wisit today?

Are you currently experiencing any dental pain or discomfort?  Oves ONo I yes, where?

| Wihen was your last dental exam? ! if What was done at that appontment?

: lelmarl(an'x in the box ORLY if this applies to you.

Have you ever had a serious mjury to your head or mouth? ... ... a

| Is it hard to open your mouth? . .. ..-0
| Does it hurt to chew, bite or swallow? o | If yes. please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? ........... A ..0 |
¥ s odontal (qum) & s bk 83 and root planing? o ! Have you ever had problems with dental treatment in the past?. . ..a
Have you ever had penodental (gum) treatments kke scaling and roct planing? .. ..., If yes, pleate describe what happened:
Do you have, or have you ever had, any sores of growths in your mouth? ........... O
Do you clench or grind your teeth? ... L L PR R ST PR PIEEPED O | Have you ever had 2 reaction to, or problem with, dental anesthesia? .. .. fi=}
Does your jaw chek, popar hurt?. ... e O | ifyes, please describe what happened:
Do you have earaches or neck pains? ..g
| Does dental treatment make yOU MEFVOUST ... ....eeee' s e O | A you unhappy with your smile?. ... Q
i yes, why? Please mark all that apply:

| '-‘su you ever experienced any of these sleep-related breatheng disarders?
O Mouth breathung O Snoring O Trouble breathing during sleep

O The color of your teeth [J The shape of your teeth [0 The pesition of your teeth

| O Other. Please describe:

|
|
|__I_||_E_D!CATIONS& OTHER PRODUCTS/SUBSTANCES ¢ttt
| Please use an ~ X~ to mark your answers to the following questions.
Are you taking any bload thinners {such as Coumadin, Warfarin, rivargxzban (Xarelto®), dabigatran (Pradaxa®), clopsdogrel (Plavic®), heparin or asperin)?
If yes, what medicatwon are you taking?

| Are you taking any mediCation 1o treat astecporosis or Paget’s diseass?

S':r—e cemmanly-prescribed drugs include alendronate (Fosamax®), risedronate (Actongl®), bendrﬂna‘e Bur va?), zolendrana.e [Reclas"; and dewos..rne: [P cI a'}.

f yes, what medication afe you taking?

are

ou taking, or scheduled ta take, an IV medication to treat bone pain, hypercaicemia or skeletal complications resuiting from Peget 5 disease,
ol eihoyig i

tiphe rryehoma Of MetattAtIC CIMCEIT . ..oy s e E i aa s ie e
Some commanly-prescribed drugs include denasumab [Xgﬂva‘] pa*.nudrmate t--redua‘] or tolendrma.ve [Iumeta"]

| If wes, what medscation are you taking?
dira you taking hermonal replacements?

How many years have you been taking it?

| Do you wse any form of tobaceo or nicotine products (cigarettes, cgars, snuff, chew, Bedis)? .. .. ... .. . .
| Coyouwse vaping products?. 4 E gzl ooy e

f Ha 1y dleoholic beverages CO}CJ"A’UE per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasens? ............ o B
I yes. what substances? If yes, how often isyour yse? O Dally [ Several times per week [ Weekly [ Qccasionally
Was the substance prescribed by a doctor? Ol'Yes TINo  If yes. for what reason(s)?

Da you y ether prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? . i e P AR e Nl LR
If yes, please list them hare and include infermation about how much and how often you use each one.
| WOMEN OMNLY: Are you

Ty birth control pills?

| Pregnant? If yes, number of weeks

| Mursing? If yes, number of weeks: P e i A R

O

0oaoo
ooo
oDono

~

u}

ooo

L
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| | ALLERGIES Please use an "X~ to mark your answers to the fellowing quutloﬂs.

| Are you allergic to or have you had an allergic reaction to: Yes No 7 Yos Ne ? I
| ,..0 O 0O Sulfadrugs such as sulfamethoxazale-trimethaprim (Septra, Bagtrim), |
0O O O erythremycin-sulfisoxazole, sulfasala-zine (Azulfiding), erythromycin- |
...0 0 O sulfisoxazele (Eryzole, Pediazele) glyburide (Diabeta, Glynase PresTabs), |
ever/seasonal allergies ...0 O O dapsone, sumatriptan {imitrex), celecoxib (Celebrex), hydrochlorothaznde I
o . .00 0 (Microzide) and furosemide (Lasix). .. ...........oooviennn .ooo |
| |
| Latex {rubber) .-000 oeher. .ooo |
| Local anesthetics. . 8 ¢ T P e .0800 ¥ N b = |
| Metals ... SRR s i e .0 oOo Please describe any "Yes™ antwers and inciude infarmation about your experience.
Penicilin or other arthuot‘s SR oQ0o
MEDICAL & SURGICAL HISTORY
f last physical exam: ! ! | What is your normal bload pressure (systolic, diastalic)? |
Du.Lo 's ‘Jamﬂ Phene; !
. I
I’Iease use an 'x to marl( your ansmrsto the following questions. Yes No ? |
n.re you in gooed physical health? . . i Ry
i'e :JJc.Jrrenllybmngscencrtrcatedb}an‘\ys- AT o i i o g AT i o mdm v e mgir e mhoa to T s e e ST ooao ,
Has 2 physician or previous dentist recommended that you take antiblotics before having dental work done? . ... B R SRR ...0.00
| Have you had 2 serious iliness, operation or been hospitalized in the past Syears?. ..., I = =
| Have you had any type (either total or partial) of joint replacement surgery (such as for 2 hip, knee, shoulder, elbow, finger, etc)? ..., oo |
:Haye,cuhadaheartvalve replacement ar heart surgery? .. . e Fadedas ? R R R AR ooo |
| Have you had an organ or bone marrow/stem cell transplant? .. . . e ... 00
iHa-;EyOuua\-e:edmtemahnnauym;n:ntnelas;EIDda;.ns. S R L T L S s R D T AT s ek . RN ...000
i Have you had a fever (100.4°F ar above) inthe 138t 72 hoUrs? ..o et ieer i ciiie i ree e annraans 800
| If you ansveered yes to any of the above, please explain:
EMENC&LWSTOR? SPECIFIC Please use an "X~ to mark your to the following questi ST S S |
| Do you have, or have you been diagnosed with, any of the following conditions? |
| Yes No ? fes No 7 Yes No 7
| Meart (Cardiac) Health Cancer. ... .. ... ... . . .0 0o Digestive Health
| Pacemaker/implanted defibrillatar 0.0.6 Type Gastrointestinal disease e pn e
A u-fpms hetic) heart valve A | Date of diagnosis: GE. ref‘J!a’DEISIste'l' heertburn[GE"'lD]. ..000
L0000 Chemotherapy: Stomach ulcers. . ..0oo
.0 :| "._' Radiation treatment: Eye (Vision) Health
ol ; 800 pied tCIr:u]atnry.'l Health Glaueoma, .ooo |
Repaired (completely)inlast 6months ....0 O O apemia i = E O om |
- Repaired CHD with residual defects . ... ... OO0 aiodtansfusion ... ...000 4‘:: ooo |
Artenosclenssis. ... ..000o I yes, date: Ci it = E I‘:‘ |
Lot 2 - - i i |
| Corcnary artery disease -0 00 - yemgphita,, Doo g ;:"‘ P‘!“" Pl it
| Congestive heart failure .. . O OO0  Highorlow blood pressure. . ooo k] (t)pe orl) et =
| Damaged heart valves ... T m B i | 9 * 5 Eating disorder . ; o0Do
| parsateack ook e 0o o Brain (Neurnlogucal)fmntalmanh Frequent infections . ...... .00 |
| Heart murmurjrhythen disorder . Oooog Amdety.. v 000 Typeofinfection___ |
| Rheumatic heart disease oao Depress:oﬂ ............. ciiiieeeeeo... 0 O O Hepatitis, jaundice of liver disease ...........0 O O |
Stroke. o oo o Eplepsy...... 000 Immunedeficiency.. .. ooo
| " W Mental health disorders ... ... ... O 00 Kidneyproblems. . ... .. ...000
_Ilreat |ng(Resplralory] ealth " —  MNeurologicel disorders. .. viiieee....0 OO Malnutrition e e ...gon
i g oSt '_| 80 pog. 'rau'nat-:s:res;dnsorde civiaee-.. . 0.0 STBOPOTOBIS, vttt ii s ooo
5 g E Traumatic brain injury or concussion. . . .. .0 0 0  Rheunatod artheits ... ... .0oo
e © 0 Autoimmune Disease Sexually transmitted infection (STI) ooo |
| Tuberculesis OoQQg ADSerHVImfection....................0 O O  Thyreidproblems.. e coo |
| IS o L R R I R o P oo e PELCTRE: (SR =l =] |
| D-: you have any e cendition, o problem that's nat histed here? If 5o, please explain |
I MEDiCALSYMPTOMSfGENERN. Please use an "X~ to mark your answers to the following questions. !
I Inthe past 30 days, have you: Yes No 7 Yes No 7 Yes Ne 7
| had pain or tightness in the chest? ....0 0 O | found it hard to catch your breath? . ... .0 O O | experienced vomiting, diarrhea, chilts, |
| coughed up blood or had a cough that had a high fever Egrea ter than 101.5°F) Fur right sweats or bleeding?. ... .. TR = iy w |
| lasted longer than 3 weeks? .., ....0 OO |noreason?......... cieee.... 00 0O [ had m.graneso:se,ereheacacl"es? w00
i been exposed to anyone with ty uw:u:l'.\l';’ 0O O O | noticed a change in your visien? .. .......... ooo
| had 2 raped or irreqular heart beat? ... . 0 O O | fainted for noreason?. ... ... e = i e Al |

| NOTE: it"s important for both the dector and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.

| Signature of Patient/Legal Guardian; Date:

| FOR COMPLETION BY DENTIST i i 0 GEALTL T

Comments:

| Office Use Only: [ Medical Alert O Premedication O Allergies O Anesthessa
Heviewed by Date:

@ 2021 American Dental Association
Form 550021 To regrder ¢all B00,247.4746 or go to ADAstore.org,



Consent For Dental Preventive Care

Patient name: Date:
This is consent to provide preventive dental care for:

e Myself
e My child
¢ Dependent

In which I am taking responsibility for and receiving the care from Dr. Emily Liska and her associates; I agree and
allow for the necessary standard of preventive care to be performed.

I further agree that if in the event the insurance company does not cover such necessary standard of preventive care
that I will pay the remaining balance for the care that was given.

Patient/Responsible party name (Print): Date:
Patient/Responsible party signature: Date:
Witnessed by: Date:
The Dental Chalet
9004 Forest Crossing Drive, suite F
The Woodlands TX 77381

P: 281-363-0642



New Patient Consent for Treatment

I hereby authorize Dr. Emily Liska and her associates and staff to take dental x-rays, images, study models, photographs and
other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of (patient name printed)
’s treatment needs.

Upon such diagnosis, I authorize Dr. Emily Liska and associates to perform all recommended treatments mutually agreed upon
by me and to employ such assistance as required to provide proper care.

I agree to the use of anesthetics, sedatives, and other medication as necessary. I fully understand that using anesthetic agents
embodies certain risks. I understand that I can ask for a complete recital of any possible complications.

I give consent to Dr. Emily Liska and associates or designated staff’s use and disclosure of any oral, written, or electronic health
records that are individually identifiable as mine for the purpose of carrying out my treatment, payment, and health care
operations. I understand that only the minimum amount of information necessary to provide quality care will be used or
disclosed and that a notice fully outlining the protection of my personal health information is available.

I agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that payment is due
at time of the service is rendered unless other arrangements have been made. If insurance is filed for me, I agree to pay the
amount insurance does not cover within 30 days.

Cancellation/No show policy: I understand that If in the event your scheduled appointment is cancelled within 24 hours of your
scheduled time, you will be liable to pay a $50.00 cancellation fee. In the event you do not make it to your appointment without
notice, you will be liable to pay a $50.00 now show fee.

Patient/Responsible party signature: Date:
Witnessed by: Date:
The Dental Chalet
9004 Forest Crossing Drive, suite F
The Woodlands TX 77381

P: 281-363-0642



