CHARLES ANTHONY SCHULTZ, DMD, PA

PATIENT INFORMATION FORM
1127 N. Courtenay Pkwy, Merritt Island, FL   32953

Telephone: (321) 452-4988

WELCOME…  Thank you for selecting our dental healthcare team!  We will strive to provide you with the best possible dental care.  To help us efficiently meet your dental healthcare needs, we have provided this form for your convenience.  Please note we are bound by and adhere to the latest regulations concerning Patient Privacy and the information you provide us will be treated accordingly. (See Notice of Privacy Practices Acknowledgement included.)  If this is going to be your first visit, please try and arrive for your appointment about 20 minutes before time so that we may process this form and other related documents without diminishing your time with the doctor.  If you have any question or need assistance, please ask us… we will be happy to help.

Patient Information:  (CONFIDENTIAL)

                Date:____________________

           

Name________________________________________Birth date_______________Home Phone_________________

Address___________________________________City_________________________State_______ZIP___________

Cell Phone_________________  Soc.Sec.#______________________Drivers License#________________________

Check  appropriate space:  Single_____    Married_____    Separated_____    Divorced_____    Widowed_____

If  student, name of school/college__________________________________ Full-time_____    Part-time_____

Patient or Parent/Guardian’s Employer_________________________________Work  phone____________________

Work Address___________________________________City___________________State_________ ZIP__________

Spouse or Parent/Guardian’s Name________________________Employer______________Work phone___________

Whom may we thank for referring you?_______________________________________________________________

Person  to contact in emergency____________________________________________Phone____________________

Responsible Party:

Name of Person Responsible for this Account_________________________________Relationship_______________

Address_______________________________________________________________Phone____________________

Drivers License#__________________________________________State______ Birth Date____________________

Employer___________________________________ Work Phone_______________Soc.Sec#___________________

Is the Responsible Party Currently a Patient in Our Office?   Yes________     No__________

For your convenience, we offer the following methods of payment. Please check the option you prefer.  Payment in full at each appointment

    Cash (       Check  (            Credit Card:  VISA (    MasterCard  (     Discover (
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Insurance Information:
Name of Insured___________________________________________________Relationship_____________________

Birth date____________________Soc.Sec.#______________________________Date Employed_________________

Employer___________________________________Union/Local#____________Work Phone___________________

Empl Address___________________________________City____________________State_______ZIP___________

Primary Ins. Co.________________________________Group#_____________ID#____________________________

Ins. Co. Address________________________________City_____________________State_______ZIP___________

How much is your deductible?______________Max.Annual Benefit_____________How much Used?_____________

IF YOU HAVE AN ADDITIONAL INSURANCE, COMPLETE THE FOLLOWING:

Name of Insured___________________________________________________Relationship_____________________

Birth date____________________Soc.Sec.#______________________________Date Employed_________________

Employer___________________________________Union/Local#____________Work Phone___________________

Empl Address___________________________________City____________________State_______ZIP___________

Primary Ins. Co.________________________________Group#_____________ID#____________________________

Ins. Co. Address________________________________City_____________________State_______ZIP___________

How much is your deductible?______________Max.Annual Benefit_____________How much Used?_____________

Authorization and Release:
I certify that I have read and understand the above information to the best of my knowledge.  I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such dental care to third party payors and/or health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group, insurance benefits otherwise payable to me.  I understand that my dental carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or on behalf of my designated dependents.

X_________________________________________________________________  Date__________________________

           Signature of patient (or parent/guardian if minor)
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MEDICAL HISTORY

                                  Are you under a physician’s care now?    ( Yes     ( No     If yes, please explain:________________________ 

    Have you ever been hospitalized or had a major operation?  ( Yes     ( No     If yes, pleaseexplain:_________________________

Have you ever had a serious head or neck injury?  ( Yes     ( No     If yes, please explain:__________________________

Are you taking any medications, pills, or drugs?  ( Yes     ( No     If yes, please explain:__________________________

Are you on a special diet?  ( Yes     ( No     If yes, please explain:__________________________

Do you use tobacco?  ( Yes     ( No     If yes, please explain:__________________________

Do you use controlled substances?  ( Yes     ( No     If yes, please explain:__________________________

Are you taking Boniva or Fosomax or any other osteoporosis medication?  ( Yes     ( No    

 Women:    Are you   ( Pregnant/Trying to get pregnant?     ( Nursing?      ( Taking oral contraceptives?                                           

ALLERGIES: If you are allergic to any of the following please circle:

   Aspirin      Penicillin     Codeine     Acrylic     Metal      Latex     Local Anesthetics     Epinephrine     Sulfa      Erythromycin

Other, please list:__________________________________________________________________________________

If you have or had any of the following, please circle:

AIDS/HIV Positive
Cold Sores/Fever Blisters
          Genital Herpes
Kidney Problems                Scarlet Fever 

Alzheimer’s Disease
Congenital Heart Disease          Glaucoma
              Knee Replacement            Shingles

Anaphylaxis

Convulsions

          Hay Fever

Leukemia
               Sickle Cell Disease

Anemia


Cortisone Medication
          Heart Attack
Liver Disease
               Sinus Trouble

Angina


Diabetes


          Heart Murmur
Low Blood Pressure           Spina Bifida

Arthritis/Gout

Drug Addiction

          Pacemaker

Lung Disease
               Stomach Disease

Artificial Heart Valve
Easily Winded

          Heart Disease
Mitral Valve Prolapse        Stroke

Artificial Joint/Pins
Emphysema

          Hemophilia
Oseteoporosis                    Swelling of Limbs

Asthma


Endocarditis

          Hepatitis A

Pain in Jaw Joints              Thyroid Disease

Blood Disease

Epilepsy/Seizures

          Hepatitis B or C
Parathyroid Disease           Tonsillitis

Blood Transfusion
Excessive Bleeding
          Herpes
    
Psychiatric Care                 Tuberculosis

Breathing Problem
Excessive Thirst

          High Blood Pressure    Radiation Therapy              Ulcers

Bruise Easily

Fainting/Dizziness
          Hip Replacement  
Recent Weight Loss          Veneral Disease

Cancer


Frequent Cough

          Hives or Rash
Renal Dialysis
              Yellow Jaundice

Chemotherapy

Frequent Diarrhea
          Hypoglycemia
Rheumatic Fever
         

Chest Pains

Frequent Headaches
          Irregular Heartbeat   Rheumatism

Have you ever had any serious illness not listed above?           Yes            No

If yes, please explain:_______________________________________________________________________________________

Comments:_______________________________________________________________________________________________

_______________________________________________________________________________________________________

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

Signature of Patient or Guardian__________________________________________________________  Date________________
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DENTAL HISTORY SHEET

What is your present Dental problem or concern?_________________________________________________________

________________________________________________________________________________________________

Who was your previous Dentist?______________________________________________________________________

When was your last Dental exam and full mouth x-rays?___________________________________________________

When was your last Dental cleaning?__________________________________________________________________

How often do you brush your teeth?___________________________________________________________________

How often do you floss your teeth?____________________________________________________________________

Answer yes or no to the following:                                                                                                                          YES     NO

Do you have any areas in your mouth that are sensitive when you brush or chew?……………………………..(       (
Do you have any areas in your mouth that are hot or cold sensitive?……………………………………………(       (
Do you clench or grind your teeth at night?……………………………………………………………………...(       (
Do you gag easily?……………………………………………………………………………………………….(       (
Are  you apprehensive  (nervous)  about your dental treatment? .……………………………………………….(       (
Have you ever used Nitrous oxide for a dental appointment?……………………………………………………(       (
Do you have any  inflamed areas or sores in your mouth? ……………………………………………………....(       (
Do you ever get cold sores or fever  blisters in or around your mouth?………………………………………….(       (
Have you ever  had any difficult extractions? ……………………………………………………………………(       (
Have you ever had  prolonged bleeding after an extraction?……………………………………………………..(       (
Do your gums  bleed when you brush or floss?…………………………………………………………………..(       (
Have you ever  been told you have any gum problems?………………………………………………………….(       (
Have  you ever been told you have any periodontal disease?…………………………………………………… (       (
Do you have any  loose teeth in your mouth? ……………………………………………………………………(       (
Do you notice any  unpleasant taste or bad breath in your mouth? ………………………………………………(       (
Do you have any  sinus trouble? ………………………………………………………………………………….(       (
Do you have any  pain in or near your ears? ……………………………………………………………………..(       (
Do you have any  TMJ problems? .……………………………………………………………………………….(       (
Does your jaw ever  pop or click?. ……………………………………………………………………………….(       (
Have you ever worn braces? ….………………………………………………………………………………….(       (
Have  you been in an accident involving your mouth or teeth? ………………………………………………….(       (
Do you smoke?…………………………………………………………………………………………………...(       (
Do you wear a partial denture?      Upper  (    )            Lower   (    )      How old are your partials:_____________


Are you happy with your partials?

      Do you wear a full denture?     Upper  (    )            Lower   (    )      How old are your dentures:_____________


Are you happy with your dentures?

Are you happy with the condition and/or appearance of your mouth?


If not, why__________________________________________________________________________________

__________________________________________________________________________________________________

Is there any other Dental information we should know?_____________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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(Acknowledgement Of)
Notice of Privacy Practices

CHARLES ANTHONY SCHULTZ, DMD, PA

1127 N. Courtenay Pkwy, Merritt Island, FL   32953

(321) 452-4988

I understand that, under the Health Insurance Portability And Accountability Act Of 1996 (HIPAA), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

· Conduct, plan and direct my treatment and follow-up among the multiple health-care providers who may be involved in that treatment directly and indirectly.

· Obtain payment from third party payors.

· Conduct normal health care operations, such as quality assessments and provider certification.

I acknowledge that a copy of Notice Of Privacy Practices is available to me upon request, containing, a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization anytime at the address above to obtain a current copy of such Notice Of Privacy Practices.

I understand that I may request, in writing, that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations.  I also understand you are not required to agree to my requested restrictions,  but  if you do agree, then you are bound to abide by such restrictions.

Patient Name:_______________________________________  Date:___________________

Signature:________________________________Relationship to Patient:________________

(For Office Use Only)

I attemped to obtain the patient’s signature in acknowledgement of the above affidavit, but  was unable to do so as documented below:

Date___________________________Initials_____________Reason_______________________________________________
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