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MAGNOLIA
DENTAL

Patient Packet

Patient Information

Patient First Name: Middle Name: Last Name: Address:

City: State: Zip Code: Driver's License #: Date of Birth: SSN #:
Email: Gender: Marital Status: CellPhone: Home Phone: Work Phone:
Elr:rﬁrgency Contact Number: Relationship : Who may we thank forinviting you to our office?

Dental Insurance

Policy Holder's First Name: Policy Holder's Last Name: Policy Holder's DOB: Policy Holder's SSN #:

Your Relationship to Policy Holder: Employer: Insurance Company Name: Phone #:

Subscriber ID: Group #: Insurance Card - Front Insurance Card - Back
No File Uploaded No File Uploaded

Medical History

Although dental personnel primarily treat the area in and around your mouth your mouth is a part of your entire body. Health problems that you
may have  or medication that you may be taking could have an important interrelationship with the dentistry you will receive. Thank you for
answering the following questions.

Areyou under aphysician's care now? IfYes, Have you ever been hospitalized or had IfYes,
amajor operation?

O Yes

o No O Yes
O No

Have you ever had a serious head or If Yes,

neck injury?

O Yes

O No

Areyou currently taking any medications?

Medication Name: Comments/Dosage:
Do you take or have you taken Phen- If Yes, Have you ever taken Fosamax Boniva IfYes,
Fen or Redux? Actonel orany other medications
e : -

o Yes containing bisphosphonates?
O No O Yes

O No
Areyou on a special diet? Do you usetobacco? Do you use controlled substances? IfYes,
O Yes O Yes O Yes
O No O No O No

Women:Areyou...



[m]
[m]
[m]

Taking oral contraceptives?
Nursing?
Pregnant/Trying to get pregnant?

Areyou allergic to any of the following?
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Allergy: Aggrenox(BloodThin.)
Allergy: Alergy- Metal
Allergy: Allergic to Nichol
Allergy: Allergies

Allergy: Allergies-Walnuts
Allergy: Allergy - Adhesive
Allergy: Allergy - ASA
Allergy: Allergy - Aspirin
Allergy: Allergy - Augmentin
Allergy: Allergy - Bactrim
Allergy: Allergy - Cephalospo
Allergy: Allergy - Codeine
Allergy: Allergy - Cortisone
Allergy: Allergy - Dogs
Allergy: Allergy - Dye

Allergy: Allergy - Eggs
Allergy: Allergy - Emcomycin
Allergy: Allergy - Ephedrine
Allergy: Allergy - Erythromyc
Allergy: Allergy - Gluten
Allergy: Allergy - Hay Fever
Allergy: Allergy - Ibuprofen
Allergy: Allergy - lodine
Allergy: Allergy - Keflex
Allergy: Allergy - Latex
Allergy: Allergy -levaquin
Allergy: Allergy - Losarten
Allergy: Allergy - Macrobid
Allergy: Allergy - Nuts
Allergy: Allergy - Omncef
Allergy: Allergy - Other
Allergy: Allergy - Penicillin
Allergy: Allergy - Percocet
Allergy: Allergy - Quinine
Allergy: Allergy - Quinoline
Allergy: Allergy - Sulfa
Allergy: Allergy - Vancomycin
Allergy: Allergy - Zitromax
Allergy: Allergy - Zofran
Allergy: Allergy -Amoxicillin
Allergy: Allergy -Clindamycin
Allergy: Allergy -Thimerosal
Allergy: Allergy Claritin
Allergy: Allergy- Ace Inhibit
Allergy: Allergy-Benadryl
Allergy: Allergy-Benzol
Allergy: Allergy- Biaxin
Allergy: Allergy- Ceclor
Allergy: Allergy- Cymbalta
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Please list out any other allergies you may have:

Allergy: Allergy-Darvon
Allergy: Allergy- Demerol
Allergy: Allergy- Dilziam
Allergy: Allergy- Epinephrine
Allergy: Allergy-Flagyl
Allergy: Allergy- Grass
Allergy: Allergy- Haldol
Allergy: Allergy- Ibuprofen
Allergy: Allergy- lllisone
Allergy: Allergy- Lasix
Allergy: Allergy- Lisinopril
Allergy: Allergy- Lortab
Allergy: Allergy- Macrobid
Allergy: Allergy- Minocycline
Allergy: Allergy- Morphine
Allergy: Allergy- Narcotics
Allergy: Allergy- Neosporin
Allergy: Allergy- Neurontin
Allergy: Allergy- Niacin
Allergy: Allergy- Nsaids
Allergy: Allergy- Opioid
Allergy: Allergy- Oxycodone
Allergy: Allergy- Percodan
Allergy: Allergy- Prednisone
Allergy: Allergy- Pseuophed
Allergy: Allergy- Robitussin
Allergy: Allergy- Sertaline
Allergy: Allergy- Shellfish
Allergy: Allergy- Skelaxin
Allergy: Allergy- Talwin
Allergy: Allergy- tree nuts
Allergy: Allergy-Tylenol
Allergy: Allergy-Vicodin
Allergy: Allergy- Zofran
Allergy: Allergy-Zpak
Allergy: Allergy-Aleve
Allergy: Allergy-Ancef
Allergy: Allergy-Anesthesia
Allergy: Allergy-Augmentin
Allergy: Allergy-Bactrim
Allergy: Allergy-Barbiturates
Allergy: Allergy-Benzoyl Perx
Allergy: Allergy-Boston Eyedr
Allergy: Allergy-Carnamine
Allergy: Allergy-Ceftin
Allergy: Allergy-Cipro
Allergy: Allergy-Claritin
Allergy: Allergy-Clindamycin
Allergy: Allergy-Dicloxicilli

000000000000 000O0O0O0OO0OO0O0OOO0OO0OO0OO0OO0OOCOOO0O0OO0OO0OOOOOO0OOOOO0OOOOCOO0

Do you have orhave you had any of the following?
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*Pre-Med - Amox
*Pre-Med - Clind
*Pre-Med - Other
*Pre-Med -Cipro
*Pre-Med-Clindamycin
Acid Reflux
Adenoids

AFIB

Alzheimers
Amiodarone

Anemia

Ankle Surgery
AnklylosingSpondylli
Anxiety
AorticValueDystrophi
Aortoiliac Disease
Apendectomy
Apnea

Appendicitis
Aritficial HeartValv
Arthritis

Artificial Joints
Asthma

Autism

Auto Immune Disease
Back Problems

Bad Breath/Halitosis
Barth Syndrome
Bell's Palsy

Bleeding Abnormally
Bleeding Gum Tissue
Bleeding Problems
Blood Clot

Blood Disease

Blood Transfusion
Cancer

Cardiac Cath
Celebral Palsy

Celiac
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Fibromyalgia
Fibrosis

Fractured Teeth

Gall Stones
Gallbladder

Gastric Sleeve
Gastrointestinal
Gastroparesis

GERD

Glaucoma

Grinding Teeth
Growths

Guillain Barre

Gum Surgery

Hay Fever

Head Injuries

Head Injury
Headaches

Heart Attack

Heart Bypass Surgery
Heart Disease

Heart Murmur

Heart Problems-Other
Heart Stent

Heart Transplant
Heart Trouble

Heat Sensitivity
Hemochromatosis
Hemorrhoids
Hepatitis

Hernia Repair

High Blood Pressure
High Blood Sugar
High Cholesterol

Hip Replacement
HIV

Hives-Chronic
Hodgkin's Lymphoma
Hoshimotos disease
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Allergy: Allergy-Doxycycline
Allergy: Allergy-Effexor
Allergy: Allergy-Food
Allergy: Allergy-Honey Bees

Allergy: Allergy-Hydrochlorothiazide

Allergy: Allergy-lbuprofen
Allergy: Allergy-Imitrex
Allergy: Allergy-Keflex
Allergy: Allergy-Lamotrigine
Allergy: Allergy-Levoquin
Allergy: Allergy-Lisinopril
Allergy: Allergy-Lotensin
Allergy: Allergy-Nickel
Allergy: Allergy-Novocaine
Allergy: Allergy-Oxycontin
Allergy: Allergy-Paclitaxel
Allergy: Allergy-Peanuts
Allergy: Allergy-Phenergan
Allergy: Allergy-Phenobarbita
Allergy: Allergy-Plavix
Allergy: Allergy-Pollen
Allergy: Allergy-Relafin
Allergy: Allergy-Seasonal
Allergy: Allergy-Septocaine
Allergy: Allergy-Shellfish
Allergy: Allergy-Statin
Allergy: Allergy-Strawberries
Allergy: Allergy-Tetanus Shot
Allergy: Allergy-Tetracycline
Allergy: Allergy-Tramadol
Allergy: Allergy-Trees
Allergy: Allergy-Trilafon
Allergy: AllergyMetronidazole
Allergy: Bioxin

Allergy: Eurithromiacin
Allergy: Fluoroquinolone Anti
Allergy: Hydrocodon

Allergy: Nitrofurantoin
Allergy: Singulair

Allergy: Tegretol

Anesthetic

Aspirin

Codeine

Ibuprofen

lodine

Latex

Penicillin

Seasonal Allergies

Sulfa

Nervous Disorders
Neuropathy
Neutropenia

NO CAVITRON
Nursing

Opherectomy
OralLichenPlanus
Osteoarthritis
Osteopenia
Osteoporosis

Other

Pacemaker

Pancreas Problems
Parkinsons
Periodontal Disease
Pneumonia

Polycystic Ovarn Syn
Polycythemia Vera
Polyneuropathy
Pregnancy

PreMed Cipro 500mg
Pressure Sensitivity
Prosthetic Eye
Psoriasis

Psychiatric Treatment
PTSD

Pulmonary Embolism
Pulmonary Hypoperfus
Radiation Treatment
Recent Accident-MVA
Respiratory Problems
Restless Leg Syndrom
Retina Detached
Rheumatic Fever
Rheumatism
rheumatoid arthritis
Scarlet Fever

SEE COMFORT MENU 1ST
Seizures



Celiac Disease
Cellulitis

Cerebral Palsy
Chemical Dependency
Chemotherapy
chicken pox
Cholecystectomy
Chronic Lymphocitic Leukemia
Chronic Urticaria
Circulatory Problems
Clicking/Popping Jaw
Cold Sensitivity

Colitis

Colon Surgery
CongentialHeartLesio
COPD

Cortisone Treatments
Cough Persistent
Cough up Blood
COVID-19 Hx Exposure
Crohns

Crooked Teeth
Dementia

Depression

Diabetes

Dialysis

Diverticulitis

Dizziness

Dry Mouth
DuchenneMuscDystropy
EhlersDanlosSyndrome
Elevated Lipids
Encephalitis

Epilepsy

Excessive Bleeding
Factor V Leiden
Fainting

Fatty Liver
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Hypercholesterolemia
Hypertension
Hypo-Throid
Hypogammaglobulinemi
Hypoglycemia
Hypotension
Hysterectomy

IBSC

Incontinence
Interstitial cystiti
Irritable Bowel Synd
Jaundice

Jaw Pain

Jaw popping/clicking
Joint Replacement
Kidney Disease
Kidney Stones

Knee Replacement
KneeSurgery -NONREP-
lancing ears
Leukopenia

Liver Disease
Loose/Broken Tooth
Low Blood Sugar
Lupus

Lyme Disease
Lymphedema
Malignant Hypertherm
Mental Disorders
MERSA Infection
Migraine
MitralValveProlapse
Mouth Sores

MRSA

mumps

Muscle Cramps
Narcolepsy
Necrotizing Fasciiti

Please list out any other medical problems you may have:
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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.

Signature:
Sign
Dental History

Sepsis

Shingles

Shortness of Breath
Shoulder Joint Surge
Sinus Problems
Sinus Trouble
Sjogrene Syndrome
Skin Rash

Sleep Apnea

Spinal Stenosis
Stomach Problems
Stroke

SVT

Sweets Sensitivity
Swelling Feet/Ankles
Tarsal Tunnel Syndro
Thyroid - Hyper
Thyroid - Hypo
Thyroid Condition
Thyroid-Hashimotos
Tinnitus

™J

Tobacco Habit
Tobacco/Alcohol Use
Tonsilitis
Tonsillectomy
Trigeminal Neuralgia
Tuberculosis
Tumors

Ulcerative Colitis
Ulcers

Urinary Retention
Valley Fever
Venereal Disease
Vertigo

Visually Impaired

It is my responsibility to inform the dental office of any changes in medical status.

Why are you changing your dentist?

Name, address, and phone number of previous dentist:

How long ago was your last visit to the dentist?
1 Month

3 Month

6 Month

Lastthan 1 year

1-2 year

2-3 year

3-5year

Morethan 5 year

O O O O O 0O O 0O

I've never seen a dentist

Date of most recent dental exam and dental x-rays:

How did you find us?
Other Patient
Friend/Collegue
Google

Internet
NextDoor App
Television Ad
Other

OO0 OO0OO0OO0O0o

I routinely see my dentist every:

(e} 3 Months

o 4 Months

(e} 6 Months

o 12 Months
e} Not Routinely

If you selected other patient, please name the patient here:

Reason for today's visit:

m] Check-up
[m] Pain
m] Other



What is yourimmediate dental concern?

Ifyes, please explain:

Ifyes, please explain:

Ifyes, please explain:

Are you aware of sores or irritated areas
in the mouth?

O Yes
O No

How often do you brush?

Have you ever been treated for
Periodontal or Gum Disease?

O Yes
O No

What type of brush do you use?

Have you everhad abad experience at the dentist?

e} Yes
e} No

Have you had any complications following treatment?

e} Yes
e} No

Have you had any unfavorable reactions to dental anesthetic?

e} Yes
e} No

Areyour teeth sensitive to cold orhot
temperatures?

O Yes
O No

Does dental treatment make you
nervous?

O No

O YesorSlightly

O YesorModerately
O YesorExtremely

How often do you floss?

Do you grind your teeth?
O Yes
O No

Do yourgums bleed when you brush or
floss?

O Yes
O No
O Sometime

How would you rate the condition of
yourmouth?

O Never O Manual O Never
O Occationally O Electric O Occationally O Poor
O Onceaday O Both O Onceaday O Good
O Twiceaday O Twiceaday O Excellent
O Threetimesaday O Threetimes aday
O Everytimel eat O Everytimeleat
Check allthat apply:
[m] Had complications from past dental treatment
[m] Had trouble getting numb
m] Had/have experienced dry mouth
[m] Have experience popping and/or clicking of the jaw joint Or or have a limited
opening
m] Experienced gum recession
m] Notice teeth becoming more crooked Or crowded Or or overlapped
m] Have any teeth sensitive to biting Or sweets Or or avoid brushing any part of
the mouth
m] Have difficulty chewing
[m] Wear or have worn a bite appliance or night guard
m] Had any teeth become loose on theirown (without injury)
[m] Notice spaces developing between teeth
m] Had/have braces Or orthodontic treatment
[m] Food gets trapped between any teeth
m] Have whitened or bleached your teeth
m] clench orgrind your teeth
m] Noticed an unpleasant taste or odorin your teeth
[m] Experienced aburning sensation in the mouth
[m] Snore or wake up frequently during the night
[m] Notice teeth becoming more loose
Your Smile:

Do you like your smile?

o
o

| am interested in:

[m]
[m]
[m]

Ifyou could change your smile, what would you like to change?

Yes ] Changethe color of my teeth

No ] change the position or alignment of my teeth
] Close spaces or restore worn out or broken teeth
] changethe shape of my teeth
u} other

To ensure your visit is a great experience, please share any questions or concerns you
Teeth whitening would like us to know about:
Straight teeth

Replacement of missing teeth




[m] White fillings
m] Other

Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please
review it carefully.

YourRights

You have the right to: < Get a copy of your paper or electronic medical record < Correct your paper or electronic medical record e« Request
confidential communication e« Ask us to limit the information we share e« Get a list of those with whom we’ve shared your information e« Get a
copy of this privacy notice ¢ Choose someone to act for you ¢ File a complaint if you believe your privacy rights have been violated

Your Choices

You have some choices in the way that we use and share information as we: ¢ Tell family and friends about your condition < Provide disaster
relief ¢ Include you in a hospital directory e« Provide mental health care e« Market our services and sell your information ¢ Raise funds

OurUses and Disclosures

We may use and share your information as we: e« Treat you ¢ Run our organization ¢ Bill for your services ¢ Help with public health and safety
issues ¢ Do research < Comply with the law ¢ Respond to organ and tissue donation requests ¢ Work with a medical examiner or funeral director
* Address workers’ compensation, law enforcement, and other government requests ¢ Respond to lawsuits and legal actions

Your Rights

When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help
you.

Get an electronic or paper copy of your medical record

¢ You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. Ask us how to
do this. « We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable,
cost-based fee.

Ask us to correct your medical record

* You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this. e« We may say “no”
to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications

* You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address e« We will say
“yes” to all reasonable requests.

Ask usto limit what we use or share

* You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to
your request, and we may say “no” if it would affect your care. ¢ If you pay for a service or health care item out-of-pocket in full, you can
ask us not to share that information for the purpose of payment or our operations with your health insurer. We will say “yes” unless a law
requires us to share that information.

Get alist of those with whom we've shared information

¢ You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared
it with, and why. ¢ We will include all the disclosures except for those about treatment, payment, and health care operations, and certain
other disclosures (such as any you asked us to make). We’ll provide one accounting a year for free but will charge a reasonable, cost-based
fee if you ask for another one within 12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you
with a paper copy promptly.

Choose someoneto act foryou

« If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make
choices about your health information. ¢ We will make sure the person has this authority and can act for you before we take any action.

File acomplaint if you feel your rights are violated

¢ You can complain if you feel we have violated your rights by contacting us using the information on page 1. ¢ You can file a complaint with
the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington,
D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. ¢ We will not retaliate against you for filing a
complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your
information in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions. In these
cases, you have both the right and choice to tell us to: e« Share information with your family, close friends, or others involved in your care
¢ Share information in a disaster relief situation ¢ Include your information in a hospital directory If you are not able to tell us your
preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your best interest. We may
also share your information when needed to lessen a serious and imminent threat to health or safety. In these cases we never share your
information unless you give us written permission: ¢ Marketing purposes ¢ Sale of your information ¢ Most sharing of psychotherapy notes In
the case of fundraising: e« We may contact you for fundraising efforts, but you can tell us not to contact you again.

OurUses and Disclosures

How do we typically use or share your health information?
We typically use or share your health information in the following ways.



Treatyou

We can use your health information and share it with other professionals who are treating you. Example: A doctor treating you for an injury
asks another doctor about your overall health condition.

Run ourorganization

We can use and share your health information to run our practice, improve your care, and contact you when necessary. Example: We use health
information about you to manage your treatment and services.

Bill for your services

We can use and share your health information to bill and get payment from health plans or other entities. Example: We give information about
you to your health insurance plan so it will pay for your services.

How else can we use or share your health information?

We are allowed or required to share your information in other ways - usually in ways that contribute to the public good, such as public health
and research. We have to meet many conditions in the law before we can share your information for these purposes. For more information see:
www . hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health and safety issues

We can share health information about you for certain situations such as: ¢ Preventing disease ¢ Helping with product recalls ¢ Reporting
adverse reactions to medications ¢ Reporting suspected abuse, neglect, or domestic violence ¢ Preventing or reducing a serious threat to
anyone’s health or safety

Do research
We can use or share your information for health research.

Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it
wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests
We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director
We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests

We can use or share health information about you: ¢ For workers’ compensation claims ¢ For law enforcement purposes or with a law enforcement
official « with health oversight agencies for activities authorized by law ¢ For special government functions such as military, national
security, and presidential protective services

Respond to lawsuits and legal actions
We can share health information about you in response to a court or administrative order, or in response to a subpoena.

Our Responsibilities

* We are required by law to maintain the privacy and security of your protected health information ¢ We will let you know promptly if a breach
occurs that may have compromised the privacy or security of your information. ¢ We must follow the duties and privacy practices described in
this notice and give you a copy of it. e« We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind. For more information
see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available upon
request, in our office, and on our web site.

Other Instructions for Notice

¢ This statement is effective as of 10/01/2023. « We never market or sell personal information. + We will never share any protected health
records without your written permission.

Consent for Use and Disclosure of Protected Health Information

SECTION A: PATIENT GIVING CONSENT

[m] Initial Acknowledgement of Privacy Practices
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 of 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 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: Telephone: Fax: E-mail:



[m] I have had fullopportunity to read and consider the contents of this Consent Signature:

form and your Notice of Privacy Practices. | understand that, by signing this Slg n
Consent form, | am giving my consent to your use and disclosure of my

protected health information to carry out treatment, payment activities and

health care operations.

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

Personal Representative’'s Name: Relationship to Patient:

Stop. ONLY complete Section C if you do not Consent.

SECTION C:RIGHT TO REVOKE: Please read carefully before signing

Right to Revoke:

You will have the 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:
Sign

If this Revoke of 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.



