Medical History Form Date

Name Home Phone { )
Last First Middle
Address ’ Business Phone | )
MNumber, Street o
City State __ ZipCode
Occupation Social Security No.
Date of Birth ‘nriaz;L;?‘ Sex M F Heignt _ Weight _____ Single ________ Married
Name of Spouse Closest Relative Phone | )

If you are completing this form for another person, what is your relationship to that person?

Referred by

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be
considered confidential. Please note that during your initial visit you will be asked some questions about your
responses to this questionnaire and there may be additional questions concerning your health.

1. Areyouingoodhealth? . . . . . . . .+ . . . . . . e e e e e e e e e e e e e e e Yes
2. Hasthere been any change in your general health withinthepastyear?. . . . . . . . . . . . . . . . . .. Yes
3. My last physical examination was on

4. Areyounowunderthecareofaphysician? . . . . . . . . . . . . . . L. L 00 e e e e e e Yes

If so, what is the condition being treated?
5. The name and address of my physician(s) is

6. Have you had any serious illness, operation, or been hospitalized inthe past5years? . . . . . . . . . . . . . Yes
If so, what was the iliness or problem?
7. Are you taking any medicine(s) including non-prescriptionmedicine?. . . . . . . . . . . . . e e e . . . Yes

If so, what medicine(s) are you taking?
8. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease . . . ; Yes
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood
pressure, arteriosclerosis, stroke) . . . . . . . . L L L L L L L L L e e e e e e e e e e Yes
1. Do you have chest pain upon exertion? . . . PR G B SR EREESE Bh R EEE Yes
2. Are you ever short of breath after mild exermseorwhen WInGdOWRAZ: = v s s % w e v @ s 8 N e S5 . Yes
3. Do your ankles swell? . . . R T I e e T Yes
4. Do you have inborn heartdefects’? SR OB E SN VWi s 58 85 TE TSN B I RS OB Yes
5.Doyouhaveacardiacpacemaker? . . . . . . . . L L L L. u e e e e e e e e e e Yes
C. AIBrgY . . v o v vt b e e e e e e e e e e e e e e e e e e e e e e e e e Yes
diSinustrouble & 2 ¢ s s S B Sl B e S SR SHIEE Y % $a F T Ema e a FO e . Yes
G, ASthmiaOrhayTever . -« w5 wos o wwnm e % # G v ol & @ 4 4 5N VA R IE A B oR e 4 Yes
f. Fainting spells or seizures . . . T e L T T T Yes
g. F’ermstentdlarmeaorrecentweight!uss Moo e B oPh W B m AN W WS 6 S G M g W Gme m oMMl o s i dmy i Yes
h. Diabetes . . . . Yes
i. Hepatitis, jaundice or Ilverdlsease s oW on m AR RN R G W R W IR W BS BE B ANE MIE BN W E S Yes
j- AIDSorHIVinfection . . . . . . . . L L L . e e e e e e e e e e e e e e e e e Yes
k. Thyroid problems . . . F U B BB B G owoeer m o im U A R oume m owen w  m B @n e Yes
I. Respiratory problems, emphysema, bronchltls atc. e m @ w B E AR AR P A $ W E T E e W W @ Yes
m. Arthritis or painful swollenjoints . . . . . . . . . . . L L L e e e e e e e e e e e e Yes
n. Stomachulcerorhyperacidity . . . . . . . . . . . . . L L L L Lo o e e e e Yes
O: Kidhieytrouble = 5 v 4 v s e % 88 VR G E e v 3 £5 BRI 8 W v WL E ¢ a Yes
p. Tuberculosis . . e A AL L Yes.
q. Persistent cough oroough thatpmduces blood wo e e N e D NG AN B SE N BRI R NES B K W B G H SNE B B (N H o Yes
r. Persistentswollenglandsinneck . . . . . . . . . . L L L L L L e e e e e e e e e e e Yes
8. Lowbloodpressiie « « &4 e ow st a e w v e v R E B m v Fw RS E G 8 ©0 B E B oa © Yes
t. Sexually transmitted disease . . . N Y I T T T T Yes
u. Epciepsyorotherneumioglcaldssease e e e e e e e e e e e e e e e e e e Yes
v. Problemswithmentalhealth . . . . . . . . . . . . . . . . . e e e e e Yes .
w. Cancer . . L IS I S I Yes
Xx. Problemsofthe|mmunesyslem WK ONL E W e N BN W T B G S ML B8 R SRN 8 SN B GRG0 R 0 B G GN 3 & e Yes

(over)
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9. Have you had abnormal bleeding?. . . . . . . . . . . . o w oY N
a. Have you ever required a blood transfusion?. . . . . . . . WO D w E

10. Do you have any blood disorder such as anemia? ;
11. Have you ever had any treatment for a tumor or growth?. . . .,

12. Are you allergic or have you had a reaction to:

Local anesthetics
. Penicillin or other antibiotics . . . . . . . . . . oW R W N R B H E R o .
. Sulfa drugs .
- Barbiturates, sedatives, or sleepingpills . . . . . . . .
Aspirin .

lodine BT

. Codeine or other narcotics

. Other

.

Taea o ooow

13. Have you had any serious trouble associated with any previous dental treatment?
If so, explain

14. Do you have any disease, condition, or problem not listed above that you think I should know about? .
If so, explain

15. Are you wearing contact lenses? . . o
16. Areyouwearingremovabiedemalappliances?. © ol B wouey o milm eiw @ e i

Women

17. Are you pregnant? ;% R

18. Do you have any problems associated with your menstrual period? .

19. Areyounursing? . . . . . . . ., . . . ..

20. Areyou taking birth control pills? . . . . . . . . . G E T E B omowmeomoae w6 s s o
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Chief Dental Complaint

I certify that | have read and understand the above. | acknowledge that my ques-
tions, if any, about the inquiries set forth above have been answered to my satis-
faction. I will not hold my dentist, or any other member of his/her staff, responsible
for any errors or omissions that | may have made in the completion of this form.

Signature of Patient

For completion by the dentist.
Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

(Date) Signature of Dentist

Medical history update:
Date Comments Signature

§500 © American Dental Association 1988



Ors. DiVincenzo & Lefkowitz
312 Academy Street
Jersey City, NJ 07306

PLEASE LTST ANY MEDICINE(S) INCLUDING NON-
PRESCRIPTION MEDICINE YOU ARE CURRENTLY TAKING

Medication Dosage Times/day

Patient’s Name:

Signature:

Date:




Drs. DiVincenzo & Lefkowitz
312 ACADEMY STREET
JERSEY CITY, NJ 07306

Do you have Dental Insurance? ( )yes ( )no

A. Dental Insurance

PrimaryInsurance Subscriber’s Name

Relationship to patient

Insurance Company

Subscriber’s Birthdate Subscriber’s SS#

Group #

Is patient covered by additional insurance? ( ) Yes ( ) No

Secondary Subscriber’s Name

Relationship to Patient
Insurance Company

Birthdate S8#
Group #

ASSIGNMENT AND RELEASE

I, the undersigned certify that I (or my dependent) have insurance coverage with

and assign directly to Drs. DiVincenzo and Lefkowitz

all insurance benefits, if any, otherwise payable to me for services rendered. I understand
that I am financially responsible for all charges whether or not paid by insurance. I
hereby authorized the doctor to release all information necessary to secure the payment of
benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party — Print Name Signature

Relationship Date



Ors. DiVincenzo & Lefkowitz
312 ACADEMY STREET
JERSEY CITY, NJ 07306

201.216.9191

ASSIGNMENT AND RELEASE

I'understand that I am financially responsible for all charges. I understand that all fees are
due on the date of service.

Responsible Party — Print Name Signature

Relationship Date



Drs. DiVincenzo & Lefkowitz
312 ACADEMY STREET
JERSEY CITY, NJ 07306

PATIENT CONSENT FORM

I'understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

- Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment);

- Obtaining payment from third party payers (e.g. my insurance company):

- The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information, and my right under HIPAA. T understand
that you reserve the right to change the terms of this notice from time to time and that I
may contact you at any time to obtain the most current copy of this notice.

I'understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree, you are then bound to comply with this restriction,

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date I revoke this consent is not affected.

Date:

Print Patient Name:

Relationship to Patient:

Signature:




Giorgio T. DiVincenzo, DMD

David Lefkowitz, DDS
312 Academy Street
Jersey City, NJ 07306

Name;: Date

How do you prefer we contact you to confirm your appointment?

Text (Cell #)

E-Mail

Phone

Home

Business




