DR KELCEY JEPPSON

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel! primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heatth problems that you may
have, ormedacahonmatyoumaybetaimg couuhaveanmpommmmmmmedumsuyyoumnmve Thank you for answering the
following questions.

!
!_
|

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, please explain:

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

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

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosarmax, Boniva,ActoneloranyO Yes O No

Are you on a spedial diet? () Yes () No
. Do you use tobacco? () Yes () No
Doyouusecontrolledvsubstances?O Yes () No

~-Women: Are you g - s -
; PnegnantlTrymgtoget pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes O No

——Areyouallerglctoanyofthefouowmg? -~
: [ | Aspirin {1 Penicitiin { ] Codeine [jLowAnestheﬁes [ 1Acylic [ ] Metal [ Latex {1 Sulfa drugs
1 Other I yes, please explain: o

i

- Do you have, or have you had, any of the following? - e

i AIDS/HIV Positive O Yes O No| CotisoneMedicine (O Yes (O No | Hemophiiia O Yes () No |..Radiation Treatments - () Yes (O No |
! AlzheimersDisease () Yes (O No | Diabetes () Yes (O No | Hepatitis A (C Yes (O No | Recent Weight Loss Yes () No |
{ Anaphylamds (O Yes () No | Drug Addiction O Yes (O No | HepatitisBorC (O Yes (O No | Renal Dialysis (O Yes (O No |
| Anemia O Yes O No | Easily Winded OYes ONo | Hepes = O Yes O No | ‘Rheumalic Fever () Yes O No
| Angina O Yes () No | Emphysema (O Yes O No | High Blood Pressure () Yes () No | Rheumatism O Yes O Mo -
| ArthiitisiGout (O Yes (O No| EpiepsyorSeizres () Yes () No | HighCholesterol (O Yes () No | Scarlet Fever . O Yes O No
. Atificial Heart Valve {5 Yes (O No| Excessive Bleeding (O Yes (O No | Hives or Rash (O Yes () No | Shingles O Yes O No
Astificial Joint O Yes () No | Excessive Thirst (O Yes () No { Hypoghyemia (C Yes (O No | Sicide Cefl Disease O Yes O No |
Asthma (O Yes () No | Fainting SpelisiDizziness () Yes (O No | lmegular Heartbeat () Yes () No | Sinus Trouble (O Yes () No ;
Blood Disease () Yes ) No { Frequent Cough ) Yes (O No | KGdney Problems () Yes () No | Spina Bifida G Yes O No
Blood Transfusion (O Yes () No | Frequent Diarthea O Yes O Mo | Levkemia O Yes O No .| :Swomach/intestinal Disease () Yes () No
! Breathing Problem O Yes (O No| FrequentHeadaches (O Yes () No | LiverDissase O Yes O No | Stroke O Yes () No .
i Bruise Easily (O Yes () No | Genital Herpes O Yes O No | LowBlood Pressre () Yes () No | Swelling of Limbs (O Yes O No !
Cancer O Yes O No| Glaucoma O Yes O No | LmgDisease ©~ () Yes (5 No | Thyroid Disease Yes () No
| Ghemotherapy Q) Yes () No| HayFever C) Yes O No | Wetral Vaive Protapse () Yes () No | Tonsilitis Yes () No
¢ Chest Pains () Yes O) No| HeatAttackFaiure () Yes () No | Osteoporosis - () Yes-( No | Tubemulosis 8"“8'“
i Cold Sores/Fever Basters () Yes () No | Heart Murnar ) Yes O No | Panmiawloints () Yes () No | Jumorsor Growths (‘Yv:ﬂ:g
Congenital Heart Disorder{) Yes () No | Heart Pacemaker O Yes O No | Paratiyroid Dissase (O Yes O No | U - = ves 3 No
Convulsions O Yes (O No | Heart Trouble/Disease (O Yes () No | PsychiaticCare (O Yes O No | oo taundice ,Yagm,

Have you ever had any serious lilness not listed above? () Yes (O No

Comments:

Tomebestofmylmmdedge the questions on this form have been accurately answered. 1 understand that providing incomect information can be
dangerous to my (or patient's) health. nsmyrespmsbﬂytonfotmﬂ\ewmaloﬁoeofmmangeshmedwm

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE
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!
|
|




First Name:

PATIENT REGISTRATION

Last Name Middle Initial:

Preferred Name:

Address:

Responsible Party (if other than patient):

City, State, Zip:

Home Phone:

Gender: Female o Male o

Employer:

Address 2:
E-mail:
Work Phone: Cell
Birth Date: Soc. Sec.#:
Emergency Contact:

Preferred Pharmacy:

Emergency Contact Phone #:

Physician's Name: Referred by:
Primary Insurance Information:
Name of Insured Insured Birth Date:
Insured Soc. Sec.: Relationship to Patient;
Employer: Employer's Address:
Insurance Company: Subscriber ID#:
DENTAL HISTORY
Are you having discomfort at this time?
Are your teeth sensitive to heat?____ tocold?____to sweets"

How long since you have been to-a dentist? Did you have X-rays?

Have you lost any teeth?

Complications with extractions?

Do you have bleeding gums?

Have you ever had gum treatments?

Have you had your teeth straightened? Do you grind or clench your teeth?

Are you aware of any lumps or swelling in your mouth? Pain in or around your ears?

Do you hear popping or clicking noises when you chew?

Do you feel you have bad breath or an unpleasant taste in your mouth?

Do you have any fears or concerns about visiting the dentist?




HEBRON DENTAL CARE
124 N.5" P.O.Box 76
HEBRON, NE 68370

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Y ou may refuse to sign the Acknowledgement

, , have received
(Please Print Patient Name)

acopy of this office’ s Privacy Practices.

(Signature) (Date)

TO OUR PATIENTS:

WHEN YOU MAKE AN APPOINTMENT WITH US, THAT TIME HAS BEEN
RESERVED ESPECIALLY FOR YOQOU.

WE HAVE MANY OTHER PATIENTS WAITING TO SEE US.

PLEASE BE CONSIDERATE OF OUR TIME AND THE NEEDS OF OTHERS.

IFYOU CANNOT KEEP YOUR APPOINTMENT, PLEASE NOTIFY USAT LEAST
24 HOURS IN ADVANCE.

FAILED APPOINTMENTSWITHOUT NOTICE
WILL RESULTINA
$40.00 “NO SHOW” FEE.

PATIENTSWITH MEDICAID INSURANCE WILL NOT BE CHARGED A
“NO SHOW” FEE BUT WILL NOT BE REAPPOINTED.

| have read and understand the above message:

(Signature) (Date)
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