Patient Information/Medical History:

Patient Name:

Today's Date:

Patient Address:

Email Address:

City, State, Zip:

Home Phone:

( )

Date of Birth:

Cell Phone:

( )

Social Security #:

Work Phone:

( )

Sex: Marital Status:

Insurance Policy Holder's (Guarantor) Information:
Name: Place of Employment:
Address: Name of Dental Insurance Company:

City, State, Zip:

Insurance Card #:

Home Phone:

Date of Birth:

( )

Cell Phone:

Social Security #:

( )

PLEASE CIRCLE THE PREFERRED METHOD OF CONTACT FOR THE PATIENT:

HOME WORK

PERMISSION TO TEXT IN REGARDS TO PATIENT INFORMATION? YES or NO

*List any concerns for the doctor today?




ALLERGIES:

Asprin Erythromycin [] Penicillin
Codeine Jewelry D Tetracycline
[[] Dpental Anesthetics [] Metals OTHER:

If you are a female answer the following: Do you smoke or use Tobacco? Y or N

Are you taking Birth Control Pills? Y or N __ packs/day/ years

Areyou Pregnant? Y or N

If yes, how many weeks? HEIGHT: J |WEIGHT:

Areyou nursing? Y or N

I CONDITIONS: CONDITIONS: CONDITIONS:
Abnormal Bleeding Emphysema Low Blood Pressure
Alcohol Abuse Epilepsy Mitral Valve Prolapse

Allergies
Anemia

Angina Pectoris
Arthritis

Artifical Bones
Artificial Heart Valve
Asthma

Bleeding Disorders
Blood Transfusion
Cancer-Chemotherapy
Congenital Heart Defect
Cosmetic Surgery
Cough

Diabetes

Difficulty Breathing
Drug Abuse

IR NNNENNNNEEEE

YES

=2
(@]

Fainting Spells

Family Hx Difficult Anesthesia
Fever Blisters

Frequent Headaches
Glaucoma

HIV & AIDS

Heart Attack

OO0

Heart Surgery
Hemophilla

Hepatitis B

High Blood Pressure

Hx of Difficult Anesthesia

]

Hx of Past Anesthesia

Hx of Phosphodiesterase

Kidney Problems

Liver Disease

Screening Questionaire for TMJ

Pace Maker
Psychiatric Problems
Radiation Therapy

Rheumatic Fever

Seizures

Shingles

Sickle Cell Disease

Sinus Problems

Stroke

Take: Cialis, Levitra, Viagra
Thyroid Problems
Tuberculosis

Ulcers

Vernereal Disease

IERNENNNENNNENEN

Do you have difficulty, pain, or both when opening your mouth, for instance when yawning?

Does your jaw “get stuck”, “lock", or "go out"?

Do you have difficulty, pain, or both when chewing, talking, or using your jaws?
Are you aware of noises in the jaw joints?

Do your jaws regularly feel stiff, tight, or tired?

Do you have pain in or about the ears, temples, or cheeks?

Do you have frequent headaches, neckaches, or toothaches?

Have you had a recent injury to your head, neck, or jaw?

Have you been aware of any recent changes in your bite?

Have you been previously treated for unexplained facial pain or a jaw joint problem?

PLEASE PRINT LIST OF MEDICATIONS:

Name of Physican? Phone #:
Date of Last Physical?
Preferred Pharmacy: Phone #:

Signature: Date:

(If Under 18, Parent or Guardian Signature Required)




Susanne O. Core, DMD
73193 Hwy 25
Covington, La 70435-5001
985-202-7878

mynorthshoredental@gmail.com

HIPPA Privacy Rule Receipt of Notice of Privacy Practices Written Acknowledgement Form

I (patients name) understand that as part of my health care, Northshore
Dental originates and maintains health records describing my health history, symptoms, examination and test results,
diagnosis, treatment and any plans for future care or treatment. | acknowledge that | have been provided with and
understand that Northshore Dental Notice of Privacy Practices provides a complete description of the uses and
disclosures of my health information. | also give permission for the doctors of this clinic to requisition my health
information and request consults from my medical physicians so they may coordinate my treatment with my physicians.
| understand that:

X 1 have the right to review Northshore Dental Office Notice of Privacy Practices prior to signing this
acknowledgement;

X That Northshore Dental Office reserves the right to change their Notice of Privacy Practice and prior to
implementation of this will mail a copy of any revised notice to the address I've provided if requested.

Anyone else that is able to have access to your records? (CIRCLE)  YES NO

If yes to the above, Name/relationship

Signature X

Date: f /

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but it could not be obtained
because:

O  Individual refused to sign
O Communication barrier prohibited obtaining the acknowledgement
O Anemergency situation prevented us from obtaining acknowledgement

O Others (please specify)

Northshore Dental (Privacy Official} Date



Susanne O. Core, DMD, PDC, Northshore Dental Multi Consent Form

PLEASE READ & INITAL ALL AREAS

Patient Name

Diagnostic materials such as x rays, photos, stone models, and information from exams may be used for education purposes. Limited exposure to radiation
may be obtained. If you are pregnant, you must inform us immediately so that we can take proper precaution.

Patient initials assistant initials

Local Anesthesia has a risk of pain during injection, prolonged numbness during and after procedure, soreness, swelling, stiff joints, paresthesia, transient
numbness with itching and tingling, anesthesia, and permanent numbness. Children are to be monitored by parents for lip, cheek, or tongue biting after
treatment. Permission to use nitrous oxide

Patient initials assistant initials

Permanent Restorations such as fillings, crowns, bridges, temporary crowns, and posts have risk of breakage, sensitivity, or possibility of root canal with
follow up of a permanent crown. Patient is to be aware of, and will pay for, any additional treatment needed related to and after the above. The purpose of
a temporary crown is merely to act as a protective blanket until the permanent case comes in. Although we try our best to make them esthetically
functional, they will not look or feel anything like your natural teeth or the permanents. This applies to children as well.

Patient initials assistant initial white silver

Root Canals have risk of failure or a need to be retreated by a specialist, which may be signified by pain or swelling, and future possibility of an extraction
and need for replacement. The tooth may fracture during the procedure or after the procedure not followed up with a post and a crown. No
reimbursement will be available for precisely started or completed treatment.

Patient initials, assistant initials

Oral Surgery risks may include bleeding, pain, swelling, paresthesia, or anesthesia or sinus involvement may develop. Always contact us first or go to the
emergency room if no one is available. This applies to children as well.

Patient initials assistant initials

Periodontal scaling, root planning and general checkups may cause pain, root sensitivity and need for a local anesthetic. Also if proper maintenance is not
followed up, then premature retreatment may be necessary. If you have a pacemaker, you must inform us so that we may take proper precaution. If
sealants are done, there is a chance that the sealant may come off and the teeth will need to be resealed. There is not guarantee that the sealant will
completely prevent cavities.

Patient initials assistant initials

Emergency care we are addressing only one today and are not respoensible for any other conditions in the mouth present or future. This applies with
children as well.

Patient initials, assistant initials

Pre-med is to be taken one hour before dental visit if required by physician. Some medical conditions require a consent from your doctor before treatment
can be done or any medication can be prescribed. If any pre-sedative is taken, be sure to have someone drive you to and from your appointment. [n turn,
there is always a risk that you will have an allergic reaction to some medications.

Patient initials assistant initials

Removable Appliances such as partials or dentures have a risk of needing serval adjustments, pain, swelling, infection, and sensitivity or reline if necessary.
Fixed space maintainers: parent to pay 2™ re-cementation and for new if damaged.

Patient initials assistant Initials

Bleaching may cause tooth sensitivity, pain, irritation to the gums, and if directions are not followed properly, the effects of bleaching can be reserved or
not as effective.

Patient initials assistant initials

1, understand, verify that | have read, understood, and therefore give my consent to Susanne O. Core, DMD, Dental Associates, and staff for
treatment to be done. 1 have asked all the questions that | desire to ask at the present time.

X

Patient/ Guardian Signature/ Print Date



