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Nome I pre{er to be colled:

tr Single E Morried D Divorced O Widowed fl Seporoied

Home Phone #: ( )

Where & when ore best times io reoch you? Whom moy we Thonk for referring you?

Other fomily members seen by us:

Employer's Address:

lleighbor or Rcloliyc noil lMng wilh you

Relotion: Work Phone #: ( ) Home Phone #: ( \

Peraon ferponfble ior &count il cllrer ilron yourrell

Home Phone #, (, ) Sociol Security #:

Work Phone #, \ )

Birthdote: -1 J Sociol Securiiy #:

Work Phone #: ( ) Ext: Drivers License #:

Prlmcy l[flrllrre Medicol Coveroge? E Yes D No

Insuronce Co- Nome:

Deniol Coveroge? tr Yes tr No Orlhodontic Coveroge? E Yes O No

Group # (Plon, Locol or Policy #):

lnsuronce Co. Address:
Stree/PO Box

lnsured's Nome:

Slret/Po Box City Sloie Zip

ffiI lngrrrnce Medicol Coveroge? tr Yes tr No Den*ol Coveroge? tr Yes tr No Orthodontic Coveroge? tr Yes tr No

Group # (Plon, Locol or Policy #|:

slreet/Pu Box City Stole Zip

CONTINI.,]ED ONBACK



Do you hove o personol physicion? B Yes tr No I Are yo ollelgic tc ony ol
Y N Aspirin
Y N Borbiluroles

sror" zip IYN Codeine

lhe lollming?
Y N Erythromycin
Y N Jewelry
Y N Lolex
Y N Penicillin

Y N Sedotives
Y N Sulfo Drugs
Y N Tetrocycline
Y N Other

Your Gurrenl Phyri6l heahfi lsc tr Good tr Foir tr Poor I Pleose list odditionol drugs/moleriols ihoi couse ollergic reoctions:

Are you currenily under the core of o physicion? E Yes tr No

Dqie of lost visit:

Do you smoke or use tobocco in ony olher form? D Yes tr No

Hove you ever token Phen-Fen? (Also known os Redux or Pondimin) fl Yes tr No

Hove you ever loken Fosomox, or ony other bisphosphonote? tr Yes tr No

lor Wonren: Are you tcking birth control pills? E Yes tr No

E Unsure

Are you nursing?

EYes trNo

EYes ONo

Are you td:ing ory of the loltdirgP
Y N Thyroid Medicine
Y N Tronquilizers

Y N Aceiominophen
Y N Antibiotics
Y N Anlihistomines

Y N fupirin
Y N Blood Thinners
Y N Blood Pressure Medicotion

Y N Cold Remedies
Y N Digitolis/Heort Medicolion
Y N lnsulin/Diobetes Drugs

Y N Niiroglycerin
Y N Recreolionol Drugs
Y N Sleroids/Corfisone

Are you toking ony prescription/over-lhe-counler-drugs nol lisied obove? tr Yes tr No l{ yes, pleose list eoch one:

Do you or hwe you eryerienced lhe followlng?

Y N Abnormol Bleeding
Y N Alcohol Abuse
Y N Anemio
Y N Arthritis

Y N Artificiol Bones /oints
Y N Artificiol Volves
Y N Asthmo

Y N Blood Tronsfusion
Y N Concer
Y N Chemotheropy
Y N Chicken Pox

Y N Colitis
Y N Congenhol Heorf Defecl
Y N Diobeles

Y N Difficulty Breothing

Y N Drug Abuse

Y N Emphysemo

Y N Epilepsy

Y N Foinling Spells
Y N Fever Blislers

Y N Gloucomo
Y N HoyFever

Y N Heodoches

Y N HeortAltock
Y N Heort Murmur
Y N HeortSurgery
Y N Hemophilio
Y N Hepotitis

Y N Herpes

Y N High Blood Pressure

Y N HM+/AIDS
Y N Hospilolized for Any
Reoson

Y N Kidney Problems
Y N Liver Diseose
Y N Low Blood Pressure

Y N Lupus

Y N Mitrol Volve Frolopse

Y N Poemoker
Y N Persisleni Cough
Y N Psychiohic Problems
Y N Rodiotion Treotment
Y N Rheumotic Fever

Y N Scorlet Fever

Y N Seizures

Y N Shingles

Y N Sickle Cell Diseose

Y N Sinus Problems
Y N Stroke
Y N Thyroid Problems
Y N Tonsillitis
Y N Tuberculosis flB)
Y N Ulcers
Y N Venereol Diseose

Pleose list ony serious medicol condition(s) thoi you hove experienced:

Wty hove yoo conrc lo lhc detrfirn fcdry?

A,re you cunently in poin?

Do you require onlibiotics before dentol treotment? E Yes tr No

Hove you experienced problems ossocioted with
ony previous deniol work?

Do you now or hove you ever experienced poin / discom{ort
in your iow ioint (TMJ / TMD)?

Your current dentol heolih is tr Good tr Foir E Poor

Do you floss doily? fl Yes tr No Brush doily? fl Yes tl No

Type of bristles on your looihbrush? tr Hord Q Medium tr Soft

Do your gums ever bleed? tr Yes fl No Ever lich? O Yes tr No

Hove you ever hod periodontol diseose? 0 Yes B No

Do you hove mobility in your teelh?

Are your leelh sensitive to heot, cold, or onything else?

Do you still hove wisdom teeth?

Previous / Present Denfisl:

Whof did you like most & leosi obout ony dentist you hove seen?

EYes tr No

DYes trNo

How long do you use o toothbrush before replocing il?

Do you use onything in oddition io your brush ond {loss? E Yes tr No

Would you like fresher breoth? tr Yes E No Whiter teefh? tr Yes tr No

Are you hqpy wifh lhe ruy your crrile loolrdl E Yes tr No

lf not, whol would you chonge?

I offirm thot the informotion I hove given is correct to the best of
my knowledge. lt will be held in the slrictest confidence ond it is
my responsibility to inform this office of ony chonges in my medicol
stolus. I outhorize the dentol sloff io perform ihe necessory denlol
services I moy need.
My method of poyment will be

EAYTE]S IS DU: AT TilIE OT SETIITIGE

l@rliF/fhd lqm covered b/

wise poyoble to me. I undersiond thot I om responsible for poyment of services

rendered ond olso responsible for poying ony co-poyrnent ond deduclible
tfrtot ttry insuronce does not corer: I hereby outhorize fie denlisi io releose oll
inbrmqlion ne€essry lo secure the poyrnent of benefits. I oulhorize the use of
this signofure on oll rny insrrone submissions, whelher monuol or eleclronic.
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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 (HIPPAA). 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 rights under HIPAA. I 
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 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_____________________________________ 
 
Relationship to Patient_________________________________ 
 
Signature:____________________________________________ 
 
Dr. Paul J. Minnillo 
1212 North Abbe Road 
Elyria, Ohio 44035 
 
 


