H ea lt h H | sto ry FOrm ADA American Dental Association®

America’s leading advocate for oral health

[Email: Today’s Date: ]

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

(Name: 5 Home Phone: Include area code Business/Cell Phone: Include area code R
Lost First Middle ( ) ( )
Address: . ' BE - CHE . ais ot R SRt e w2l i e, IS i
Mailing address
E&Béﬁbﬁ: T i _ ] T TR . Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Inciude area code Cell Phone: Include area code
: ( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do 96&%5&&'569‘8? Ehé?difgﬁgaiééa;ésuér problems: (Check DK if you Don’t Know the answer to the the question) Yes No DK
Active Tuberculosis [, & E
Persistent cough greater than a 3 week duration. [.EE
Cough that produces blood E &
Been exposed t0 anyOne WIth TUDBICUIOSIS .........c.c.ciiiiriiiicieiiirtiiei ettt ettt sttt ot s e £m eS8 h b4 4022 b s bbbtk eb s Oooo
[ If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
Denta' l nfO ma thﬂ For the following questions, please mark (X) your responses to the following questions.
£
Yes No DK | Yes No DK
Do your gums bleed when you brush or floss? ..o L] bl i Do you have earaches or NeCk PaiNS?..............oovviirrmrriiiiiieiri ooao
Are your teeth sensitive to cold, hot, sweets or pressure? ... O O O | Doyouhave any clicking, popping or discomfort in the jaw? ... ooad
IS YOUF MOUER ArY?....ccooooooeoe e 0O O O | Doyoubruxorgrindyourteeth?. ... [
Have you had any periodontal (qum) treatments? .........ccccoooeiiniiiiicrie, ooo | Do you have sores or ulcers in your MOUth? ..........cooiiiiiciiiccn 0 g
Have you ever had orthodontic (braces) treatment? ............cccocooocreviinnine. 5 O Dojyouwear denturesiOf PARHAIS e vt rmmsrandi Brastost stsisebstass fssd ooao
Have you had any problems associated with previous dental treatment?......... O O O | Doyou participate in active recreational activities? ..., e
Is your home water supply fluoridated? ...............ccooovvvooooooeeeoeeeeceeeeeeceo. <R f Have you ever had a serious injury to your head or mouth? .................c...o...... 000
Do you drink bottled or filtered water? ... O O O | Dateof your last dental exam:
| If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY | What was done at that time?
Are you currently experiencing dental pain or discomfort? ... oaoad Date of last dental x-rays: e
| What s the reason for your dental visit today? o - o hE P - :
How do you feel about your smile? N a7 . e
b _/
M ed ICa I I nfO rm at ION Please mark (x) your response to indicate if you have or have not had any of the following diseases or problems.
Yes NoDK | Yes No DK
Are you now under the care of @ physiCian? ..........ccccooeieiioiinniiice e Ooood Have you had a serious illness, operation or been hospitalized
hPFysician Name: Phone: Include area code in the past 5 yearS?“"“"“"""j';‘;;;“j i e S i ;;;;;;-;;--;-;;;;-;9 E]ng
( ) i If yes, what was the illness or problem?
Address/City/State/Zip: ]
Are you taking or have you recently taken any presa"’iﬁt—ibrr”w R
or-over theicounter mediciNe(S)ids L amin b sais s Daoms Suis s El- T3 [

If so, please list all, including vitamins, natural or herbal preparations
and/or dietary supplements:

Are youﬁgaoidhieaifh? 4 ...................................................................

Has there been any change in your general health within the past year?........ [ |

If yes, what condition is being treated?

Date of last pﬁ)i/éiic'a'lie;a*rﬁ:“ - ) |

A\
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Form S500



M & d ICa I I nfO rm at ION Pplease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don’t Know the answer to the question) Yes No DK | Yes No DK
Do you wear contact Ienses? ............................................................................... D D D | Do you use controlled substances (drugs)? ... [ N |
Joint Replacement. Have you had an orthopedlc totaIJomt ‘ Do you use tobacco. (smoklng, snuff ehews bidis) Resus i e siging | 0 [
(hip, knee, elbow, finger) replacemMent? ..............cocoovivviooiooooe e O O O | Ifso, how interested are you in stopping?
Date: If yes, have you had any complications? Circle one: VERY / SO[\EWHiAVTi/iNOT INTERESTED
----- —
Are you taking or scheduled to begin taking an antiresorptive agent Do you “drink alcoholic BEVETABBER . cidesithusibisssrissmetnss s saoss sopuss ooy Sones 15 6 0 e |
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
osteopor05|s or Pagets ISEASEY ... e s eme e seseaeeneseesase e emennens ] I:l [If "yes, h how much do 0 you typlcally drink i n a week?
Since 2001, were you treated or are you presently scheduled to begm | WOMEN ONLY Are you:
S e V.Wth e i Afed'.a Zomete e [PreaRant cer S e e e e B IS 1 ]
for bone pain, hypercalcemia or skeletal complications resulting from iy K
Paget’s disease, multiple myeloma or metastatic cancer? O OO N e e e
9 ’ RS AR | Taking birth control pills or hormonal replacement? ..., {1680 18 ]
Date Treatment began: Nursmg') __________________________________________________________________
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals Oogo
Local anesthetics Oood Latex (rubber) Ooao
Aspirin ElraElwi] lodine 0 Ehe
Penicillin or other antibiotics | R | Hay fever/seasonal PN N
Barbiturates, sedatives, or sleeping pills O 00  Animals E L]
Sulfa drugs Ooa Food 1 Bl i Bl
Codelne or other narcotics I:J Ooa Other 5 R 1
Please mark (X) your response to md:cate :f you have or have not had any of the followmg dlseases or problems.
Yes No DK Yes No DK Yes No DK
Avrtificial (prosthetic) heart valve..................ooooioioiooeeoeeeeeeee 00 O O | Autoimmune disease............. B El S Glateoma . st 0@ 0
Previous infective endoCarditis ... 0 O O | Rheumatoid arthritis................ B Hepatftis,jaundice or
Damaged valves in transplanted heart ... [0 O O | Systemiclupus Ilver AISCRSE....oivrrrn ooo
Congenital heart disease (CHD) erythematosus..................... [l O O Eplepsy swswsmmeminssss ooa
Uniepaifed), eyaiatie CHO 000 ASthMa e i O Fainting spells or seizures........ [ EE
Repaired (completely) in last 6 MONths............ccccoeoirniiiceniccee Ooao)| BrONChItiS .oooccvven b oo e QIserders """""" 0o
| Ermoh Oooo If yes, specify:
Repalred CHD with residual defects ..o O 0O O | FMPIYSeMa.iis. S 0o o
B - ——— Sinus trouble ... O0Oo PELOIRE e et
Except for the conditions listed above ont/b/ot/c prophylaxrs is no /onger recommended o 0Ooo Do you snore?:......c.c.cmiimmiies ood
for any other form of CHD. Mental health disorders... 1 A o
Cancer/Chemotherapy/ Specify:
Radiation Treatment............... O oo :
Yes No DK Yes NoDK ) ) Recurrent Infections ............... oo o
Cardiovascular disease.......... O OO Mitral valve prolapse.............. O 0Ooog Chest pain upon exertion...... ood Type of infection:
ANGINA oo 0O O O Pacemaker......ccccoveoieicenn, O oo Chronicpain. oo Kidney problems...................... Oooao
Arteriosclerosis..................... O O O  Rheumatic fever.................... 0 O Diabetes Typeloril.... U O D0 Nightsweats ... EEE
Congestive heart failure......... O O O  Rheumatic heart disease......... O OO Eatingdisorder.....oooooi O 0O 0O Osteoporosis ... ooo
Damaged heart valves .......... O O O  Abnormal bleeding.................. O O 0O Malnutrition O O O persistent swollen glands
Heart attack ..........c.ccocco..... OO O Anemia ..o 0O O O Gastrointestinal disease......... O O O InneCK. s oo
) . Severe headaches/
Heart murmur...................... O O O  Blood transfusion................... 0 OO GE Reflux/persistent N — 0Ooo
If yes, date: heartburn ... 0Oaoao HhelNes s S Eroas
Low blood pressure............... Oooao 5 e 000 Ulers 000 Severe or rapid weight loss ... O O O
: emophilia e, O O 0O UICETS oo,
High blood pressure.............. oboo : e ) Sexually transmitted disease.. O O O
other coraenical AIDS or HIV infection.............. O O O  Thyroid problems. -0 oo iy iy
9 e Excessive urination ................ sl
heart defects O O  Arthritis BT B Strokesr s 50
Has a physician or prewous dentist recommended that you take antibiotics prlor to your dental treatment?.i....i:............:.T. . “” ...... ...................................... Oooao
Name of physician or dentist maklng recommendation: WA - Phone: Include area code
(D e
Do you have any disease, condition, or problem not listed above that you think | should KNOwW @boUL? ... Ooo
Please explain:
7=
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.
Signature of Patient/Legal Guardian: b - ) Date: ool il | |
 Signature of Dentist: A e N L n ke 2 DSEE. - . il el | o I = |
FOR COMPLETION BY DENTIST
Comments:
J




/\ 7 ANTHONY IENNA, D.D.S.

PERIODONTAL & IMPLA_NT Diplomate of the American Board of Periodontology
SURGERY ASSOCIATES P.C. ALEXGPAPPASrDDS

O

Thank you for selecting us for your periodontal/implant care. To promote a long-term mutually
satisfying relationship, we would like to explain our office policy regarding treatment, insurance,
appointments and fees. PLEASE, read this carefully and ask any questions or bring up any
concerns you may have BEFORE treatment is rendered. SUBMISSION TO TREATMENT
IMPLIES YOUR CONSENT TO TERMS OF THIS AGREEMENT.

TREATMENT: You will find our entire staff is dedicated to helping you improve your dental
health as quickly as possible. Every effort will be made to make your appointment as
comfortable and pleasant as possible. Please feel free to discuss your treatment with the doctor at
any time.

INSURANCE: If this office is able to accept your insurance company’s assignment, the patient is
still FULLY RESPONSIBLE for the charges for treatment rendered. Your insurance MAY NOT
COVER the services or may only PARTIALLY cover them and any ESTIMATE given by this
office is considered a GUIDELINE until the final insurance is received and patient’s account is
reconciled. The office can make NO GUARANTEE of the actual payment by your insurance
company. Patients are responsible for knowing their annual insurance maximum.

MISSED APPOINTMENTS: When we schedule your appointment, the time is reserved
exclusively for you. When you fail to notify us of your inability to keep an appointment, another
patient in need of dentistry is unable to receive treatment. We request that you give us at least 24
hours notice when you realize that you cannot keep an appointment. When the requested notice
is not given, a fee will be charged.

PAYMENT IS DUE AT THE TIME OF SERVICES: We accept cash, personal checks, Master
Card, Visa, Discover and American Express. When insurance applies we will collect any
deductible and estimated co-payment at this time.

We have payment options available for patients needing extensive dental treatment. They must
be approved before services are rendered. Please ask receptionist for more information if
interested.

MONTHLY BILLING: Even though an insurance claim has been filed, you will receive a
statement each month if there is a balance due on your account, since you, not the insurance
company, are responsible for payment of your account.

RETURNED CHECKS: There is a $20.00 fee for returned checks. The check must be picked up
personally and cash must be paid to cover the check and the fee.

Signature: Date:
Patient/Parent or Legal Guardian if patient is a minor

The Nian Medical Building Maple Medical Center
393 Franklin Ave., Suite 103 24 Maple Ave., Suite 4
Franklin Square, NY 11010 Rockville Centre, NY 11570
Ph: (516) 354-5228 Ph: (516) 594-0400

Fax: (516) 354-8006 Fax: (516) 594-0401



/f\ 7 ANTHONY IENNA, D.D.S.

PERIODONTAL & IMPLANT Diplomate of the American Board of Periodontology
SURGERY ASSOCIATES P.C. ALEX G. PAPPAS, D.D.S.

HIPAA PRIVACY NOTICE

This notice describes how medical information about you may be used and disclosed and how you may obtain access to
this information.

This office has always recognized the importance of privacy; this new federal law formalizes practices that
have been followed routinely.

Background: In 1996, Congress recognized the need for national patient privacy standards as part of the
Health Insurance Portability and Accountability Act, abbreviated as HIPAA, ordered that a set of rules be
established to control how health information is used and disclosed, as maintained by doctors, hospitals,
and health plans. Health information is considered sensitive and personal, and the law establishes
consumer protection and limits the sharing of such information, as do similar protections already enacted
for bank accounts, credit cards and even video rentals.

~ By the law, consent is not required to discuss your medical treatment with your other
doctors or health care providers. This allows, also, for a prescription to be called into
your pharmacy.

~ Additionally, none is needed in the course of carrying out health care operations, such as
quality assessment, or in communication with your insurance carrier for payment related
issues, or for incidental uses, such as announcing a name in the reception area, or mailing
recall cards.

~ However, this office has always gone one step further in protecting you and does not
believe in releasing specific information about you to any business or governmental
entity without your written consent.

~ Specific authorization is required to disclose protected information in a non-routine
circumstance, such as to your employer or for use in marketing a product to you.

~ Medical information about you may be released for research and public health issues, as
long as you are not individually identified.

~ You are guaranteed access to review your medical records, and you may amend the
record if you believe it to be incomplete or inaccurate.

~ You have the right to review when and to whom your information was released.

~ You may suggest additional restrictions with regard to certain disclosures, if you wish.

~ Portions of this notice may be modified, as long as you are notified.

~ Should you believe that your privacy rights have been compromised, you may report the
violation, without penalty to you, to Dr. lenna, to Dr. Pappas, to this office or to the

Secretary of Health.

~ The law requires that you acknowledge receipt of this notice.

The Nian Medical Building Maple Medical Center
393 Franklin Ave., Suite 103 24 Maple Ave., Suite 4
Franklin Square, NY 11010 Rockville Centre, NY 11570
Ph: (516) 354-5228 Ph: (516) 594-0400

Fax: (516) 354-8006 Fax: (516) 594-0401



/-\ 7 ANTHONY IENNA, D.D.S.

PERIODONTAL & IMPLANT Diplomate of the American Board of Periodontology
SURGERY ASSOCIATES P.C. ALEX G. PAPPAS, D.D.S.

N

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

L , have received a copy of this office’s Notice of Privacy Practices.

(Please Print Name)

(Signature)

(Date)

For Office Use Only

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

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

©2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentist and their staff is permitted. Any other use, duplication or distribution of this form by any other party
requires the prior written approval of the American Dental Association.

This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

The Nian Medical Building Maple Medical Center
393 Franklin Ave., Suite 103 24 Maple Ave., Suite 4
Franklin Square, NY 11010 Rockville Centre, NY 11570
Ph: (516) 354-5228 Ph: (516) 594-0400

Fax: (516) 354-8006 Fax: (516) 594-0401



PERIODONTAL & IMP LANT Diplomate of the American Board of Periodontology

/\ 7 ANTHONY IENNA, D.D.S.
SURGERY ASSOCIATES P.C. ALEX G. PAPPAS, D.D.S.

S

HIPAA RELEASE AND AUTHORIZATION

I, , hereby authorize the following person to act
as my agent with regard to the matters specified in this release:

1.  Name:
Phone #: Relationship:
2.  Name:
Phonet: Relationship:

The release and all of the provisions contained herein are effective immediately. The
release authority applies to any information governed by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA), 42 USC 1320d and 45 CFR 160-164.

I hereby authorize any medical professional/provider as well as any insurance company,
to give, disclose and release to my agent who is names herein and who is currently
serving as such, without restriction all of my individually identifiable health information
and medical records regarding any past, present or future medical condition, including all
information relating to the diagnosis and treatment. Additionally, this disclosure shall
include the ability to ask questions and discuss this protected medical information with
the person or entity that has possession of the protected medical information even if I am
fully competent to ask questions and discuss this matter at the time. It is my intention to
give a full authorization to any protected medical information to my agent.

Patient

Signature: Date:
The Nian Medical Building Maple Medical Center
393 Franklin Ave., Suite 103 24 Maple Ave., Suite 4
Franklin Square, NY 11010 Rockville Centre, NY 11570
Ph: (516) 354-5228 Ph: (516) 594-0400

Fax: (516) 354-8006 Fax: (516) 594-0401
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