MEDICAL HISTORY

PATIENT NAME DATE

Physician's Name Phone

1. Have you had any medical care within the past two years? Yes No
Describe

2. Have you taken any medication or drugs during the past two years? vyes No

3. Areyou currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? Yes No
If yes, please list name and dosage

4. Have you ever taken prescription medications for weight loss (diet pills)? Yes No
If yes, did you take any of the following? (Circle if yes) Fen-Phen Pondimen Redux Other
If yes to any of the above, did you have a medical exam for heart issues? Yes No

5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? Yes No

6. Are you aware of having an allergic (or adverse) reaction to any substance or medication? Yes No

If yes, please specify

7. Have you been a patient in the hospital during the past five years? Yes No

8. Indicate which of the following you have had, or have at present. Circle "yes" or "no" to each item.

Heart (Surgery, Disease, Attack)... Yes No Ulcers No Hepatitis A B C (circle)... Yes No
Chest Pain Yes No Diabetes No Venereal Disease No
Congenital Heart Disease wYes No Thyroid Problems . Yes No A.LD.S'/H.LV. Positive ... Yes No
Heart Murmur No Glaucoma No Cold Sores/FeverBlisters.. ..Yes No
High/Low Blood Pressure .. Yes No Contact [ENSES vvvvvreesssssiissssneess Yes No Blood Transfusion ... Yes No
Mitral Valve Prolapse e Yes No Emphysema No Hemophilia No
Artificial Heart Valve/Pacemaker ... Yes No Chronic Cough . Yes No Sickle Cell Disease .. Yes No
Rheumatic FEVET .o s Yes No Tuberculosis No Bruise Easily No
Arthritis/Rheumatism s Yes No Asthma No Liver Disease,Yellow Jaundice.. Yes No
Cortisone Medicine No Hay Fever/Allergy/Hives ... Yes No Neurological Disorders ... Yes No
Swollen Ankles No Latex Sensitivity ... No Epilepsyor Seizures No
Stroke .. No Sinus Trouble No Fainting or Dizzy Spells ... No
Diet (Special/Restricted) s Yes No Radiation Therapy No Nervous/AnXious s No
Artificial Joints (hip, knee, etc) e, Yes No Chemotherapy.....er Y €S No Psychiatric/Psychological Care.. Yes  No
Kidney Trouble .o Yes No Tumors Yes No

9. Have you lost or gained more than 10 pounds in the past year? Yes No

10. Do you have or have you had any disease, condition, or problem not listed? Yes No

If yes, please list
11. Women: Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No

Do you use hirth control prescriptions? Yes No



MEDICAL CONSENT

By signing below, | agree that | understand the medical information given is necessary to provide me with

dental care in a safe and efficient manner. | will answer all questions to the best of my knowledge. Should further
information be needed, you have my permission to ask the respective health care provider or agency, who may release
such information to you. | will notify the doctor of any change in my health or medication.

CONSENT FOR TREATMENT

| hereby authorize doctor or designated staff to take x-rays. study models, photographs, and other diagnostic
aids deemed appropriate by the doctor to make a thorough diagnosis of my dental needs. These models and
photographs may be used as necessary for teaching aids as well as promotion of the practice by Kelly Blair DDS
or Jerry Scott DDS.

Upon such diagnosis, | authorize doctor to perform all recommended treatment mutually agreed upon by me
and to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives and other medication as necessary. | fully understand that using
anesthetic agents embodies certain risks. | understand that | can ask for a complete recital of any possible
complications.

| give consent to the doctor's or designated staff's use and disclosure of any oral, written or electronic health
records that are individually identifiable as mine for the purpose of carrying out my treatment, payment and
health care operations. | understand that only the minimum amount of information necessary to provide
quality care will be used or disclosed and that a notice fully outlining the protection of my personal health
information is available.

FINANCIAL POLICY

We will be happy to help you verify and maximize any insurance you have. We must emphasize in our practice,
our relationship is with you, not your insurance company.

| understand that any insurance reimbursements may come directly to me for services rendered, and that
claims may be submitted on my behalf. | understand that ultimately, insurance is the patient responsibility.

| agree to be responsible for payment of ALL services rendered on my behalf or my dependents on or before
services are provided. | understand that a deposit may be due to reserve my appointments, and the balance will
be due at the time of service. | also understand acheck of my credit history may be made if | requestapayment
plan.

CANCELLATION POLICY

Please arrive at least ten minutes before your scheduled appointment time in order to ensure a complete
appointment.

You may cancel your appointment without charge with a minimum of 24 hours' notice prior to your scheduled
appointment time.

If we have asked your spouse to accompany you and they are unable to make it without rescheduling in
advance, you may be charged a cancellation fee and rescheduled to a different day.

Same day cancellations will be charged a minimum of $75 and up to 50% of the scheduled treatment price.

If you do not call to cancel your appointment or do not show up for your scheduled appointment, you may be
charged full price for the scheduled treatment.

Thank you.
Dr. Blair & Team

Patient Signature: Date:




