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CONFIDENTIAL

Medical Dental History Form
for Patients Under Age 18

Middle initial

PATIENT

Date

Patient’s last name First name

Prefers to be called Hobbies, activities

Birth date Sex [OMale [CIFemale Social Security #
School Grade Email address(es)
Home address City, State, Zip code
Home phone ( ) - Cell phone ( )
PARENT/ GUARDIAN

Custodial parent(s) name(s)

Patient lives with (check all that apply)

Father’s full name

[ Mother [JFather [Stepmother []Stepfather []Grandparent(s) []Other

Titte: COMr [Dr [Other

Occupation Email address
Address (if different)
Home phone (if different) ( ) - Cell phone ( ) - Work phone ( ) -

Mother’s full name

Title: COMrs [OMs [Dr [JOther

Occupation Email address

Address (if different)

Home Phone (i different) ( ) - Cell phone ( ) - Work phone ( ) -
DenTiST

Patient’s Dentist Address, City, State.

Last seen Reason Next appointment
Other dentists/dental specialists now being seen: Name City, State

Reason

GENERAL INFORMATION

What concems you about your child’s teeth?
What concems your child about his/her teeth?

How does your child feel about orthodontic treatment?

Who suggested that your child might need orthodontic treatment?

Why did you select our office?

Describe any previous orthodontic treatment or consultations.

Does your child play a musical instrument?
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Brother/sister name age had orthodontic treatment? [JYes [No Ifyes, where?

Brother/sister name age had orthodontic treatment? [1Yes [INo If yes, where?
Brother/sister name age had orthodontic treatment? [1Yes [INo If yes, where?
Brother/sister name age had orthodontic treatment? [JYes [No If yes, where?

Have any other family members been treated in this office? Please name them.

FINANCIAL RESPONSIBILITY

Who is financially responsible for this account?

Address (if different than page 1)
Home phone ( - Cellphone ( ) -
Social Security # Employer

City, State, Zip
Email address(es)

Who will be responsible for bringing the patient to orthodontic appointments?

DENTAL INSURANCE

Primary policy holder’s full name Birth date
Social Security # Relationship to patient

Address and phone (if not listed above)

Employer. Address

Insurance company. Group # ID#

Does this policy have orthodontic benefits? [1Yes [INo [JDon't Know

Secondary policy holder’s full name Birth date
Social Security # Relationship to patient

Address and phone (if not listed above)

Employer. Address

Insurance company. Group # ID#

Does this policy have orthodontic benefits? [1Yes [1No []Dont Know

MEDICAL INSURANCE

Policy holder’s full name

Insurance Company

PHYSICIAN

Patient’s Physician City, State

Last seen Reason Next appointment

Most recent physical exam

Other physicians/health care providers being seen now:

Name City, State
Reason
Name City, State
Reason
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Your answers are for office records only, and are confidential. A thorough medical history is essential to a complete orthodontic evaluation.

For the following questions, please mark yes, no, or don't know/understand (dk/u).

MEDICAL HISTORY
Now or in the past, has your child had:
Yes No DK/U
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[0 Birth defects or hereditary problems?

[J Bone fractures or major injuries?

[J Any injuries to face, head, neck?

[ Arthritis or joint problems?

O cancer, tumor, radiation treatment or chemotherapy?
Endocrine or thyroid problems?

Diabetes or low sugar?

Kidney problems?

Immune system problems?

History of osteoporosis?

Gonorrhea, syphilis, herpes, sexually transmitted diseases?
AIDS or HIV positive?

Hepatitis, jaundice, or other liver problems?

Polio, mononucleosis, tuberculosis, pneumonia?

Seizures, fainting spells, neurologic problems?

Mental health disturbance or depression?

History of eating disorder (anorexia, bulimia)?

Frequent headaches or migraines?

High or low blood pressure?

Excessive bleeding or bruising, anemia?

Chest pain, shortness of breath, tire easily, swollen ankles?
Heart defects, heart murmur, rheumatic heart disease?
Angina, arteriosclerosis, stroke or heart attack?

Skin disorder (other than common acne)?

Does your child eat a well-balanced diet?

Vision, hearing, or speech problems?

Frequent ear infections, colds, throat infections?

Asthma, sinus problems, hayfever?

Tonsil or adenoid condition?

Does your child frequently breathe through his/her mouth?

Has your child ever taken intravenous bisphosphonates
such as Zometa (zolendromic acid), Aredia (pamidronate)
or Didronel (etidronate) for bone disorders or cancer?

Has your child ever taken oral bisphosphonates such as
Fosamax (alendronate), Actonel(ridendronate), Boniva
(ibandronate), Skelid (tiludronate) or Didronel (etidronate)
for bone disorders?

Has your child had allergies or reactions to any of the following?
Yes No DK/U

[ 5t o T T ) e )

ENE B S B ENENECEL N EE

Local anesthetics (novocaine, lidocaine, xylocaine)
Latex (gloves, balloons)

Aspirin

Ibuprofen (Motrin, Advil)
Penicillin

Other antibiotics

Metals (jewelry, clothing snaps)
Acrylics

O Piant poliens

O Animals

O Foods

[0 other substances
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DEeNTAL HISTORY

Now or in the past, has your child had:
Yes No DK/U

o i 0 o (T O o e s e o e o

o}, mf ) o) e e e e s [ e e e e e e e A 2 ) i) A )

O Erupting teeth very early or very late?

[ Primary (baby) teeth removed that were not loose?
[0 Permanent or extra (supemumerary) teeth removed?
[0 Supemumerary (extra) or congenitally missing teeth?
O chipped or injured primary or permanent teeth?

[0 Any sensitive or sore teeth?

[ Any lost or broken fillings?

[ Jaw fractures, cysts, infections?

Any teeth treated with root canals or pulpotomies?
Frequent canker sores or cold sores?

History of speech problems or speech therapy?
Difficulty breathing through nose?

Mouth breathing habit or snoring at night?

History of speech problems?

Frequent oral habits (sucking finger, chewing pen, etc)?
Teeth causing irritation to lip, cheek or gums?

Tooth grinding or clenching?

Clicking, locking in jaw joints?

Soreness in jaw muscles or face muscles?

Has your child been treated for “TMJ” or “TMD” problems?

| o e o e e

Any broken or missing fillings?
[J Any serious trouble associated with previous dental treatment?

[ Has your child ever been diagnosed with gum disease or
pyorrhea?
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PATIENT HEALTH INFORMATION

Do you think that any of your child’s activities affect his/her face, teeth or jaws? How?

List any medication, nutritional supplements, herbal medications or non-prescription medicines, including fluoride supplements that your child takes.

Medication Taken for
Medication Taken for
Medication Taken for

Does your child take antibiotic pre-medication before any dental procedures?
Does your child have (or ever had) a substance abuse problem?
Does your child chew or smoke tobacco?
Have you noticed any unusual changes in your child’s face or jaws?
Any other physical problems?

FamiLy MepicaL HISTORY

Have the parents or siblings ever had any of the following health problems? If so, please explain.

Bleeding disorders Diabetes
Arthritis Severe allergies
Unusual dental problems Jaw size imbalance

Other family medical conditions?

How often does your child brush? Floss?

RELEASE AND WAIVER
| authorize release of any information regarding my child’s orthodontic treatment to my dental and/or medical Insurance company.

Parent/Guardian Signature Date

I have read the above questions and understand them. I will not hold my orthodontist or any member of his/her staff responsible for any errors
or omissions that | have made In the completion of this form. | will notify my orthodontist of any changes in my child’s medical or dental health.

Parent/Guardian Signature Date

MEeDicAL HisTorRY UPDATES OR CHANGES

Changes
Parent/Guardian Signature Date
Dental Staff Signature Date
Changes
Parent/Guardian Signature Date
Dental Staff Signature Date
Changes
Parent/Guardian Signature Date
Dental Staff Signature Date
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Haltiwanger Orthodontics
Authorization for Release of Information — Compound Release

Name of Patient

Date of Birth

Haltiwanger Orthodontics

is authorized to release protected health informationabout the
above-named patient in the following manner and/or to selected persons.

Check each person/entity approved to receive information.

Check type of information that can be given to person/entity on the left
in the same section.

D Voice Mail

D Appointment Reminders

D Other person (s) (provide name and phone number) (i.e.
Spouse, Parent, Grandparent, Stepparent, Friend, Relative etc.)

O

D Financial
D Treatment

D Email communication-Provide email address*

D Financial
D Treatment
D Appointment reminders

D Text communication — Provide number *

*For text communication to occur, accept the disclosure below:

D Appointment reminder

D For text communication I understand that if information is not sent in an encrypted manner there is a risk it could be accessed
inappropriately. I still elect to receive email and/or text communication as selected.

Patient Rights:

protected by federal or state law.

e [ have the right to revoke this authorization at any time by contacting our office.

e [ may inspect or copy the protected health information to be disclosed as described in this document.

e  Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.

e Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be

e I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.

This authorization will remain in effect until revoked by the patient.

Date

Signature of Patient or Personal Representative

*Description of Personal Representative’s Authority (attach necessary documentation)

Revised Jan 2018




Leonard H. Haltiwanger, DMD, MS, PA

ACKNOWLEDEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement®

I, , 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
o Communications barriers prohibited obtaining the acknowledgement
° An emergency situation prevented us from obtaining acknowledgement

° Other (Please Specify)




HALTIWANGER ORTHODONTICS
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW YOUR HEALTH INFORMATION MAY BE USED AND DISCLOSED BY Haltiwanger
Orthodontics AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

YOUR RIGHTS: When it comes to your health information you have certain rights. This section explains your rights.
Upon written request:

o Ask to see or get an electronic or a paper copy of your health record or other information we have about you. We will also
provide a summary of your health information if requested. We will charge a reasonable, cost based fee. We will provide this
information as soon as possible but no later than 30 working days of the request.

e  Ask us to correct your health information you think is incorrect or incomplete. We may say “no” but will tell you why in
writing within 60 days.

e You can ask us to communicate with you in a certain way (for example, home or office phone) or to send mail to a different
address. We will accommodate all reasonable requests.

o Ask us not to use or share certain health information for treatment, payment or our operations. We are not required to agree
with your request and may say “no” if it would affect your care.

o Ifyou pay for a service or health care item out of pocket in full and you ask us not to share that information for payment or our
operations with your health insurer we will agree unless we are required by law to share that information.

o Ask us for a list or an accounting of the times we have shared your health information for reasons other than treatment,
payment, healthcare operations, and when you have asked us to share information. We will provide a list for the past six
years for the request. One request per year will be provided free of charge. For additional requests we will charge a
reasonable, cost based fee.

« Revoke an authorization to use or disclose PHI at any time except where action has already been taken.

You may also:

e Choose someone to act on your behalf. If you have given someone medical power of attorney or they are your legal guardian,
that person can exercise your rights and make choices about your health information. We will ask for proof of this relationship
before we take any action.

e Ask for a paper copy of this document even if you have agreed to receive the notice electronically. We will provide that copy
promptly.

e File a complaint. If you feel your rights have been violated you may contact the designated Privacy Officer, Darlene Sugg 719 S.
long Drive Rockingham, NC 28379 910-997-2204(P) office@haltiwangerorthodontics.com

e File a complaint with the US Department of Health and Human Services Office for Civil Rights by sending a letter to 200
Independence Ave, S.W., Washington, D.C. 20201, calling 1.877.696.6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints.

e  We will not retaliate for filing a complaint.

OUR RESPONSIBILITIES: The law requires us to:

o Maintain the privacy and security of your protected health information.

o Notify you promptly if a breach occurs that may compromise the privacy or security of your information.

« Follow the duties and privacy practices described in this notice and give you a copy of it.

o Not to use or share you information other what is described in this notice unless you tell us we can in writing. If you tell
us we can and then change your mind, just let us know in writing you have changed your mind.

(OVER)
Haltiwanger Orthodontics 719 S. Long Drive Rockingham, NC 28379 910-997-2204(P) 910-997-4950(F)



YOUR CHOICES - For certain health information, you can tell us your choices about what we share. If you have a clear
preference for how we share your information in situations described below, talk to us.

e Inthese cases you have both the right and the choice to tell us to: share information with your family, close friends, or others
involved in your care and share information in a disaster relief situation.

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we
believe it is in your best interest. We may also share your information when needed to lessen a serious and imminent threat to health
or safety.

e Inthese cases we never share your information unless you give us written permission:
e  Marketing purposes

e Sale of your information
e  Most sharing of psychotherapy notes
e In the case of fundraising, we may contact you for fundraising efforts, but you can tell us not to contact you again.

OUR USES AND DISCLOSURE — We typically use or share your health information in the following ways:

Treatment: We can use your health information and share it with other professionals who are treating you. Example: we may
share your health information to an outside doctor for referral. We will also provide your health care providers with copies of
various reports to assist them in your treatment.

Payment: We can use or share your health information to bill and get payment from health plans or other entities. Example: we
give information about you to your health insurance plan so it will pay for your healthcare.

Health Care Operations: We can use and share your health information to run our practice, improve your care, and contact you
when necessary. Example: we use health information about you to manage your treatment and services.

Other ways we can use or share your health information — We are allowed or required to share your information in other ways —
usually in ways that contribute to the public good, such as public health and research. We have to meet many conditions in the law
before we can share your information for these purposes.

o  Help with public health and safety issues: We can share health information about you for certain situations such as: preventing
disease, helping with product recalls, reporting adverse reactions to medication, reporting suspected abuse, neglect, or domestic
violence, and preventing or reducing a serious threat to anypne’s health and safety.

o Comply with the law: We will share information about you if state or federal laws require it, including with the
Department of Health and Human Services if it wants to see if we are complying with federal privacy law.

* Respond to organ and tissue donation requests: We will share health information about you with organ procurement
organizations.

o Work with a medical examiner or funeral director: We can share health information with a coroner, medical examiner,
or funeral director when you die.

e Address workers’ compensation, law enforcement, and other government requests:

*  For workers’ compensation claims

*  For law enforcement purposes or with a law enforcement official

»  With health oversight agencies for activities authorized by law

»  For special government functions such as military, national security, and presidential protective services

¢ Respond to lawsuits and legal actions: We can share your health information to respond to a court or administrative
order, or in response to a subpoena.

o Research: We can use or share your information for health research.

CHANGES TO THIS NOTICE - We can change the terms of this notice, and the changes will apply to all information we have about
you. The new notice will be available upon request, in our office and on our website.

Darlene Sugg
office@haltiwangerorthodontics.com
910-997-2204

Effective date: 6/3/2003 Revision Date: 05/16/2019
Haltiwanger Orthodontics 719 S. Long Drive Rockingham, NC 28379 910-997-2204(P) 910-997-4950(F)



