McKenna Family Dentistry
1691 El Camino Real, Suite 300

Palo Alto, CA 94306-1009

(650)-321-4544

Patient_________________________________________________M___F___Date________



Last


First

      Middle

Name you would like to be called:_______________________Mr._Mrs._Ms._Miss_Dr._

Social Security#______________________Birth date__________Kaiser#_____________

Residence Address____________________________________________________________


City_________________________State____________________Zip_______________

Phone Home#_______________Work#____________________Cell#___________________

Pager#______________________E-Mail___________________________________________

Employer/School______________________________________Occupation_____________

Dental Insurance Carrier__________________________________Group#______________
Spouses Name______________ Social Security #_______________ Birth date__________
Spouses Employer/School________________________________Phone#_______________

Spouses Dental Insurance Carrier__________________________Group#______________

Are you insured through your spouse?     Yes     No

Whom may we thank for referring you?_________________________________________

Dental History

Reason for today’s visit:________________________________________________________

When was you last dental visit?____________________Date of last dental xrays:______
What was done:_______________________________________________________________

Name, address, and phone# of previous dentist:__________________________________

Have you or are you currently undergoing:



If yes, please provide the doctor’s name.



Periodontal treatment
Yes/No
Doctor’s Name________________



Orthodontic treatment
Yes/No
Doctor’s Name________________



Oral Surgery (extractions)  Yes/No
Doctor’s Name________________

Are your teeth sensitive to:       Heat Yes/No
Cold  Yes/No       Sweets  Yes/No

Biting/Pressure  Yes/No
   Does food collect between teeth?  Yes/No

Do your gums bleed while brushing/flossing?   Yes/No

How often do you brush?______x’s per day
Floss?______x’s per week

Do you use:  Electric toothbrush?  Yes/No  Rubber tip?  Yes/No  Toothpicks? Yes/No

Do you clench/grind your jaws? Yes/No While sleeping?  Yes/No During the day? Yes/No

Are you happy with the appearance of your teeth?  Yes/No

Is it important to you to keep your teeth?  Yes/No

Have you ever had an upsetting experience in the dental office?  If so, please explain: ______________________________________________________________________________
Please add anything you think is important or helpful: ______________________________________________________________________________

Please complete other side

Medical History
General Health:
Excellent___ Good ___ Fair___ Poor___
Name & address of physician: __________________________________________________

Have you ever been instructed to take antibiotics prior to any dental appointments?  Yes/No

Have you ever taken the following?

Fen Phen, Redux, or Pondimin  Yes/No

Are you currently taking any medications?  Yes/No  (including birth control, aspirin, etc.)

If Yes, please list:_____________________________________________________________________

Are you currently under medical treatment?  Yes/No  For what condition?__________________

Have you been hospitalized within the last 2 years?  Yes/No  For what?____________________
Have you ever reacted adversely to any of the following?


_____ Local Anesthesia (i.e. novocaine)

_____ Nitrous oxide


_____ Narcotics (i.e. codeine, demeral)

_____ Penicillin


_____ Aspirin




_____ Antibiotics, other


_____ Latex

If you have answered yes to any of the above, please explain: _____________________________

_____________________________________________________________________________________

Do you smoke?  Yes/No


If yes, how much?_____________________

For women only:
Are you pregnant?  Yes/No

If yes, when are you due?_________

Do you or have you had any of the following? (Please circle)

Emphysema

Liver/Hepatitis ABC


Heart disease/attack

Tuberculosis

Heart Murmur
            


Heart Surgery
Hemophilia

High/Low Blood Pressure

Stroke


Heart pacemaker
Diabetes



Pain in Jaw Joints (TMJ)
Epilepsy or seizures
Hives or skin rash 


Congenital heart lesions
Radiation treatment
Rheumatic/Scarlet Fever     

Fainting or dizzy spells

Artificial heart valve
Chemotherapy
Bruise easily

Substance Abuse
Kidney disease

 HIV+/AIDS



Arteriosclerosis
Ulcers
 

Artificial Joints
Panic Attacks
Angina Pectoris

Frequent Headaches (TMJ)

Asthma
I,________________________authorize McKenna Family Dentistry to examine and provide medical treatment. I assume full responsibility for any balance due. I authorize my insurance company to pay by check made out directly to McKenna Family Dentistry. I authorize McKenna Family Dentistry to release any medical or incidental information that may be necessary for either medical care or in processing applications for financial benefit. I understand it is my responsibility to know all rules and restrictions of my insurance policy, to know which hospital, emergency rooms, laboratories, x-ray departments and specialists and specialist providers which are assigned to me according to my insurance policy rule. It is McKenna Family Dentistry’s procedure to share Protected Health Information with labs, x-rays, consulting physicians and hospitals. We will call the pharmacy of your choice regarding your prescriptions. We will only exchange minimum necessary Protected Health Information for each transaction.
__________________________________________

________________________

Patient or Responsible Party Signature



Date

HIPAA Privacy Rule Receipt of Notice of 

Privacy Practices

Written Acknowledgement Form
McKenna Family Dentistry - Palo Alto, CA
Acknowledgement of receipt of Information Practices Notice (§164.520(a))
I,_______________________________ (Patient’s Name) understand that as part of my health care, McKenna Family Dentistry - Palo Alto, CA originates and maintains health records describing my health history, symptoms, examination and test results, diagnosis, treatment and any plans for future care or treatment. I acknowledge that I have been provided with and understand that McKenna Family Dentistry - Palo Alto, CA Notice of Privacy Practices provides a complete description of the uses and disclosures of my health information.  I understand that:

· I have the right to review McKenna Family Dentistry - Palo Alto, CA Notice of Privacy Practices prior to signing this acknowledgement;

· that McKenna Family Dentistry - Palo Alto, CA reserves the right to change their Notice of Privacy Practices and prior to implementation of this will mail a copy of any revised notice to the address I've provided if requested.

Signature of Individual or Legal Representative Witness

…………………………..

Printed Name of Individual or Legal Representative Witness…………………………………………………….

Date: …………………………………………………….

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:

· Individual refused to sign

· Communication barrier prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement 

· Others (please specify) ________________________________________________________________________________________________________________________________

	_________________________________
	_____________________________

	Ms. Lauren Wilson
	Date

	Privacy Official
	


HIPAA Privacy Rule of Patient 
Authorization Agreement
McKenna Family Dentistry - Palo Alto, CA
Authorization for the Disclosure of Protected Health Information 
for Treatment, Payment, or Healthcare Operations (§164.508(a))

I, ___________________________________ (Patient’s name) understand that as part of my health care, McKenna Family Dentistry - Palo Alto, CA, originates and maintains health records describing my health history, symptoms, examination and test results, diagnosis, treatment and any plans for future care or treatment.  I understand that this information serves as:

· a basis for planning my care and treatment; 

· a means of communication among the health professionals who may contribute to my health care; 

· a source of information for applying my diagnosis and surgical information to my bill; 

· a means by which a third-party payer can verify that services billed were actually provided; 

· a tool for routine health care operations such as assessing quality and reviewing the competence of health care professionals 

I have been provided with a copy of the Notice of  Privacy  Practices that provides a more complete description of information uses and disclosures.  

I understand that as part of my care and treatment it may be necessary to provide my Protected Health Information to another covered entity.  I have the right to review McKenna Family Dentistry - Palo Alto, CA notice prior to signing this authorization.  I authorize the disclosure of my Protected Health Information as specified below for the purposes and to the parties designated by me.

Privacy Rule of Patient Consent Agreement
Consent to the Use and Disclosure of Protected Health Information 
for Treatment, Payment, or Healthcare Operations (§164.506(a))

I understand that:
· I have the right to review McKenna Family Dentistry - Palo Alto, CA Notice of Information practices prior to signing this consent;

· That McKenna Family Dentistry - Palo Alto, CA, reserves the right to change the notice and practices and that prior to implementation will mail a copy of any revised notice to the address I’ve provided if requested;

· I have the right to request restrictions as to how my protected health information may be used or disclosed to carry out treatment, payment, or healthcare operations and that McKenna Family Denistry - Palo Alto, CA, is not required by law to agree to the restrictions requested.  

· I may revoke this consent in writing at any time, except to the extent that McKenna Family Dentistry - Palo Alto, CA, has already taken action in reliance thereon.
· I have the right to object to the use of my health information for directory purposes; We here at Mckenna Family Dentistry WILL NOT sell your personal information to a directory.

Signature of Patient or Legal Representative Witness   ……….………………………………………..

Printed Name of Patient or Legal Representative Witness  ……………………………………………

Date:  …………………………………………….. 

