Patient Name:

Jason Long, DDS

DXENTISTRRY

MEdical |nf0r’mat'|0r'l Please mark (X) your response to indicate if you have or have not had any of the following d or probl
{Check DK if you Don't Know the to the g ion) YES NO DK YES NO DK
Joint Replacement. Have you had an orihopedvc total joint (}up. Do you use controlled substances (drugs)? ... o 0 o
knee, elbow, finger) replacement? ......... cemitiis AE B GE Do you use tobacco (smoking, snuff, chew, bidis)? ............................ O 0O 0O
Date, _ which, have you had any oompllcatmns" ............ O O O If s, how interested are you in stopping?
D Y Tt sy, M el (i At AT oo o {circle one?) VERY / SOMEWHAT / NOT INTERESTED
Date, _ Complications? ........_...... TR = N i I = | Do you drink alcoholic bevernges? ....... SRR = [ r: [ o
Are you taking or scheduled to be taking either of the If yes, how much alcohol do you drink in lhe I&s: 24 hours?
medications, (bisphosphonates) or medication (Actonel) If yes, how much do you typically drink in a week?
for osteoporosis or Paget's disease? ... e & B B Are you under a physician’s care ROw? ...........ccccciciiiiiiiiiiiiciciciceeeeeeeeee. 0 O O
Since 2001, were you treated or are you preaentiy scheduled If yes, please explain:
to begin treatment with bisphosphonates (osteoporosis Have you ever been hospitalized or had a major operation? ................... [0 o O
(Actonel or Zometa) for bone marrow transplants or related If yes please explain:
:?ﬂ'l";:‘:ﬁ':c’:‘“::‘;’; "““P"E“EDM"“'P'“"‘"“W _______ = Have you ever had a serious head or neck injury? ... 0O 0 O

If yes, please explain:

Do you take or have you taken Phen-Fen or Redux? ...._...................... O O O
WOMEN ONLY Are you: If yes, please explain: = - == = =
Number of weeks. Are you taking any medication either prescribed or over the counter? ... o 0 o
Taking birth control pills or hormonal replacement? ....................... O 0 0O If yes, please explain:
N e e O o o
Allergies - Are you allergic to or have you had a reaction to: YES NO DK NO DK
To all YES responses, specify type of reaction. Metals ........oo.oevvineeenninnn. O O
L B T S SO £ | 11 B Latex (rubber) .. =2 B
Penicillin or other antibiotics .._.._..... B3 B B Seasonal B B
Barbiturates, sedatives, or sleeping pl".ﬂ ................................... 0 ‘0 B AR 2o =o s S s s e o S
Sulfa drugs . g O O O Bood! - oo s o B s R e s it e s E e s e O O
Codemcarother NAFCOHES __....ooeienienniriinie e D O 0 Other =

.Mmmmrmmmmindimﬁmmwkmmfhndnmofmm

YES NO DK YES NO DK YES NO DK YES NO DK
Abnormal Bleeding O o o Cortisone Medicine B 'C O Hepatitis A, B or C B @ ia Radiation Treatments 0O a 0O
AIDS/HIV 0O 8 0 Damaged Heart Valves B ‘B 0 Herpes B: E: 6 Recent Weight Loss 0O O D
Alzheimer's Disease O @ O Diabetes o o 0O High Blood Pressure B E 0 Recurrent Infections D oo o
Anaphylaxis O &0 0O Drug Addiction O O O High Cholesteral B B @ Renal Dialysis DO Q0 D
Anemia 0O 0O 0O Easy Winded O O | Hives or Rash B & A Rheumatic Fever 0O 0O 0O
Angina O 0 0O Eating Disorder 0D a G Hypoglycemia [ = | Rheumatic Heart Disease O O O
Arteriosclerosis O 8 0O Emphysema B a8 & Irregular Heartbeat B B 3 Rheumatism 0O d D
Arthritis/Gout O B 8 Epilepsy or Seizures B A & Jaundice 8 8 0 Searlet Fever O 0 D
Artificial Heart Valve B B ‘B Excessive Thirst 0O 0 8| Kidney Problems g B g Seaully Trwemitted Disease 0 0 O
Artificial Joint 0 8 0B Excessive Urination B B Leukemia | 5 (= | Shingles 0O o D
Asthma B @ 0 Fainting Spells/Dizziness a8 a Liver Disease B B O3 Sickle Cell Dizease O Q O
Autoimmune Discase O o 0O Frequent Cough O B 0 Low Blood Pressure O B 0 Sinus Trouble 0O O o
Blood Disease g 8 0 Frequent Diarthea O 8B G Lung Disease B B 0O Sleep Disorder D O D
Blood Transfusion g o 0 Frequent Headaches o O ] Malnutrition B B O Spina Bifida 0O 0O O
Breathing Problem O O 0O Gastrointestinal Disease 0O o0 0O Mental Health Disorder 0o B9 Stomach/Intestinal Disease 0 O O
Bronchitis O &8 0 Genital Herpes B B 3 Migraine B B 9E Stroke O a o
Bruise Easily O O 0O Glaucoma 08 G Mitral Valve Prolapse [ R A | Swelling of Limbs DO O D
Cancer O DO D Hay Fever 0O 0O O Meurological Disorders B B O Systemic Lups Fythermatons 0 0 O
Cardiovascular Disease 0 B 0 Headaches 0O 0O O Might Sweats o O -Q Thyroid Discase O O D
Chemotherapy O @ 0O Heart Attack/Failure 8 a3 a Osteoporosis a B8 a Tonsillitis 0O O D
Chest Pains O O 0O Heart Murmur O 0o O Pacemaker O 0 a Tuberculosis O O O
Cold Sores/Fever Blisters a B & Heart Pacemaker D O @ Pain in Jaw Joints 0 B 0 Tumors or Growths O a o
Congenital Heart Disorder O O O Heart Trouble/Disease 0O o 4 Parathyroid Disease O O 0O Ulcers O a Do
Congestive Heart Failure O O O Heartburmn 0O 0o O Persistent Swallen Glands O 0O a Venereal Discase O g 0O
Convulsions B = 0 Hemophilia O O O Psychiatric Care B E E
Do you have any disease, condition, or problem not listed above? ta. Yes O No O
Please explain: -
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? Yes O No O
Mame of physician or dentist making recommendation: Phone:
RECREATIONAL DRUG USE MEDICAL MARIJUANA
Do you currently use any recreational drugs? Yes O No O Do you use Medical Marijuana? Yes O No O

If yes, please list:

If yes, for what condition?

Frequency of Use: O Daily [ Weekly [ Monthly [] Occasionally

Date Last Used:

NOTE: Both Doctors and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I 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 1ely rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. 1 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 or legal guardian: Date:




Jason LOIlg, DDS PLEASE BRING THIS COMPLETED PAPERWORK,

FAMILY A VALID PHOTO ID (IF OVER THE AGE OF 18) AND
DENTISTRY YOUR DENTAL INSURANCE CARD TO YOUR
Jason Long, DDS APPOINTMENT. ALSO, IF YOU ARE A PATIENT WITH
215 Logan Street, Suite 41 ASTHMA, YOU MUST HAVE YOUR INHALER WITH YOU
Williamstown, WV 25661 DURING ANY APPOINTMENT HERE IN OUR OFFICE.

Office: 304.236.2306 Fax: 304.890.2227

Email: drlongdds@yahoo.com THANK YOU.
PERSONAL INFORMATION: PLEASE PRINT
Pronoun Preference:
Ms [ Miss [ Mre. O Me O Dr. [0 Other
Name DOB AGE SSN

(First) (MM/DD/YYYY) {If applicable)
If Minor, Parents Name DOB AGE SSN

(First) (MM/DDYYYY) {If applicable)

PHONE: (HOME) (WORK) (CELL)
ADDRESS CITY & ZIP CODE
EMAIL
Preferred Pharmacy Name: Pharmacy Phone Number:

Can we email/text you to confirm your appointments? Yes [J No [J Email 0 Text 0 Both O

Reason for today’s visit?

R A F TION
Emergency Contact Name Relationship
Phone Number Alternate Phone Number
DENTAL INSURANCE: (Please complete this section with the insured party’s information)
Primary Insurance Carrier Name of Insured
Insured’s SSN/LD. # Insured’s Date of Birth
Group# Employer of insured
Secondary Insurance Carrier Name of Insured _
SSN/LD.# Insured's Date of Birth
Group# Employer of insured
AUTHORIZATION:

I will provide, to (a) a member of my healthcane team, 1 will make sound choices regarding my treatment plans based upon the information provided by my dental healthcare professional. | agree to communicate with my
dental team both prenatally and postpartum for my unborn child.

Our office may use my health care information and may disclose that information to my dental insurance company(ies) and to the best of our ability chtain an estimate of what will be the cost of
posorices so that | can be an educated participant in treatment decision making.

Under the Health Insurance Portability and Accountability Act of 1996, [ have the right to request a copy of my protected health information, to request that a correction be made to my protected health
information, to request restrictions on certain uses and disclovores of my protected health information, and to revoke this authorization, in writing, exoept to the extent that my insarasce carrier or athee

person has taken action in reliance on this authorization.

I understand that I am financially responsible to Jason Long, DDS for my charges incurred by the above named patient, and receive no pre-payment(s), by reason of each &
services, which are not paid by my insurance carrier for any reason. Failure to pay is a felany warrant may pane of service charges to my account, or result in financially
responsible for charges incurred to including court cost, attorney fees and up te 15% of any balance for collection fees.

I understand that a service amount of time has been set aside for my appoi - Iflam ble to keep an appointment, I agree that I will give at least 48 hours notice. If in
the event [ am unable to give 48 hours notice, I undeestane that Jason Long, DDS seserves thas r4rinte clearge pre a mimkmum fee of $100.00 depending on the length ahe
aptricaees, We reserve toe rightte chapge you a pre-post schodaie dap pagmrament. This foe will place cowimnment, This fee will not be appied to your actual appointment,

I authorize release of any information relating to any claim to any third party payors. I hereby authorize direct payment to Jason Long, DDS of the insurance benefits otherwise payable to
me. | am aware that this practice makes every effort to maintain current Privacy Regulations, but that by healthcare information may be released to the owners of companies with examining
personal, and healthcare operations. I have been given the opportunity to receive, have a copy of the Notice of Privacy regarding these policies and agree to the release of my

protected health information when necessary.

SIGNATURE (FINANCIALLY RESPONSIBLE PERSON ANDVOR INSURED'S SIGNATURE) DATE




ADA American Dental Association®

America's leading advocate for oral health

( Jason Long, DDS

FAMILY
BENTISTRY

Health History Form

E-mail

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 questioning your health. This information is vital to allow us to provide appropriate care for you.

This office does not use this information to discriminate.

Do you have any of the following disease or problems? YES NO DK
Aeriroe: ST themuoalomiR, oo oo dinee tiim s sibisss o Sals Sounen st A kL BN B3 e L e
Persistent cough greater than a 3 week duration .........ccccoieoeeeineenns B B B Phiciis Miaaties:
Cough that prodinces Blood ..o i 0O 0O 0O
Been exposed to anyone with tuberculosis ... B8 & &

YES NO DK YES NO DK
Do your gums bleed when you brush or floss? ... £ O & Do you have any earaches or neck pains? .......ccciinnnnn. A e
Are your teeth sensitive to cold, hot, sweets or pressure? ... E B @ Do you have any clicking, popping or discomfort in the jm? ... [J O [
Does food or bites eatch between your teeth? ......ccccocevneee. [ 0O O Do you brux or grind your teeth? ..........cccooveeevvvccnveene. 1 [ 0
B Yo IO T i it e e e A e e e e e E & E Do you have sores or ulcers in your mouth? .......cccceennnnnn I S o R
Have you had any periodontal (gum) treatments? ... [ [ O Do you wear dentures or partials? ......ccccoeeeercvcvcncvccnceeeeee. ) O 0
Have you ever had erthodontic (braces) treatment? .................... E &8 Do you participate in active recreational activities? ............... & E: E
Have you had any problems associated with previous dental SHTAT Have you ever had a serious injury to your head or mouth? ....... B .8 @

2

e e i T D G Doyt 0 8
Do you drink bottled or filtered water? ..........cccccooveeereeeeee. ) [ O o Sl Sl il Gl o e e
If yes, how often? (Circle one:  DAILY WEFKLY OOCASIONALLY) Do you eat sugary snacks? .........oovssisseressssssssssssssssssnmneeeee. 1 3 0
Are you eurrently experiencing dental pain or discomfort? ......... [ O O If yes, how often per dny? ONCE ‘TWICE THREE TIMES OR MORE

Date of your last exam:

What was done at this time?

Date of last dental x-rays:

What is the reason for your dental visit today?

How do you feel about your smile?

BROKEN APPOINTMENT POLICY:
I understand that a service amount of time has been set
aside for appointment. If | am unable to keep an
appointment, [ agree that [ will give at least 48 hours
notice, If in the event [ am unable to give 48 hours
natice, | understand that Jason Long, DS reserves the
right to chirge a minimum fee of $55.00 up to $100.00
the nght to charge you a pre-payment fee as holds the
place for your next scheduled appointment. This fee will
not be applied to your actual appointment.

INSURANCE AUTHORIZATION AND ASSIGNMENT:
I authorize release of any information relating to any claim
to any third party payors. 1 hereby authorize direct
payment to Jason Long, DDS of the insurance benefits
otherwise payable to me. [ am aware that this practice
makes every effort to maintain current Privacy
Regulations, but that healthcare information may be
re‘!:n-‘iadtnﬂmm\msc{omuparﬁmurilhwlunw
contract, and anyone on a necd to know basis or the
Natice of Privacy Practices. [ also authorize the release of
my protected health information when necessary.

FINANCIAL POLICY / RESPONSIBILITY:

I understand that 1 am finandially responsible to Jason
Long, DDS for my charges incurred by the above named
patient, and receive no pre-payment(s), by reason of each
& services, which are not paid by my insurance carrier for
any reason.  Failure to pay is an application of service
charge(s) to my account, the result, or changes maured to
up 1o 15% of any balance for collection fees.

NOTE: Both Doctors and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I 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 indquiries set forth above have been answered to my satisfaction. [ 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.

By signing below, I acknowledge that | have read and agree to the policies stated above, including the Broken Appointment Policy,
Financial Policy/Responsibility, and Insurance Authorization Policy.

Signature of patient or legal guardian:

Date:

Signature of Doctor / Staff:

Date:




