“Warren C. Baine, ﬁ.M.D.

| Patient Health Record

The following information is requested to assmt the Doctor m administering the proper dental service. Please answer
to the best of your zzl:nilnfyw '

NAME (last) , (s - (middle)
HOME ADDRESS_ | |

BUSINESS ADDRESS ‘

PHONE (home) (buziness) ‘ (cell)

DATE OF BIRTH Sex__ MARITAL STATUS (cifclé) SMWD
OCCUPATION | SOCIAL SECURITY NUMBER

TYPE OF DENTAL INSURANCE _ | REFERRED BY

SPOUSE’S NAME . _SOCIAL SECURITY NUMBEK

SPOUSE’S DATE OF BIRTH ' Rﬂason for' your vigit

Emergency information — Name, address and telephone ?umﬁer of an individual we can call.

MEDICAL HEALTH General Health (please circle) Excéllent .Good Fair Poor

Name, address & telephong ntumber of your physician

Last comnplete physical? i} Are you taking any medications now? Yes - No

If yos, please list all medications
Have you ever taken Fosomax, Novartis, aneta,Aredja, or related medlcatmns for Ostmpumsm? Yes

No :
-+ Are you allergic to: Antibiotics Codeine Aspxrm Local anesthetics .  Other

Do you take Aspirin on a regular basis? Yes Na Lo ‘

Do you smoke cigarettes? Yes How many per day? Noe

' Have you ever been hospitalized? Yes No  Ifso give date and reason

Are you taking apy vitamin supplements? Yes No Are you on an aspirin regimen? Yes . No

Is your blood pressure Normal.  Low  High.  Have you experienced any recent weight change‘? '

Do you consums aleohol on a daily basis? Yes Nu

WOMEN: Are you pregnant? ' Yes  How long? sNo Sod DA o :
Are you taking blrth contral pﬂls‘? Yes No Doyou anﬁcipﬂte b‘acoming pregnant in the
near ﬁIture? Yes No

Have you been tested for Hepatitis? ' ‘ Yes No
Have you had any blood transfusions? ‘ Yes No
Are you being treated with immunosuppressive drags? - ' Yes No

Dio yon have a history of cold sores, fever blisters or canker sores? Yes No

FLEASE NOTE, THERE WILL BE A CHARGE FOR APPOINTMENTS CANCELLED WITHOUT 24 HOURS NOTICE.

OVER- '



B W&pmmm

Chest pains : S : ‘ v

Heart disease ‘ S Hurmona!pmblems TR

Tubereulosis or Lung dlsease ‘ ... - CancerorLepkemia~ = = Anmnja

Diabetes ‘ Psychiatric problems Aids .
Hypettengion Allergies or Hives. Artificial jointe

Heart murmur Congenital heart defecis Swoke T
Rheumatic fever ‘ . ~ Epilepsy or Seizures Enlarges tymph ]'mdas

- Unexplained fevers Pergistent diarthea "

Bluish-Reddish 1 esions oo

Hemophilia Kidney problems : Night sweats :
Prosthetic Valves or Joints Fatigue . Sickle cell disease
Prolonged sors throat Prolonged bleeding problems Persistent cough.
Bruise easily Genetic problems Jaundice ‘
Excessive urination &/or Thu'st Sinus trouble - o Asthma ‘

Pos!:ural hypertension {fainting spe]is) .7 Sexually transmrtted dlsease {Gonorrhea, Syphms Genital hcrpes)
Orther condition orpmblemnox ' D B o

listed R e gl e
DENTALHEALTH : ‘ ‘ R
(pieasemrcla) LT, ; 'H'sw-p‘ 'F"—rh‘ T

When was your lagt dental visit? m evquhqg,npmblem nssucmtad wy;t@,dez‘}ml care‘?

.o Yes ™ No

How often do ycm brush your teeth? - Wha:t taxmra brush? Soft Medium Hard.

How often do you floss? ) . Do «}rou,gl.nns bleed during brushing or ﬂossmg‘? Yes. No
Do your gams feel tender or swoilen? Yes Ne Dioes food catch between your teeth? Yes No .
Do you chew only on one side of your mouth? Yes No Dues your jaw ever feel fired? Yes. No.
Do you weat full or partial denturés? Yes WNo Da you gag easﬂy"" Yes No
Are you nervous about your dental treatment? . Yes. Moy, .. B

Af yes, have you had Nitrous Oxide Yes No o Medicanun prior to treatnwn’g Yieq Nao

Do you feel pam when vour teeth come In cuntactwrﬂi hm-, coid, SWeet or sour? Yes Nn

PAYMENT IS EXPECTED AT THE T[ME OF VIS[T

e i RYIRTE: e

Name of person responsibilé for payment; 'y on}y if d:ffmmt than :ugnée bclow)

Iund;rstandthntmehaalthmﬁm:dmtmsmmpﬂlmmmmmﬁgﬂmmtbﬂmnmmmcﬂﬂﬂmdmmlf Flkﬁmmum, .
I clearly undeestand and agres tg services rendered me are chareed directly tdme.and that I am personally responsible for payment 1
alo agree that:if I suspend or temtinate my care and tmayment for sérvices rendered me will bs immediately due and paysble.©
Addmunaﬂyltxsagrﬁﬁdmatshommheﬁeefﬁrﬂlepmfewmalmmnmhpﬁdmmurdanmw:ﬂzﬂlcprmmmshmn,ﬂim

ehalt be included in the:computation of the wrpnnt due, reasongble gt fees. of 33%.0
,apphcable finance charges: and dlsbugemmm. allawap:us and costs Ty law Hqﬂm mﬁ

exceasive lateness are lable for a $10 billing ‘foe each month Finaz}n:: charg:s & be. applmd m alt past dus amounits” ﬂﬂwm of .
1,5% per monith. If account s i defanlt and teroed over for colletivn,-& colestion HE= will Be added. ‘The uridersigned alsohmby
authorizes the Ductor to pecform all the necassary diagwstic promdurs decmed sppropriste to make i thorough diagaosis of the
patient's denial or oral-facial needs including XRS5, study models, photographs, medications, and the usé of lodl anesthetic agents.
I hereby ackinowledge that 1 have heen given the opportudity to review oc, if requeswd have received ¥ copy of
this practice’s Notice of Privacy Practices. I have heen given the ‘opportunity to ask any qnwtmns 1 may bave.
regarding this nofice,

i ,'1(. N ‘ ‘.'-;‘. .
Patient’s Signature: B T PN TACHT CT1Y1 B SO P
T T T e L 3 Lt :
. '

Guardian or Spouse’s Slgnature; _ ~ ©~ © - Date
. oL R [ Loy LN BN TE P PO f_l*.,.l:'iA;ji_ei_;'x;;\.:f.‘_\,::,-.\‘\ .
Doctor’s Signanre: . : o _ :

cee S o b Doeie D e T e e P b g A TR RE DEEWERT gl Gty 2 n T ieE BRI s Vit

vy 4l fiagaesd dua{-;akbil.fi.llu;@u‘d t}_gnl I..A:»s-i‘r»m e sibl Tl i
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| 24-16 Queeris Plaza South Long Island City; NY 11101 718 784 1741

PERIODONTAL TREATMENT (non-surgical)

About the proposed treatment |

Non-surgical periodontal treatment involves thoroughly cleaning your teeth in the office to help heal inflamed or
infected gum tissue. Treatment involves removing the bacterial substance known as plaque and harder mineral
deposits called calculus from tooth surfaces above and below the gumline (this is called sealing). It may also
involve smoothing the roots of your teeth (called root planing). It may also involve washing the root surfaces of
the teeth with a disinfecting and/or desénsitizing solution. (called irrigation or desensitization) ‘

Your condition will be monitored through regular examinations of your teeth and gums and measurement of the
pockets that have formed in the gums surrounding your teeth. Dental x-rays will be taken to check the condition of
the roots.of your teeth and the bone that supports your teeth. You may also receive medications or a special
mouthrinse to help control the growth of bacteria ‘rhat accummiate around your teeth and cause m_ﬂammatmn and

infection of gum tissues.

- You w111 also be taught thf.‘: proper methods for ca.rmg for ‘your teeth at hc)me The suocess of this treatment-
depends in part on your efforts to brush and floss daily, receive rcgula.r cle:amng as dlrected follow a healthy *dlet
avoid tobacco pmducts and follow other reconunendatmns - o -

Benefits and alternatives

Reégular, professional cleanings help to create a clean environment in which your gums can heal. They also reduce
the chances of further irritation and infection by malang it easier for you to keep your teeth clean Dependmg on.
the success of these treatmeuts, surglcal methods may also be pr@scnbed to help control giim dlsease DR

Dependmg on the seridusness of your current condmon emstmg medical problems ‘or medi¢ tions yo ] may be :
taking, these methods alone miay not ccmplertely revarse the effects of gum d1sease"' 1t further pmblems 111
the future. Pl v

Commoﬂ ‘risks

1 Bleedmg, swelling, soreness and mfactmn Dunng Emd shortly a.fter treatme i .
feel sore, ‘which may be treated with pain Iﬂedlcatmn Because cleamngs involve contact Wrth bacterla m),d:mfected
tlssue iin your mouth, you may also experience an infection, which would be treated with ant:lbmtlcs

2. Reactmn to anesthesia and/or sedation: To keep you tiore comfortable du:rmg traatmem you may recewe a local
anesthetm and p0351b1y a se:dahve (tranthzer) In rare iiistances patients-have an alletgicreaction fo fh'j if:: N
anesthetlc which may require émergency medical attention, or find that it reduces their ability to contml
swallowing, which increases the chance of swallowing foreign objects during treatment. Sedatives may
temporarily make you drowsy or reduce vour coordination. :




3. Hot and cold sensitivity: Aa ~your gum tissues heal, they may shrink sommvhat exposing some of the root
surface. This could make vour teeth more eensrnve to hot or cold.

q; ‘Stiff ot sore jaw JDlIl’t Hold1ng your nleuth open during treatment may temporarily leave yeur jaw feehng stiff
and'sore ‘and: may rnake it difficult for you to open your mouth wide for several days afterwards Treatment may |
leave the corners of your mouth red or cracked for several days.

Cnnsequenees ef net performing treatment s

Thrs course ef treatment will help to improve. your condition and prevent this disease from spreading. If you
received 1o treat:tnent or ongoing treatment were intertupted ot discontinued, your eondition would continue and
BEOBABY Worsen. This could lead to further inflammation and infection of gum tissues, tooth decay above and
Below the giinline, detetioration of Hone surrounding the tooth and eventually, the loss of teeth.

TEMATEREE L me o

Additiopal information:

Apprommate Cest Total per Quadrant Eatirnated Out of Pocket per Quadrant

Every reasonable effort will be made to ensure that your cendltmn 18 treated properly, although it is not possible to
guarantee perfect results. By signing below, you acknowledge that you have received adequate mformation about
the proposed treatment, that yen understand this 1nforrnat10n and that all of your questions have been answered -
fully. .

___ 1 give my consent for the proposed treatment as described above.
_ T'understand that is an additional cosmetic or functional procedure that is

not covered by my insurance. The additional cost of this optional pmcedure will be fully my respenmbrhty and not
my insurance eempany even though our praetlee may part1c1pate with your insurance coverage. ‘

I refuse to give my consent for the proposed treatment as described abeve I have been informed of the
potennal eonsequenees of my decision to refuse treatnient.

Patient's signature/Date

Witness's signature/Date



	grasshopper_9144818551_7_19_2013_114221500
	grasshopper_9144818551_7_19_2013_114377840
	grasshopper_9144818551_7_19_2013_114476651
	grasshopper_9144818551_7_19_2013_114558933

