Jack B. Oh, D.D.S.

MEDICAL HISTORY

PATIENT NAME

Birth Date

following questions.

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? O Yes O No

Have you ever been hospitalized or had a major operation?o Yes O No

Have you ever had a serious head or neck injury? () Yes (O No

Are you taking any medications, pills, or drugs? O Yes (O No

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?o Yes O No

Are you on a special diet? O Yes O No
Do you use tobacco? () Yes O No
Do you use controlied substances? () Yes O No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

~-\\omen: Are you
Pregnant/Trying to get pregnant? O Yes(O No

Taking oral contraceptives? () Yes (O No

Nursing? (O Yes O No

------- Are you allergic to any of the following?

Have you ever had any serious illness not listed above? () Yes O No

[] Aspirin [] Penicillin [] Codeine [] Local Anesthetics [] Acrylic  [] Metal [] Latex [] Sulfa drugs
[] other If yes, please explain:

Do you have, or have you had, any of the following? -

AIDS/HIV Positive (O Yes O No | Cortisone Medicine O Yes O No | Hemophilia O Yes O No | Radiation Treatments O Yes O No
Alzheimer's Disease (O Yes O No | Diabetes O Yes O No | Hepatitis A (O Yes O No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes O No | Drug Addiction O Yes O No | Hepatitis BorC O Yes O No | Renal Dialysis QO Yes O No
Anemia (O Yes O No | Easily Winded O Yes O No | Herpes O Yes (O No | Rheumatic Fever O Yes O No
Angina (O Yes. (O No | Emphysema O Yes () No | High Blood Pressure (O Yes (O No | Rheumatism O Yes O No
Arthritis/Gout O Yes O No | EpilepsyorSeizures (O Yes () No | High Cholesterol O Yes O No | Scarlet Fever QO Yes O No
Avrtificial Heart Valve (O Yes O No | Excessive Bleeding Q Yes O No | Hives or Rash (O Yes O No | Shingles O Yes O No
Artificial Joint (O Yes O No | Excessive Thirst O Yes O No | Hypoglycemia O Yes O No | Sickle Cell Disease O Yes O No
Asthma O Yes O No | Fainting Spells/Dizziness Q) Yes () No | Imegular Heartbeat O Yes O No | Sinus Trouble O Yes O No
Blood Disease (O Yes O No | Frequent Cough O Yes O No | Kidney Problems (O Yes (O No | Spina Bifida O Yes O No
Blood Transfusion (O Yes O No | Frequent Diarrhea O Yes O No | Leukemia O Yes O No | Stomachiintestinal Disease () Yes () No
Breathing Problem O Yes O No | FrequentHeadaches () Yes (O No | Liver Disease O Yes O No | Stroke O Yes O No
Bruise Easily QO Yes O No | Genital Herpes O Yes O No | LowBlood Pressure () Yes () No | Swelling of Limbs O Yes O No
Cancer O Yes O No | Glaucoma (O Yes O No | Lung Disease O Yes O No | Thyroid Disease QO Yes  No
Chemotherapy QO Yes O No | Hay Fever O Yes O No | Mitral Valve Prolapse ) Yes (O No Tonsilitis Q Yes () No
Chest Pains O Yes O No | HeartAttack/Failure (O Yes (O No | Osteoporosis QO Yes O No Tuberculosis Q Yes () No

. s S Tumors or Growths O Yes O No

Cold Sores/Fever Blisters O Yes (O No | Heart Murmur O Yes O No | Painin Jaw Joints - () Yes () No owsie &3 ves (3 No
Congenital Heart Disorder() Yes () No | Heart Pacemaker O Yes O No | Parathyroid Disease () Yes () No el O Yes O No
Convulsions (O Yes O No | Heart Trouble/Disease O Yes O No | Psychiatric Care O Yes O No | vaiow Jaundice O Yes O No

Comments:

ffice of any changes in medical status.

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental o

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

¥




Dr. Jack Oh, DDS a professional corporation

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Notice to Patient:

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may
use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice.
You may refuse to sign this acknowledgement, if you wish.

| acknowledge that | have read and/or received a copy of the Notice of Privacy Practices.

Please print your name here

Signature

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:

Patient refused to sign
An emergency situation prevented us from obtaining acknowledgement
Communication barriers prohibited obtaining the acknowledgement

[ ELeid O]

Other (please specify)

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices 2014
This form does not constitute legal advice and covers only federal, not state law.




Dr. Jack Oh, DDS a professional corporation

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

Purpose of Consent: By signing this form, you consent to our use and disclosure of your protected
health information to carry out treatment, payment activities and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide
whether to sign this Consent. A copy of our Notice accompanies this Consent. We encourage you to read
it carefully and completely before signing this Consent.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any
time by contacting:

Contact Person: Queena Oh, office manager

Telephone: 909-444-9400 Fax: 909-444-3311 E-mail: staff@jackohdds.com
Address: 2705 S. Diamond Bar Blvd Suite 288 Diamond Bar, CA 91765

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of
your revocation submitted to the Contact Person listed above. Please understand that revocation of this
Consent will not affect any action we took in reliance on this Consent before we received your
revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

| have had full opportunity to read and consider the contents of this Consent form and the Notice of
Privacy Practices. | understand that by signing this Consent form, | am giving my consent to your use and
disclosure of my protected health information to carry out treatment, payment activities and healthcare
operations.

Please print patient’s name here

Signature (Guardian signature, if patient is @ minor)

Cell Phone Number E-mail Address

Date




