
Health History Form ADA American Dental Association® 

Amenca's leRding advocate for orc31heall h 

E-mail Today's D3te 

,,,",5 required by law. our office adheres to w riltel policies an d proced res to protect the nva l Y of Inlollflallon about you that we create, r~c ive or maintain. Your 
answers ar for our roms nly and w II ee l confidential subJI'd. to ,JI)plic ble law,>. Please note lIlal you w ill be asked some Quest ions about your l es~on,es to 
th is quest ionnajre and there ma be additional quest ions concerning your heal th. Th is information is vit el l to allow u<; to proVide appropriate Cilre tm you. Tll is office 
does no t u,e this information 10 Ji,rnm n t€, 

Name: H me Phone Il1dud<? d~ IIJd" BUSiness/Ceil Phon", In(l!Joe are.; C<Kie 

taj I r..t Middle ( ) ( ) 

ddress: City: State' ZIp 

Mdll,' 9 ..w"i',~~ 
Orcupation Heigh t: Weight: Date of btrth: Sex: M r 

55# 01 Patie nt tD Emergency Contact RelallOnsh lp: Home Phone: Cell Phonlr 
( ) ( ) 

Irlt"~ """ rrxJe\ 

If you are completin g th is form for anO lhN p rson , wha t is yo ur re lat ion ship to tha t person) 

Yo~r Nan", Rela~()ll'i1Jp 

Do you have any of the following diseases or problems: (Check OK if yDIJ Don't Know the answer to the Question) Yes No OK 

Active TuberculosIs .. 

I Persls1ent cough greater than d 3week duration 
Cough th t r r lICes blood ..., .. , . . . . ", .. .. " .... .... . " .. , 


I ~;~~x:::e~Oy::y::;t:f~~:r~u;~;:~ ~b~ve, Ple~$es~~e ~~d re~ur~ ~hi~f~~ ' to the ;e~~ti~~,~t. · 
Dental Information Forth fuf/owing quesriOIl5. plea,t> mark (X) your rESp0Il'\f'S to the following !.lUes/IOns 

Yes No OK Yes No OK 

Do your gums bleed hen y u brush or f loss7 . U l r Do you have earaches or neck oai ns? . [ L 

Are your teeth sensitive 10 cold, hot, sweets or pressure? . .. .. .. , 0 [1 Do you have any clicking. popping or discomfort in the jawl .... .. 0 o 0 
Does food or flo:;> L teh between your teeth"} o 0 [ Do you brux or yrind your teelh ) .... ................ " . .... 0 0 0 

Is your mouth dry? .. r] [] Do you have sores or ulce~ tn your mouth! .. o 0 
Have you had ny penodontal (gum) treatments? [1 I Do yo u wear dentures or partial,,) . . 0 o 0 
Have 'Iou ever had orthodOnl.lC (b races) treatment? tl Do you paruopale in adlve recrea110nal adlvtties) .. 

Have you had any problems associated with prevIous dental Helve you ever h<ld a seriOUS InjUry to your head or mouth?. 0 0 0 
treatmen t ? .. C 0 Date of yO ll r last den tal exam . 
Is your home w I['r supply tluorid tecP ..... 0 0 What was done at lhat tllTle! 
Do you dri nk bott led or fil tere wat@r ) .. o o 

If yes, how often? C rde ne: DAILY / WEEKLY / OCCASIONALLY 
 D te 01 las! d ntal x-rays. 

Ar you currently ex erienclng dental pdlT1 or dl~comf n? .. . 0 


What is thl' reason fcr your denlaillisit today) 

How a you fee l about your smile] 

Medica I I n for mat ion Please Mark ('<) your response co md,CiJIe If you haVl~ or have nor had dny of th~ fo l/owmg diseases or problem , 

Yes No OK Yes No OK 

Are you now under the Cil le of a phySICian" L ~I I Ha e you had a ser iolls illness, operatiun or been 

Physiciall Name hospita lize In the pa,t 5 years ! . OU 
It yes, w j,M wa the Illness or prublem 

' 
Add ressie ItylS tatefl lp. 

Are you taking or have you recently taken allY prescnp110n 


Are you in good health? DOll or over the (Ounter medlcine(s)' 


Ha there been any Ilange in yOllr general eal!h witi lin If so, please list II, Including vitamin,>, natural or herbal preparations 

the past year? . and/or diet 5upplements, 


If yes, what condition is b ing treate ) 

Date of last phySICal exam 

o 2007 Am~lIcan Dental As~Ci.tlD!'. 

ro:m ~500 

http:orthodOnl.lC


(Check DK ifyou Don't Know the answer to the question) 
D(~ you ';\lear mnton lenses? 

Please marie (X) your response to indicate if you have or have not had any of the following diseases or problems. 

Y.,.. No OK Yes No OK 

Do you use cont rolled substan e5 (dru gs 7. ..... .. . . ... .. 'I 'J :J 
Joint Replacement, Have vou had an orthopedic 10lal Jomt (tllP, Do you use tobacco (smoking, snuff, chew, bidls)? ... . . 000 

knee, elbow, finger) replaremenP . J If SQ, how interes terJ , re you in stopping! 

Dale If ye<. , have you Ilad any compllca tloIlS?_ _ ____ (Clrcie one) VERY I SOMEWHAT I NOT tN1ERDIED 


Are you taking or s.:hedi /led to beglfl taking elthf?r of the Do you drink alcohol ic beverages? . . ........... ... - [] 0 

medications, alendroniHe (Fosamax ) or risedronale (Actone ) It ye~ , how much alcohol did you drink ill the last 24 hours! _ ______ 

for osteoporo:.15 or Paget's disease? ., . . It yes. how much do you typically drink In week? 


Since 200 1, \,Ivere you trlated or are you presently scheduled WOMEN ONLY Are you 

to begin Irea men! with the intravenous bisphosphonates f·regnanP ... ........... . .. . 

(Aredld or lometa ) for bone pain, hyperc.akemia orskelptal Number o· weeks· _ ___ 

complicatlortS resulting rom Paget's dl<,edse, multiple myeloma Taf ing bir th control pills or hormonal replac menl? 

or meta~tatlc (ancE'r? .. ..... , .. . , . . 0 NUl51ng~ .. ......... ....... ....... ........ .. .. 

Dale Treatment begdn : 


Allergies Are you al lergic to or have you had d reaction 10' Yes NQ OK Yes No OK 
Me~. _______________________________To all yes responses, speCify type of rear ion J 


l ocal an lhe t,(,______________ _ _ 
 Latex (rubber) __________________ 


Asplnn ____ 
 Iodine _ __________________ 


PenICillin or olher anllblollcs _ _ ____________ 
 Hay fever/seasonal _ _ ___ __________ _ _ 

Animals _____________ _ ______ 

Sulfa drug~ _______ 
Barbitu rates, seda l lve~, or ~ Ieeplng pills 

Fooel _______ ___ _ _________ 
Othel Cod" int.' or oUler nil fcotics 

Please marie (X) your response to indicate if you have or have not had any of the fol/owing diseases or problems. 
YIlS No OK Yes No OK Yes No OK 

Au tOlmmune dls('ase 

rylh('mato.us 

... Hepatitis, laundlce or 
Prevlou> InteCtive endocardItis . . , . 

AI11flliai (p losti1etir.) heart valve . . 
Rheumatoid arthflll, !'vt'r disease . o D 

Damaged vaJvt:~ TI1 transplanted heilr. .. Sysl2m1C lupus EPilepsy ':J o n 
Congenllaf /It'drt di~ease (CHD) Asthma FamtlnQ~pe lls or seizures .. J [] £:I 

Unrepaired , cvanotl( CHD , . , BronchitiS .. Neurological dlsorder; .. 0 
Repaired (completelyl In Id5t 6 non Ills ... If yes, specify ______ _ _Emphysema . 

Sin us lrouble Repaired CIII) W I II reSillJJI d feLts . Sleep rl lsorder .. ~ rJ 
Tuberculas.ls . Mentill health disorder> .. .. 0 r1 

E;. "pc frir rile condItion:. listed dbcwe. ilnt/tuot; plophylil IS IS no longer recrJmmMri(>ri 
Cancer/Chernothel apy/ Speclfy____ ______

for all)' other form of CHD 
Recurrent Infpellons 

Yes No OK Yes No 01< Chest pain upon exert ion .. 
Radiation Treatmen t 

Type of infectlon·________ 
kidney problem~ . ]0 

ConqestlVe heart failure ... . 
Damag'd heart valves........ . 

. _., ... .. .. . :J 
. ::J 

. 

Angina I'aremaker . 
Curr1lo"d~ClJlar dlSease . Mit at valve prolapse. (,hronir.. pair . 

Diilbetes Type I 01 I Night sweats . ~ 0 
Arterlos<ielOsis . l~hf' lI milt ic tever . 

________ 

Eating disorder. . OsteoporosIs. '::::J 0 
Rheumatic heart disease Malnutrition Persistent swollen glands 
Abnol11al bleeding ... Ga~ fOlnte!>lmal ,jlsease.. ... In neck . ................. l 0 0 

Heart alt c~ . Anemia G E RefllJxlpersi!,tenl Severe neadachesl 

Heart rnUI mUI . Blood transfuslun /learmurn mlgrames 
Low blood preS5ur(' .. If yes. dat~._ UI~ers . ...... .. .. . Severe or rapid w eight loss . 
High l lood pressure Hemophilia Thyroid problems Sexually transmnted disease .. 
OtJ)er congenital heart AIDS or HIV Infection Slro e ...... .... ....... .. . ExCessive ur,nation . 


defects . . ... , 0 Arthflll'> 
 Glaucoma 

HdS a phYSICian Of previous dentist recommended Iholl you take antibiot ic> prior to your dental reatrnenP . (J 0 

Nilme of phY~lcian or dentis t making recommendation: Phone: 

Do you hav any dis&l5e, condrtion, or problem not listed above that you think I ~hould know about? .. c 
Please explain: 

NOTE: Both Doctor and patient are encouraged to discuss arty and aJi relevant patient health issues prior to treatment. 
I certi fy thaI I have read dnd understand the above and that tile information given on thiS torm is accurate . I understand tile importance of a truthful health 
history and that my dentl!>1 and hislher staff Will tE.>ly on this Inrormillion for trea110g 1llE' I ack nowledge that my questions, If dny, about inqUiries set f orth 
dbove have been answered to my satlsfaolon I w ill no hold my den tist , or any olher membf'r of Ilis/her siaff, responsiblE.' for any adion they take or do not 
take becoiluse of errors Or omissIOns that I may hoilve made ill the completion of th iS form 

Signa lure of Patiem/L gal Guardian: Date 

FOR COMPLETION BY DENTIST 

Comments: ___.______ ____________ 

http:Tuberculas.ls
http:h('mato.us
http:osteoporo:.15


We are pleased you have selected us to provide dental care for you and your family. 

Whom may we thank for referring you to our office? ____ 
-----~~...---~ 

Patient Information 
Date. Patient's Name _ ........ Middle-­

Last 	 First 
Address __........___ . 


Home Ph. # ( --) ...........--. Work Ph. # __.____ __ Cell Ph. # \---~.--..-l--____ Marital Status 

Soc. Sec. # Drivers Lic. # E-Mail: 

Birthdate 1_.~Sex M F If patient is a minor, give parent'slguardian's name 

Name of nearest relative not living with you __.~~____~.~________.~I~el!ath:m~!hip ___....___._._______ 

If patient is a full-time student, fill in school name 


School Address --_____. ____ Ph. # ( 


Emergency Contact _~ .......... _ .. .-_. -Ph.# 


r-------------- Responsible Party Information ---------------, ­
Name_~._ ...... ----..~ -~La-s~t--

Fin;t 


Soc. Sec. # -___Birthdate ___ ...J ..___. 1___Relationship to Patient ... ____________. 


Residence --Apfr-------clty-­

Mailing Address 


Street 	 State Zip 

street .-----. 	 ..-,---~~- ··Siate---..~-----· Zip 
How long at this address _.____Home Ph.# (_) _._____--;-_ Work Ph.# (._) ____ FaX# ( __) . _____... 

Previous Address (if less than 3 years)_______ 

Employer ________Occupation ____ No. Years Employed _____ 

Employer Address 

Spouse's Name 

Soc. Sec. # _ ....... - ___- _.__ Birthdate ____..__1___1___ Work Ph.# . Fax# (_)__ .­

Employer___.__ . ___.... __..__ Occupation _______ No. Years Employed 


Employer Address 


.------------:------Insurance Information --------------...., 
Insured's Name __________._ Insured's SS# ----_Insured's DOB--.----ID#--.-- ­

Insurance Company ......_...______ . ___Group # ___ ....._._.~___~......... _ 

Insurance Co. Address ___________.________Ph. # ( ___) _ ..._.__~ _ ..._. _»_ ....__ 

Insured's Employer Ph. # ( ..___ )_ 

Do you have dual coverage? Yes _ No_If yes: Please complete the following secondary insurance Information. 

Insured's Name.... __.______ Insured's SS# Insured's OOB _____.____IO#_..._____ 

Insurance Company » ..__________........__ _ ___________________ 


Insurance Co. Address ___________________________ ___ 


Insured's Employer. _______.___ ....... __ 


Ph. # 

Ph.# 

CONSENT: 
1. 	 The undersigned hereby authorizes doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by doctor to 

make a thorough diagnosis of the patient's dental needs. 
2. 	 j also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy 

indicated for such treatment in connection with (name of patient) ... ___.__. I understand that using 
anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that doctor choose and employ such assistance as deemed fit to 
provide recommended treatment 

3. 	 I understand that all responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the 
time services are rendered unless other arrangements have been made. In the event payments are not received by the agreed upon dates, I 
understand that a 1 - 1/2% finance charge (18% APR) may be added to my account, in addition to any collection charges. 

4. 	 I understand that where appropriate, credit bureau reports may be obtained. 
5. 	 I understand that it is my responsibility to advise your office of any changes in the information obtained on this form. 
6. 	 I authorize the use of my social security number to file my dental claim. 

Patient 	 Date ........ - Witness ­

Parent or Responsible Party ____~ ......__ Relationship to Patient 

FOR OFFICE USE: Reviewed by Dr. _ .__..____ Oate: __...___..______ 



MICHELE HARUTUNIAN, D.D.S. 

340 Dogwood Avenue Franklin Square, NY 11010 (516 )538-3800 

================================================================================================== 

FINANCIAL MENU 

We offer a wide range of financial options in order to pay for your dental treatment. 

A) 	 Pay as You Go 


You may choose to pay your obligation for each visit with cash, check or credit card at the visit. 


B) 	 Split Payments 

Total amount of your treatment will be divided in the amount of visits necessary (if more than 3 visits). 

Half of the treatment is due at start of dental work, and the second half due by the day of cementation of 

crowns/ bridges/ veneers. 

C) 	 Payment in Full 

For any treatment over $2000, a prepayment Bookkeeping Courtesy of 3% will be given for direct payment in full 

by cash or check before or at the first treatment visit. 

D) 	 CareCredit 

Fast on-line approval in a matter of minutes. Offers: No Interest and low monthly payment options, no up-front 

costs, no prepayment penalties, and no annual fees so you can complete your dental work in no time. 

FORMS OF PAYMENT ON BALANCES DUE 

o 	 In order to facilitate access to the very best health care possible, you may choose from any of the following: 
Cash, Visa, MasterCard, American Express, Discover, Personal Checks, CareCredit (see above). 

I understand that if I become delinquent on my account (more than 60 days), my account will be turned over to a 
collection agency, and I will subsequently be reported to the credit bureaus. In case of total default, I promise to pay 
any collection costs and attorney fees incurred to collect this amount. 

o 	 After your dental insurance has paid for dental services rendered to our office, you may have an outstanding 
balance. This balance may include any deductibles, copayments, denials, and non-covered services. We do our 
best to estimate what you will owe. For balance owed, we will require a credit card authorization. 
CREDIT CARD: (check one): D Visa, D MasterCard, D Discover, DAmex, D CareCredit 

Card #:.___________________ Expiration Date: _________ 

Card Holder Signature: ____________________________ 

Billing Address:.___________________ State:___ Zip:_____ 

I certify that I have read, fully understand, and accept the above financial policy. 

Signature: ____________________ Date:___________ 

www.beyourdentist.com 

http:www.beyourdentist.com


------------------------------- ------------- ------------- --------

---------------------

MICHELE M. HARUTUNIAN" D.D.S. 
Franklin Square., NY 1[oj() (516) 538-3800 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

SECTION A: PATIENT GIVING CONSENT 

Full Name: _____________________ Telephone: ________ Social Security#:_______ 

Address: City: State: Zip: 

SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

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

Notice ofPrivacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether 
to sign this Consent. Our Notice provides a description ofour treatment, payment activities, and healthcare 
operations, of the uses and disclosures we may make of your protected health information, and of other important 
matters about your protected health information. We encourage you to read it carefully and completely before 
signing this Consent. We reserve the right to change our privacy practices as described in our Notice ofPrivacy 
Practices. Ifwe change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain 
the changes. Those changes may apply to any ofyour protected health information that we maintain. You may 
obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting 
our office - - . ­

Right to Revoke:You will have the right to revoke this Consent at any time by giving us written notice ofyour 

revocation submitted to the address above. Please understand that revocation of this Consent will not affect any 

action we took before we received your revocation, and that we may decline to treat you or to continue treating you 

ifyou revoke this Consent. 


SIGNATURE 

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

Signature: ___________________ ~__________ Date: 

If this Consent is signed by a personal representative on behalfof the patient, complete the following: 

Personal Representative's Name: _________________ Relationship: __________________ 

www.beyourdentist.com 

http:www.beyourdentist.com

