Houston Endodontic Specialists, LLP

Patient Medical History               

Dr., Mr., Mrs., Ms., Miss _____________________________________________ Home #_____________________ Date of Birth____________ 

Address________________________________________________City________________St_____Zip___________  Cell # __________________

Please Circle:      Single               Married                Widow                  Separated                     Divorced                   Minor (less than 18 years old )  

Social Security # __________________________  Texas Drivers License #________________________Spouse’s Name____________________

Person Responsible for Account ___________________________________________________Relationship______________________________

Patient’s Employer___________________________________Address _________________________________ Bus. Phone _________________

Spouse’s Employer__________________________________Address_________________________________   Bus. Phone_________________

Name of Closest Relative______________________________Phone #__________________________Referring Dentist_____________________

Physician __________________________________________ Phone #_________________________ Last Physical ________________________

PLEASE CIRCLE THE APPROPRIATE ANSWER OR ADD COMMENTS IN THE AREA PROVIDED:
Yes   No
1. Has there been any change in your general health within the past year?  If yes, please explain.



______________________________________________________________________________________________________________

Yes   No
2.  Are you under the care of a physician for a current problem? If yes, please explain.



______________________________________________________________________________________________________________ 

Yes   No
3.  Have you been hospitalized within the past 5 years?  If yes, please explain.



______________________________________________________________________________________________________________

Yes   No
4.  Are you taking any medications or drugs?   Please identify these.



______________________________________________________________________________________________________________

Yes   No
5.  Have you received therapy for alcoholism or drug dependence during the past 5 years?

Yes   No
6.  Have you ever had any ALLERGIC or ADVERSE REACTION to anesthetics/ antibiotics/ medications? Please list.

 

______________________________________________________________________________________________________________

Yes   No
7.  Have you had any abnormal bleeding with a previous dental extraction, surgery or trauma? If yes, please explain.



______________________________________________________________________________________________________________

Yes   No
8.  Have you ever had a blood transfusion?  If yes, please indicate when this occurred.



______________________________________________________________________________________________________________

Yes   No
9.  Have you ever had surgery and/ or radiation for a tumor, growth or other condition?   If yes,  please explain.



______________________________________________________________________________________________________________

Yes   No
10.  Have you tested positively for HIV infection or AIDS?  If so, please indicate your treating physician.



______________________________________________________________________________________________________________

Yes   No
11.  Are you required to take antibiotics prior to dental treatment?

 

12. Do you have, or have you had any of the following?     Please check those that are appropriate.
_______
High Blood Pressure


_______
Sinus Problems

_______
Heart Murmur or Prolapsed valve

_______ 
Thyroid Problems

_______
Joint prosthesis (hip, knee)


_______  Diabetes

_______
Rheumatic fever or rheumatic heart disease
_______ 
Stomach ulcers or colitis

_______     Cardiovascular disease, stroke, heart attack
_______ 
Kidney problems

_______
Prosthetic heart valve


_______ 
Psychiatric treatment

_______
Blood disorder, anemia


_______ 
Fainting spells or seizures

_______
Sexually transmitted disease

_______ 
Epilepsy

_______
Asthma




_______
Cancer

_______
Allergy to Latex



_______
Tempromandibular Joint problems (TMJ)

_______
Hepatitis, Jaundice, Liver Disease

_______
None of the above

Yes   No
13.  Do you have any disease, condition or health problem not listed above?  Please specify.


______________________________________________________________________________________________________

Yes   No
14.  Women only:  Are you pregnant, nursing or on birth control pills?
Please Circle those that apply.










                    

**Over**

Office Policy Agreement

At the outset, we will try to advise you of the expected outcome (prognosis), the number of appointments anticipated and what you may reasonably expect from the treatment.

The problem of missed appointments hurts everyone.  Firstly, and most importantly, it delays and may prevent proper treatment of your root canal.  Secondly, by reserving your appointment time, others in need of treatment must be delayed or turned away.  Unfortunately, if you fail to appear for your scheduled appointment, there will be a rescheduling charge of $35.00.

Dental Insurance

For patients fortunate enough to have dental insurance, we will assist in filing your primary claim.   In some cases our office will accept your insurance benefits as a partial payment for your dental care, however, you will be required to make a partial payment at the time services are rendered.  Since insurance benefits differ according to your contract, you will be responsible for the charges not covered by your plan contract.

Informed Consent

I understand that Root Canal treatment is a procedure to retain a tooth that may otherwise require extraction.  Although Root Canal therapy has a very high degree of clinical success, it is still a biological procedure so it cannot be guaranteed.  Occasionally a tooth, which has had Root Canal therapy, may require retreatment, surgery, or even extraction.  I also understand that the permanent outside restoration (crown) will be done by my regular dentist.

Although rare, the following complications may occur in endodontic therapy in the following percentages: 

Pain and swelling 5 percent, damage to the existing crown or filling 1/2 percent, fracture of a root less than 1 percent, fracture of a fine instrument in the root canal 1 percent, overfill, under fill or perforation of a root in less than 5 percent.

I acknowledge that the answers to the health questionnaire are true and correct and that I will inform the Endodontist of any change in my health or medications.

I also acknowledge full responsibility for payment of services rendered and agree to pay them, in full, at or before completion of treatment, unless other specific arrangements are made with the secretary.  There will be a service charge of 1 and ½ percent interest per month on account balances over 31 days past due.  If you have dental insurance, the service charge will begin four weeks after we submit your claim.

Signed: 

___________________________________________                         ___________________________

                     Patient                                                                                            Date

Or parent, if a minor patient __________________________________

                                                         Parent

