




Hea l th  H i s to r y  Fo rm Dr. Francesca M. Burtun, 0.0.S., P.E

American Dental Association
www.ada.org

fu required by law, our office adheres to written policies and procedures to protect the privary 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 sorne questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

Home Phone: tnclude area code Business/Cell Phone: /nciude area code

Mslli{rs q!!.d-!91:
Occupation:

City:

He igh t Weight

State:

Date of birth:

zip:

Sex: M F

Ce l l  Phone :
( )

55# or Patient lD: Emergency Contact: Relat ionship: Home Phone

l f  you are completing lhis form for another person, what is your

Your Name

Do you have any of the fol lowing diseases or problems:

Act ive  Tubercu los is ,  , , . .  . , ,  . .
Persistent cough greater [han a 3 week duration,. , ,

Relationship

(Check DK if you Don't Know the answer to the question)

relat ionship to that person?

Yes No DK

n r n
t r ! n
n n !
n n nBeen exoosed to  anvone w i th  tubercu los is ,  . , , .  , , , , , , , ,

If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Denta I Inf Of matiOn For the fottowing questione ptease mark (x) your responses to rhe foltowing questions,

Do your gums bleed when you brush or  f loss? , , ,  , ,  . , , , , , ,
Are your teeth sensitive to cold, hot, swee[s or pressure?
Does food or l ' loss catch between your teeth?

ls  your  mouth  dry? , . . , , . .

Have you had any  per iodon la l  (gum)  l rea tments? . . ,

Have you ever had orthodontic (braces) lreatment?,. , ,

Have you had any problems associa[ed wi[h previous dental

[ rea tment?  , . . , , , . .

ls your home water supply f luoridated?

Do you drink bott led or f  i l tered water? . , , . , , .

l f  yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY

Are you currently experiencing dental pain or discomforl?

Do you have earaches or neck pains?

Do you have any  c l i ck ing ,  popp ing  or  d iscomfor l  in  the  jaw? . , , , , .  , ,

Do you brux or grind your teelh?

Do you have sores  or  u lcers  ln  your  mouth?, , , , , ,

Do you wear  den lu res  or  par t ia ls?  . , ,  , ,

Do you part icipate in act ive recreational act ivl t ies?.,,  , ,  .  , ,

Have you ever had a serious injury to your head or mouth?, , ,

Date of your last dental exam:

What was done at that t ime?

Yes No DK

t r ! !
n n L t
! n n
D n n
n t r n
n n n

t r n n
n t t ]
n n !

n n n

Yes No DK

E n n
n n n
n n n
n n r
n t r !
t r i l n
! ! !

Date of last dental x-rays

What is the reason for your dental visi t  today?

How do you feel about your smile?

MediCal lnfOfmatiOn aruru mark(X)yourresponse toindicateif youhaveorhavenothadanyof thefollawingdrseases orproblems.
Yes No DK

Have you had a serious i l lness, operation or been

hospital ized in the pasl 5 years?

Are you taking or have you recently taken any prescript ion

or over the counter medicine(s)? tr n n

lf  so, please l ist al l ,  including vitamins, natural or herbal preparations
and/or diet supplementsl

@ 2oo7 American Dental Association
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Family & Cosmetic Dentist

Insurance Verification Form

Dear New Patient,

The Information you wil l  provide wil l  be kept confidential as per HIPPA regulations. As a service to our patients, we

accept  and f i le  denta l  insurance.  However ,  YOU are responsib le for  ALL communicat ion wi th  your  insurance company

except for addit ional information required of this off ice pertaining to specif ic procedures. Please understand that denl

insurance is  in tended to cover  some,  but  not  a l l ,  o f  the cost  o f  your  denta l  care,  and may inc lude a deduct ib le  which

must be paid by the patient at the t ime of service. We cannot stress enough that insurance payment is not, and has

never been, a guideline for quali ty care.

Thank you for your cooperation !

Please provide the fol lowing information from your dental insurance card:

Pat ient 's  Name:

Name of  Pol icy Holder :

Relat ionship to  Pol icy Hokler :

Policy Holder's Social SecurityNumber : Pol icy 's  Holder  D.O.B:  / -J-

Pol icy 's  Holder  Employer  Name:

Denta l  Insurance Company Name:

Group  Number :

Insurance Company Phone Number:

Insurance Company Cla ims Address:

insurance company and I  ass ign d i rect ly  to  Dr ' a l l

insurance benefits otherwise payable to me. I hereby authorize the dentist to release al l  information necessary to

secure the payment  of  benef i ts .  I  author ize the use of  th is  s ignature on a l l  my insurance submiss ions,  whether  manual

or electronic.

Signature Date

Authorization

I cert i fy that I am covered bY

1900 Elkin Street,  Suite 290 Alexandria,  VA 22308 visi t  us at www.burtondent istrv.com



Burton Dentistry, P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

t , have received a copy of this

office's Notice of Privacv Practices,

Please Pr int  Name

Signature

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but

acknowledgement could not be obtalned because:

f ]  lnoivicual refused to sign

n Communicat ions barr iers prohibi ted obtaining the acknowledgement

E Rn emergency si tuat ion prevented us from obtalning acknowledgement

n Otner (Please Specify)

@ 2002 Amer ican Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and lheir s|aff is permltted, Any other use, duplication or distribution of this Form by any other paf[y requlres lhe prlor

writ len approval of the American Dental AssociaIion,

This Form is educational only, does not constltute legal advice, and covers only federal, not state, law (August 14, 2002).
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