
Patient lnformation Form

Chart #. i __i
FOR OFFICE USE ONLY

Patient Name:

o
Last

ritr"t i- 
-- 

| Genden i) uare Q remate
Mr/Ms/Mrs/etc

Family Status: (-) Manied

ss #.L_ _l

Prefened Name

Sinste Q crrilo !otn",

Prev. Msit I l

Best time to call:

Birth Date:

EmailAddress: f_-
Phone: [____] -tWork

Address:

l t---_lii
StateCity

Would you be interested in Sedation Dentisty?

q-)Yes (j tto

On a scale of 1-10, how nervous are you about coming to the dentist?

Pharmacy Name and Phone Number

Zp Code

I

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestoluvn, RI02835

Home

I
I



The following is fon (_j the patient U the person responsible for payment

Employer Name: L-. -

Address:l 
I

Primary lnsurance

Name of lnsured:

lnsured's Birth Date:

lnsured's Address:

tD #.

lnsured's Employer Name: I i

Employer Address:
I

Patient's relationship to insured: Lj Sef O Spor.. L) Chitd

lnsurance Plan Name:

lnsurance Address: i

Secondary lnsurance

city State zio code

--lZp Code

L]
MI

Group #.

Phone: [----=l

Zp Code

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestown, Rl 02835

(4O1)423-2110

E
State



Name of lnsured:

lnsured's Address:
t-'

lnsured's Employer Name: --

lnsurance plan Name:

EmployerAddress:

Pailents rerationship to insured: Q seff Q spors" u chird o otn",

lnsurance Address:

Response Date:

t-----
I -----.----,

L ll i

State 4C;ode

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestown, Rl 02835

(4O1)423_211O



Medical & Dental History Form

Patient Name:

Please take a momentto let us know about your medical and dental history so we may serve you more efiectively and in
a way that watches out for your overall health and well-being.

Would you consider yourself to be in fairly good health?

'.) ves O r,ro

What is the date (or approximate date) of your last medical exam?

i

Within the past year, have there been any changes in your general health?

(-) Yes U tto

Your Primary Care Physician's name,address, & phone number

Preferred Name

I

Please mark any of the following to indicate YES in response to the question:

1-jHave you ever had complications following dentalteatment?

1n.e you curently under the care of a physician due to a specffic condition?

l__1 Have you been hospitalized wtthin the last 2 years due to a surgery or illness?

! Are you anrrenfly takingany prescriptions or non-prescription medications? Please list below.

Lj Do you use tobacco (smoking or chewing)?

i iHave you ever had a blood fansfusion?

i_j Do you have any other conditions, diseases, etc., not listed that we should be aware of?

lf any of the previous questions are marked please explain:

Coastal Dental Associates lll, LLC
20 Ciinton Ave

Jamestown, Rl02E35

(4O1)423-2't1O



WOMEN ONLY: Are you pregnant orthink you may be pregnant?

q;Yes \-/ No

Ust of Medications:

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestown, RI02835

(401)423-?11O

[l

-t

I-



i l'Pre-Med - Amox

1_j Allergy - Aspirin

ljAllergy- Latex

I lAnemia

1_l Aspirin

fj etooo Thinner

1_j oiaoetes

[_j epilepsy

I iHead lnjuries

ij High Blood Pressure

i iLiver Disease

i iNervous Disorders

I Pregnancy

i iRaaiation Treatment

i isinus Problems

I l'llnnitis

i t*Pre-Med - Clind

1_j Allergy - Codeine

i_.l attergy - Other

[__lRnxiety

l__.1nsnma

i I cancer

[_jDfficult Swattowing

I iExcessive Bleeding

j_lHeart Disease

i_gurv

! t-ymes Disease

I IOsteoporosis

ljPremed- Valium

i iRespiratory Problems

I istomacn Problems

i iTuberculosis

L_jAF|B

[_] Allergy - Erythro

[-jAbrsy - peniciltin

I nrtnritis

[l Bisphosphonates

lJ Cold Sores

i] oiziness

l_j Fainting

l_jHeart Murmur

i iJaundice

[-j Mental Disorders

[jot"'
i iPsoriasis

i inr,"r-atic Fever

[jsrore
i iTumors

l_jAllergies

l__j etergy - Hay Fever

i_jAllergy - Sutfa

I iArtificial Loints

! Blood Disease

i iDepression

LJ Dry Mouth

I iGlaucoma

I nepatNs

[__] Kidney Disease

Ltrs
i iPacemaker

ij PrsD

J iRheumatism

[j fhyroid Disease

Lj Utcers

Do you require antibiotics prior to your dentat appointrnnt?

iives U nro

lf yes, why?
f'

Do you have any other hearth issues or ailergies not listed above?

Coastat lJental Associates lll, LLC
20 Clinton Ave

Jamestown, Ri 02835

I



What is the reason for your dental visit today?

I

I

How frequently do you brush yourteeth?

U 3(+)aday QtwiceaOay Q OnceaOay

How ftequently do you floss your teeth?

gr Weekly (j Seldom

ft1*;aaay (i 2-6 Weekly (, 16 Monthty qj SetOom \-l Never

Please mark any of the following to indicate YES in response to the question:

LJ Oo your gums bleed when you brush or floss?

Ll Do your teeth experience sensitivity to cold or hot temperatures?

|_j Are any of your teeth cunently causing you pain?

Lj Do you grind your teeth (either consciously or during sleep)?

ij nr" any of your teeth loose, or are you concemed about any teeth loosening?

i_j Do you cunenfly have any dental implants, dentures. or partials?

lf any of the previous questions are marked. please explain:

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestown, Rl 02835



I I
Authorization and Consent for Services

I hereby certfiy that I have read and understand ure previous information and that it is accurate and true to the best of my
knowledge' I acknowedge that nt"'to"g incorrect 

"n.uoii*""urate information has the potentiar of being hazardous to
my health.

I hereby authorize and give my consent for Dr. Kuchar/staff to administer suchand dentat treatments u, ,uy be ner
necessary to change and add
during examination, the most
permission to the dentist to make an

Patients with dental insunance unders
irecfly to the patient and that he/she is

,repare the patient,s insurance forms or
ions to the patient,s account. However,
be paid by an insurance company.

r to release any information including the diagnosis and rendent(s) to third party insurar"" o--rri"o, payors, andlor ns for
lauthorize my insurance carrierto submit directy to Dr. Ku ,J; 

f;

:"Ti'ffi;'":fl',""1,H'rflyrt:Til:f';Iii55iilf[1i,J::",""'fi;"#,ffi and materia,s provided that are notfor pavment of all service" tno"rl *'il u.r,"r, o,, ";;;;;]rior rv dependent(s) ,ilr: 
to be financiattv responsiore

Signature of patient, parent, or guradian:

Signature:

Date: l--------_l

Response Date: i_ ---l__-_-_ _ _l

Relationship to patient:

Coastal Dental
20 Clinton Ave

Jamestown, Ri 02955

(401)423-211A

III, LLC

r



Patient Name:

First ----- ---Ml prefened NanE

i,:1ffi:rTi,:i"Tl:fl#"'jiiffiffi:l,i:,T""#;1;1;:::on (s),isted be,ow resardins my dentar hearth care,

Name
Phone # Cell#

Name Phone # Cell#

*-;*;,;,;;;;;;(Check alt that appty)

! Voicemail

1_lTexting

l_j Cell Phone #

Answering Machine

Best Telephone No. to contact me is

tl

i lEmait

Signature:

This consent is valid until such time as t provide a wriften revoqation of it

Date:

Response oate: i---..-.------

Coastal Dental Associates lll, LLC
20 Clinton Ave

Jamestown. Rl 0293S

(401)42s-2110

Emergency Contact: (Name, phone #, Cell#.)
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Gonsent for lnternet Communications

'- _lt _ Lit --lLast First Ml preferred Name

I grant my permission to the dental practic€ to upload and store confidenlial patient information (induding account infonm[on, appointnent information
and clinical information) to the seorred web site for the dental practice. I understand that, for security purposes, thE site requires a user lD and
password for actess and use- I also understand the dental practice and I are responsible for maintaining Ore sbict confidentiality of any lD and
password assigned to me; and that the dental practice is not liable for any drarges, damages, or losses that may be inclred or sufrered as a result of
my failure to maintain confidentiality. I understantl the dental practice is not liable for any harm related to lhe lheft of my lD and password, my dlsclosure
of my lD and passinod' or my anfiorization to allow another person or entity to access and use the dental practice rrreb site with my lD and password. I

also agree to immediately notify the dentral pradice of any unauthorized use of my lD or of any other need lo deach'vate my lD due to seclrity ooncems.

I also understand that State and Federal laws, as well as ethical and licensure requirements impose obligations with respect to patient contidentiality
that limit the ability to make use of certain servaces or to bansmit certain information to third parties. I understand lhe dental pmctice will represent and
warrant that they will, at all times during the terms of this Agreement and thereafter, comply with all laws directy or indireclly applicable that may now or
hereafter govem the gathering, use, bansmission, processing, receip! reporting, disclosure, maintenance, and storage of my information, and use their
best efforts to cause all persons or entities under their dlrection or contsrol to comply with sudr laws. I agree that the dental pradice has lhe right to
monitor, retrieve, store, upload and use my information in cunnection wih the operation of suci services, and is acting on my behalf in uploading my
patient information. I understand the dental prac'tice will use commercially reasonable efforts to maintain the conhdentiality of all patient information that
is uploaded to the web site on my behalf. I understand the dental prac{ice cANNoT AND DoES NoT ASSUME ANy REspoNslBtLlry FoR My usE
OR MISUSE OF PATIENT INFORMATION OR OTHER INFORMATION TRANSMITTED, MONITORED, STORED, UPLOADED OR RECEIVED
USING THE SITE OR THE SERVICES.

i t I have read the information above regarding the secured uploading of patient information to the web site for the dental
practice, and grtlnt the dental practice permission to securely upload my patient information to the web site.

Signature of patient, parent, or guardian:

Signature: Date: L__--
Relationship to Patient

Response Date: i- -t

Coastal Dental Associatgs lll, LLC
20 Clinion Ave

Jamestolvn, Rl 02835

(401\423-211A

ill.-..



FAIRHAVEN OFFICE
118 Atden Road

Fairhaven, MA 0271g
(s08) e94_225s

JAMESTOWN OFFICE
20 Clinton Ave

Jamestown, Rl02g3S
(401) 423_2110

SEEKONK OFFICE
21 Brook St. STE I
Seekonk, t{iAOZTTI

(508) 399_7073

Acknowledgement of Receipt of privacy practices
Notice

This document acknowtedges that you have received a copy of:Notice of privacy practices

Jil:#:il;1::1,:::.Hu'"' authorization, rerease, or consent rorm. rhis document

E r'om time to time we apprise our clients of events that may be of interest to themvia email or mail' Please check here if you do Nor wish to be notified of such events.
t,

the Notice of privacy practices.
acknowledge that t have reviewed a copy of

Patients Signafure
Date

Parent or Legal Guardian (if ;;mi
Date


