Coastal Dental Associates |il, LLC
20 Clinton Ave
Jamestown, Rl 02835

FOR OFFICE USE ONLY
Patient Name: 1 1 } | } [ 1

Last First Mi Prefered Name

Title: | | Gender: Q Male Q Female Family Status: U Married O Single \) Child C_) Other

Mr/Ms/Mrs/etc
Birth Date: [ —} SS#. [_* o J Prev. Visit: L‘___ ,_j
Email Address: L o J Best time to call: I !
Phone: | Il 111 i | ]
Home Work Ext Mobile Fax Other
Address: ! ‘ | |
1 =
| Iy |
City State Zip Code

Would you be interested in Sedation Dentistry?
U Yes \_) No

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

[
1

Phamacy Name and Phone Number




Coastal Dental Associates Ill, LLC
20 Clinton Ave
Jamestown, Ri 02835

(401)423-2110

The following is for: {__J the patient LJ the person responsible for payment

Address:| a 7 [ L

| 1L

Primary Insurance

Name of Insured: I __JE r i D

Last First M
Insured’s Birth Date: | ] D# | ] Group #. | |

Employer Name: | _j Phone: { T
|

]

)

insured's Address: L

L L 1L I

City State Zip Code

-

Insured's Employer Name: | !

Employer Address: | g [
| L 1L l
City State Zip Code
Patient's relationship to insured: (_j Self () Spouse () Child () Other

Insurance Plan Name: | ]

Insurance Address: | TJ : o ]

| — ]| | |

City

8
0
g

Secondary Insurance




Coastal Dental Associates Iil, LLC
20 Clintan Ave
Jamestown, Rl 02835

{401)423-2110

Name of Insured: __ ‘ ] - —___‘ D
AR e T TS

Last First MI
Insured's Birth Date: : D# | o Gk
Insured's Address: F:_ :\—:__—:—_— ———— ——--] [:—— --.-_ ]
Y ] =
o State Zip Code

Insured's Employer Name: ] 7 |

Employer Address: l;_____ o _______%—J [:_—_— - I
City j ;' Zip Code

Patient's relationship to insured: () Self O spouse () child ) Other

Insurance Plan Name: L

Insurance Address:L : L_ _g
C E——— | ] i

City State Zip Code

]

Response Date: L




Coastal Dental Associates I, LLC
20 Clinton Ave
Jamestown, Rl 02835

(401)423-2110

Medical & Dental History Form

Patient Name: o [T

I
—
\

L —

Last First M Preferred Name

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

Would you consider yourself to be in fairly good heaith?

\’J Yes Q No

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

ik
I
|
i

Within the past year, have there been any changes in your general health?
(UYes (No

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

Please mark any of the following to indicate YES in response to the question:
L__j Have you ever had complications following dental treatment?
|| Are you currently under the care of a physician due to a specific condition?
|__|Have you been hospitalized within the last 2 years due to a surgery or illness?
l_] Are you currently takingany prescriptions or non-prescription medications? Please list below.
L_| Do you use tobacco (smoking or chewing)?
|__1 Have you ever had a blood transfusion?

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

if any of the previous questions are marked please explain:

S .




Coastal Dental Associates lil, LLC
20 Clinton Ave

Jamestown, Rl 02835

(401)423-2110

WOMEN ONLY: Are you pregnant or think you may be pregnant?
\_/ Yes U No

- List of Medications:

: ]
| |
|
| i.
|
| |
| |
i |
|
i |
|
|
| i
; |
Additional Notes:
| R ]
., |
| |
r




Coastal Dental Associates I, LLC
20 Clinton Ave

Jamestown, Ri 02835

(401)423-2110

[_| *Pre-Med - Amox
l___} Allergy - Aspirin
L_iAllergy - Latex

;;Jl Anemia

|__] Aspirin

(i Blood Thinner

___| Diabetes
i__|Epilepsy

[_j Head Injuries

l_j High Blood Pressure
L_j Liver Disease

|_] Nervous Disorders
L_J Pregnancy

u Radiation Treatment
L:_i Sinus Problems

I_ﬂ Tinnitis

{_|"Pre-Med - Clind
|| Allergy - Codeine
[__| Allergy - Other

Li Anxiety

u Asthma

|__] Cancer

|;[ Difficult Swallowing
D Excessive Bleeding
l;i Heart Disease
L_jHIV

L:] Lymes Disease

];:[ Osteoporosis

[;j‘ Premed- Valium
[:| Respiratory Problems
]__] Stomach Problems

;:__] Tuberculosis

L_|AFIB

|_} Allergy - Erythro
|| Allergy - Peniciliin
|| Arthritis

|_]_ Bisphosphonates
[_j Cold Sores

L:[ Dizziness

L:j Fainting

]_j Heart Murmur
[_, Jaundice

[__| Other

l_l Psoriasis

|____| Rheumatic Fever
L_| stroke

|___j Tumors

Do you have any other health issues or allergies not listed above?

|| Allergies

i__l Allergy - Hay Fever
L_|Allergy - Sulfa
[_1‘ Artificial Joints
L_j Blood Disease
l_:l Depression

|_:j Dry Mouth

|_, Glaucoma

|_| Hepatitis

,:} Kidney Disease
L Ms

L_l Pacemaker
[_jPTSD

[_;, Rheumatism
Ll Thyroid Disease
L_jUlcers

i

Do you require antibiotics prior to your dental appointmnt?

QYes Q No

if yes, why?

r




Coastal Dental Associates lil, LLC
20 Clinton Ave

Jamestown, Rl 02835

(401)423-2110

What is the reason for your dental visit today?

How frequently do you brush your teeth?
U 3 (+) a day Q Twice a day \) Once a day Q Weekly C) Seldom

How frequently do you floss your teeth?

(1(+)aday () 26Weekly () 16Monthly () Seldom (U Never

Please mark any of the following to indicate YES in response to the question:
[__j Do your gums bleed when you brush or floss?
L:_‘ Do your teeth experience sensitivity to cold or hot temperatures?
{_j Are any of your teeth currently causing you pain?
\_, Do you grind your teeth (either consciously or during sleep)?
|_j Are any of your teeth loose, or are you concerned about any teeth loosening?

L__, Do you currently have any dental implants, dentures, or partials?

If any of the previous questions are marked, please explain:




Coastal Dental Associates IlI, LLC
20 Clintor Ave
Jamestown, Ri 02835

(401)423-2110

knowledge. | acknowledge that providing incorrect and/or inaccurate information has the potential of being hazardous to
my health.

permission to the dentist to make any/all changes and additions as necessary.

Signature of patient, parent, or guradian:

Signature: - Date: :

Relationship to patient:

Response Date: |

e ]




Coastal Dental Associates I, LLC
20 Clinton Ave

Jamestown, Ri 02835

(401)423-2110

Consent For Disclosure of Health Care Informantion

1L I I |

Last

| give Coastal Dental and staff permission to speak with the person (s) listed below re )
inciuding diagnosis, treatment, and payment for services rendered:

Name Phone # Cell #
e l
Name Phone # Cell#

(Check all that apply)
f_, Voicemail [_j Answering Machine
{_| Texting L_JEmail
{__| Cell Phone #

Best Telephone No. to contact me is

Emergency Contact: (Name, Phone #, Cell #.)

j—; _____-_—-—___—‘_‘—————‘,.._"‘_‘_____"
becogpens: _ _ ‘
S

Signature: Date: iL | j

This Consent is valid until such time as | provide a written revocation of it.

Response Date: | !




a1=q 25N12U3IS

{fesaur) aan0p siy1 Buipipbas anoy Aow | suogsenb Aup yso o3 Ayungioddo

ay} uanil uasq anpy | LU 0} SJGONDAD BP0 UG SDY SFRIIg Adnnlid fo aanop s,son00ud snp fo Adoa p joyz aBpamewyon Agatay |

=) faup apury) ON / STA 2w 03 3[qodod asimisyo 10190p

12 03 Agoanp JuawiAod azuoanD Agaiay | “SWiD) 3Yauaq [e1usp Aw ssaoid o1 dinssasau uopouUafur jo aspafal 3y 321404300 |

(1emuy) "SULI3} BUNPAYIS PUD [BPUDUE 243 03 9360 PUD IADGD 3lj} P21 IADY |

(1emrug)
WaURN3L puD SIsoubpip Buunp 0] pajuasuol SNDY pUD Paau ADW | J04] SB3NIES |DJuUp ADssazau Aup wuolad

03 §21D1I0SSY 10 |DISDOD ZLIOIND | *20papmouy Aw o 15aq 34} 0 1231107 s§ ADPOY U3ND aADY | HOIDULIOfu] 3y} SUCEZLGUITY

-aaoedd no 01 SuaLiie atoul 10 33B| SAINLIL U33YY 1 Juated B 1l Juslnuiodde ue 3|NPsLIsal 0] paau fewl I IBuuEw Apwn

e u3 sjuaned ino JO |{E 9ARS Of “pasinbal ag Aew ‘wiede awn jusunuiodde I A5 01 2SO 10 08¢ JO 321 B “9dR0U JROY-8Y

ueys 553 YuAR wsuatiedde ue ajnpayasal o 320U INOY-8Y 1INDE1 Op 9M ‘8480 PUE IDIAES ISOLON JU] UIRUiEW QL -aptnoad ©3 3jqe
aie am 2214295 ja Aujenb jeisao a1 s1oedu 11 Quaunuiodde ue s1@Iued Juaned e uaym ASILINOD iyl JO 9snelRq “dwn ue Suiaq 1noge

uadylp ase pue anpad0sd Juaged YIea Joj 3NPaYIS A UD Bw $,35IUBLHAY J0 10300P Ay} SALI53) AN SIHSUENUIOAAY JO SURNPSLIS

Juaned ayy jo Aupgisuodsa.
ayl 5 ‘1yauag JEILRP 2y} Ad PRIIACI 10U JUNCWE Sy uswiied 1o sxuelens e jou 5] W JaAMOY ‘HEULINSS JRUNTIE UL noA a8 0}

359 N0 op I "ueld 2y pue J2A0idws Jnod 10 noA uaamiag pazenofou 19210000 8yl JO SWHE} 2] UC paseq Sue PaAadal syuawded
pue usueg “ueld WSUSY [EIUSP BUj pue JaAoKiwR 1nok Jo NOA USBMISE 1DBRAUOD B §11H3Uaq [BIUaD Inoy, :STE[d 10U 1E3U=]

-pien YpaL) SupuRuL NPAISAIED R ¢ PAYD YSED JBA0DEI] PIRIIIISRIA ‘psip, Juautded Jo swoy Supmoioy eyl wdadde

apA ISIA [eQiu) 151y U Buinp passnasip aue sswafueLe |epuBl] "PRIAPUAI IR S9IIAISS AN AU 1B ANp Si JUawAeg BIETR =R

-aawead Jno yum saniqisuodsal Buynpatjas pue jeusuy IN0A UiR|dYa 01 3] PINOM IM ‘S|EOS 3SBY PIEMa). “URIEY
|e10 wnwndo INoA aAs1YIe noA Suidjey pue aied ajqissod 153 Ay} Yum oA Supinoad o3 paUURLIOD 318 I\ SEGIsUOdsay JUdhEd

(Ayoads aseald} 120 [ di=3A O aUS g3 N0 J Ag-2AuQ
(uaned jo aweu} syusped panjen Ino 40O 3UQ []

yosees ooy ] Hupren 3
iNOA Buniieas 10} UBY: 3Ah AW WOUM



Coastal Dental Associatqas i, LLC
20 Clinion Ave ‘

Jamestown, Rl 02835

{(401)423-2110

Consent for Internet Communications

Patient Name: | | ]

Last First Mi Preferred Name

I grant my permission to the dental practice to upload and store confidential patient information (including account information, appointment information
and clinical information) to the secured web site for the dental practice. | understand that, for security purposes, the site requires a user ID and
password for access and use. | also understand the dentat practice and | are responsible for maintaining the strict confidentiality of any ID and
password assigned to me; and that the dental practice is not liable for any charges, damages, or losses that may be incurred or suffered as a result of
my failure to maintain confidentiality. | understand the dental practice is not liable for any harm related to the theft of my ID and password, my disclosure
of my ID and password, or my authorization to allow another person or entity to access and use the dental practice web site with my ID and password. |
also agree to immediately notify the dental practice of any unauthorized use of my ID or of any other need lo deactivate my ID due to security concems.

| also understand that State and Federal laws, as well as ethical and licensure requirements impose obligations with respect to patient confidentiality
that limit the ability to make use of certain services or to transmit certain information to third parties. | understand the dental practice will represent and
warrant that they will, at all times during the terms of this Agreement and thereafter, comply with all laws directly or indirectly applicable that may now or
hereafter govern the gathering, use, transmission, processing, receipt, reporting, disclosure, maintenance, and storage of my information, and use their
best efforts to cause all persons or entities under their direction or control to comply with such laws. | agree that the dental practice has the right to
monitor, retrieve, stare, upload and use my information in connection with the operation of such services, and is acting on my behalf in uploading my
patient information. ! understand the dental practice will use commercially reasonable efforts to maintain the confidentiality of all patient information that
is uploaded to the web site on my behalf. | understand the dental practice CANNOT AND DOES NOT ASSUME ANY RESPONSIBILITY FOR MY USE
OR MISUSE OF PATIENT INFORMATION OR OTHER INFORMATION TRANSMITTED, MONITORED, STORED, UPLOADED OR RECEIVED
USING THE SITE OR THE SERVICES.

‘_ll have read the information above regarding the secured uploading of patient information to the web site for the dental
practice, and grant the dental practice permission to securely upload my patient information to the web site.

Signature of patient, parent, or guardian:

Signature: Date: | e J

Relationship to Patient:

f

Response Date: i




FAIRHAVEN OFFICE
118 Alden Road

Fairhaven, MA 02719
(508) 994-2255

JAMESTOWN OFFICE
20 Clinton Ave
Jamestown, RI 02835
(401) 423-2110

SEEKONK OFFICE
21 Brook St. STE 8

Seekonk, MA 02771
(508) 399-7073

Acknowledgement of Receipt of Privacy Practices
Notice

This document acknowledges that You have received a copy of:
Notice of Privacy Practices

» acknowledge that | have reviewed a copy of
the Notice of Privacy Practices,

Patients Signature Date

Parent or Legal Guardian (if under 1 8) Date



