


MEDICAL HISTORY 

PATIENT NAME ___________________ Birth Date ______________ _ 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may 
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the 
following questions. 

Are you under a physician's care now? 0 Yes O No If yes, please explain: __________________ _ 
Have you ever been hospitalized or had a major operation?Q Yes O No If yes, please explain: ____________________ _ 

Have you ever had a serious head or neck injury? 0 Yes O No If yes, please explain: 
Are you taking any medications, pills, or drugs? 0 Yes O No If yes. please explain: 

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

Do you take, or have you taken, Phen-Fen or Redux? 0 Yes O No 
Have you ever taken Fosamax, Boniva, Actonel or anyQ Q 

other medications containing bisphosphonates? Yes No 

Are you on a special diet? 0 Yes O No 
Do you use tobacco? 0 Yes O No 

Do you use controlled substances? 0 Yes O No 
Women: Are you--­
PregnanVTrying to get pregnant? 0 Yes O No Taking oral contraceptives? 0 Yes O No Nursing? 0 Yes O No 

Are you allergic to any of the following? 
D Aspirin D Penicillin D Codeine D Local Anesthetics D Acrylic D Metal D Latex D Sulfa drugs 

0 Other If yes, please explain: ----------------------------------------

Do you have, or have you had, any of the following? 
AIDS/HIV Positive Q Yes O No Cortisone Medicine 0 Yes O No 
Alzheimer's Disease Q Yes O No Diabetes 0 Yes O No 
Anaphylaxis Q Yes Q No Drug Addiction 0 Yes O No 
Anemia 0 Yes O No Easily Winded 0 Yes O No 
Angina 0 Yes O No Emphysema 0 Yes O No 
Arthritis/Gout 0 Yes O No Epilepsy or Seizures 0 Yes O No 
Artificial Heart Valve 0 Yes Q No Excessive Bleeding 0 Yes Q No 
Artificial Joint 0 Yes Q No Excessive Thirst 0 Yes O No 
Asthma 0 Yes O No Fainting Spells/DizzinessQ Yes O No 
Blood Disease 0 Yes O No Frequent Cough Q Yes Q No 
Blood Transfusion 0 Yes O No Frequent Diarrhea 0 Yes Q No 
Breathing Problem Q Yes Q No Frequent Headaches 0 Yes O No 
Bruise Easily Q Yes Q No Genital Herpes 0 Yes Q No 
Cancer 0 Yes O No Glaucoma 0 Yes O No 
Chemotherapy 0 Yes O No Hay Fever 0 Yes O No 
Chest Pains 0 Yes O No Heart Attack/Failure 0 Yes O No 
Cold Sores/Fever Blisters O Yes O No Heart Murmur 0 Yes Q No 
Congenital Heart DisorderO Yes O No Heart Pacemaker 0 Yes Q No 
Convulsions 0 Yes O No Heart Trouble/Disease 0 Yes O No 

Have you ever had any serious illness not listed above? 0 Yes O No 

Comments: 

Hemophilia 0 Yes O No 
Hepatitis A 0 Yes O No 
Hepatitis B or C Q Yes Q No 
Herpes 0 Yes O No 
High Blood Pressure O Yes O No 
High Cholesterol 0 Yes O No 
Hives or Rash Q Yes O No 
Hypoglycemia 0 Yes O No 
Irregular Heartbeat 0 Yes Q No 
Kidney Problems 0 Yes Q No 
Leukemia 0 Yes O No 
Liver Disease Q Yes Q No 
Low Blood Pressure 0 Yes O No 
Lung Disease 0 Yes O No 
Mitra! Valve Prolapse O Yes O No 
Osteoporosis 0 Yes O No 
Pain in Jaw Joints 0 Yes O No 
Parathyroid Disease 0 Yes O No 
Psychiatric Care 0 Yes O No 

Radiation Treatments 
Recent Weight Loss 
Renal Dialysis 
Rheumatic Fever 
Rheumatism 
Scarlet Fever 
Shingles 
Sickle Cell Disease 
Sinus Trouble 
Spina Bifida 

Q Yes O No 
8 Yes 8 No 

Yes No 
0 Yes O No 
0 Yes O No 
0 Yes O No 
0 Yes O No 
Q Yes O No 
Q Yes O No 
Q Yes Q No 

Stomach/Intestinal Disease Q Yes Q No 
Stroke 
Swelling of Limbs 
Thyroid Disease 

Tonsillitis 
Tuberculosis 
Tumors or Growths 
Ulcers 
Venereal Disease 
Yellow Jaundice 

Q Yes O No 
Q Yes Q No 
0 Yes O No 
8 Yes 8 No 

Yes No 
0 Yes 8 No 
0 Yes No 8 Yes 8 No 

Yes No 

-----

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be 
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status. 

I SIGNATURE OF PATIENT, PARENT, or GUARDIAN _____________________ DATE ________ _ 







Scheduling Policy 

We realize time is a valuable commodity, not only for us but our 
patients as well. As you may know, we take pride in the fact that time 
is reserved specifically for one patient only. This is a decision we 
made to ensure exceptional care and service for our patients. We try 
to help remind patients with cards mailed the month prior to 
scheduled appointment and a telephone call two days prior to the 
appointment. Therefore, a missed or broken appointment causes a 
problem for other patients who want to schedule an appointment. 

The following is an overview of our missed/cancelled appointment 
guidelines: 

• Please schedule an appointment for a time you are confident
you can make.

• A minimum of 24 business hours is required to cancel or
reschedule an appointment.

• Please understand that in the future, there may be a charge for
a missed appointment or an appointment cancelled with less
than 24 hours' notice.

We understand that certain emergencies can and do arise, however, 
we thank you for your consideration and understanding. 

I acknowledge and understand the above policy: 

Name of Patient, Parent or Guardian Date 



Curtis Family Dentistry 
520 East Center Ave. 
Mooresville, NC 28115 

NOTICE OF PRIVACY PRACTICES 

Curtis Family Dentistry understands that your medical and dental information is personal and we are committed to
protecting it. We create a record of the care and services you receive at our office. We need this record to provide you with quality 
dental care and to comply with certain legal requirements. This notice will tell you about the way we may use and share your 
Protected Health Information (PHI) We have a Legal Duty to:

Keep your personal health information private and to
1. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information
2. Follow the terms of the current notice
3. Notify you in a timely manner of an accidental disclosure of your private health information

We Have the Right to:
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, 

including information previously created or received before the changes.

Notice of Change to Privacy Practices: When we make an important change in our privacy practices, we will change this notice 
and make the new notice available upon request. 

USE AND DISCLOSURE OF YOUR PRIVATE HEALTH INFORMATION 
The following describes different ways that we use and disclose your private health information. Not every use or disclosure is 
listed. However, we have listed all the different ways we are permitted to use and disclose medical information. We will not use or 
disclose your medical or dental information for any purpose not listed below with-out your specific written authorization. Any 
specific written authorization you provide may be revoked at any time by writing to us. 

1. For Treatment: We may use your PHI to provide you with dental treatment or services. We may disclose medical information 
about you to healthcare providers who may be involved in your treatment both directly and indirectly.

2. For Payment: We may use and disclose your PHI for payment purposes. A bill may be sent to you, a third-party payer or to 
a collection agency. The information on or accompanying the bill may include your treatment information.

3. We will not sell or use your personal health information for marketing or fundraising purposes without first obtaining your 
signed authorization.

4. We are required to inform you if there are any financial conflicts of interest with us and the products or services utilized by us.
5. Some information, such as HIV-related information, genetic information, alcohol and/or substance use disorder treatment 

records, and mental health records may be entitled to special confidentiality protections under applicable state or federal law. 
We will abide by these special protections as they pertain to applicable cases involving these types of records.

6. As a healthcare provider, we may receive substance use disorder records, which are protected under title 42 of the Code of 
Federal Regulations Part 2. In no event will we use or disclose your Part 2 Program record, or testimony that describes the
information contained in your Part 2 Program record, in any civil, criminal, administrative, or legislative proceedings by any
Federal, State, or local authority, against you, unless authorized by your consent or the order of a court after it provides you 
notice of the court order.

7. If you pay for your dental treatment and request that we not disclose the procedure to your insurance company we must 
comply with your request as long as you pay in full for the procedure in a timely manner.

8. You have the right to request a copy of your health records and to request the type of format you want (paper or
electronic). If you request, in writing, that a copy of your records be sent to a specific third party, we are required to send 
them as directed and in a timely manner.

9. You have the right to be notified upon a breach of any of your unsecured Protected Health Information.

PATIENT ACKNOWLEDGEMENT 
I have had an opportunity to read and consider the contents of this Notice of Privacy Practices. I understand that, by signing this 
form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment 
activities and heath care operations. I understand that I may request in writing that you restrict how my private health information is 
used or disclosed 

PATIENT/GUARDIAN NAME:(PRINT) ________________________________________________________________________

RELATIONSHIP TO PATIENT: ______________________________________________________________________________

SIGNATURE: _____________________________________________________________  DATE: ________________________

HOW MAY WE CONTACT YOU?     Email _______     Text _______     Mobile Phone _______




