Welcome to Virginia Dental Solutions

Patient Information | | a5t Name: First Name: MI:
[ IMale [IFemale
Home Address:
(Street Address) (Apt/Suite#) (City) (State) (Zip Code)

Employer's Name: Date of Birth: / /

Business Address: Social Security#: g

Name & Number & Relationship of Nearest Living Relative Home Telephone: )
Business Telephone: ( )

Whom May We Thank For Referring You To The Office? Cell/Pager/Other: ( )
E-Mail address @

Spouse Information (if applicable)

Last Name: First Name: MI:
Social Security#: - - Date of Birth: / /
Home Phone: ) - Business Phone: ( )

Employer's Name & Address:

Responsible Party Information

Last Name: First Name: MI:
Relationship to Patient: [ JParent [ ] Guardian [ ] Spouse [ ]Other: Date Of Birth: / /
Address (If Different From Patient):
(Street Address) (Apt/Suite#) (City) (State) (Zip Code)
Home Phone #:  ( ) -
Social Security #: - - Cell/Pager/Other #: ( )
Employer’'s Name: Business Phone #: ( )

Account Responsibility: The Undersigned Agrees To Pay A $20.00 Fee For Any Returned Checks. The Undersigned Is Aware That A Charge
May Be Made For Broken Appointments And That Interest Of 1% Per Month Will Be Charged On All Accounts Which Are Over 90 Days Past Due.
If It Should Become Necessary To Place This Account In The Hands Of An Attorney For Collection, The Undersigned Agrees To Pay An Amount
Equal To One-Third Of The Unpaid Principal As An Attorney Fee, Plus All Court Costs. | Understand And Agree That The Terms Herein Are
Reaffirmed Each Time Services Are Received.

X / /
Responsible Party Signature Date

HIPAA (Health Insurance Portability and Accountability Act) Acknowledgement of Receipt of Notice of Privacy Practices. By Signing

Below, The Patient/Responsible Party Certifies That They Have Received A Copy Of The Notice Of Privacy Practices For This Office.

X I/ /
Responsible Party Signature Date

(Please continue to reverse side for medical history)




MEDICAL HISTORY

Medical Doctor's Name & Phone Number:

Are You Under a Doctor's Care Now?
Have You Ever Been Hospitalized?
[Penicillin
Are You Taking Any Medications?

Are You Allergic To:

Are You Pregnant?

[INo
[ INo

[ INo
[ INo

[1Yes If Yes, Why?
[IYes IfYes, When?
[Local Injected Anesthetic
[IYes IfYes, What?
[IYes If Yes, What Week?

[ICodeine []Aspirin

[ JLatex [ ]Other:

Have You Ever Been Told By Your Physician To Pre-Medicate Before Dental Visits? [ INo [_]Yes If Yes, With What Medication?
Do You Smoke? [_INo []Yes If Yes, How Much?

How Many Years?

Do you use any tobacco products?

(specify)
Please Check All That Apply:
[ IMitral Valve Prolapse ~ [_]Chest Pain LJAIDS (HIV) [ISinus Trouble [] Cancer
[ |Heart Murmur [_ISwelling Of Ankles/Feet [IVenereal Disease [ICortisone Medication ~ [_]X-Ray/Cobalt Tx
[Icongenital Heart Lesion [_IShortness of Breath [ IHerpes [IRecent Weight Loss [_Ichemotherapy/Radiation
[ ]Heart Surgery [IFainting or Dizziness []Cold Sores [IDiabetes []Arthritis/Gout
[|Heart Pacemaker [_IBlood Disease/Disorder [IFever Blisters [|Excessive Thirst [ IRheumatism
[ Artificial Heart Valve ~ [_]Anemia [ILung Disease [_IKidney Trouble [ IArtificial Joints
(1 Rheumatic Fever [_ISickle Cell Anemia [ITuberculosis [_IThyroid Disease [_IPain in Jaw Joints
[] Scarlet Fever [IHypoglycemia [_JEmphysema []Parathyroid Disease [INervousness
[] Stroke [_JHemophilia [_IFrequent Cough [Liver Disease [_IPsychiatric Care
[] Epilepsy [_IBlood Transfusion [JAsthma [IHepatitis(Which kind?__) [_]Aizheimer's Disease
[] High Blood Pressure [ _]Bruise easily [Allergies [IYellow Jaundice [_]Drug Addiction
] Low Blood Pressure [IGlaucoma [IHay Fever []Ulcers [IEpilepsy/Seizures

Do You Have Any Other Medical Conditions That May Not Be Listed Above?

Reason for This Visit:

[INo [_lYes If Yes, What?

Name and Address of Previous Dentist:

Date of Last Dental Visit:

Date Of Last Full Mouth/Panoramic X-Ray:

Date of Last Bitewing X-Rays:

Yes No Yes  No
Have You Ever Had A Do You Wear Partials Or Dentures? O O
Problem With Dental Treatment? O O
robiem With bental freaimen Have You Ever Had Gum Surgery? O O
Do Your Gums Bleed Easily? O O
y Are You Happy With The
Do You Gag Easily? | O Appearance of Your Smile? O
Do You Clench Or Grind Your Teeth? O
Please Add Anything Else You Feel Is
Important For Us To Know:
Printed Name (Patient) Signature (Patient or Guardian) Date

Arthur J. Novick, D.D.S. m Gary L. Hartz, D.M.D. m Robert G. Hall, D.D.S.
Kendra E. Novick, D.D.S. m Sumit Sharma, D.D.S. m Luis J. Martinez, D.D.S.
44095 Pipeline Plaza, #220 11325 Sunset Hills Road
Ashburn, Virginia 20147 Reston, Virginia 20190
(703) 858-0000 (703) 437-8811
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