
 
 

HIPAA and Patient Privacy Authorization Form 
 
Authorization for private health information to be released to third party: 
 
 
 
I, __________________________, authorize the following people to have access to my private 
health information.  This information includes, but is not limited to: 
 
•Completed, existing, and proposed dental treatment 
•Dental x-ray information 
•Medical history 
•Treatment referral information 
•Insurance authorization and benefit breakdown 
•Account information, such as balances due, amounts paid, and insurance coverage 
 
 
________________________________  ______________________________ 
Name       Relationship to Patient 
 
________________________________  ______________________________ 
Name        Relationship to Patient 
 
_________________________________  ______________________________ 
Name       Relationship to Patient 
 
_________________________________  ______________________________ 
Name       Relationship to Patient 
 
 
 
 
 
_________________________  ___________________________ ____________ 
Patient's Printed Name   Patient Signature   Date 
 
 
 



TIME 1:40 PM DATE 9/3/2014

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Lake Nona Dental Group, P.L.C.

Do you have, or have you had, any of the following?

Yes No

Are you allergic to any of the following?

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.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ 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 

following questions.

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:

Yes No If yes, please explain:

Yes No If yes, please explain:

Comments:

Cortisone Medicine

Diabetes

Drug Addiction

Easily Winded

Emphysema

Epilepsy or Seizures

Excessive Bleeding

Excessive Thirst

Fainting Spells/Dizziness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genital Herpes

Glaucoma

Hay Fever

Heart Attack/Failure

Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

AIDS/HIV Positive

Alzheimer's Disease

Anaphylaxis

Arthritis/Gout

Artificial Heart Valve

Artificial Joint

Asthma

Blood Disease

Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

Convulsions

HerpesAnemia

Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stomach/Intestinal Disease

Stroke

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Rheumatic Fever

Renal Dialysis

Radiation Treatments

Recent Weight Loss

Yes No

Yes No

Yes No

Hepatitis B or C

High Blood Pressure

Yes No

Yes No

Yes No

Yes No

Hemophilia

Hepatitis A

Pain in Jaw Joints

Parathyroid Disease

Psychiatric Care

Yes No

Yes No

Yes No

Hives or Rash

Hypoglycemia

Irregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Swelling of Limbs

Thyroid Disease

Tonsillitis

Tuberculosis

Tumors or Growths

Ulcers

Venereal Disease

Yellow Jaundice

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Women:  Are you

Are you on a special diet? Yes No

Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No
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TIME 8:23 AM

PATIENT REGISTRATION

DATE 5/6/2014

Patient Information

Additional Comments:Referred By:

Previous Dentist:

Emergency Contact:

Emergency Contact #:

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder

Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:



 

 

Patient Smile Assessment 
 

Patient Name:               Date: 
 

          YES  NO 
 
Do you wish your teeth were whiter/brighter?    
 
Ever done tooth whitening before?     [      
 
Are you interested in improving the size and/or shape of your teeth? 
 
Would you like to straighten your teeth?     
 
Have you had braces or Invisalign in the past?     
 
Are you interested in replacing missing teeth?    
 
Are you interested in minimizing and preventing wrinkles on your 
forehead and around your eyes with BOTOX?    
 
Are you interested in a non-surgical way to stop yourself or your 
partner from snoring?        



Sleep Health Questionnaire

 M    F
Name                                                                                                                                                                                                    Gender                     DOB

Address, City, State, Zip                                                                                                                                                                                                       Weight            Height 

Cell Phone                                                                                Alt. Phone                                                                                         Email

Medical Insurance Company                                                                       ID#                                                                                     Group# 

Rev. 6.14SHQ Page 1 of 2

Section 3 - Sleep History (Check all that apply):

Have you ever been diagnosed with a sleep disorder?	 n Yes   n No

Are you currently using a CPAP machine? 	 n Yes   n No

Do you use your CPAP less than 5 times a week?	 n Yes   n No

Would you prefer an oral appliance? 	 n Yes   n No

Section 2 - Signs & Symptoms (Check all that apply):

n Hypertension 	 n Snoring	 n Diabetes

n Depression 	 n Grind Teeth	 n Acid Reflux

n Stroke/Heart Disease           n Unrefreshed Sleep

n Family history of Snoring or Sleep Apnea

Section 1 - Patient Sleepiness Scale:
Step 1: �Answer “Yes” or “No” for the following questions (circle Y or N). If you answer “yes” also circle the corresponding points  

in the column to the right. 

Step 2: Total the points that you circled in the right column and record score in the space below.

Have you ever been told you stop breathing while asleep? Y   or   N 8

Have you ever fallen asleep or nodded off while driving? Y   or   N 6

Have you ever woken up suddenly with shortness of breath, gasping or with your heart racing? Y   or   N 6

Do you feel excessively sleepy during the day? Y   or   N 4

Do you snore or have you ever been told that you snore? Y   or   N 4

Have you had weight gain and found it difficult to lose? Y   or   N 2

Have you taken medication for, or been diagnosed with high blood pressure? Y   or   N 2

Do you kick or jerk your legs while sleeping? Y   or   N 3

Do you feel burning, tingling or crawling sensations in your legs when you wake up? Y   or   N 3

Do you wake up with headaches during the night or in the morning? Y   or   N 3

Do you have trouble falling asleep? Y   or   N 4

Do you have trouble staying asleep once you fall asleep? Y   or   N 4

Score

Risk Level Low Moderate High Severe
Score 0-7 8-11 12-15 16+

Please Present Completed Form, ID & Medical Insurance Card to Front Desk to Allow for Copies

Fax: 888-999-1887 Email: orderentry@ezsleeptest.com Phone: 888-240-7735
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