Ben D. Emerson, DDS, MD, PA

%MLANT DENT[STRD=
Board Certified in Oral Implantology

Dear Friend,

We are pleased to welcome you to our office and look forward to
meeting you when you come for your appointment. Our office
provides dental care for implantology, periodontology and
preventative care. We offer state of the art care in a pleasant
and comfortable atmosphere. Our highly trained and experienced
staff consists of licensed nurses, dental assistants and hygienist.

The time we have reserved to meet you is shown on our enclosed
appointment card. Also, please find our medical/dental history
form for you to complete and bring with you to your appointment.
For your convenience, we have included a map to our office.

Although we do not accept insurance assignments, we will be
happy to prepare your forms. Please bring the appropriate
insurance information with you to your appointment.

It is my hope that you will find your visit to our office a pleasant

experience. We look forward to the opportunity to assist you
with your oral health.

Sincerely,

K%@w%h\bs FI

Ben D. Emerson, D.D.S., M.D.

3730 7% Terrace - Vero Beach, Florida 32960 - 772-569-9700



Ben D. Emerson,DDS,MD,PA
3730 7™ Terrace, Suite 301 Vero Beach, Fl. 32960
(772)569-9700

CONSENT FOR RELEASE OF MEDICAL RECORDS AND USE
AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I, , hereby authorize Dr. Ben Emerson and Ben D. Emerson,DDS,MD, PA,
(hereafter collectlvely referred to as “Practice™) to use and disclose the entire medical record
concerning in accordance with the attached Notice of Privacy Practices

(NOPP). I have reviewed the NOPP, been given an opportunity to ask questions about i,
understand it and do hereby agree to its terms. A copy of this signed, dated Consent shall be as
effective as the original. I release, hold harmless and agree to indemnify Practice, its employees
and agents for any and all liability (including but not limited to negligence) arising out of or
occurring under this Consent. I specifically authorize Practice to use and disclose verbally, by
mail, fax or unencrypted e-mail, the following types of super-confidential information as stated in
the NOPP (initial where appropriate):

____HIV records (including HIV test results) and sexually transmissible diseases

____Alcohol and substance abuse diagnosis and treatment records

___ Psychotherapy records

COMPLETE AS APPLICABLE:

1. Please send a copy of my records (including information from other health-care providers that it
may contain) to at

[ understand that my records may be subject to re-disclosure by recipient(s) and unprotected by federal
or state law.

2. Please allow to pick up a copy of my records (including information
from other healthcare providers that it may contain). The copies will be ready
on

3. Tacknowledge I will be charged copying costs in the amount of

By Patient: Date:
(Print name and sign)

Or

By Patient's Representative Date:
(Print name, sign, and describe authority)




DATE

NAME SC .SECURITY #
ADDRESS PHONE
cITy STATE zZip
EMPLOYER PHONE
BIRTH SEX __ SPOUSE'S NAME ;
IS PATIENT COVERED BY INSURANCE BENEFITS? DENTAL
MEDICAL
NEAREST RELATIVE IN AREA: PHONE

WHO CAN WE THANK FOR REFERRING YOU TO THIS OFFICE?

. MEDICAL HISTORY
A. HAVE YOU EVER HAD:

1. Heartdiseaseorheartattack? ................cciirinnneennnnnnnn YES NO
2. Heart murmur or rheumaticfever? .................cccvvevuunnnnnn. YES NO
3. Artificial jointsorheartvalves? ................ccc0ivirirrernnnnnnn. YES NO
4. Highorlowblood pressure? ................coviiiiinnnnennnnennnnn YES NO
5. Blood disorder (anemia, MONO, €1C.)2 ... .......ccovriernrerrnnernnnnn. YES NO
6. Faintingordizzy spells? ..............coiiiiiiiiiieenerennnnnnnnnn. YES NO
7. Lung disease (asthma, T.B., chroniccough)? ......................... YES NO
8. Liver disease (jaundice, hepatitis)? ...............coveeeerennnnnnnns YES NO
9. Kidney disease? ............ciiiiiuiniiiiiiiiiuenrennerannnnnnnns YES NO
10. Epilepsy, seizures, convulsions? .................c0vvvvvnnnnnnnnnn. YES NO
11. Cancer, radiation therapy, €tC.? ...........ccviiitmeeeenennnnnnnns YES NO
12. Thyroidcondition? ................iiiiiiiiinnnennnnnnnns YES NO
13. Anoperation? . ...........iiiiiiiiiiiiiii ittt YES NO
14. Prolonged bleeding from a cut or toothremoval? ...................... YES NO
15. DIaDRI@S? . ... .ivuiiiunicicnnoneeressesssansnsescsenesososesssos YES NO
B. ARE YOU:
1. (Ladiesonly) Pregnant? ............coviiiiiiiiinnenrnnnennnnnnnnns YES NO
2. Presently under the care of aphysician? ...............cccovveennn... YES NO
3. Taking any medications? ...............oiiiiiiiiiiinnaiannaananns YES NO
4. Allergic to any medications? ..............ccoiiiiiiiiennnnrennnnnnn. YES NO
C. HOW DO YOU RATE YOUR HEALTH STATUS?
1. Excellent 2. Good 3. Fair 4. Poor

D. MEDICAL CONDITIONS:
1. Do you smoke?
2. Do you drink?

E. HAVE YOU BEEN UNDER THE CARE OF A PHYSICIAN FOR THE PASTYEAR? ... YES NO
F. HAVE YOU EXPERIENCED ANY COMPLICATIONS WITH HEALING? .......... YES NO

ll. DENTAL HISTORY FOR PATIENTS WITHOUT TEETH
A. DO YOUR DENTURES:

1. Slipwitheating? ....... ... ..ottt YES NO
i YES NO
3. Looknatural? ............. it YES NO
4. Rub SOres onyour QUMS? . ...........c.cuoeueeieeeenennnnnennnennnnn. YES NO
5. Cause embarrassment? .............coiineiiiiuirinnnnenrennennnss YES NO
6. Clickwithtalking? ...............00iiiiiiiunniennneennnnnnnnn, YES NO
B. WOULD YOU LIKE TO SECURE YOUR DENTURES WITH IMPLANTS? ......... YES NO

ll. DENTAL HISTORY FOR PATIENTS WITH TEETH
A. DO YOU HAVE:

1. Discomfortatpresent? ................ciiiiiiinnirnnnnninnnnin, YES NO
2. Gums bleed occasionally with brushing? ............................. YES NO
3. Unpleasanttaste orodor? ...............cccuuuiinnnnnnnnnnnnnnnnn. YES NO
4 Looseteeth? .........ciiueiiiiinineeenneieennneeennnnsasenneanns YES NO
5. Sensitive teeth to hot, cold, sweets? ................................ YES NO
6. Painwithchewing? ........... ... ... .. . i it YES NO
7. Spaces developing betweenteeth? .................................. YES NO
8. Recenttoothloss? ...........coiiiiiiiiiiitineeeimneeaiann, YES NO
9. Have you considered replacing missing teeth with implants? ............ YES NO
B. ARE YOU PLEASED WITH THE APPEARANCE OF YOUR TEETH? ........... YES NO

ACKNOWLEDGEMENT AND AUTHORITY

I consent to treatment as necessary or desirable to the care of the patient first named above, including, but not restricted to, whatever
drugs, medicine, performance of operations and conduct of laboratory, x-ray, or other studies that may be used by the attending doctor,
or his nurse or qualified designate. | also acknowledge full responsibility for the payment of such services and agree to pay for them,
in full, AT THE TIME OF SERVICE, unless other arrangements are made with the financial department.

Signed







