


PATIENT’S DENTAL HISTORY
PATIENT’S NAME

DATE OF BIRTH

AUTHORIZATION AND RELEASE

| CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY
\PAYORS AND/OR HEALTH PRACTITIONERS. | AUTHORIZE AND REQUEST MY

N
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN/WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
Qs YOUR DRINKING WATER FLUORIDATED
YES NO YES NO)
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY [J O
ORFLOSSING. . ..o O 0  HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD YOURTEETH. ... .. .. ... ... . ... O O
LIQUIDS/FOODS . . ... ..o U (]  DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEEN YOURTEETH ... ................. O O
LIQUIDS/FOODS . . . . oo O [0 HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . .. .. O O TREATMENT (GUMS) . ... ... O O
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE. . [ O
NEARYOURMOUTH .. .................... O [0 HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES [] U INTHEPAST .. ... ... . . O O
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS . . .. .. ........... O O
CLCKING. . . oot e O [0 DO YOU WEAR DENTURES OR PARTIALS . ....... O O
PAIN (JOINT, EAR, SIDEOF FACE) . ........... O O IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING ORCLOSING . . ... ... O [0 HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY INCHEWING . ... .............. O O INSTRUCTIONS REGARDING THE CARE OF
DO YOU HAVE FREQUENT HEADACHES . .. ... ... O O YOURTEETHAND GUMS. . ... .............. O O
\DO YOU CLENCH OR GRIND YOURTEETH. . .. . .. U O
IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE? h
\=
\

INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP
INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

X DATE
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

DOCTOR'S COMMENTS

- SIGNATURE

DATE

ITEM 07-0515775/27011 Patterson Office Supplies 800.637.1140

PATIENT’S NUMBER



PATIENT’S MEDICAL HISTORY
PATIENT’S NAME DATE OF BIRTH

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 THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO)
1. AREYOUINGOODHEALTH. . .............. 0 [ 12.HAVE YOU EVER TAKEN FEN-PHEN/REDUX . . . . . O O
2. HAVE THERE BEEN ANY CHANGES IN YOUR 13.HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR . . . . . O O ACTONEL OR ANY CANCER MEDICATIONS
3. DATE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES . .. . ....... O O
4. PHYSICIAN'S NAME 14. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
ADDRESS LEVITRA IN THE LAST 24 HOURS . ........... O O
PHONE NO. 15.DOYOUUSETOBACCO. . .........cou.... O O
5. ARE YOU NOW UNDER THE CARE OF A 16. DO YOU OR HAVE YOU USED CONTROLLED
. Ellzzglg(l)/tJNEVE R BEEN HOSPIT ALIZED FOR """ O 0 SUBSTANCES. . . ... . . ] ]
. 17.ARE YOU WEARING CONTACT LENSES . . . . . ... O O
ANY SURGICAL OPERATION OR SERIOUS ILLNESS 18. DO YOU HAVE A PERSISTENT COUGH OR THROAT
PLEASE EXPLAIN. CLEARING NOT ASSOCIATED WITH A KNOWN
7. AREYOUTAKING ANY MEDICINEGS) , g_LNYESS (LASTING MORE THAN 3 WEEKS) . . . . . O O
INCLUDING NON-PRESCRIPTION MEDICINE . .. [0 [0 19-DO YOU HAVE ANY DISEASE, CONDITION OR
IF YES, WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK
’ I SHOULD KNOWABOUT .. .. ..., O O
8. HAVE YOU HAD ANY ABNORMAL BLEEDING ... [1 [0 [WOMEN ONLY:
9. DOYOUBRUISEEASILY. .. ..o, O O ARE YOU PREGNANT OR THINK YOUMAY BEPREGNANT .. (0 [J
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION [] O AREYOUNURSING . . . ..ot O O
1T HAVE YOU HAD A RECENT WEIGHT LOSS. . . . . . O 0O ARE YOU TAKING BIRTH CONTROL PILIS . . .. . ....... O O
YES NO YES NO)
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKINRASH. .. ... O O
REACTIONS TO: FAINTING ORDIZZY SPELLS . ................ O O
LOCAL ANESTHETICS LIKE NOVOCAINE . . . . . .. .. O O DIABETES . . . ..o oot O O
PENICILLIN OR OTHER ANTIBIOTICS. . . ... ...... o O AIDSORHIVINFECTION ... ..., O O
SULFADRUGS . . . o oottt it O O THYROIDPROBLEMS . . . ...t O O
BARBITURATES, SEDATIVES OR SLEEPING PILLS ... (O (O ALLERGIES . . . ..ot O O
ASPIRIN. . oo e o 3a ARTHRITIS OR RHEUMATISM ... .............. O ad
16001 o O JOINT REPLACEMENT OR IMPLANT .. .......... O O
ANY METALS (E.G., NICKEL, MERCURY, EIC)). . . .. O 0O STOMACHULCER .. .....oooveeeannnn, O O
LATEX/RUBBER. . . ..ot O O KIDNEYTROUBLE. . ..o O O
OTHER (PLEASE LIST) TUBERCULOSIS . ..o oee e O O
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH . .. ..o O O
FOLLOWING: COUGH THAT PRODUCES BLOOD... . . . ......... O O
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER [ OJ CHEMOTHERAPY (CANCER, LEUKEMIA) O O
SCARLETFEVER. . ...t O O SEXUALLY TRANSMITIED DISEASE . . .« . .. ...... O 0
HEART DEFECT OR HEART MURMUR. .. ......... o 0O EPILEPSY ORSEIZURES . .. ... oo O O
HEART TROUBLE, HEART ATIACK, ORANGINA ... [ [ ANEMIA . oo O O
CHESTPAIN. . ... .. O O GLAUCOMA . . o o oo O 0
SHORTNESSOFBREATH . .. ... ..o O O NERVOUSNESS . .. ..o 0 0
PACEMAKER ... .....o.oviiriniianannnnns g 0O TONSILLITIS « . oo oo O O
HEARTSURGERY . . ... ..ot a o TUMORS. . oot O O
HIGH/LOW BLOOD PRESSURE . ............... o O MENTALHEALTHCARE. . .. .o e e O O
CONGENITAL HEART PROBLEM. . . .. ........... o O BACKPROBLEMS. ... .o\ooe e O 0O
SWELLING OF FEET, ANKLES, HANDS . ... ... ... a 0O CHEMICALDEPENDENCY .. ...\ O O
HEPATITIS, JAUNDICE OR LIVER DISEASE ... ..... ] O MITRAL VALVE PROLAPSE. . . . .o O O
STROKE . . oottt e e e O .0 CORTISONE TREATMENT . -+ oo oo 0 0
SINUSTROUBLE . ... oovveeeeeeieeanannn, o O COLD SORES/FEVERBLISTERS. . .. .. .......... O 0O
LUNG OR BREATHING PROBLEMS ............. a o HYPOGLYCEMIA . ...\ oooeee e O O
\_ASTHMAORHAY FEVER. . .........oovvenee.. g O EATING DISORDERS . . . . ...\ O 0O

PATIENT’S NUMBER



OLNEY FAMILY DENTISTRY

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US,

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes
effect (MM/DD/YR), and will remain in effect until we replace it.

We reserve the right fo change our privacy practices and the terms of this Nofice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms
of our Nofice effective for all health information that we maintain, including heatth information we created or received
before we made the changes. Before we make a significant change in our privacy practices, we will change this
Notice and make the new Notice available upon request.

You may request a copy of our Notice at any fime. For more information about our privacy practices, or for additional
copies of this Notice, please contact us using the information listed at the end of this Notice.

Woe use and disclose heatth information about you for freatment, payment, and heatthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
freatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our heaithcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of heaithcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for freatment, payment or healthcare operations,
you may give us writfen authorization to use your health information or to disciose it fo anyone for any purpose. If you
give us an authorization, you may revoke it in writing at any fime. Your revocation will not affect any use or disclosures
permitted by your authorization while it was in effect. Unless you give us a wiitten authorization, we cannot use or
disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your heatth information to you, as described in the Patient Rights section of
this Notfice. We may disclose your health information to a family member, friend or other person to the extent necessary
to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of
your location, your general condition, or death. If you are present, then prior o use or disclosure of your health
information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity
or emergency circumstances, we will disclose health information based on a defermination using our professional
judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We
will also use our professional judgment and our experience with common practice to make reasonable inferences of
your best interest in allowing a person 1o pick up filled prescriptions, medical supplies, x-rays, or other similar forms of
heaith information.

Marketing Health-Related Services: We will not use your healih information for marketing communications without your
written authorization.

Required by Law: We may use or disclose your heatlth information when we are required o do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you
are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose
your health information to the extent necessary to avert a serious threat to your health or safety or the health or sofety of
others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,
counterinteligence, and other national security activities. We may disclose to correctional insfitution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain
circumstances.









“ 7 MITCHELL A. LOMKE, DDS

OLNEY

Laser and Aesthetic
DENTAL CENTER

All Our Valued Patients:

Dr. Mitchell A. Lomke has attained educator status with the Academy
of Laser Dentistry. He has advanced training and technical skills that
many other dental offices do not provide. Dr. Lomke teaches and
provides an Academy of Laser Dentistry approved certification course
for dentists in laser surgical applications, not only in the Maryland,
D.C. and Virginia areas, but also from around the world. To date
there are relatively few dentists that have attained this level of
expertise.

Many dental insurers have not kept up with recognition of laser
surgical procedures such as laser gingivectomy, laser curettage, as
well as other of these type procedures. The advantage of these
procedures is that the periodontal care can be performed in our office
and in many cases in one procedure without using traditional scalpels
and suturing.

Our office must inform you that dental insurance companies may not
cover some of these procedures, although in the future it is hoped
and anticipated that this type of coverage will be recognized.

| have read and understood the above information.

Patient or Responsible Party Date

18109 Prince Philip Drive ¢ Suite 355 ¢ Olney, MD 20832
Tel 301-260-0700 ¢ Fax 301-260-1500



“~ MITCHELL A. LOMKE, DDS

'OLNEY

Laser and Aesthetic
DENTAL CENTER

POLICY OF PAYMENT FOR DENTAL SERVICES

We are committed to providing you with the best dental care.

If you have dental insurance we are eager to help you receive the maximum
allowable benefits. In order to achieve these goals, we need your assistance and
your understanding of our payment policy.

Payment is required at the time of services. We accept cash, personal checks,
VISA, MasterCard, Discover and American Express. In the event that the
courtesy of filing your insurance claim is extended to you, you must realize that
all charges are your responsibility from the date of service rendered. Due to the
ever-changing health laws and regulations, we cannot guarantee that all services
rendered are covered by your insurance policy. In the event your insurance does
not cover our services, you will be responsible for payment.

It is our office policy that when a tooth (or teeth) is prepared for a cast restoration
(crown or inlay) and a temporary restoration (or temporary crown or temporary
bridge) is placed, the patient incurs one half of the crown and bridge fee at that
time of preparation.

Dr. Lomke has achieved advance proficiency status with the Academy of Laser
Dentistry. Many laser procedures performed may not be covered by
conventional dental insurance, and will be the responsibility of the patient.

If you have any questions about the above information or any uncertainty
regarding insurance coverage, please do not hesitate to talk to us.

Please sign below to indicate that you read and understand our office policy of
Payment for Dental Services.

............................................................................................................

Patient or Responsible Party Date

18109 Prince Philip Drive ® Suite 355 ¢ Olney, MD 20832
Tel 301-260-0700 * Fax 301-260-1500 -



