Please take a few minutes to answer the following
questions so we can better assist you with your dental needs.

wacot Ch\ 18

PATIENT :
Date Soc. Sec. # Birthdate
Name e —— — Home Phone
Address Cell Phone
City State Zip E-mail
Sex: |:| M D F Dllinor DSingic D Married Dumg Term Partner D Divorced DWidtmd DSevlmcd
Employer Business Phone
Business Address Occupation
Who should we thank for referring you?
In case of emergency, who should we contact? Phone
PRIMARY DENTAI
Person Responsible for Account
Last Name Firw Samw =Y
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City. State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company
Insurance Company Address
Subscriber LD. # Group #
ADDITIONAL INSURANCE "H I
Insured Name — — —
Relationship to Patient __ Birthdate Soc. Sec. # .
Address Home Phone
City State Zip
Insured Employed By Business Phone
Insurance Company
Insurance Company Address - 5 -
Subscriber LD. # Group#

' Please complete reverse side
Form 84065 10304)



DENTAL HISTORY T

Former Dentist Date of Last X-Rays -
City, State __________ How Often Do You Floss? .
Date of Last Dental Visit ___ How Often Do You Brush?
Please check all that apply:

T N — Loose Teeth or Broken Fillings........| Sensitivity to Sweets
BleedingGums ... .. Orthodontic Treatment ... Sensitivity When Biting

Blisters on Lips or Mouth ... PalnAroundEar o Frequent Headaches ...
Finger Nail Biting ... Periodontal Treatment Jaw, Head or Neck Injuries ... s
Grinding Teeth . Sensitivity 10 Cold ... Jaw o.mcuny Chchng and/or Pain L1
Lip or Cheek Biting .........coiucinnas Sensitivity to Heat ... Tooth Pain ... -

MEDICAL HIS

Physician's Name Date of Last Visit

Yes ' 7. Have you had any allergic reactions to the following:
. Are you currently under medical treatment? ........... O
2. Have you ever had any serious ilinesses Local Anesthetics (eg. novocaine)
A e D Penicillin or other Antibiotics
Sulfa Drugs ...
Barbﬂunlu(decpmgpalls) e —

3. Are you currently taking any medication? ..............
Please describe:

lodme E— -
3. Doyouuseakohol cocaine or other drugs” 8. (Women Only) Are You:

o
6. Do you wear contact IenSes? ... PYONORY i isisacsicimiin s s
Nursing? ...

Taking bmh Comrd pclb" ............................

Please check all that apply:

- SR SN 3 R Pacommbot s
Anemu S e B o ilepsy D Psychiatric Cm

Arthritis, Rhcumamm Fainting or Dizziness ................... Radiation Treatment

Artificial Heart Valves ................ - R N——" Respiratory Disease

Artificial Joints ..., RREIERRE i s Rheumatic Fever .
LY ey m— Heart Problems.. ..., Shortness of Breath ... ...
Bleeding abnormally, itis- Sions Trowble... i
s — BV AN o csccinsmnssason S\vellmg or Fm/m,

Chemical Dependency ................| T T TSR Swollen Neck Glands......................
Chemotherapy .... ], RSEDRSENTEe—— Thyroid Problems.................coccoonnee e
Chronic Fatigue Syndrome ............ J Latex Sensitivity .............ccverniinae Tonsillitis
Circulatory Problems .............cc.... Kidney Disease ................coccvvnnn | Tuberrulom

Congenital Heart lmiom...,..........,.. Liver Disease........cccccconvicsiccuianns |

Cortisone Treatments .....................| Low Blood Pressune Ulcer_-
Cough - persistent or bloody............ | Mitral Valve Prolapse Venereal Disease ......................... -

o

| hereby authorize payment directly to for all insurance benefits otherwise payable to me for
services rendered. | understand that | am financially respomlbk- for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

| authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the
payment of benefits. | authorize the use of this signature on all insurance submissions.

Signature of Responsible Party _ Date __




Karl Argkelian, DMD
18 Church Street
Bradford, MA 01835
978-373-0901
drkarldmd@gmail.com

Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to

consenting to treatment, you should carefully consider the anticipated benefits and commonly known risks of the
recommended procedure, afternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your
dentist and all of your questions are answered. By consenting to the treatment, you are acknowledging your
willingness to accept known risks and complications, no matter how slight the probabllity of occurrence.

It Is very Important that you provide your dentist with accurate Information before, during and after treatment. Itis
equalty important that you follow your dentist’s advice and recommendations regarding medications, pre and post
treatment instructions referrals to other dentists or specialists, and return for scheduled appointments. If you fail to
follow the advice of your dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.

1. Treatment to be Provided
lunderstand that during my course of treatment that the following care may be provided:

Examinations Preventive Services Restorations

Crowns Bridges Other Patient Initials

2. Drugs and Medications

lunderstand that antibiotics, analgesics, and other medications can cause aliergic reactions causing redness and
swelling of tissues; pain, itching, vomiting, and/or anaphylactic shock {severe allergic reaction}. Patient initials
3. Changes In Treatment Plan

{understand that during treatment it may be necessary to change or add procedures because of conditions found
while working on the teeth that were not discovered during examination, the most common being root canal therapy
following routine restorative procedures. | give my permission to the dentist to make any/all changes and additions
as necessary. Patlent Initials

4. Patient Consent

1 give permission to the dental office to bill my dental insurance provider for the treatment provided, If applicable.
Patient Initials

Patient Signature Date



Karl A. Arakelian, D.M.D.

*You May Refuse to Sign This Acknowledgement®

| have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

o Individual refused to sign

o Communications barriers prohibited obtaining the acknowledgement

o An emergency situation prevented us from obtaining acknowledgement

o Other (Please specify)




Karl Arakelian, DMD
18 Church Street
Bradford, MA 01835
drkarldmd@gmail.com

X-Ray and Dental History Request Form
To our patients:

Please mail or fax this completed form to your previous dentist giving them
permission to release your records and x-rays to our office.

Date:

To:

| intend to become a regular patient of Dr. Karl Arakelian, DMD. Kindly send
copies of all dental records, including x-rays to his office. If you are emailing
digital x-rays please send them to drkarldmd@gmail.com

Your prompt attention to the matter would be greatly appreciated.
Thank you,

Patient Signature

Print Name

Date of Birth
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