
HEALTH HISTORY

PATIENT NAME: ____________________________________________________  AGE: ____________

DATE OF BIRTH:_________________ GENDER:     M       F  HEIGHT: __________ WEIGHT: _________

ADDRESS: ___________________________ CITY: _________________ ST: ________ ZIP:__________

EMAIL:______________________________________________ PHONE: _________________________

GENERAL DENTIST: ___________________________________ DENTIST PHONE: ________________

PRIMARY CARE PHYSICIAN/MD: ________________________ PHYSICIAN PHONE:_______________

DATE OF LAST MEDICAL EXAM: ___________________  CURRENT HEALTH: GOOD | FAIR | POOR

Have you ever tested positive for COVID-19?     Yes       No  If yes, when? ________ Vaccine? _______

PLEASE CHECK ALL THAT APPLY:

CARDIOVASCULAR
   Heart attack | Date: _________

      Heart Stent | Date: __________
      Chest pain/angina/pressure with activity
      Heart failure
      Heart surgery/Bypass | Date: __________

Heart stent     In the last 6 months       
Implanted heart device

Pacemaker/LVAD     Defibrillator       
Artificial Heart Valve | Type: __________
 Transcatheter aortic valve replacement 
 (TAVR)             Closed       Open
 Atrial Fibrillation

      Arrhythmia (Abnormal Heartbeat)       
Congenital Heart Disease

      Hypertension (High Blood Pressure)       
Murmur/Valve Noise

      Unable to climb 2 flights of stairs/walk 2          
blocks due to chest pain/trouble breathing   
Pain in legs while walking

      Phlebitis or Blood Clots

Eggs

List all drug allergies: __________________

_____________________________________

_____________________________________

      Stroke
 Aneurysm
 Seizure
 Paralysis
 Leg Pain
 Psychiatric Problems
 Epilepsy
 Spinal cord stimulator
 Fainted in the last year
 Parkinson’s Disease
 Neuromuscular Disease

PULMONARY
  Oxygen at home

     Pulmonary Hypertension
     Trouble breathing at rest/Shortness of breath
     Asthma
     COPD
     Pneumonia (in last 2 mos)
     Tuberculosis
     Chronic cough
     Any other lung issues

Have you ever taken: 

Risedronate (Actonel®)

Ibandronate (Boniva®) 

Alendronate (Fosamax®)

Pamidronate (Aredia®)

Zolendronate (Zometa®)

Zolendronate (Reclast®)

Denosumab (XGEVA®)

Bevacizumab (Avastin®)

Sunitnib (Sutent®)

Sorafenib (Nexavar®)

Denosumab (Prolia®)   

  YES   NOYE

How Long ______________________________

Last Dose ______________________________

MEDICATION

PULMONOLOGIST__________________________

PHONE NUMBER ________________________ 

ALLERGIES

Latex

CARDIOLOGIST _______________________ 

PHONE NUMBER ____________________ 

NEUROLOGICAL

None



PATIENT NAME: ______________________________________________________________________

GI/HEPATIC 
      Hiatal Hernia
      Hepatitis     A     B     C
      Other Liver Disease

CANCER
       Melanoma
       Basal Cell
       Squamous Cell
       Radiation to head/neck
       Chemotherapy

If yes, last date of treatment:

_________________________

_________________________

_________________________

 SOCIAL HISTORY

      Tobacco use   
Smokeless     Smoking

How often? ____________________

      Marijuana
      Alcohol use
How often? ____________________

      Other illicit drugs
      Eating disorder

FEMALES
 Pregnant      Trying to conceive

       Nursing

Last Menstrual Period: ___________ OTHER

 HIV
     Implanted Bladder
     Device
     Cochlear Implant
     Pain Pump
     Eye Disease
     Glaucoma
     Cataracts 
     Surgery Date: ________
     Macular Degeneration

 ____________________

      ____________________

      ____________________

GENERAL ANESTHESIA

YES   NO

Have you or a blood relative ever had problems with general anesthesia, local anesthesia       

and or intravenous sedation? PLEASE EXPLAIN __________________________________

__________________________________________________________________________ 

Have you ever been told you had a difficult intubation (placement of breathing tube)?

History of motion sickness/nausea/vomiting after surgery?

Are you sensitive to pain medication or sleeping pills?

Are you being treated for a chronic pain condition?

Difficulty walking? Do you use:      Cane       Walker      Wheelchair

RENAL/ENDOCRINE  

     Kidney Transplant
Kidney Disease    
Hypothyroid    
Hyperthyroid 
Graves
Addisons
Dialysis/Kidney Failure
Diabetes 

Type I     Type II 

Avg Blood Sugar Level: 
________ to ________ 
Insulin Pump
Last AIC Level: ______

ORTHOPEDIC

Artificial Replacement        
Arthritis
Osteoporosis 
Osteoarthritis 

Joints Affected: ________

______________________

______________________

Fibromyalgia

Rheumatoid

TMJ

Clicking of jaw joint
Locking of the jaw
Headaches

     NO

SLEEP APNEA  
      Use of a CPAP

Do you sleep elevated with more
than 1 pillow?        YES         NO

      YES Do you SNORE loudly? 
Often TIRED/Sleepy during 
 the day?        YES         NO
Has anyone OBSERVED you stop
breathing during sleep?     YES     NO



 1. 

 2. 

 3. 

 4. 

SIGNATURE - Patient or Legal Guardian (if minor) PRINT NAME - Patient or Legal Guardian DATE

     (Office Use Only) Reviewed By: ______________

5.

6.

7.

8.

PAST SURGICAL HISTORY 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Do you wish to talk with the doctor privately about anything? _______________________________ 

MUTUAL UNDERSTANDING

The statements on this form are true to the best of my knowledge.

_____________________________________________________________________________

PATIENT NAME ______________________________________________________________________ 

PHARMACY NAME ____________________________________________________________________ 

LOCATION __________________________________________________________________________ 

PHONE _____________________________________________________________________________ 

ALL Medications, Dosage, and Frequency                                                 Check if you're not on any medications



Florida Dental Implants 
& Oral Surgery 

FINANCIAL/INSURANCE

Payment is due at the time of service

I hereby authorize my insurance company to pay all benefits directly to Florida Dental Implants 
& Oral Surgery. I understand that execution of this agreement in no way relieves me of my finan-
cial responsibility. 

_______________________________________________________________________________________________ 

SIGNATURE        PRINT NAME                                                        DATE

By signing below, I understand that I am responsible for this account and agree to pay all un-
paid balances, including a 1.5% service charge accrued monthly on all balances outstanding over 
60 days. 

_______________________________________________________________________________________________ 

SIGNATURE        PRINT NAME                                                        DATE

Patients Name_____________________________ Name of Subscriber_____________________

Insurance Company_______________________________________________________________

DOB of Subscriber__________________ Employer of Subscriber__________________________

Group # or Social Security # of Subscriber____________________________________________

I acknowledge and understand that I will be provided an estimate obtained from my insurance 
company. I understand this information is NOT A GUARANTEE OF PAYMENT. Insurance compa-
nies pay based on “Reasonable & Customary” fee schedules, which often results in less payment 
than expected. I have been advised that Dr. Richards & Dr. Kirkpatrick are out of network 
providers for all dental/medical insurance companies. I acknowledge and understand that I will 
be billed and fully responsible for any amount due or balances on this account not covered by 
my insurance. 

_______________________________________________________________________________________________ 

SIGNATURE        PRINT NAME                                                        DATE

FINANCIAL

INSURANCE



Florida Dental Implants 
& Oral Surgery 

HIPAA

PATIENT HIPAA ACKNOWLEDGEMENT & DESIGNATION DISCLOSURE FORM

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES:

By signing below I acknowledge that I was provided a copy of the Notice of Privacy Practices(NPP), and that I have 
read(or had the opportunity to read if I so chose) and understand the Notice of Privacy Practices(NPP) and agree 
to it's terms. 

I AGREE THAT MY INFORMATION MAY BE LEFT VIA:  VOICEMAIL TEXT EMAIL 

_______________________________________________________________________________________________ 

PRINT PATIENT’S NAME                                               DOB

_______________________________________________________________________________________________ 

SIGNATURE                                                             DATE

DESIGNATION OF CERTAIN RELATIVES, CLOSE FRIENDS AND OTHER CAREGIVERS AS MY 

PERSONAL REPRESENTATIVE: I agree that the practice may disclose details of my health information to a 

personal Representative of my choosing since such person is involved with my health care or payment relating to 

my health care. In that case, the Physician Practice will disclose only information that is directly relevant to the 

person’s involvement with my health care or payment relating to my health care.  

_______________________________________________________________________________________________ 

REPRESENTATIVE AUTHORIZED FOR DISCLOSURE OF INFO

_______________________________________________________________________________________________ 

REPRESENTATIVE AUTHORIZED FOR DISCLOSURE OF INFO

_______________________________________________________________________________________________ 

SIGNATURE                                                                                                          DATE

_______________________________________________________________________________________________ 

WITNESS                                                                                                              DATE

         



I consent that my photograph or likeness (the “IMAGES” 

and the entire text of, excerpts from, or a part of any letters, 

e-mails or other communications I have sent to Florida Dental 

Implants and Oral Surgery, L.L.C. (the “Practice”), or any of its 

dentists or other personnel (the “Communications”), may be 

used by the Practice under the following conditions.

The Images, negatives, prints or copies thereof and the 

Communications may be used for educational, medical, 

marketing and promotional purposes for the Practice and its 

services, and its dentists. They may be published and 

republished, either separately or in connection with each 

other, on websites, in magazines, newspaper or other 

periodicals, television or other marketing and promotional 

materials of the Practice, or used for any lawful purpose that 

the Practice may deem appropriate. 

I specifically consent to my procedure and treatment by 

the Practice being videotaped and authorize the Practice to 

use all or portions of such video for advertising purposes, 

whether on television, websites or any media or for any other 

lawful purpose that the Practice may deem appropriate.

I understand that the Images may be modified or retouched 

in any way that the Practice, in its discretion, may 

consider desirable, and that portions or excerpts of the 

Communication for use by the Practice may be determined as 

the Practice deems appropriate.

I understand that the Images and Communications received 

by the Practice are and will remain the exclusive property of 

the Practice and I will have not right, title or interest in them 

whatsoever.

By consenting to the use of the Images and the 

Communications as set forth above, I understand that I will 

not receive payment from any party. I understand that refusal 

to consent to use the Images and the Communication will in 

no way affect the medical care I will receive. 

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

SIGNATURE OF WITNESS DATE

PRINT PATIENT’S NAME

I        acknowledge that certain medications prescribed to me 

by Florida Dental Implants & Oral Surgery may alter my state of mental awareness and decision making.  I understand that I 

should refrain from operating machinery or any type of motorized vehicle, consuming alcohol, and defer from making family or 

business decisions until I am no longer consuming these medications for 24 hours.

M E D I C AT I O N  AC K N OW L E D G E M E N T

SIGNATURE DATE

IMAGE CONSENT/MEDICATIONS Florida Dental Implants
& Oral Surgery

 ACCEPT

 DECLINE



Florida Dental Implants 

& Oral Surgery 
DENTAL HISTORY

PATIENT’S NAME: __________________________________DATE OF BIRTH: ________________

Please describe your current dental health: EXCELLENT   |   GOOD   |   FAIR   |   POOR

Please explain what symptoms or tooth related concerns prompted this visit.
 Difficulty chewing
 Pain
 Infected teeth
 Facial swelling
 Missing teeth

COMMENTS:

_______________________________________________________________________________

_______________________________________________________________________________

Have you ever been diagnosed with periodontal disease?  YES   |   NO

If Yes, do you currently have loose teeth?  YES   |   NO

Please specify what treatment you are most interested in. 

 Full Mouth
 Upper

DENTURES

How long have you worn dentures?_________________
What is your chief complaint?
 Ill-Fitting/Pain
 Difficulty chewing

How did you hear about New Teeth Now? 

 Internet
 Radio

Is this your first consultation regarding dental implants?  YES   |   NO

 Lack of social interaction
 Dentures/Partials
 Bad Breath
 Embarrassment

 Failing dental work
 Broken teeth
 Failing dental implants
 Other

 Seminar/Webinar
 Referring Doctor

 Gag reflex
 Other: ____________________________________________

 Lower
 Singles

_______________________________________________________________________________________________
SIGNATURE        PRINT NAME                                                        DATE

 TV What station?_____________________
 Other

Shade or mark the area(s) of your mouth that are in pain in the diagram below:

Notes:
____________________________________________

____________________________________________

____________________________________________
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NOTICE OF PRIVACY PRACTICES 

NEW TEETH NOW/FLORIDA DENTAL IMPLANTS & ORAL SURGERY 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 

GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY 
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