Gunbarrel Dental Center
Rachel T. Barone, DDS, FAGD, FICOI
5400 Mt. Meeker Road
Boulder, CO 80301
Phone 303-530-4145 Fax 303-530-9620

PAT ION
Date
Patient Name
Last First Middle
Address
Street City State Zip Code

Gender Preference

Birthday

Preferred Pronoun

SS#

Cell Phone

Home Phone Work Phone

E-mail address (for confirmation of appointments & recall reminders)

If a child, give parent or guardian’s name

Whom may we thank for referring you to our office?

Responsible Party Information (if other than yourself)

Name
Last First Middle
Address
Street City _ State Zip Code
Cell Phone Home Phone Work Phone
Marital Status Birthday SS#

Spouse’s Name

Emergency Notification Information

In case of emergency, who should be notified?

Name

Phone

Relationship




DENTAL QUESTIONNAIRE

Last First Middle

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, providing the care
appropriate for your needs. Your answers are for our records only and will be considered confidential.

Are you having any discomfort at this time? O Yes [ No
Have you ever had any serious trouble associated with previous dentistry? O Yes J No
Does dental treatment make you nervous? U Slightly U Moderately ] Extremely 0 No
Date of your last visit:
Have you ever been treated for periodontal disease? (Gum disease, pyorrhea, trench mouth) O Yes Ll No
How often do you brush? Brushis: [J Soft [ Medium [l Hard
Do you have or ever had any of the following:
MOUTH TEETH
Bleeding, sore gums O Yes O No Loose teeth O Yes O No
Unpleasant taste / bad breath O Yes O No Sensitive to hot O Yes 0 No
Burning tongue O Yes O No Sensitive to cold O Yes 0O No
Frequent blister lips/mouth O Yes O No Sensitive to sweet O Yes O No
Swelling/Lumps in mouth O Yes O No Sensitive to biting O Yes 0 No
Ortho treatment (braces) O Yes O No Food impaction O Yes O No
Biting cheeks/lips O Yes O No Clenching/grinding O Yes 0 No
Clicking/popping jaw O Yes O No If so when?
Difficulty opening or closing jaw O Yes C No Shifting in bite O Yes O No
Change in bite C Yes O No

Do you do the following?
Brush O Yes C No Floss O Yes 0 No
Fluoride rinse O Yes O No Other ¢
Do you smoke? O Yes O No Chew tobacco O Yes O No
Do you consume soft drinks often? O Yes O No Is yes, how many servings per day?
The most important thing about my dental health is:
What do you fear most about dental care?
Check appropriate letter:
1. My mouthis: a) verycomfortable

b) moderately comfortable

¢) uncomfortable
2. a) I think the appearance of my mouth is great

b) I'm satisfied with the appearance of my mouth

¢) I'm dissatisfied with the appearance of my mouth
3 a) [ will do anything to keep my naturai teeth

b) [ want to keep my natural teeth, but I only have a certain budget of time and money to spent on them.
4. a) I have set goals for my oral health with a previous dentist

b) [ want to set goals concerning my dental heaith
5. a) [ have always done the best that was recommended for my health

b) I have not done what dentist have recommended to me

c) Irarely go to the dentist and I don’t care abut having dental work done
6. a) [ have put dentistry high on my priority list

b) [ put dentistry low on my priority list

¢) Dentistry is on my list but it’s hard to find
I think that my present state of dental health is: 0O Excellent C0 Good J Poor
Do you have any questions about dentistry and oral health that you never had adequately answered?



MEDICAL QUESTIONNAIRE

Name: Date:

Complete answers to the following questions will allow your dentist to treat yvou on a more individual basis.
Indicate which of the following you have had or have at present:

ALLERGIES ;
Penicillin Yes No Codeine Yes No
Local Anesthetic Yes No Latex Yes No
Metal / Jewelry ) Yes No Other
AIDS Yes No Anemia Yes No Asthma Yes No
Blood Disease Yes No Cancer Yes No Diabetes Yes No
Epilepsy Yes No Heart Disease Yes No Heart Murmur Yes No
Hay Fever Yes No High Blood Pressure  Yes  No Low Blood Pressure  Yes No
Hepatitis Yes No Pacemaker Yes No Rheumatic Fever Yes No
Stroke Yes No Tuberculosis Yes No Tumor Yes No
Ulcers Yes No Venereal Disease Yes No Mitral Valve Prolapse Yes No
Hypoglycemia Yes No Aspirin Sensitivity Yes No lodine Sensitivity Yes No
Emphysema Yes No Heart Surgery Yes No Breathing Problems  Yes No
Acid reflux Yes No Frequent Indigestion Yes  No Sleep Disorder Yes No
Bacterial Endocarditis Yes No Joint Replacement Yes No
Has your doctor told you to take antibiotics prior to dental work? Yes  No
Have you ever used any tobacco products? Yes No
Do you suffer from lack of sleep? Yes No
Do you snore? Yes No
Are you taking any medication? Include vitamins and herbs. Yes No

If yes, what?

How much alcohol do you consume per week?

Name of primary care physician: Phone:

Do we have your permission to contact your physician with information about your oral health?
Yes No
If you are being treated for cancer or osteoporosis, please circle any of the following drugs that you are receiving:

a.Aredia b.Zometa c.Bonefos d.Loron e.Bondranat.
Who is your physician that monitors these drugs for you?
Name Phone

Do we have your permission to speak to your physician regarding these particular medications?
Yes No

1 understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have
answered all questions truthfully and to the best of my knowledge.

Patient Signature: Date

UPDATES:

Date:




Gunbarrel Dental Center
Rachel T. Barone, DDS,FAGD, FICOI
5400 Mt. Meeker Road
Boulder, CO 80301
Phone 303-530-4145 Fax 303-530-9620

Epworth Sieepiness Scale

Name: Today’s date:

Your age (Yrs): Your gender:
How likely are you to doze off or fall asleep in the following situations, in contrast to feeling just tired? This refers
to your usual way of life in recent times. Even if you haven’t done some of these things recently try to work out how
they would have affected you. Use the following scale to choose the most appropriate number for each situation:
0 = would never doze; 1 = slight chance of dozing; 2 = moderate chance of dozing; 3 = high chance of dozing

It is important that you answer each question as best you can.

Situation Chance of Dozing (0-3)

Sitting and reading
Watching TV
Sitting, inactive in a public place (e.g. a theatre or a meeting)
As a passenger in a car for an hour without a break

Lying down to rest in the afternoon when circumstances permit
Sitting and talking to someone
Sitting quietly after a lunch without alcohol

In a car, while stopped for a few minutes in the traffic

Total

STOP/BANG Questionnaire

Height: inches Weight: Ibs. BMI:

Collar size of shirt: D S D M [ [:] XL, or inches

Snoring: do you snore loudly (louder than talking or loud enough to be heard through closed doors)?

OJ ves ] No

Tired: Do you often feel tired, fatigued, or sleepy during the day?

] Yes ) I'No

Observed: has anyone observed you stop breathing during your sleep?
Yes No
Blood Pressure: Do you have or are you being treated for high blood pressure?
D Yes D No

Body Mass Index (BMI): more than 35kg/m??

D Yes D No
Age: over 50? O ves [] No

Neck circumference: greater than 17" for males or 16” for females?

[ ves ] No

Gender: male? D Yes [:l No

Total number of “yes” answers:

Thank you for your cooperation.



Gunbarrel Dental Center
Rachel T. Barone, DDS, FAGD, FICOI
5400 Mt. Meeker Road
Boulder, CO 80301
Phone 303-530-4145 Fax 303-530-9620

FINANCIAL POLICY

Itis our hope that you will understand our credit and collection policies are a necessary
part of assuring the financial resources required to maintain the dental care we provide for
our patients.

Charges for dental services are due and payable at the time services are rendered.
We will then file your insurance claim electronically and the insurance company will
reimburse you. We accept MasterCard, Visa, Discover, and American Express.

If you have dental insurance, it should be understood that this is an agreement
between you and your insurance company to pay you a certain amount for dental
care. You are responsible for the payment of your bill regardless of the status of your
insurance claim or the total benefit to you.

A short-term monthly payment plan may be arranged with our receptionist or office
manager. There is a finance charge for any balance due over 60 days from the date of
service. You may also qualify for financing for dental work through Springstone Patient
Financing.

If unusual circumstances should make it impossible for you to meet our credit terms, we
invite you to discuss the matter with our financial manager. This will avoid

misunderstandings and enable you to keep your account in good standing. Otherwise, an
account that is 120 days past due will be referred to a collection agency.

There is a $50 fee if you cancel your appointment without a 24-hour notice, or miss your
appointment.

Thank you for your cooperation.

Signature

Printed Name

Date




Gunbarrel Dental Center

5400 Mt. Meeker Rd.
Boulder, CO. 80301

303-530-4145

ACKNOWLEDGEMENT OF RECEIPT OF -
NOTICE OF PRIVACY PRACTICES

(Please print nam'e)

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

_ (Signature)

(Date)



