John H. Tucker DMD, DICOI, DABDSM
3736 Sterrettania Road
Erie, PA 16506
814-836-7777

HISTORY FORM FOR PATIENT WITH TEMPOROMANDIBULAR DISORDER

Name: Date:

Date of Birth: Age: Sex: male  female
Phone: Email:

Address:

City: State: Zip:

Referred by:

| MAJOR REASON FOR CURRENT EVALUATION

Describe what you think the problem is:

What do you think caused this problem:

Describe, in order of importance, what you expect from your treatment:

| GENERAL HISTORY
Are you under the care of a physician or have been in the last year? Yes No
Physicians Name: Condition treated:
Treatment:
Name of medications you are currently taking:
How would you describe your overall physical health? Poor Average Excellent
How would you describe your dental health? Poor Average Excellent
Dentist Name: Date of Wisdom tooth Extraction:
Have you had any major dental treatment in the last two years?  Yes No
If yes, please circle procedure(s) orthodontics periodontics oral surgery restorative

FACIAL INJURY/TRAUMA HISTORY

Is there any childhood history of falls, accidents, or injury to the face or head? Yes No

Describe:

Is there any recent history of trauma to the head or face? (auto accident, sports injury, facial impact)  Yes No
Describe:

Is there any activity which holds the head or jaw in an imbalanced position? (phone, swimming, instrument)  Yes

Describe:

| TMD TREATMENT HISTORY
Have you ever been examined for a TMD problem before? Yes No
If yes, by whom? When?
What was the nature of the problem? (pain, noise, limitation of movement)
What was the duration of the problem? months  years Is this a new problem? Yes No

Is the problem getting better, worse or staying the same?

Have you ever had physical therapy for TMD? Yes No

If yes, by whom? When?
Have you ever received treatment for jaw problems? Yes No
If yes, by whom? When?

What was the treatment?

Please circle: bite splint medication  physical therapy  occlusal adjustment orthodontics  counseling  surgery




| CURRENT MEDICATIONS/APPLIANCES

Degree of current TMD pain? No Pain Moderate Pain Severe Pain
Frequency of TMD pain? Daily Weekly Monthly Semi Annually
Is there a pattern related to pain occurrence? Upon waking Morning Afternoon Evening After Eating
Are you currently taking medication for the TMD problem? Yes No If yes, what type?
How long? Who prescribed the medication?
Are the medication that you take effective?  Yes No Conditional
Are you aware of anything that makes your pain worse?  Yes No If yes, what?
Does your jaw make noise? Yes No
Right:  Clicking Popping Grinding  Other:
Left: Clicking Popping  Grinding  Other:
Does you jaw ever lock open?  Yes No When did this first occur? How often?
Has your jaw ever locked closed or partly closed? Yes No  When did this first occur? How often?
Have any dental appliances been prescribed? Yes  No If yes, by whom? When?
Describe:
Are these appliances effective? Yes No
Is there any additional information that can help us in this area?
| CURRENT STRESS FACTORS: CIRCLE ALL THAT APPLY
Death of Spouse Maijor illness or injury Major health change in family  Business Adjustment
Divorce Pending Marriage Financial Problems Pregnancy
Career Change Fired from Work Marital Reconciliation Taking on Debt
Death of a Family Member New Person Joins Family Marital Separation Other:
| HABIT HISTORY: PLEASE CIRCLE YOUR ANSWER TO EACH QUESTION
Do you clench your teeth together under stress? Yes No Don’t Know
Do you grind/clench your teeth at night? Yes No Don'’t Know
Do you sleep with an unusual head position? Yes No Don’'t Know
Are you aware of any habits /activities that may aggravate this condition? Yes No Don'’t Know

Describe:

SYMPTOMS: PLEASE CIRCLE ALL THAT APPLY

Head Pain, Headaches, Facial Pain

Forehead: Left Right

Temples:  Left Right

Migraine type headaches Cluster headaches

Maxillary Sinus Headache (under the eyes)

Hair and/or scalp painful to touch

Occipital Headache (back of head with/without shooting pain)

Eye Pain or Eye Orbital Problems

Eye pain (above, below or behind) Bloodshot Eyes Blurring of vision Bulging Appearance
Pressure behind the eyes Light Sensitivity Watering Eyes Drooping of the eyelids
Teeth and Gum Problems

Clenching, Grinding at night Tooth Pain Looseness and/or soreness of back teeth

Jaw and Jaw Joint (TMD) Problems

Clicking, popping jaw joints Grating sounds

Jaw locking open/ closed

Pain in cheek muscles

Uncontrollable Jaw/Tongue movements

Ear Problems Postural Imbalances

Hissing Buzzing Ringing Roaring Sounds

Ear pain without infection

Clogged, stuffy itchy ears Diminished hearing

Vertigo- balance problems




Throat Problems

Swallowing Difficulties Tightness of Throat

Sore Throat Voice Fluctuations

Laryngitis Tongue Pain Salivation

Pain in the hard palate

Frequent coughing/Clearing Throat

Feeling of foreign object in throat

Neck and Shoulder Pain
Reduced mobility and range of motion Stiffness Tired, Sore Neck Muscles
Neck Pain Back pain  upper and lower shoulder aches  Arm and Finger Tingling, numbness pain

Mouth, Face, Cheek, and Chin Problems

Discomfort Limited Opening Inability to open smoothly

Sleep Apnea

Have you ever been diagnosed with sleep apnea? Yes No

If you have sleep apnea, do you use CPAP? Yes No

If you use CPAP, what type of mask do you wear? Full face mask Nasal pillows

How long have you been using CPAP?

Other Pain

If so, please describe:

On the figure below, mark an X where you have pain. Circle the X where the pain is most severe.




Tucker Dental Excellence II, P.C.

Name: Birthdate:
Parent or Guardian Name, if patient is a minor:
Health History (Please circle if you have any of the following)
Yes | No | Chest pain, shortness of breath Yes | No | Tumors, cancer
Yes | No | Bleeding problems or blood thinning medications Yes | No | Psychiatric /Neurological care
Yes | No | Headaches Yes | No | Kidney or bladder disease
Yes | No | Heart disease, heart murmur, rheumatic fever, Yes | No | Sexually transmitted disease
prosthetic heart valve, mitral valve prolapse, or stent
Yes | No | Pacemaker Yes | No | HIV positive, AIDS
Yes | No | Heart Attack Yes | No | Are you pregnant?
Yes | No | Hepatitis A, B, C or liver disease Yes | No | Birth control pills
Yes | No | TB, asthma or lung disease Yes | No | Stroke or TIA
Yes | No | Do you smoke? Yes | No | Seizure disorders
Yes | No | High blood pressure, hypertension Yes | No | Artificial joint
Yes | No | Adverse reaction to local anesthetic Yes | No | Are you unable to wear a CPAP?
Yes | No | Do you use a CPAP? Yes | No | Excessive daytime sleepiness
Yes | No | Have you ever had a sleep study? Yes | No | Do you have a medical marijuana card?
Yes | No | Do you wear an oral appliance while sleeping? Yes | No | Do you snore?
Yes | No | Do you use CBD products? Yes | No | Gerd/ Acid Reflux
Yes | No | Diabetes Yes | No | AFib
Yes | No | Thyroid problems Yes | No | Orthodontics (braces) year
Yes | No | Wisdom extracted year

Yes No Have you ever taken any of the following medications: Actonel, Fosamax, Boniva, or Zometa, or any other drug in
the bisphosphonate class for osteopenia or “weak bones™?

Yes No Do you ever take medications such as Viagra, Cialis or Levitra for ED?
Are you allergic or do you suffer ill effects from any of the following:

Penicillin  Aspirin  Codeine  Household Bleach Latex Sulfa Medications Peanuts  Shellfish  Dyes (for xrays)

List any allergies:

List all mediations:

Dentist Signature: Date:

Patient Signature: Date:




Tucker Dental Excellence
3736 Sterrettania Rd.
Erie, PA 16506
814-836-7777
frontdesk@tuckerdentalexcellence.com

APPOINTMENT POLICY AND AGREEMENT

Our goal is to provide quality dental care in a timely manner. In order to do so, we ask that patients adhere to our
cancellation and no show policy.We have more patients who need dental care than we have room in our daily schedule to
provide. When a patient does not show up for their appointment or cancels too close to their scheduled time, we are unable
to fill this appointment with another patient who desperatley needs dental care. This policy enable us to better utilize
available appointments for our patients in need of dental care.

CANCELLATION OF AN APPOINTMENT

In order to be respectful of other patients’ needs , please be courteous and call our office prompty if you are unable to
attend an appointment. This allows us enough time to offer your appointment time to someone who is in urgent need of
treatment. We ask that you contact our office two business days (48 hours) in advance to cancel or reschedule your
appointment. You must speak with a member of our staff.

NO SHOW POLICY

A ‘No show’ is an appointment that was not canceled in advance (minimum of 24 hours in advance). No shows inconvience
other patients who need dental care. A ‘no show’ for a scheduled appointment will result in a fee of $50. You will not be
rescheduled until the fee has been paid. If you ‘no show’ to three (3) appointments in twelve (12) months you may be
dismissed from care.

LATE ARRIVALS

In an effort to serve our patients in a timely manner, we ask that you are on time for your scheduled appointment. In the
event you are running late , please call our office. If you are more than 10 minutes late to your appointment, you may be
asked to reschedule.

NEW PATIENTS
Any missed appointment will not be rescheduled.

Any ‘no show’ that is documented may be discussed with the staff if you feel your ‘no show’ was unavoidable. If you have
questions about the appointment policy and agreement , please speak with any member of our staff.

Thank you for choosing Tucker Dental Excellence for your dental needs. We look forward to a long lasting relationship with
you.

ACKNOWLEDGEMENT
My signature below indicates that | have read, understand and agree to the appointment policy above.

Printed Patient Name Date

Signature of Patient or Responsible Party


mailto:frontdesk@tuckerdentalexcellence.com

Tucker Dental Excellence Il, P.C.

Acknowledgement of Receipt of
Notice of Privacy Practices

**YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT**

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

Print Name

Signature Date

o Is there anyone you would like added for us to be able to speak to regarding your care

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

An emergency situation prevented us from obtaining acknowledgement
@)




Tucker Dental Excellence 11, P.C.

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.

We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy practices with respect to protected
health information, and to notify affected individuals following a breach of unsecured protected health information. We must follow the privacy practices that are described in this
Notice while it is in effect. This notice takes effect January 23, 2014, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law, and to make new Notice
provisions effective for all protected health information that we maintain. When we make a significant change in our privacy practices, we will change this Notice and post the new
Notice clearly and prominently at our practice location, and we will provide copies of the new Notice upon request.

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

listed at the end of this Notice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose your health information for different purposes,
including treatment, payment, and health care operations. For each of
these categories, we have provided a description and an example. Some
information, such as HIV-related information, genetic information, alcohol
and/or substance abuse records, and mental health records may be

entitled to special confidentiality protections under applicable state or
federal law.

We will abide by these special protections as they pertain to applicable cases
involving these types of records.

Treatment. We may use and disclose your health information for your
treatment. For example, we may disclose your health information to
a specialist providing treatment to you.

Payment. We may use and disclose your health information to obtain
reimbursement for the treatment and services you receive from us or another
entity involved with your care. Payment activities include billing, collections,
claims management, and determinations of eligibility and coverage to obtain
payment from you, an insurance company, or another third party. For example,
we may send claims to your dental health plan containing certain health
information.

Healthcare Operations. We may use and disclose your health information
in connection with our healthcare operations. For example, healthcare
operations include quality assessment and improvement activities,
conducting training programs, and licensing activities.

Individuals Involved in Your Care or Payment for Your Care. We may
disclose your health information to your family or friends or any other
individual identified by you when they are involved in your care or in the
payment for your care. Additionally, we may disclose information about you
to a patient representative. If a person has the authority by law to make
health care decisions for you, we will treat that patient representative the
same way we would treat you with respect to your health information.

Disaster Relief. We may use or disclose your health information to assist
in disaster relief efforts.

Required by Law. We may use or disclose your health information when we
are required to do so by law.

Public Health Activities. We may use or disclose your health information for public
health activities, including disclosures to:

*  Prevent or control disease, injury or disability;

* Report child abuse or neglect;

* Report reactions to medications or problems with products or devices;

* Notify a person of a recall, repair, or replacement of products or devices;

* Notify a person who may have been exposed to a disease or condition; or

* Notify the appropriate government authority if we believe a patient has
been the victim of abuse, neglect, or domestic violence.

National Security. We may use and 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, counterintelligence, and other national security activities. We may
disclose to correctional institution or law enforcement official having lawful
custody the protected health information of an inmate or patient.

Secretary of HHS. We will disclose your health information to the Secretary of
the U.S. Department of Health and Human Services when required to
investigate or determine compliance with HIPAA.

Worker’s Compensation. We may disclose to PHI to the extent authorized by
and to the extent necessary to comply with laws relating to worker’s

compensation or other similar programs established by law.

Law Enforcement. We may disclose your PHI for law enforcement purposes as

permitted by HIPAA, as required by law, or in response to a subpoena or court order.

Health Oversight Activities. We may disclose your PHI to an oversight agency for
activities authorized by law. These oversight activities include audits,
investigations, inspections, and credentialing, as necessary for licensure and for
the government to monitor the health care system, government programs, and
compliance with civil rights laws.

Judicial and Administrative Proceedings. If you are involved in a lawsuit or a
dispute, we may disclose your PHI in response to a court or administrative

order. We may also disclose health information about you in response to a
subpoena, discovery request, or other lawful process instituted by someone else
involved in the dispute, but only if efforts have been made, either by the
requesting party or us, to tell you about the request or to obtain an order
protecting the information requested.

Research. We may disclose your PHI to researchers when their research has been
approved by an institutional review board or privacy board that has reviewed the
research proposal and established protocols to ensure the privacy of your
information.

Coroners, Medical Examiners, and Funeral Directors. We may release your PHIto a
coroner or medical examiner. This may be necessary, for example,

to identify a deceased person or determine the cause of death. We may also
disclose PHI to funeral directors consistent with applicable law to enable them to
carry out their duties.

Fundraising. We may contact you to provide you with information about our
sponsored activities, including fundraising programs, as permitted by
applicable law. If you do not wish to receive such information from us, you may
opt out of receiving the communications.




OTHER USES AND DISCLOSURES OF PHI

Your authorization is required, with a few exceptions, for disclosure of
psychotherapy notes, use or disclosure of PHI for marketing, and for the sale of PHI.
We will also obtain your written authorization before using or disclosing your PHI
for purposes other than those provided for in this Notice (or as otherwise permitted
or required by law). You may revoke an authorization in writing at any time. Upon
receipt of the written revocation, we will stop using or disclosing your PHI, except
to the extent that we have already taken action in reliance on the authorization.

YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get copies of your health information, with
limited exceptions. You must make the request in writing. You may obtain a form to
request access by using the contact information listed at the end of this Notice. You
may also request access by sending us a letter to the address at the end of this
Notice. If you request information that we maintain on paper, we may provide
photocopies. If you request information that we maintain electronically, you have
the right to an electronic copy. We will use the form and format you request if
readily producible. We will charge you a reasonable cost-based fee for the cost of
supplies and labor of copying, and for postage if you want copies mailed to you.
Contact us using the information listed at the end of this Notice for an explanation
of our structure.

If you are denied a request for access, you have the right to have the denial reviewed
in accordance with the requirements of applicable law.

Disclosure Accounting. With the exception of certain disclosures, you have the
right to receive an accounting of disclosures of your health information in
accordance with applicable laws and regulations. To request an accounting of
disclosures of your health information, you must submit your request in writing to
the Privacy Official. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable, cost-based fee for responding to the
additional requests.

Right to Request a Restriction. You have the right to request additional
restrictions on our use or disclosure of your PHI by submitting a written request to
the Privacy Official. Your written request must include (1) what information you
want to limit, (2) whether you want to limit our use, disclosure, or both, and (3) to
whom you want the limits to apply. We are not required to agree to your request
except in the case where the disclosure is to a health plan for purposes of carrying
out payment or health care operations, and the information pertains solely to a
health care item or service for which you, or

a person on your behalf (other than the health plan), has paid our practice in full.

We support your right to the privacy of your health information. We will not
retaliate in any way if you choose to file a complaint with us or with the U.S.
Department of Health and Human Services.

Our Privacy Official: Dr. John H. Tucker
Phone: 814-836-7777

Fax 814-836-7779

Address: 3736 Sterrettania Rd Erie, PA 16506

Alternative Communication. You have the right to request that we communicate
with you about your health information by alternative means or at alternative
locations. You must make your request in writing. Your request must specify the
alternative means or location and provide satisfactory explanation of how payments
will be handled under the alternative means

or location you request. We will accommodate all reasonable requests. However, if
we are unable to contact you using the ways or locations you have requested, we
may contact you using the information we have.

Amendment. You have the right to request that we amend your health information.
Your request must be in writing, and it must explain why the information should be
amended. We may deny your request under certain circumstances. If we agree to your
request we will amend your record(s) and notify you of such. If we deny your request
for an amendment, we will provide you with a written explanation of why we denied it
and explain your rights.

Right to Notification of a Breach. You will receive notifications of breaches of your unsecured
protected health information as required by law.

Electronic Notice. You may receive a paper copy of this Notice upon request, even
if you have agreed to receive this Notice electronically on our website or by
electronic mail (email).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or
concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or if you
disagree with a decision we made about access to your health information or in
response to a request you made to amend or restrict the use or disclosure of your
health information or to have us communicate with you by alternative means or
alternative locations, you may complain to us using the contact information listed
at the end of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the address
to file your complaint with the U.S. Department of Health and Human Services
upon request.






