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TIME B:32 AIV Dr. Carl [4edgaus D.M.D

Although dental personnel primarily treat the area in ahd around youi mouth, your nrouth is a pad of you r entire body. Health problems thatyou 
'nay

have, or medication that you may be taking, could have an impodant interrelationsltip with the dentistry you wlll receive. Thank you for answering the
following questions.

DATE 1213/2003

' 
Are you under a physician's care now? () Ves f) t'to

Have you ever been irospitalized o. had a major operation?C) Yes L) No

Have you ever had a serious head or neck injury? O Yes . No

Are you taking any medications, pills, or drugs? J Yes No

Do you lake, or have you taken. Phen-Fen or Redux? C) Yes C) No

Are you on a specialdiet? O Yes O No

Women: Are you E Pregnantfirying to getpregnant?

() N/A

o N/A

Q va -- Doyou use tobacco?O Yes

O N/A Do you use controlled substances?Q Yes

fl Nursing? l _] Taking oral contraceptives?

Oruo
ONo

() N/A

C) N/A

Are yoJ allerg;c to any of the following?-
n Aspirin n Penicillin E Codeine I Acrylic ! Metal f ]Latex L] Locat Aoesthetics E Other

you have, or have

AIDS/HIV Posilive

Alzheime/s Dis6ase

Angina

Arthdtis/Gout

Adifieial Heart Valve'

Arlilicial Joint'

Blood Disease

Blood Transfusion

Breaihing Problem

Cancer

Chemolhelapy

you had, any ofthe following

E Chest Pains

tr Cold Sorss/Fever Blisters

Conganilal Hoart Disorder

Convulsions

E Codisone Medicine

I Diabetes

! Drug Addiction

n Easily Winded

l] Empnysema

E Epilepsy or Seizures

n Excessive 8l6e.ling

n Excessivs thirst

E Faioting Spclls/Dizzinass

E Frequent Coush

L I frGquent Dra(n66

E Frequ€nt Headach€s

l] GonitalHerpes

! Gtaucoma

n Hay F6vsr

n H6art AttacuFailure

n H6ari Llurmua

n He3n Pace M3kea

n HeartTrouble/oisease

n Hemophilia

n Hepalitis A

I Hepatitis B or C

n se,pes

I HEh Biood Prossuie

f] Hiv6s oi Rash

n Hypaslyc6mia

E l(egular Heartbsat

ll Kidney Problams

n Leukemia

n Livsr Disease

E Low Blood Pressure

E Lung Disoass
f l rrir."r v.h,. p'"r"^"".

E Pain in Jaw Joints

n Parathyroid Disease

E Psychiairic Care

E Radiatioo Treatrn€rits

E Rscgnt Weighl Loss

n Renai Dialysis

fj Rheumatic F6vsr'

E Rhcumatisfi

tr
n
tl
n
!
fl
L]
u

Have you ever had any serious iliness not listed above?Q Yes f) No O N,A

Comments:

"Condition may require medication N/A - Not answe.od by patient

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, oT GUARDIAN DATE

PATIENT NAME
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E Scarlet Fever

E shingtes

E sickte celt Disease

n Sinus Tro_uble

E Spina Bifida

E Siomactulntestinal Disease

! strotce

n Swelling of Limbs

L l rnyro6 ursease

I Tonsillitis

I I luborcurosrs

n Tumo.s or cro*4hs

! utcers

n Vgnereal Disease

n Y6llow Jaundic€
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-hMEDGAUS
DENTAL CARE

CARL MEDGAUS, DMD

Patient:

Chief Complaint:

What are your dental complaints in order of importance to you?

Expectation:

lf we were completing treatment today, tell me all of the things you need that treatment to do

for you to be thrilled that you did it?

\

2550 MOSSIDE BLVD,, #3I7
MONROEVILLE, PA 15146

41 2.373.03 10 F AX 412.3'7 3.l'779

www.medgausdentalcare.com

Date:

How is your Dental condition affecting you daily?



HIPAA Notice of Privacy Practices

MEDGAUS DENTAL CARE
2550 Mosside Blvd. Suite 31 7

Monroeville, l'a 15146
412-373-03t0

THIS NOTICE DBSCRIBES IIOW MEDICAL INFORMATION ABOUT YOU MAY BI] TJSED AND DISCLOSEI)
AND HOW YoU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIBW I't'CARIII'ULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (t'l II) to carry out
treatmcnt, payment or hcalrh care operations (TPO) and for o*ter purposes that are permitted or required by law. It also

describcs your rights to accsss and control your protected health information. "Protected health information" is infonnation
about you, including demographic information, that may identify you and tlat relates to your past, present or future physical or
mental health or conditioo and related health care services.

Uses and Disclosures of Protected Health Information
Your protected health information may be used and disclosed by your physician, our office staff and othcrs outside of our
office that are inyolved in your care and treafinent for the purpose ofproviding health care services to you, lo pay your health
care bills, to support the operation ofthe physician's practice, and any other use required by law .

Treatment: We will use and disclose your protected hea.lth information to provide, coordinatc, or rnanage yoru health care and

any rclated services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necdssary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure tlat the
physician has the nec€ssary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the

health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information irl order to support the business

activities of your physician's practice. These activities include, but are not limited to, quality assessment activities, employee

review activities, faining of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to dental school shrdents that see patients at our off,ce or any

associate affiliated with Dr. Medgaus. ln addition, we may use a sign-in sheet at the registration desk where you will be asked

to sign your name. We may also call you by name in the waiting room when your physician is ready to see you. We may use or
disclose your protected health information, as necessary, to contact you to remind you ofyour appointmert or mail you a recall
card regarding an up-coming appointment.
We may use or disclose your protected health information in the following situations without your authorization. These

situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug A.lminishation requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity ard National Security: Workers' Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary

of the Departrnent of Health arld Human Services to investigate or determine our complialce with the requirements of Section
164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportrmity
to Object unless required by law.
You may revoke this authorization, at any time, in writing, except to ttre extent that your physician or the physician's
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

1. Uses aod Disclosur-cs of Protcctcd Health Information



Your Rishts
Following is a statement ofyour rights with respect to your protected health information

You haYe the right to insDect and coDy your D rotected hcalth informatiou. Under fecleral law, however, you may not
inspect or copy the following records: psychotherapy notes; inforrnation compilcd in reasonable anticipation of, or use in, a
civil, criminal, or administrative action or proceeding, and protocted health intbrmafion that is subject to law that prohibits
access to protected health information.

You have the rieht to resuest a restriction of t)ltf rotected hcalth informatiou. This ulcans you may ask us not to use orI)

disclose any part of your protected health infonnation for the purposes of treahnent, pa)rynent or healthcare operatiors. You
may also request that any part ofyow protected health information rot be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice ofPrivacy Practices. Your request must state the

specific rcstriction requested and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the dght to use another Healthcare Professional.
You have the risht to request to rcceive confidential communications froru us bv alternative meaus or at an altcrnative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agrced to accept
this notice altematively i.e. electronically.

You mrv have the ri ttohave vour ohvsician amend vour t)lotected hcnlth informa tion. If we deny your request fbr
arnendmen! you have the right to file a statement ofdisagreement with us and we may prepare a rebuttal to you.r statement and
will provide you with a copy of any such rebuttal.

You havc the right to receive an lrccounting of c ertain d isclosures w e h avc made. i f a nv, o f v our p rotectqd health
iDiormation.

'We reserve the right to change the terrns ofthis notice and will inform you by mail of any changes. You then have the right to
object or withdmw as provided in this notice.

Cornplaints
You may complail to us or to the Secretary of Health anci Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notiffing our piivacy contact of your complaiat- We will not retaliate
aeainst You for filing a complaint.

This notice was published and becomes effective on/or before Aoril 14. 2003.

Print Name Signature

Date


