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PATIENT:

ACCOUNT NUMBER:

ASSIGNMENT AND RELEASE OF INFORMATION STATEMENTS

Authorization for release of information by the faculty practice of the Montefiore Medical Center

! hereby authorize and direct the above named faculty practice, having treated me to release to
governmental agencies, insurance carriers, or others who are financially liable for my hospitalization and
medical care, all information nesded to substantiaie payment for such services rendered during hospitalization
and medical care and to permit representative thereol 1o examine and make copies of all records relating o

such care and treatment. A photostatic copy of this signature may be used as a substitute.

Date nt name of patient or authorized

repraseniative

Sigrature of patient or authorized
representative

hereby, assign, transfer, and sel over w0 the below named Medical Group, sufficient monies andfor
benefits to which | may be entitled from governmental agencies, insurance carriers or cthers who are financially
liable for my hospitalization and medical care to cover the costs of the care and reaiment rendered 10 myself

H
i

or my dependent by such Medical Group. A photostatic copy of this signature iray be used 4s g substiiuie.

ASSIGNMENT TO: The faculty practice of the Montefiora Medical Centor

Date Privt name of patient or authorized
reprasentative

Relation io patient

Signature of patient or authorized

represeniative
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"QUEST"

MONTEFIORE MONTEFIORE MEDICAL CENTER
The University Hospital
for the Albert Einstein College of Medicine

Henry and Lucy Moses Division
Jack D. Weiler Division

MEDICAL HISTORY QUESTIONNAIRE

ADDRESSOGRAPH
First Name: Last Name: Date: )
Date of Birth: / / Sex: M/F 8S No. Height: ___ Weight: _ _
If you are completing this form for another person, what is your name and relationship?
Chief Dental Complaint: ___ _

For the following questions, circle Yes or No, whichever applies. Your answers are for our records only and will be confidential. Please
note that during your initial visit, you will be asked some guestions about your responses to this guestionnaire and there may be
additional questions concerning your health.

1. Areyouin goodhealth? ... e e e Yes No
2. Has there been any change in your general health within the past year? . ... Yes No

3.  When was your last physical examination? _

Physician’s Name and Phone Number:

4. Are you currently under the care of a PhySICIANT ... e ... Yes No

If so, for what conditions?

5. Have you had any serious iliness, operation, or been hospitalized in the past 10 years? ...........occoocoviiie o, Yes No

If so, what was the illness or problem?

6. Are you taking any medication(s) including non-prescription mediCine? .............ccocooei i Yes No

If so, what medication(s) are you taking?

7. Do you have or have you had any of the following medical problems?

a. Damaged or artificial heart valves, heart murmur or rheumatic heart disease.............ccccccoeeiiiiiiiiii Yes No
b. Cardiovascular disease (heart attack, angina, abnormal heart rate, high blood pressure,
AMErOSCIErOSIS, SIFOKE) ..iii i e e e Yes No
C. DIADEIES . e e Yes No
d. Hepatitis, JauNdICe OF IVEr QISEASE ......ooiiiiii et Yes No
€. AIDS OF HIV INTECHON ...ttt ettt e e e Yes No
f. Respiratory problems - persistent cough, asthma, emphysema, bronchitis, etc...........cccocovveeviiiiiccneeee Yes No
g. Arthritis or painful SWOIEN JOINTS ..o e e Yes No
h. Epilepsy (seizures) or other neurologiCal dISEASE ......ccoviiiiiiiiiiriiii e Yes No
[T =T gt ro B [T o =TT WO OO S UPRORORR Yes No
8. Do you bruise easily or have abnormal bleeding? ... e Yes No
9. Have you ever had any treatment for @ tumor or growth? ..o Yes No

10. Are you allergic or have you had a reaction to:

8. LOCal ANESINETICS ... e Yes No
b. Penicillin or other antibioliCSs ... e Yes No
€. ASPITIN Lo ettt e b e e e et e st e et et et e et e e e eeeiateerrenarteerees Yes No
d. Codeing OF OIhEr NATCOLICS ....ccoiiiiiiiiie ettt e e ettt e e e et e e e e etaeeseaeeraaeeaesaiaee s Yes No
e. Other:

PLEASE TURN OVER TO COMPLETE THE REVERSE SIDE
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MONTEFIORE MEDICAL CENTER MEDICAL HISTORY QUESTIONNAIRE

Patient Name MR # Acct #
T1. DO YOU SMOKET? oo e e ettt e e et e et e e e e et e et e et e et Yes No
If yes, how many packs per day? For how many years?

12. Have you ever been treated for osteopenia, osteoporosis, multiple myeloma, Paget’s disease, breast,
[UNG OF PIOSTALE CANMCET ..ottt ettt ettt e e tb e e sae e b s et s e e ts bt e et e e ate e e enee e ssans Yes No

If so, which one?

Are you still being treated for the condition? ..ot B U R UPRTRUTII Yes No
13. Have you ever taken DIDRONEL, SKELID, AREDIA, ZOMETA, FOSAMAX, ACTONEL or BONIVA? ................ Yes No

It so, which one?

For how long have you taken this medication?

What is the name and phone number of the physician who prescribed the medication?

14, Women:

1. AT YOU PIEANANTT .ottt ob et e ettt e ettt e ettt Yes No
2. ATE YOU NUISITIZ? oottt et ettt ea e st et s bbb re et e ere et Yes No
3. Are you taking birth CONOT PIllS? ... i e e Yes No
Is there anything else that you think | should KNow about YOU? ........ccciiiiiiiiiies e, Yes No

If so, please explain:

I certify that | have read and understand the above. | acknowledge that my answers, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any errors or
omissions that | may have made in the completion of this form.

Date Signature of Patient
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