
Vaughn Endodontics -  Patient Medical Information 
    
 Patient Name:  ________________________________ 
                                                                                                                 
Emergency Contact: ___________________________________   Relationship: ___________________________________________   

Emergency Phone #:  ____________________ ____   Pharmacy Preference & Phone #: ____________________________________     

1.  Has there been any change in your general health within the past year?   Yes     No 
      If “yes” please specify ___________________________________________________________ 
 
2.  Are you under the care of a physician for a current problem?                       Yes      No 
      If “yes” please specify ___________________________________________________________ 
 
3.  Have you been hospitalized within the past five years?                                  Yes      No 
      If “yes” please specify ____________________________________________________________ 
 
4.  Are you taking any medications or drugs?                                                         Yes      No 
   *If yes you may use the back of this page to list additional medications or you may provide a separate list 
 
 5. Have you received therapy for alcoholism or drug addiction during the past 5 years?     Yes     No 
 
6.  Have you ever had any *ALLERGIC* or adverse reactions to anesthetics?                        Yes     No 
      If yes please specify: _________________________________________________ 
 
7.  Are you ALLERGIC to antibiotics, latex, iodine or any other medications?                        Yes    No 
      If yes please specify: __________________________________________________ 
8.  Have you ever required a blood transfusion?                                                                            Yes    No 
      If yes please explain: ___________________________________________________ 
 
9.   Have you ever had surgery and/or radiation for a tumor, growth or other condition?     Yes    No 
10. Have you ever been tested for HIV infection(AIDS)? Result of test: Date:   Positive    Negative 
11. Are you required to take premeds prior to dental treatment for existing?    Yes   No 
      If yes, have you taken them today?  Yes    No 
Which of the following conditions apply to you? 
__High Blood Pressure __Congenital Heart disease __Hepatitis/ Type?__ __Asthma      __Stomach, ulcers, colitis 
__Liver disease  __Heart Murmur or )MVP) __ Chest Pains  __Epilepsy      __Sinus Problems 
__Kidney problems  __Venereal disease  __Cancer   __Rheumatic Fever      __Radiation Therapy 
__TMJ   __Thyroid Problems __Fainting or seizures   __Osteoporosis      __Diabetes  Type __  
__Psychiatric Treatment __Tuberculosis   __Prosthetic Heart Valve    __Rheumatic Heart Disease 
__Blood Disorder such as Anemia    __Cardiovascular disease: heart attack, stroke, by-pass   
__Joint Replacement When? ______   __Other 
                      ____________________________________________________  
  
Women: Pregnant? __Yes __No     Nursing? __ 
Birth control pills? __Yes __No  *If taking antibiotics an alternate method of birth control must be used. 
 
I give my permission to take digital x-rays of my procedure for purposes of completing my medical record, patient education or teaching 
purposes. 
 
I certify that the above questions have been accurately answered. I understand that providing incorrect information can be dangerous to 
my health 
 
I authorize my insurance company to pay insurance benefits directly to the dentist.  
 
Any balance regarding this account remains the responsibility of the patient or legal guardian. I understand that if my account is referred 
to a collection agency or attorney, I am responsible for any fees accrued, as well as any other charges that may develop from this action.  
 
Signature of Patient or Legal Guardian if under 18yrs: __________________________________   Date: _____________ 



Vaughn Endodontics 
B. Aaron Vaughn, D. D. S., M.S. 

Natasha K. Mulko, D.D.S. 
ACKNOWLEDGEMENT 

NOTICE OF PRIVACY PRACTICE (HIPAA) 
 *** You May Refuse To Sign This Acknowledgement *** 

 
Summary 
We may use or disclose your Protected Health Information to provide treatment and/or services in order 
to manage and coordinate your dental care. For example, we may share your medical/dental information 
with other health care providers, laboratories, etc. to ensure that the medical/dental provider has the 
necessary information to diagnose and provide treatment to you. We will use the information you provide 
to obtain payment for your dental services from your insurance. The information you provide will be used 
to manage, operate and support the business activities of our practice. This office fully complies with all 
standards of the HIPAA (Health Insurance Portability and Accountability Act) to ensure your health 
information is protected. For more details regarding HIPAA please see the additional information proveded 
with this document. 
 
______________________________ is aware and understands HIPAA Privacy Act. 
(Please Print Patient Name) 
 
______________________________ (spouse, relative, friend etc.) has authorization from patient named 
above to inquire, obtain, or discuss patient’s care and financial responsibility with this office. 
 
 
Patient’s Signature           Date 
 
 
 
 
This office attempted to obtain written acknowledgement of receiving our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 
___ Individual refused sign 
___ Communication barriers prohibited obtaining the acknowledgement 
___ An emergency situation prevented us from obtaining acknowledgement 
___ Other (specify) 



Vaughn Endodontics 
CONSENT FOR ENDODONTIC THERAPY (Root Canal Treatment) 

Endodontic therapy involves the removal of a portion of the inside of the tooth and is intended to save the tooth. This office specializes 
in endodontic therapy. Although endodontic therapy has a very high degree of success, results cannot be guaranteed.  Occasionally, a 
tooth which has had endodontic therapy may require re-treatment, surgery or even extraction.  Following treatment, the tooth may be 
weakened and subject to fracture. Therefore, a permanent filling will be necessary. A crown with permanent filling may necessary to 
permanently restore the tooth. Your general dentist will provide the permanent filling and crown as necessary. During endodontic 
treatment, although the exception, there is the possibility of instrument separation (breakage) within the root canals as well as a 
possibility of perforations, damage to bridges, existing fillings, crowns or porcelain veneers, missed canals, loss of tooth structure in 
gaining access to canals and fractured teeth. There a times when a minor surgical procedure may be indicated or when the tooth may 
not be amenable to endodontic treatment.   
 
*Other treatment options in treating tooth infection include tooth extraction (pulling the tooth) or a waiting period for more definitive 
   symptoms to develop.  
 
*Risks involved in delaying treatment might include, but are not limited to: pain, infection, loss of teeth and infection to others areas. 
 
*All medical records will be kept strictly confidential. 
 
*I fully understand the above statements in this consent form. 
 
Patient/Guardian Signature ______________________________________  Date __________________ 
 

INFORMED CONSENT FOR CBCT (Cone Beam Computerized Tomography) 
A CBCT scan produces images of your tooth that depict internal structures in cross section (3D Image), rather than the overlapping 
images typically produced by conventional X-ray exams. CBCT scans are useful in looking at conditions which may be missed on a 
conventional X-ray. The CBCT scan may enhance your dentist’s ability to see what he/she needs to see before or during treatment.  
 
WOMEN: CBCT scans are NOT recommended for pregnant women because of danger to the fetus. 
Initial appropriately:  ___ I am Not pregnant   ___I am pregnant   ___I am unsure whether I am pregnant. 
 
Risks:  CBCT Scans, like conventional X-rays, expose you to radiation. An alternative to a CBCT scan are conventional dental X-rays, 
however, they have the limitations previously noted. 
 
While parts of your anatomy beyond your mouth and jaw may be seen on the scan, your dentist is not a physician or specialist regarding 
assessments concerning your anatomy beyond your mouth or jaw. If the report raises a question as to something unusual outside the 
specific area of the mouth or jaw, your dentist may refer you to a physician for an evaluation. In such an event, our office can place the 
image on a CD. You should also understand that CBCT images do not show most soft tissues or fluids, so some problem areas may have 
to be imaged with other methods. 
 
          DO NOT SIGN THIS FORM UNLESS YOU HAVE READ IT, UNDERSTAND IT AND AGREE WITH WHAT IT SAYS 
 
I, _______________________, being 18 years or older, certify that I have read this consent form in the presence of _________________,   

 
I understand the procedure to be performed and its benefits, risks and alternatives. I give my informed consent to Dr.  
 
________________   and their designated staff to perform the CBCT scan. I acknowledge that Dr. _______________’s  sole responsibility 
is to interpret the scan regarding the tooth in question; in order to determine further dental treatment. I acknowledge the interpretation  
will be communicated directly to me and my referring /treating dentist by designated staff.  I acknowledge that the designated staff will 
provide information based on the doctor’s interpretation. Any additional interpretation or counseling concerning the results of the scan 
will occur between the doctor and patient. 
 
Signature of Patient or Legal Guardian ___________________________  Print Name _________________________________________ 
 
Date ____________________ 



Surgery Consent Form 

Patient Name _____________________________ Date _____________________ 

I hereby authorize  Dr. ____________________________. to perform the following 
procedure(s): 
 
Apicoectomy  ___    Re-implantation ___    Extraction ___   according to necessity. 

The doctor and/or staff have explained to me the proposed treatment and the anticipated results of such treatment. I 
understand this is an elective treatment/procedure and I do have the option of no treatment. 
 
I understand that there are certain potential risks which may include: 
 
1. Injury to a nerve resulting in numbness or tingling of the chin, lip, cheek, gums, and/or 
    tongue to the operated side. This may persist for several weeks, months, or in remote  
    instances, permanently  ____ 
2. Post-operative infection requiring additional treatment  ____ 
3. Opening of the sinus (a normal cavity situated above the upper teeth) requiring additional 
    surgery  ____ 
4. Restricted mouth opening for several days or weeks, with possible dislocation of the jaw 
    joint  ____ 
5. Injury to adjacent teeth and fillings ____ 
6. Post-operative discomfort, swelling, and bleeding that may necessitate several days  
    recuperation ____ 
7. Decision to leave a small piece of root in the jaw when its removal requires extensive  
    surgery  ____ 
8. Stretching of the corners of the mouth with resultant cracking and bruising ____ 
 
Unforeseen conditions may arise during the procedure that requires a different procedure than as set forth 
above. I therefore authorize the doctor and any associates to perform such procedures when, in their 
professional judgment, they are necessary. 
 
I understand that the medications, drugs, anesthetic, and prescriptions taken for this procedure may cause 
drowsiness and lack of awareness and coordination. I also understand that I should not consume alcohol or 
other drugs because they may increase these effects. 
 
 I have been advised not to work and not to operate any vehicle, automobile, or hazardous devices while 
taking such medications and until fully recovered from their effects.  
 
I have been advised not to smoke for two weeks after the surgery. ____ 
 
It has been explained to me and I understand that a perfect result is not guaranteed or warranted. 
 
Patient Signature ____________________________  Date _______________ 
 
 
Doctor’s Signature ___________________________ Date ________________ 


