DIRECTIONS TO NIHA

From Baltimore & Maryland
EASIEST
Take I-95 South to 1-495 West heading toward Rockville.
From 1-495, take Exit 34 and stay in the far right lane which forks and loops south onto Wisconsin Avenue,
Route 355.
(Note: North of I-495 Rt. 355 is Rockville Pike, south of I-495 Rt. 355 is Wisconsin Avenue.)
Stay on Wisconsin Avenue for about 4-5 miles, crossing Western Avenue.
The next light is Jenifer Street. Take a left on to Jenifer Street.
Turn right down ramp into parking garage (same garage as Elizabeth Arden)
The elevators for the building are between the parking garage floors, accessible only via steps.
The office is on the 4™ floor, Suite #401, turn left after exiting elevator.

FASTEST
Take I-95 South to 1-495 West heading toward Rockville
Stay on 1-495 until Connecticut Ave. (Exit 33)
Take Connecticut Ave. South toward Washington, DC
Go ' way around Chevy Chase Circle and continue straight on Connecticut Ave.
Turn Right onto Military Road and continue for approximately %2 mile
Turn Left onto 43™ Street, go to the end of the block where you are forced to turn Right onto Jenifer Street.
Take an immediate Left turn down the ramp (before Wisconsin Ave.) into the parking garage (same garage as
Elizabeth Arden)
The elevators for the building are between the parking garage floors, accessible only via steps
The office is on the 4" floor, Suite #401, turn left after exiting elevator

From Virginia
From I-95 take the Capital Beltway (I-495 North) toward Tysons Corner and Maryland

Take 1-495 into Maryland, take River Road-East (Exit 39) toward Bethesda, MD & DC
Follow River Road for approximately 6 miles

Turn left at Western Avenue, follow for approximately %4 mile

Turn right onto Jenifer Street at Lord & Taylor

Follow Jenifer Street until it crosses Wisconsin Avenue

Turn right down ramp into parking garage (same garage as Elizabeth Arden)

The elevators for the building are between the parking garage floors, accessible only via steps
The office is on the 4" floor, Suite #401, turn left after exiting elevator

Via Metro

Take Red Line to Friendship Heights Metro Station

Exit the Station via the Jenifer Street Exit-via elevator

Upon leaving Metro Station, 5225 Wisconsin Avenue building is across the street
The office is on the 4™ floor, Suite #401, turn left after exiting elevator

Handicap Access

The parking garage has handicap parking spaces near the elevators, but to get to the elevators, you must walk
up or down 7 steps. If steps are difficult to use, we recommend that you park on the street in front of or
behind the building and use those handicap accessible entrances to the building. If you need assistance,
please advise us in advance and we will provide support and a wheel chair if needed. We apologize for the
inconvenience.




PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

National Integrated Health Associates
5225 Wisconsin Ave., NW., Suite 401
Washington, DC 20015

DATE 1 INSURANCE 2
AT e

ADDRESS INSURANCE COMPANY

CITY STATE ZIP GROUP NO.

HOME PHONE NO. ‘ EMPLOYEE

E-MAIL ADDRESS DATE OF BIRTH

BIRTHDATE AGE MALE FEMALE DATE EMPLOYED

MARRIED SINGLE DIVORCED WIDOWED UNION OR LOCAL NO.

SOCIAL SECURITY NO. EMPLOYEE NO.
ggIRL;?UR DATE EMPLOYEE SOCIAL SECURITY NO.

ADDRESS INSURANCE COMPANY

CITY STATE ZIP GROUP NO.

HOME PHONE NO. EMPLOYEE

BIRTHDATE AGE MALE FEMALE DATE OF BIRTH

SCHOOL GRADE DATE EMPLOYED

SOCIAL SECURITY NO. UNION OR LOCAL NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT EMPLOYEE NO.
THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME

4

EMPLOYEE SOCIAL SECURITY NO.

: &

GETTING TO KNOW YOU

RELATIONSHIP TO PATIENT

IS ANOTHER MEMBER OF YOUR FAMILY OR
RELATIVE A PATIENT AT THIS OFFICE?

YOUR SPOUSE

ADDRESS NAME:
RELATIONSHIP:
CITy STATE ZIP
PHONE NO. REFERRED TO US BY:
YOU
YOUR FORMER ADDRESS:
NAME
OCCUPATION CITY STATE ZIP
EMPLOYER h PERSON TO CONTACT FOR EMERGENCY:
NAME:
BUSINESS ADDRESS CITY
PHONE NUMBER:
BUSINESS PHONE NO. EXT. ADDRESS:
CITY STATE zIp

NAME

OCCUPATION

EMPLOYER

BUSINESS ADDRESS CITY
BUSINESS PHONE NO. EXT.

CLOSEST RELATIVE NOT LIVING WITH YOU:
NAME:

PHONE NUMBER:
ADDRESS:

CITY

STATE ZIP



















National Integrated Health Associates

Patient Name:

Dental History

What is the reason for today’s visit?

Date:

Date of last dental visit

Reason

Date of last cleaning

Previous dentist’s name

Date of last X-rays

Address

City / State / ZIP

How often do you have dental check-ups?

How often do you brush?

floss?

What dental aids do you use?

What dental problems do you have now?

Are any of your teeth sensitive to: (please circle)
Hot or cold?
Sweets?
Biting or chewing?

Do you get cold sores or other oral lesions?

Do you notice mouth odors or bad tastes?

Do your gums bleed or hurt?

Do you notice any loose teeth or change in your bite?
Does food tend to get caught in your teeth?

Do you smoke or chew tobacco?

Do you clench or grind while awake or asleep?
Do you mouth breathe while awake or asleep?
Have you noticed clicking or popping of the jaw?
Do you have difficulty opening or closing?

Do you have pain or difficulty chewing?

Do you have tired jaws, especially in the morning?

Are you satisfied with the appearance of your teeth?
Rate your smile (on a scale of one to ten)

Would you like to keep all of your teeth for life?

[NIHA Dental History]

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes

Yes

Yes

No
No
No
No

No
No
No
No
No

No
No
No
No
No
No

No

No

What is your biggest concern?

Have you ever had:
Orthodontic treatment? Yes No
Oral Surgery? Yes No
Periodontal Treatment? Yes No
A bite plate or mouth guard? Yes No
A serious injury to the mouth or head? Yes No
Your teeth ground or bite adjusted? Yes No
Pain in jaw, joint, ear or side of face? Yes No

Do you feel nervous about today's appointment?

What did you like best at your last dental office?

What did you like least?

Have you ever had an upsetting dental experience? Yes No

If so, what was it?

Is there anything else we should know? Yes No

Please rank the following in the order in which they would

KEEP YOU from having treatment:

Fear of pain Cost of treatment Lack of concern

Missing time from work _ Embarrassed by dental condition



























Name:

Date:

Instructions to Patient: Please list the date of the most recent of the following:

Exam/Test/ Intervention Date

Exam/Test/ Intervention| Date

Complete Physical

MEN:

EKG (electrocardiogram)

Prostatic Exam

Cardiac Stress Test

PSA Blood Test

MRI, CT Bone Density Test

X-Rays WOMEN:

Dental Pap Smear
Cholesterol Test Mammogram
Stool Blood Test Breast Exam by

physician
Colonoscopy Bone Density Test

Flexible Sigmoidoscopy

Last Menses

Vision Test

Tetanus Booster

Hepatitis B Vaccine

v | What is your activity level?

Rate 0-3

Stressors Affecting Your Life

Sedentary: Inactive by choice.

Difficulties with work or lifestyle

Sedentary: Inactive due to inability

Recent change in marital status

Light: Light daily work, no regular exercise

Death or serious illness among family/friends

Moderate 1: Sedentary work & exercise 3 times/week

Dysfunctional family o past o present

Moderate 2: Light daily work & exercise 3 times/week

Personal illness and coping with illness

Sustained: Moderate daily work & exercise 5 times/week

Lack of love or fulfilling relationships

High: Heavy work & heavy exercise 5 times/week

Feeling lonely, disconnected from others

Heavy: Elite athlete. Heavy workouts 20 hrs/week

Lack of prayer, spirituality, inner peace

NIHA Patient Intake History 3-6-06

Page 9




Notes: You may write additional information on this page.
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