ID:

First Name:

Chart ID:

PATIENT REGISTRATION

Patient Is: [ | Policy Holder

First Name:

Address:

City, State, Zip:

Home Phone:

Last Name: . Middle Initial:
Preferred Name: B -
[ | Responsible Party
—Responsible Party (if someone other than the patient) i
__ Last Name: Middle Initial: I
Address 2. o ;
Pager:
____ Work Phone: Ext: _ Cellular: \
Soc Sec: Drivers Lic:

Birth Date:

i_O Responsible Party is also a Policy Holder for Patient (O Primary Insurance Policy Hoider

O secondary Insurance Policy Holder

—Patient Information—

Address: Address 2: )
City: - State / Zip: . Pager:
Home Phone: Work Phone: B Ext: Cellular:
Sex: () Male () Female Marital Status: () Married () Single () Divorced () Separated () Widowed
Birth Date: ~ Age: Soc. Sec: Drivers Lic:
E-mail: LI 1 would like to receive correspondences via e-mail.
——  Section 2 Section 3 s
Employment Status: () Full Time (") Part Time () Retired | Additional Comments:
L
| Student Status: () Full Time () Part Time | 1
! : ‘
| Medicaid ID: ___ Pref. Dentist: ) |
i |
|
‘ Employer ID: ____ Pref. Pharmacy: _ l
| . |
‘ Carrier ID: Pref. Hyg.: | \
: : i
~Primary Insurance Information
' Name of Insured: Relationship to Insured ) Self  (7) Spouse () Child () Other
\
| Insured Soc. Sec: ) Insured Birth Date:
‘ Employer: i Ins. Company:
L :
| Address: Address:
Address 2: ; Address 2: )
City, State, Zip: | City,State,Zip:
Rem. Benefits: _ Rem. Deduct: .00
—Secondary !nsurancenlnfon'nation
Name of Insured: 7 Relationship to Insured:_) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: o . Ins. Company:
| .
Address: Address: o
1 Address 2: Address 2: i
’1 ? ) , i
- City,State,Zip: ! City,State,Zip: - [
Rem. Deduct: .00 ‘

| Rem. Benefits:




Time 9:21 PM Laurel Pines Dental Group

Eaglesoft Medical History
Birth Date:

Date 2/24/2017

Patient Name: Date Created:

Afthough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication

Are you under a physician's care now? Tyes |

) Yes 3 No g i
Have you ever been hospitalized or had a majer @ Yes @) No If ves | ﬁ
operation?
Have you ever had a serious head or neck injury? 3 Yes 1 No Fyes| |
Are you taking any medications, pills, or drugs? i Yes &) No If ves [ _i
Do you take, or have you taken, Phen-Fen or Redux? 7 Yes © No Fyes| i
Have you ever taken Fosamax, Boniva, Actonel or 2 Yes & No If yes [ _f
any other medications containing bisphosphonates?
Are you on a special diet? @) Yes 7 No
Do you use tobacco? ) Yes 7 No
Women: Are you... - .
1 Pregnant/Trying to get pregnant? [ nursing? DI Taking oral contraceptives?
Are you alergic to any of the following? _
1 Aspirin {7 penicillin [ codeine [ Acrylic
T Metal [ Latex Sulfa Drugs [ Local Anesthetics
Do you use controlled substances? @) Yes i No Tf yes | i
Do you have, or have you had, any of the folowing? _ -
AIDS/HIV Positive T Yes @1 No | Cortisone Medicine ZiYes (No | Hemophilia 0 Yes C) Mo | Radiation Treatments 7 Yes i) No
Alzheimer's Disease 0 Yes () No | Diabetes i Yes @ No | Hepatitis A ) Yes 9 No  |Recent Weight Loss ) Yes & No
Anaphylaxis i) Yes &) No | prug Addiction @i Yes ' No | Hepatitis B or C 2 Yes D) No | Renal Dialysis i) Yes () No
‘Anemia ) Yes ) No | Easily Winded £ Yes N0 |Herpes  Yes ©iNo | Rheumatic Fever ) Yes () No
Angina ) Yes (3 No | Emphysema ¢ High Blood Pressure 0 Yes N0 | Rheumatism ) Yes @) No
Arthritis/Gout - ©)No | Epilepsy or Seizures 7 Yes < No | High Cholesteral £ Yes ZiNo | Scarlet Fever
Artificial Heart Valve Yes (i No | Excessive Bleeding iYes ' No | Hives or Rash 1 Yes &) No | Shingles
- Artificial Joint ' Yes 3 No | Excessive Thirst 'Yes (NO | Hypoglycemia 0 Yes U No | sickle Cell Disease
Asthma € Yes (7 No | Fainting Spells/Dizziness ) Yes &) No Irreqular Heartbeat < Yes @ No | Sinus Trouble
Blood Disease £ Yes T No | Frequent Cough ) Yes i No | Kidney Problems @) Yes T No | Spina Bifida
Blood Transfusion 2 Yes @ No | Frequent Diarrhea 2 Yes D No | Leukemia 7 Yes ) No | Stomach/Intestinal Disease () Yes ) No
Breathing Problems Yes @I NO | Frequent Headachas (3 Yas @ No | Liver Disease Yes ()Mo | Stroke ¢ £
Bruise Easily © Yes 3 No | Genital Herpes D Yes Low Blood Pressure Swelling of Limbs
Cancer @ Yes ) No | Glaucoma i) Yes N0 | Lung Disease Thyroid Disease
Chemotherapy & Yes O No  |Hay Fever Mitral Valve Prolapse 7 Yes (O No | Tonsillitis
Chest Pains ) Yes D No | Heart Attack/Failure Osteoporosis ) Yes D No | Tuberculosis
Cold Sores/Fever Blisters () Yes &2 No | Heart Murmur Pain in Jaw Joints © Yes ONo | Tumors or Growths
Congenital Heart Disorder (7 Yes ' No | Heart Pacemaker Parathyroid Disease 0 Yes @1 No | ulcers
Convulsions & Heart Trouble/Disease ) Yes Psychiatric Care 2 Yes © No  |venereal Disease
Yellow Jaundice
Have you ever had any serious illness not listed ) Yes i3 No If yes f_ T

Comments:

Jr i
| |
i
i
i

|

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

Signature of Patient, Parent or Guardian:

X Date:



Office Financial and insurance Policy

Our fees are meant to be fair and reasonable. We strive to k

eep them that way: You assist that effort when you pay for our
services at the end of each visit. As YOu are aware, new patie

nts and those requiring emergency care {without insurance) are
expected to make full payments at the time of appointments.

Our staff can tell you the approgimate fees for treatment before

your appoiniment. To make payments convenient for you we
accept Cash, Personal and Business Checks, Visa,

MasterCard, American Express, Discover, and Care Credit.

by insurance plans. We are a participating office in a limited number
of insurance plans with assignment. Please check with our Staff

if befors treatment to determine if yours is one of the plans, We

expect covered patients to read their policy carefully, to become familiar with its benefits and limitations, and to bring a copy of
the policy brochure ta our office.

** It is important that You understand that is most cases

your insurance is designed to reduce your cost, NOT to eliminate it
completely. You are ultimataly responsible for the fu

Il amount of your hill regardless of your insurance coverage. =
Established patients having insurance are expected to pay their deductible an

d co-payment percentages at the time of service.
Any difference will be billed after the insurance pay:

ment has been received.
Any Insurance payment not received after forty-five {45) days of filing becomes the res
expected within ten (10} days of notification.
if an account is outstanding for more than sixty (60) days, it will be turned over for collection. A monthly intersst eharge of
1.5% (18%annually} will be added to the baiance. Patien

ts will be responsible for any and ali cost of collections inciuding
attorney’s fees and 15% of the court cost.

ponsibility of the patient. Payment is

Any checks returned to our office are subject to an additional fee of $25. Immediate remittan

ce in the form of cash, money
order, or certified funds is expected.

** There will also be a Failed Appointment charge of $75.00 per hour scheduled that will be applied to

your account if vou fail
¢ cancel within 48 hours*+

*¥ There is aiso a $30 records transfer fee if you should choose to seek another Dental Provider =

It you have any questions about this policy or your account at any time, please do not hesita

te to contact a member of our Staff
for assistance.

i have read the above policy and agree o accept all financial responsibilities.

Iunderstand that ! am personally responsibiz
for any unpaid bills. 1 authorize the release of any information ne

cessary to process my dental claim.

Patient Name Date

Signature | Relationship to Patient

A



Occupation:

Who may we thank for reffering you to our office?

Friend/Family:

Yelp:

Google:

Yahoo:

Revenue Well:

Zoc Doc:

Dental History:
Date of last Dental Visit:
Date of last Dental X-Rays:
Do you have:

A Dental problem now?

Unpleasant taste / bad breath?

Bleeding / Sore Gums?

Sore Spots in your mouth / Areas of pressure?

Areas of sensitivity Hot / Cold?

Discomfort in or near jaws?

Any Cosmetic concerns?

Any other dental concerns?
Hipaa Notice:
I have been offered a chance to review and receive a copy of this office’s notice of privacy practices

Date

Signature of Patient / Guardian

Privacy policy offered for review, but the patient / guardian refused to sign.

Date

Signature of Staff Member



