TIME 01:22 PM

ID: Chart ID:
First Name:

Patient Is: |:] Policy Holder {:] Responsible Party

PATIENT REGISTRATION

Last Name:

DATE 4/21/2022

Middle Initial:

Birth Date: Age:
E-mail:

Section 2

Soc Sec:

[11 would like to receive correspondences via e-mail.

Drivers Lic:

Preferred Name:
Responsible Party (if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
[“JResponsible Party is also a Policy Holder for Patient [[]Primary Insurance Policy Holder [T]Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:[|Male [JFemale Marital Status:[_|Married [ ]Single =~ [ ]Divorced [ |Separated [ ]Widowed

Employment [™] gy Time [JPart Time
Status:
Student Status:|_] Full Time ["JPart Time

[JRetired

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:

Section 3
Credit Card Number

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:

Employer:

Relationship to Insured: [_| Self
Insured Birth Date:

Ins. Company:

[Ispouse [JChild [JOther

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Address: Address:
Address 2: Address 2: 7 »
City, State, Zip: o City, Stte, Zip: e e
Rem. Benefitss Rem. Deduct: o
—— Secondary Insurance Information
Name of Insured: Relationship to Insured:[_]Self [ ]Spouse [|Child [ ]Other
Insured Soc. Sec: Insured Birth Date:
Employer: e o C(;n;p;ﬁy: S
Address: e R
Address 2: Address 2: 7 B




CDINH

FAMILY DENTAL
NOTICE OF CONSENT

| understand that | have certain rights to privacy regarding my protected health information. These rights are
given to me under the Health Insurance Portability and Accountability Act of 1996 (HIPAA). | understand
that by signing this consent | authorize you to use and disclose my protected health information to carry out:
e Treatment (including direct or indirect treatment by other healthcare providers involved in my
treatment)
¢ Obtaining payment from third party payers (e.g. my insurance company)
The day-to-day healthcare operations of your practice.

| have been informed of, and given the right to review and secure a copy of your Notice of Privacy Practices,
which contains a more complete description of the uses and disclosures of my protected health information,
and my rights under HIPAA. | understand that you reserve the right to change the terms of this notice from
time to time and that | may contact you at any time to obtain the most current copy of this notice.

| understand that | have the right to request restrictions on how my protected health information is used and
disclosed to carry out treatment, payment, and health care operations, but that you are not required to agree
to these requested restrictions. However, if you do agree, you are bound to comply with this restriction.

| understand that | may revoke this consent, in writing, at any time. However, any use or disclosure that
occurred prior to the date | revoke this consent is not affected.

CONSENT FOR RELEASE OF CONFIDENTIAL INFORMATION

e | authorize the dentist to perform diagnostic procedures and treatment as may be necessary for the
delivery of proper dental care

o | authorize release of any information concerning my (or my child's) healthcare, for the advice and
treatment provided for purpose of evaluation and administering claims for insurance benefits.

¢ | authorize release of any information concerning my (or my child’s) healthcare, for the advice and
treatment to another dentist, or another healthcare professional and their staff.

FINANCIAL RESPONSIBILITY

| hereby authorize payment of insurance benefits directly to the dentist, otherwise payable to me.
o | understand that my dentist and staff will estimate insurance benefits as close as possible. |
understand that | am responsible for payment of the account, and providing correct insurance
.information. .
e | understand that if insurance is not applicable when dental services are rendered, and then full
payment is due at the time of service.

DO WE HAVE PERMISSION FOR THE FOLLOWING?

Leave a reminder regarding your appointment on your voice mail? Y/N
Speak to other members of your household regarding your appointment? Y/N
Discuss your dental treatment with any member of your household? Y/N
Leave a message at your place of employment? Y/N
If yes to any of the above, whom? Relationship:

Signature: Date:




Time 1:21PM DINH FAMILY DENTAL Date 4/21/2022
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnd primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems matyoumayhave,ormeﬁcaﬁontha\youmaybetalmg,{

Are you under a3 physician's care now? O Yes ONo If yes ]

Have you ever been hospitalized or had a major operation? 3 Yes I No If yes :
Have you ever had a serious head or neck injury? ) Yas ) No Ifyes - J
| Areyou taking any medications, pills, or drugs? O ves OINo Ifyes | B B |
K Do you take, or have you taken, Phen-Fen or Redux? {8 Yes {JNo If yes L ) ) ) e }
Have you ever ukgq Fosamax, Boniva, Actonel or any other Y ves {INo If yes f ‘
medications containing bisphosphonates? [ [ . P P
Are you on a special diet? Y ves O)iNo
Do you use tobacco? ) Yes 3No
]

Do you use controlled substances? O Yes ChiNo

| Women: Areyou...
[ Pragnant/Trying to get pregnant? ["iNursing?

Are you allergic to any of the following?

‘[ Aspirin {1 Penicillin o [ Codeine {" Acrylic i
‘[TiMetal [ Latex [iSulfaDrugs {™ Local Anesthetics i
Other? r Ifyes :

Do you have, or have you had, any of the following?

| AIDS/HIV Positive OvYes (N0 |Cortisone Medidne ©Yes ONo |Hemophila OYes ONo |RadistionTreatments Y ves ONo
Alzheimer's Disease £)Yes () No |Diabetes O Yes ONo  |HepatitisA O Yes (ONo |RecentWeightLoss Cives O No
Anaphylaxs O Yes ONo [DrugAddiction 3 Yes ONo |HepatitisBorC ) ves O No [RenalDialysis Oves ONo
éAnemia O Yes {INo |EasilyWinded {dYes (YNo |[Herpes ) Yes (ONo |Rheumatic Fever Bves (ANo
Angina Yes {(INo |Emphysema (3ves (MONo [HighBlood Pressure {dYes (INo |Rheumatism dYes (N0
Arthritis/Gout £ Yes (hNo |Epilepsy orSeizures yYes (ONo |High Cholesterc! ves (YNo  |Scarlet Fever O Yes INo
Artificial Heartvalve ) Yes (ONo |ExcessiveBleeding Yes (ONo |HivesorRash ) Yes (ONo |Shingles O ves ONo
Artificial Joint {yves INo  [Excassive Thirst O ves (INo  |Hypoglycemia Y Yes {INo |SickleCellDisease Oves ONo
1 Asthma {5Yes {INo |FaintingSpells/Dizzness (JIYes ()No |IlregularHeartbeat () Yes (INo |SinusTrouble 3ves (ONo
Blood Disease O Yes (ONo |Frequent Cough 3 Yes (ONo |KidneyProblems QOves No |SpinaBifida yves (ONo
Blood Transfusion O Yes (ONo |FrequentDiarthea 3 Yes (ONo  |Leukemia {)ves (3No |Stomach/IntestinziDisease () Yes ) No
‘ Breathing Problems O Y¥es ONo |FrequentHeadaches G Yes ONo  |LiverDisease OYes (ONo | Stroke O Yes OINo
Bruise Easily O Yes ONo [GenitalHerpes {Yes (ONo  |LowBlood Pressue (3 Yes (3No |Swelling ofLimbs Qves ONo
Cancer {3 Yes {INo |Glaucoma {"YYes {(INo |LungDisease {IYes {(3No |Thyroid Disease O ves OINo
: Chemotherapy yYes {JNo |Hay Fever {3 Yes {DINo |MitralVaiveProlapse ives (ONo |Tonsillitis I ves (INo
| ChestPains 3yves (()No |HeartAttack/Failure {)Yes (INo |Osteoporosis {3 Yes (ONo |Tuberculosis QYes ONo
Cold Sores/FeverBlists (Y Yes (I No |Heart Murmur i Yes (O No  |Pain inJaw Joints yves ONo [Tumors orGrowths O Yes ONo
Congenital Heart Disorder () Yes ("3 No |Heart Pacemaker yYes ONo |Parathyroid Disease ) Yes {3No  |Ulcers O ves ONo

Convulsions {3 Yes (INo |HeartTrouble/Disease i3Yes {ONo |PsychiatricCare {IYes (ONo [VenerealDisease rves ONo

L Yellow Jaundice ves (ONo
Hoveyoueverhadanyserousilness notlistedabove?  (yves ONe  TFyes| ]

Comments: o

To the best of my knowledge, the questions on this form have been acaurately answered. I understand that providing incorrect information can be dangerous to my {or patient’s) health. Itis my
responsibiity to inform the dental office of any changes in medical status.

| Sgnatire of Patient, Parentt or Guardion:

i X ; , Date:
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