PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
PatientIs: | | Policy Holder Preferred Name:

| Responsible Party
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:
O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: ") Male ") Female Marital Status: ( ) Married () Single () Divorced ( ) Separated ( ) Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: | 1 would like to receive correspondences via e-mail.
Section 2 Section 3

. ks . g " P . REfEITEd By

Employment Status: () Full Time () Part Time () Retired
Previous Dentist:

Student Status: _ ) Full Time {:; Part Time Emergency Contact:
Medicaid ID: Pref. Dentist: Emergency Contact #:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:

—Primary Insurance Information

Name of Insured: Relationship to Insured: ) Self () Spouse ( ) Child ( ) Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2. Address 2:
City,State,Zip: City,State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of Insured: Relationship to Insured: ) Self () Spouse ( ) Child ( ) Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2. Address 2:
City,State,Zip: | City, State, Zip:

Rem. Benefits: .00 Rem. Deduct: .00




Payment Policy Acknowledgement

We believe good communication 1s essential for proper treatment. If at any time you
should have a question or concern regarding your treatment plan or account, you are
encouraged to contact our office for clarification. Our purpose is to better serve your
dental needs. For the convenience of our patients, we offer the following methods of

pavment.

e PAYMENT AT TIME OF SERVICE: For insurance patients, we will accept
payments directly from your insurance company. Any deductibles and co-pays are
due at the time of service. Otherwise, payment is due at the time of service.

e WE ACCEPT VISA, MASTERCARD, DISCOVER AND CARE CREDIT

e You may apply for Care Credit if monthly payments are necessary.

e All home care products, Rinses, Bleaching supplies, must be paid for at time of
purchase.

e Please be aware that any parent or guardian bringing a child to our office 18
legally responsible for payment of services rendered.

e Our office staff understands dental insurance, and will be glad to assist you in
obtaining the maximum benefits specified in your contract. Your dental benefit
program is a contract between you, your employer and the insurance company.
This office files vour insurance as a courtesy to you.

e Qur fees generally fall within the usual and customary fee structure determined by
your carrier. Not all dental services are a covered benefit in all contracts. |
acknowledge that I am fully responsible for all charges whether or not they arc
covered by insurance.

e A fee of $25.00 will be charged for checks returned do to insufficient [unds.

e TFor patients with insurance, an estimate will be given of the benefits that the
insurance company 1s expected 1o pay.

e We will gladly discuss your proposed dental treatment and answer any questions
vou might have as to the involvement of your dental benelit program In receiving
this care. We appreciate the opportunity to serve you.

e [ hereby authorize Dr. Parsons to furnish information 10 insurance carriers
concerning my trcatment. [ request that payment under the insurance program be
made to Dr. Parsons for services rendered to me. If it becomes necessary to effect
collections of any amount owed on this or subsequent visits, the undersigned
agrees to pay for all costs and expenses including reasonable attorney fces.

e | authorize and give consent to perform dental services agreed between doctor and
patient and/or parent/guardian to be necessary.

e A 1.5% monthly (18% annual) interest rate will be charged on balances over 90
days old.

Patient or Responsible Party’s Signature Date



MEDICAL HISTORY

PATIENT NAME Birth Date

Although 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 that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

——

Are you under a physician's care now? ( ) Yes [f,r No If yes, please explain:
Have you ever been hospitalized or had a major operation?( ) Yes ( ) No If yes, please explain:
Have you ever had a serious head or neck injury? ( ) Yes ( ) No If yes, please explain:
Are you taking any medications, pills, or drugs? ( ) Yes ( ) No If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? ( ) Yes ( ) No

Have you ever taken Fosamax, Boniva, Actonel or any - —~

™ f \
other medications containing bisphosphonates? -~ Yes (U No

Are you on a special diet? ( ) Yes ( ) No
Do you use tobacco? ( ) Yes ( ) No
Do you use controlled substances? ( ) Yes () No
Women: Are you
Pregnant/Trying to get pregnant? ( ) Yes ( ) No Taking oral contraceptives? ( ) Yes ( ) No Nursing? ( ) Yes () No
Are you allergic to any of the following?
Aspirin | Penicillin | Codeine | Local Anesthetics | Acrylic | Metal | Latex | Sulfa drugs
Other If yes, please explain:
Do you have, or have you had, any of the following?
AIDS/HIV Positive () Yes ( ) No | Cortisone Medicine () Yes () No | Hemophilia () Yes () No | Radiation Treatments () Yes () No
Alzheimer's Disease () Yes () No | Diabetes () Yes () No | Hepatitis A () Yes () No | Recent Weight Loss () Yes () No
Anaphylaxis () Yes () No | Drug Addiction () Yes () No | Hepatitis B orC () Yes ( ) No | Renal Dialysis ) Yes () No
Anemia () Yes ( ) No | Easily Winded () Yes () No | Herpes () Yes () No | Rheumatic Fever () Yes () No
Angina () Yes ( ) No | Emphysema ( ) Yes ( ) No | High Blood Pressure ( ) Yes ( ) No | Rheumatism () Yes () No
Arthritis/Gout () Yes () No | EpilepsyorSeizures () Yes () No [ High Cholesterol () Yes () No | Scarlet Fever ) Yes () No
Artificial Heart Valve () Yes () No | Excessive Bleeding () Yes () No | Hives or Rash () Yes () No | Shingles ) Yes () No
Artificial Joint () Yes () No | Excessive Thirst () Yes () No | Hypoglycemia () Yes ( ) No | Sickle Cell Disease () Yes () No
Asthma () Yes ( ) No | Fainting Spells/Dizziness( ) Yes ( ) No | Irregular Heartbeat ( ) Yes ( ) No | Sinus Trouble () Yes () No
Blood Disease () Yes ( ) No | Frequent Cough () Yes () No | Kidney Problems ( ) Yes ( ) No | Spina Bifida ") Yes () No
Blood Transfusion () Yes () No | Frequent Diarrhea () Yes () No | Leukemia ( ) Yes ( ) No | Stomach/Intestinal Disease ( ) Yes ( ) No
Breathing Problem () Yes () No | FrequentHeadaches ( ) Yes ( ) No | LiverDisease () Yes () No | Stroke (O Yes (O No
Bruise Easily () Yes () No | Genital Herpes () Yes () No | LowBlood Pressure ( ) Yes ( ) No | Swelling of Limbs (O Yes () No
Cancer () Yes ( ) No | Glaucoma () Yes () No | Lung Disease () Yes ( ) No | Thyroid Disease () Yes j No
Chemotherapy () Yes ( ) No | Hay Fever () Yes () No | Mitral Valve Prolapse ( ) Yes ( ) No | Tonsillitis L Yes ( ) No
Chest Pains () Yes () No | Heart Attack/Failure () Yes ( ) No | Osteoporosis ") Yes () No | Tuberculosis Yes 2 No
Cold Sores/Fever Blisters ( ) Yes ( ) No | Heart Murmur ") Yes () No | PaininJawJoints () Yes () No | TumorsorGrowths ot 188 L2 b
Congenital Heart Disorder( ) Yes ( ) No | Heart Pacemaker () Yes () No | Parathyroid Disease ( ) Yes ( ) No \Lil:nee:rseal o f :Z: ~ mz
Convulsions () Yes () No | Heart Trouble/Disease ( ) Yes () No | Psychiatric Care () Yes (U No Shallace Darredton ?’f Viis i: No

Have you ever had any serious illness not listed above?( ) Yes ( ) No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand 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 DATE




