TIME 1:17 PM DATE 6/3/2016
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial: 2
Patient Is: [ | 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 QO Primary Insurance Policy Holder QO 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 (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [ ] I'would like to receive correspondences via e-mail.
Section 2 Section 3
S Whom may we thank:
Employment Status: () Full Time () Part Time () Retired y
for your referral?:
Student Status: () Full Time (O Part Time Are you happy with:
Medicaid ID: Pref. Dentist: your smile?:
Are you interested:
Employer ID: Pref. Pharmacy: in whitening? :
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 () Chid () 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




Time 1:15 PM

Patient Name:

although dental personnel primarily treat the area in and sround 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?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redus?

Have you ever taken Fosamay, Boniva, Actonel or

% Yes it Ho

any other medications-containing bisphosphonates?

Are you on @ special diet?

Do you use tobacco?

Women: Are you...
i Pregnant/Trying to get pregnant?

Are vou allergic to any of the following?

Other?

Do you use controlled substances?

McDonald Family Dentistry, P.C.
Eaglesoft Medical History
Birth Data:

-

Date Created:

Date 6/3/2016

¥ ves |
€% Yes 7 Ho ¥yes |
£ Yes &5 No Fyes |
Yes &3 No Fyesi
. &5 No I vas ,
% Yes % No Fyes |
Yes 7 No
“ Yes i Ho

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

AIDS/HIV Positive £% Yes {7+ No
alzheimer's Disease ¢ Yes {* No
Anaphylaxis € Yes £ No
Anemia & Mo
Angina Mo
Arthritis/Gout fr Mo
Artificial Heart Valve €31 Mo
Artificial Joint Mo
Asthma 3

Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chest Pains

Cold Sores/Fever Blistars
Congenital Heart Disorder
Convulsions

Have you ever had any serious iliness not listed

Comiments:

Cortisone Medicine
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spels/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur

Heart Pacemaker

Heart Trouble/Disease 7 Yes O

5 Yes ¢ No

% Yes &

Taking oral contraceptives?

£ acrylic

i Local Anesthetics

Hemophilia
Hepatitis A

Hepatitis B or C
Herpes

High Blood Pressure
High Cholesterol
Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease

Mitral Valve Prolapse
Osteoporosis

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

% Yes

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Celt Disease
Sinus Trouble

Spina Bifida
Stomach/Intestinal Disease
Stroke

Sweelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis

Tumors or Growths
tlcers

Venereal Disease
Yellow Jaundice

Yes
Yes i

Yes i M
Yes
Yes
fes i N
Yas &

Yes
fes

" Yes o

Yes
¥es ¢
Yes i
¥es @
Yes
Yes 45

&% Yes i

Yes o

7 Yes @5 b

“ Mo Fyes |

To the best of my knowledge, the gquestions on this form have been accurately answered. Iunderstand that oroviding incorrect information can be dangerous to my {0&'
patient’s) health. T is my responsibiity to inform the dental office of any changes in medical status.

Sigrature of Patient, Parent or Guardiam:

X

Date:




Office Policy and Payment Agreement

This is an agreement between McDonald Family Dentistry, as a creditor and the Patient/Debtor named on this
form. Please take a few moments to review our office policies and inform us if you have any questions or concerns.

RESERVATIONS AND CANCELLATIONS

We respect the importance of your time. We work hard to schedule appointments that accommodate the scheduling
needs of all of our patients. Broken and missed appointments create scheduling problems for other patients as well
as the practice. If you find that you must change your appointment, we require a minimum of 48-hours (2 business
days) notice so that we are able to accommodate another patient. Patients who do not show up for appointments or
cancel without 48-hours notice will be charged $50.00 per hour the appointment is scheduled. When reserving an
appointment time greater than one hour, we require a $25.00 deposit. When reserving an oral sedation appointment,
we require a $200.00 deposit. The aforementioned deposits will be applied toward payment of treatment. If the
appointment is cancelled or broken with less than a 48-hour (2 business days) notice, the deposit is non-refundable.
Three failed appointments may result in dismissal from the practice. If you are running more than ten minutes late
we may ask you to reschedule your appointment.

PAYMENT

Payment is due at the time services are rendered. You may pay via cash, check, credit card or Care Credit.

If you have dental insurance we will file it for you, however, you will be responsible for any co-pay and/or
deductibles. Insurance is a contract between you and your insurance company. We are not a party to this contract.
We bill your insurance company as a courtesy to you. Although we may estimate what your insurance company
may pay, it is the insurance company that makes the final decision of your eligibility and payments. If your
insurance pays less than what we have expected you will receive a statement in the mail showing any new charges
to the account. If your insurance company has not paid the total claim within 90 days from the date of treatment,
the balance will automatically be billed to you. During the 90 days, we may need your assistance in getting the
claim paid so you do not end up with the balance. If insurance payment is greater than expected, your account may
have a credit. For accounts with credits greater than $10.00, you should receive reimbursement check from us
within 10 business days.

In the event that your account becomes delinquent, you agree to reimburse us the fees of any collection agency,
which may be based on a percentage at a maximum of 30% of the debt, and all costs, and expenses, including
reasonable attorney’s fees, we incur in such collection efforts.

SAFETY AND INFECTION CONTROL
The doctors and staff strive to meet and exceed government regulations concerning infection control and the safety
of our patients.

I have read and understand the office and financial policies. I authorize and request my insurance company to pay
the dental office directly. Iunderstand that my dental insurance carrier may pay less than the amount due for
services. I hereby agree to pay in full any amounts that are not paid by my insurance carrier within 90 days after
services are rendered on my behalf or my dependents.

Signature Date

I acknowledge that I have received and/or reviewed a copy of McDonald Family Dentistry’s Notice of Privacy
Practices.

Signature Date




