TIME 02:18 PM

1D:

First Name:

Patient [s: BPoiicy Holder DResponsible Party

First Name:
Address:

City, State, Zip:

Home Phone:

Birth Date:

DResponsible Party is also a Policy Holder for Patient

Chart [D:

Responsible Party ( if someone other than the patient )

Address 2:

Work Phone:

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 10/30/19

Middle Initial:

Last Name:

Soc Sec:

Ext: Cellular:

Drivers Lic:

[ |Primary Insurance Policy Holder

E} Secondary Insurance Policy Holder

Middle Initial:

Patient Information
Address:
o s e AR
sec[Mde  [JFemale
Birth Date:

E-mail:

Work Phone:

Age:

State / Zip:

Marital Status:|_| Married [Tlsingle

Soc Sec:

[J1would

Address 2:

like to receive correspondences via e-mail.

Ext: Cellular:

Drivers Lic:

Section 2

Employment{™fyi] Time
Status:

Student Status:[_| Full Time

{Part Time

DPart Time
Medicaid 1D:
Emplover [D:

Carrier ID:

Pref. Pharmacy:

[TIRetired

Pref. Dentist:

Pref. Hyg:

Section 3

Emergency Contact
Emergency #

Pager:

[ Divorced [Iseparated [_|Widowed

-

——— Primary Insurance Information
Name of Insured:

Insured Soc. Sec:

Relationship to Insured: [j Self

Insured Birth Date:

{j Spouse {:l Child [ }Other

Employer:
Address:

Address 2:
City, State, Zip:

Rem. Benefits:

Address:

Rem. Deduct:

City, State, Zip:

e IRy Ins Compa ny ISR ——
Addrcss:m____..,w T ——— — s e s
Ao T e ; P 2 e SRS
- Z§p:, s——— . . o S S 4 .
Rem. Benefits: S V Rem. ﬁéduct:
Secondary Insurance Information

Name of Insured: Relationship to Insured:[_| Self [TIspouse [_JChild  [_]Other
Insured Soc. Sec: - - Insured éiﬂh-.Date: -

Address 2:

Ins. Company:




Time 2:15 PM Tri-State Dental Care Date 1043019
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

flthough dental personnel primarily treat the areain 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? Fves @ No If yes | o - Eht 5 o !
Have you ever been hospitalized or had a major operation? @ ves @3 No If yes {
Have you ever had a serious head or neck injury? & ves @ No IF yes s B ; i S5 G 7 s i
Are you taking any medications, pills, or drugs? & ves ¢ No If yes t 3‘
Da vou take, or have you taken, Phen-Fen or Redux? B ves 3 No If yes i e T E
Have you ever taksn Fosamax, Boniva, Actonel or any other @i ves % No If yes { : A e i |
medications containing bisphosphonates? - | B =

Are you on a special diet? @ Yes % No

Do you use tobacco? @ ves @ No

Do you use controlled substances? @ Yes 7 No 1f ves !

Women: Are you...

FiPregnant/Trying to get pregnant? S e T pTeking oral contraceptives?

are you allergic to any of the Followin:

% s B e {'jCodema T ! ; E?’Atry‘hc

3‘“ Metal [rjLatex f"ijSulFa Drugs {FiLocal Anesthetics

Other? i If ves E 5
. Hsiad 5

Do you have, or have you had, any of the ful!uw_ing?

AIDS{HIY Postive € ves GiNo |CortsoneMedcine @3 Yes @No iemosiin T @ives @No  |Radistion Treatmerts & Yes. € No
 Alzheimer's Disease ves FiNo  |Disbetes ives €hNo  |Hepatitis A @i ves ENo  |Recent Weight Loss “ives “3No
innaphylaxls @ ves 3No  |Drug Addiction #yes @3MNo |HepatitisBorC @yes 3 No  |Renal Dialysis Frves No
Anemia #ves @3nNo  |Easily Winded @ ves No  |Herpes @ ves &3 No |Rheumatic Fever i Yes 3 Mo
{Angina @5 ves @3 No Emphysema @ ves No High Blood Pressure #Yes {0 No Rheumatism & yes ©3No
éﬁ!rthritls,!GDut #ives {No  |Eplepsy or Seizures & ves @ No  |High Cholesterol Fiyes @ No  |Scarlet Fever fves € No
Artificial Heart Yalve 1 ves €3 No Excessive Bleeding i ves 3 No Hives or Rash & ves 3 No Shingles Fives @3 No
: Artificial Joint @ves @3No |Excessive Thirst @ vVes N0 |Hypoglycemia Fves Mo |Sicke Cell Disease ©hves ©3No
;Asthma ves 3 No Fainting Spells/Dizziness @ No  |Irregular Heartbeat @ ves 3 No  |Sinus Trouble # Yes €7 No
E Blood Disease #vYes ENo |Frequent Cough % ves @ No Kidney Problems @ ves €3 Mo Spina Bifida @ives 3 MNo
:Blood Transfusion #ves @3No |Frequent Diarrhea #ves @iNo  [Leukemia €% ves €3 No StomachfIntestinal Disease €3 Yes ) No
;Breathing Problems #vYes €5 MNo Frequent Headaches # ves 73 No Liver Disease #ves E3No Stroke By ves i No
Bruise Easily vYes @ No Genital Herpes % vYes 1 No Low Blood Pressure @5 ves £ No Swelling of Limbs #yes 9 No
: Cancer Fives €3N0 |Glaucoma @ ves 9 No  |Lung Disease 5 ves @ No | Thyroid Disease 5 ves €3 No

hemotherapy #ves @No |Hay Fever @ ves &9 No Mitral Yalve Prolapse @rves i No Tonsillitis &) ves € Mo
Chest Pains i ves @ No  |Heart Attack/Faiure ¥ ¥es @ No |Osteoporosis #ves O No | Tuberculosis Fives $iMNo
ECuLd Sores/Fever Blisters ) ves @ No Heart Murmur & ves i No Pain in Jaw Joints & yes #% No Tumors or Growths i Yes £3No
Congenital Heart Disorder €% ves iNo | Heart Pacemaker @yves ©inNo  |Parathyroid Disease ives ©iNo  |Ulcers @ ves €9 Mo
-‘ Convulsions @) ves Mo |Heart TroublefDisease @3 ves €9No |Psychiatric Care hves @)Mo  |Wenereal Disease Fives §Ho
Yellow Jaundice @ ves €3 No

Have you ever had any serious illness not listed above? @ vee &3 Mo T yes § ; : S e CEE Ee o l

Comments:

- To the best of my knowledge, the questions on this Form have been accurately answered. Iunderstand that providing incorrect information can be dangerous ta my (or patient's) health, Itis my
: responsibility to inform the dental office of any changes in medical status.

- signakure of Patient, Parent or Guardian; o




Qur Notice of Privacy Practlices provides information about how we may use and disclose proiecied
health information about you. The Notice contains a Pafient Righis section describing your rights under
he law. You have the right to review our Notice before signing this Consent. The ierms of our Notice may
changs. If we change our Noiice, you may obiain a revised copy by contacting our office.

You have the right to request that we restrict how protecied health information about you is used OF
c:isgzl_os‘ed for freatment, payment, or healih care operations. We are not required to agree 1o this
resiriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you For
treatment, payment, and health care operations. You have the right io revoke this Consent, in wriling,
signed by you. However, such a revocation shall not aifect any disclosures we have already made In
reliance on your prior Consent. The Practice provides this form to comply with the Health Insurance
Poriability and Accouniability Act of 1996 (HIPAA).

The patient undersiands that:

s Protecied health information may be disclosed or used for reatment, payment, or healih care
operations.

o The Praciics has a Notice of Privacy Practices and that ihe patieni has the opportunity to review
this Mofice.

o The Praciice reserves ihe right to change the Notice of Privacy Praciices.

= The patient has the right to restrict the uses of their information but the Praciice doas noi have ©
agree to ihe restrictions.

o The patient may revoke this Consent in writing at any #ime and ali future disclosures will then
cease.

s The Praciice may condition receipt of freatment upon the execution of this Consent

The Consent was signed by:
Printed Name of Patient or Representaiive

Signature Date
Relationship o Pailent
(if other than patient):

Witness: |

Printed Name . Practice Representative

Signature Daie



