Pine Mountain Family Dentistry

Patient Registration & Financial Policy

Legal Name: Preferred Name:

Mailing Address:

City, State, Zip:
Sex: Male Female Marital Status: Married Single Divorced Widowed
Birth Date: / / Soc. Sec. #:

Drivers Lic. #:

Cell Phone: would like to receive text reminders: Yes or No

Home Phone:

Email: would like to receive Email confirmation: Yes or No

Responsible Party: (if someone other than the patient)

First Name: Last Name:

Address:

City, State, Zip:

Cell Phone: Home Phone:

Birth Date: / / Soc. Sec.:

Drivers Lic. #:

Primary Insurance information:

Name of Insured: Employer:

Insured Birth Date: / / Relationship to patient:

Insured Soc. Sec.# :

Insurance Company and address:

Member ID #: Group #:
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Page 2

Secondary Insurance Information:

Name of Insured: Employer:

Insured Birth Date: / / Relationship to patient:

Insured Soc. Sec.{ :

Insurance Company and address:

Member ID #: Group #:

As a courtesy to our patients, we do accept and file to MOST insurance companies. We are NOT a
contracted provider with any insurances, so therefore, any remaining balances that insurance does
not cover is your responsibility. We do our best to estimate as close as possible what insurance will

caver, but that is only an estimate.

All patient out of pocket payments are due in full at time of service. If you are unable to comply with

our policy, please see front desk prior to your appointment.

We do not finance treatment. We do offer Care Credit through our office. You can get an application

from the front desk or we can apply for you on site.

Name: Date:
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Medical Information Release and Authorization Form

Name: Date of Birth: / /

Authorization for Release of Information

[ 11 authorize the release of information including the entire contents of dental record,
including diagnosis, treatment details and financial information.

This information may be released to:

1-

2-

[ 1Information is not to be released to anyone.

lunderstand that | have the right to revoke this Authorization, in writing, at any time by
notifying this office. Such revocation will not affect actions taken by the requesting person
prior to the date he or she received the written revocation. | also understand information
disclosed pursuant to this authorization may be subject to redisclosure by the recipient and
will no longer be protected by this rule. I understand that my health care provider cannot
condition treatment on whether I sign this Authorization.

This Authorization will remain in effect until terminated by me in writing or until the
following date (within one year of today’s date): .

Messages

Please call [ ] my home [ ] my work [ ] my cell Number:

If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

[ 1 Do not leave any message

Signed: Date: / /
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Time 9:30 AM

Although dental personned primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heaith problems that you may have, or medication that you may be taking, ¢

Patient Name:

Are you under a physidan's care now?

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, or drugs?
Do you tzke, or have you tzken, Phen-Fen or Reduwx?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a spedal diet?

Do you use tobacco?

Do you use controlled substances?

Women: Are you...

- Pregnant/Trying to get pregnant?

Are you afergic to any of the following?

[T Aspirin
[~ Meta!

Other?

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

AIDS/HIV Positive
Alzheimer's Disease
Anaphylais

Anemia

Angina

Arthritis/Gowt

Artificial HeartVaive
Artifical Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily

Cancer

Chemotherapy
ChestPains

Cold Sores/Fever Blisters
Congenital Heart Disorg!

Convulsions

Yellow Jaundice

Haveyou ever had any serious illness not listed above?

Comments:

OvYes ONo
O Yes ONo
O o
O No
O No
ONo
ONo
ONo
O No
QNo
O No
ONo
Qo
ONo
{_)No
ONo
O No
ONo
ONo

O No

O Yes
QO Yes
O Yes
O Yes
O Yes
QO Yes
O Yes
O Yes
O Yes
O Yes
O Yes
) Yes
QO Yes
QO Yes
O Yes
) Yes
Q) Yes
O Yes

Pine Mountain Famiy Dentistry

Eaglesoft Medical History(Copy)

O Yes I No

O Yes ONo

O Yes ONo

(O Yes O No

O Yes (ONo

() Yes (O No

Qves ONo

) Yes )No

O Yes ONo

(T Nursing?

[ Penigillin
[ Latex

0
Cortisone Medidne ) Yes
Diabetes O Yes
Drug Addiction () Yes
Easily Winded O Yes
Emphysema (O Yes
Epilepsy or Seizures O Yes
Excessive Bleeding ) Yes
Excessive Thirst ) Yes
Fainting Spelis/Diziness ") Yes
Frequent Cough O Yes
Frequent Diarrhea O Yes
Frequent Headaches O Yes
Genital Herpes O Yes
Glaucoma O Yes
Hay Fever ) Yes
Heart Attack/Failure ) Yes
Heart Murmur L) Yes
Heart Pacemaker O Yes
Heart Trouble/Disease O Yes

O Yes O No

Burth Date:

If yes

Ifyes

If yes
Ifyes
If yes

If yes

If yes

If yes

O No
O No
O No
QNo
QO No
QO No
Qo
ONo
() No
O No
O Mo
Ono
Q) No
O No
QO No
O No
O No
(O No
ONo

If yes

Date Created:

Date 5/4/2021

[~ Taking oral contraceptives?

[~ Codeine [T Aaylic

[ SulfaDrugs [ Local Anesthetics

Hemophiba () Yes (ONo |Radistion Treatments O Yes (ONo
Hepatitis A (O Yes ONo  |RecentWeightLoss O Yes O No
Hepatitis Bor C O Yes (O)No  |RenalDialysis (O Yes ()No
Herpes {)Yes ()No |Rheumatic Fever O ves O No
HighBlood Pressure (O Yes (O No |Rheumatism O Yes (No
High Cholesterol (O Yes (O)No |Scarlet Fever O Yes (O No
Hives orRash QO Yes ONo |Shingles (O ves ONo
Hypoglycemia O Yes ONo |SickleCell Disease CiYes O No
Irregular Heartbezt (") Yes ({)No |SinusTrouble C)Yes (O No
Kidney Problams 1Yes (O No  |SpinaBifida O Yes (O No
Leukemia O Yes (ONo |Stomadi/IntestinaiDisease () Yes () No
Liver Disease (O Yes ONo  |Stroke O Yes (O No
Low Blood Pressure O Yes O No  |Swelling ofLimbs OrYes (ONo
Lung Disease (O Yes ()No  |[Thyroid Disease (O Yes () No
Mitral Valve Prolapse ()Yes (O No |Tonsilltis 1Yes (HNo
Osteoporosis O Yes ONo |Tuberauloss i Yes (OINo
Pain inJaw Joints () Yes O No  |Tumors or Growths O Yes () No
Parathyroid Disease O Yes (ONo |Ulcers Q1 Yes (ONo
Psychiatric Care () Yes (ONo |VencrezlDisease O Yes (ONo

To the best of my knowledge, the questions on this form have been acaurately answered. [ 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.

Signature of Patient, Parent or Guardian:

X



