TIME 01:14 PM

ID: Chart ID:
First Name:
Patient Is: DPolicy Holder DResponsib(e Party

Responsible Party ( if someone other than the patient )

DATE 1/30/2018
PATIENT REGISTRATION

Last Name: Middle Initial:

Preferred Name:

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

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:
E] Responsible Party is also a Policy Holder for Patient |:| Primary Insurance Policy Holder [:| 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 [Csingle [IDivoreed [Iseparated [Iwidowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [t would like to receive correspondences via e-mail.
Section 2 Section 3
Employmemi:] Full Time []Part Time [CJRetired emergency contact
Status: emergency contact #
Student Status:[_] Full Time []Part Time relationship to you

last dental visit
who referred you

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: E] Self [CIspouse ]:| Child D Other
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

|:| Other

Relationship to Insured:[_] Self [CIspouse [CIchild
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:




Time 10:26 AM Signature Smiles At Edison Date 2/23/2018
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

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, ¢

Are you under a physician's care now? Oes ONo Ifyes i__“ ==

Have you ever been hospitalized orhad a major operation? Cives (Do

Have you ever had a serious head or neck injury? (Tives (OiNo If yes |[_' ...

Areyou taking any medications, pills, ordrugs? (Cives (ONo If yes | En s it

Do you take, or have you taken, Phen-Fen or Redux? (Oves (Do Ifyes | N ) R —
Have you ever taken Fosamax, Boniva, Actanel or any other OYes ONo If yes [ BT VIf
medications containing bisphasphonstes?

Are you on a special diet? (Dves (Mo

Do you use tobacco? (Oives (ONo

Doyou use controlled substances? (Oives (OMNo If yes |

Women: Are you...
[[JPregnant{Trying to get pregnant? [Nursing? [JTaking oral contraceptives?

Are you allergic to any of the following?

[JAseirin [JPenicillin [Jcodeine [JAcrylic
[JMetal [JLatex D‘."ulfa Drugs [JLocal Anesthetics
- 0 — _,__,m ,,,,,

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

AIDS/HIV Positive (Oi¥es (O)No | Cortisone Medidne (Oves (OMNo  |Hemophilia (Oives (ONo  |Radiation Treatments Oves (ONo
Alzheimer's Disease (OYes (ONo  |Diabetss (Oves (ONo  |Hepatitis A {OYes (ONo |RecentweightLoss Oves Cino
Anaphylaxs (Oves ONe  |DrugAddiction (Oves (JNo |HepatitisBorC ()Yes (ONo  |Renal Dialysis Oves ONo
Anemia (Oves (ONo | Easily Winded {Yes {ONo |Herpes ()Yes (()No |RheumaticFever (Oves OiNo
Angina (Oves (ONo  |Emphysema (CiYes (ONo  |HighBlood Pressure (OYes (O)No  |Rheumatism (Oves (ONo
Arthritis/Gout (OvYes (ONo  |Epilepsy or Selzures (O¥es (O)No  |High Chalesterol (OYes (O)No  |Scarlet Fever (OYes CiNo
Artificial Heartvalve (OYes (ONo  |Excessive Bleeding (OYes (D)Mo |Hives orRash (Oves (ONo | Shingles Oves OiNo
Artificial Joint (OYes (ONo  |Excessive Thirst (OYes (ONo  |Hypoglycemia (Oves (ONo  |Sickle Cell Disease Oves OiNe
Asthma OYes (ONo  |Fainting Spells/Dizziness (O Yes (ONo | IregularHeartbeat (OYes (ONo  |Sinus Trouble Oves OiNo
Blood Disease (Oves (ONo | FrequentCough (OYes (ONo  |Kidney Prablems (Oves (OMo | SpinabBifida Oyes ONo
Blood Transfusion (OYes (Mo |FrequentDiarrhea {OYes (ONo  |Leukemia (O¥es (OMo | Stomach/Intestinal Disease  (D¥es ()N
Breathing Problems (OYes (ONo | FrequentHeadaches (Oves (ONo  |LiverDisease (Oves (ONo | Stroke OYes (OiNo
Bruise Easily (Oves (ONo | Genital Herpas (OYes (ONo  |LowBlood Pressure {Oves (ONo  |Swelling of Limbs COves ONo
Cancer Oves ONo | Glaucoma (Yes {ONo  |Lung Disease {OYes ()No |ThyroidDisease Cives OiNo
Chemotherapy (Oves (ONo  |Hay Fever (Oves (O'No | Mitral Valve Prolapse (Oves (ONo  |Tonsillitis Cives ONo
Chest Pains (OYes (O'No  |Heart Attack/Failure (OYes (()No |Osteoporosis (OYes (UNe  |Tuberculosis Oves OiNe
Cold SoresfFeverBlisters  (iYes (ONo  |Heart Murmur (OYes (ONo  |Pain inJaw Joints (Oves (ONo | Tumors or Groviths Oves OiNo
Congenital Heart Disorder (OYes ()No  |Heart Pacemaker (OYes (No  |Parathyroid Disease OvYes (ONe  |Ulcers Oves e
Convulsions (OYes (ONo  |Heart Trouble/Disease (Oves (Mo |Psychiatric Care Yes ()No [Vvenereal Disease Oves CiNo
Yellow Jaundice Oves CiNo
Haveyou ever had any serious iliness not listed above? Des DNo Ifyes | T TPEL == T T

Comments:

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

Signature of Patient, Parent or Guardian:

X Date:



AUTHORIZATION TO DISCLOSE HEALTH AND OTHER INFORMATION

Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), you have certain rights regarding the use and
disclosure of your protected health information. These rights are more fully described in Signature Smile’s Notice of Privacy Practices,
updated effective January 01, 2020. We are permitted to review our Notice of Privacy Practices at any time. We will provide you with a
copy of the revised Notice of Privacy Practices upon your request.

Authorization of PHI Disclosure

| authorize Signature Smiles to disclose my health and other information about me and the treatment | am receiving from
Signature Smiles, including protected health information (“PHI"), to the following recipients:

* Name of Person #1: Relationship to You:
Purpose for Disclosure;

This disclosure is at the request of the individual, unless another purpose is indicated here:

* Name of Person #2: Relationship to You:
Purpose for Disclosure:

This disclosure is at the request of the individual, unless another purpose is indicated here:

| understand that Signature Smiles will not condition treatment, payment, enroliment or eligibility for benefits on whether | sign
this authorization form.

Revocation of Authorization

| understand that | may revoke this authorization at any time by sending a written request for revocation to Midwest Dental’s
Privacy Officer or by completing a new Authorization to Disclose Health and Other Information form. | understand that | may
not revoke this authorization with respect to disclosures that my dental healthcare provider may have already made in reliance
on this authorization. If | revoke this authorization, my dental healthcare provider will no longer use or disclose my medical
information for the reasons covered by this authorization, except to the extent it has already relied upon this authorization. |
understand that when my dental healthcare provider discloses information pursuant to this authorization, the information may
no longer be protected by federal or state privacy rules and may be subject to re-disclosure by the recipient of the information.

| understand that this authorization will expire 5 years from the date of signature below, unless | revoke it in writing or indicate
another expiration date here;

| understand and agree to the terms of this authorization.

Patient Name:
Patient Representative:

If signed by Patient Representative, state authority to act on behalf of patient:
Signature:
Date:

To be completed by office personnel if form is not signed:

l,  attempted to obtain the patient's acknowledgement of receipt of Notice of Privacy Practicas, but was unable to do so.

Reason:

Employee Signature: Date:




AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

1. Detailed description of the information to be released:
2. Towhom may the information be released [name(s) or class(es) of recipients]:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it

is permissible to
state "at the request of the individual" as the purpose, if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you
i n

if you choose not to sign this authorization,

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us a
written or electronic note telling us that your authorization
person listed at the top of this form,

When your health information is disclosed as provided in this authorization, the recipient often has no legal
duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as he/she
wishes. Sometimes, state or federal law changes this possibility.

[For marketing authorizations, include, as applicable: We will receive direct or indirect remuneration from
a third party for disclosing your identifiable health information in accordance with this authorization.]

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. I AUTHORIZE THE
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

is revoked. Send this note to the office contact

Print Name

Signature Date



your account.
Not all the services we provide are covered benefits, Benefits differ by dental plan. Fees for non-
Covered services, along with deductibles and copayments are DUE AT TIME OF SERVICE.

Patients without Insurance Coverage:
services rendered.

We provide written estimate of fees, and payment is expected at each visit for

Payment Policy: We accept cash, personal checks, Care Credit, Lending Club, and other third party financing.

I have read, understand and agree to this Financial Policy.

Patient Signature Print Name Date

Responsible Party Signature Print Name Date



