TIME 08:03 AM

ID: Chart ID:
First Name:

Patient Is:|_|Policy Holder || Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 2/18/2015

Middle Initial:

____ Responsible Party ( if someone other than the patient )
First Name:

Address:
City, State, Zip:

Home Work Phone:
Phone:

Birth Date: Soc Sec:

[ IResponsible Party is also a Policy Holder for Patient

Last Name:
Address 2:

[ ] Primary Insurance Policy Holder

Ext:

Drivers Lic:

Middle Initial:

Pager:
Cellular:

|| Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home Work Phone:
Phone:

Sex:[ |Male [ ]Female
Birth Date: Age:

E-mail:

Address 2:

State / Zip:

Marital Status:|_|Married

Soc Sec:

[ 11 would like to receive correspondences via e-mail.

Ext:

Pager:
Cellular:

[ IDivorced [ |Separated [ |Widowed

Drivers Lic:

Section 2

Status:
Student Status:|_| Full Time []Part Time

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

Employment [ gyl Time ["|Part Time [ IRetired

called about account

Primary Insurance Information

Name of Insured:

Relationship to Insured: || Self

Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

[ ISpouse [ _|Child [ lOther

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

Rem. Benefits:

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:
Rem. Deduct:

Relationship to Insured: []self

[Ispouse [ |Child [ |Other




Time 8:02 AM Dabel Family Dentistry Date 2/18/2015
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primariy 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 wil receive. Thank you for answering the following questions.

Are you under a physician’s care now? @ Yes @ No If ves | 7 |
Have you ever been hospitalized or had a major @ Yes @ No If ves | ]
operation?

Have you ever had a serious head or neck injury? ©Yes@®No  fves| |
Are you taking any medications, pills, or drugs? ) Yes () No If ves | J
Do you take, or have you taken, Phen-Fen or Redux? ) Yes " No Fves| |
Have you ever taken Fosamax, Boniva, Actonel or @ Yes © No If yes | ]
any other medications containing bisphosphonates? e A o d i
Are you on a special diet? Yes ( No

Do you use tobacco? ) Yes () No

Women: Are you...
["] pregnant/Trying to get pregnant? I Nursing? ["I Taking oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [7] Penicillin [7] codeine 7 Acrylic
Metal Latex ["] sulfa Drugs Local Anesthetics
Other? & IFyes | ]
Do you use controlled substances? @ Yes ©) No Fves| |
Do you have, or have you had, any of the following?
AIDS/HIV Positive ©) Yes @3 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 ) Mo | Drug Addiction « Yes ()Mo |Hepatitis B or C ) Yes ©)No | Renal Dialysis © Yes © No
Anemia © Yes (' No | Easily Winded 7 Yes (' No | Herpes ) Yes (No |Rheumatic Fever @ Yes & No
Angina © Yes @) Mo | Emphysema " Yes © Mo |High Blood Pressure ' Yes ) No | Rheumatism ) Yes ©) No
Arthritis/Gout @ Yes ¢ No | Epilepsy or Seizures Yes (0 No |High Cholesterol ) Yes ) No | Scarlet Fever i Yes @ No
Artificial Heart Valve ) Yes 7/ No | Excessive Bleeding " Yes () No | Hives or Rash  Yes () No | Shingles € Yes ©) No
Artificial Joint ) Yes ) No | Excessive Thirst 1 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 Problems & Yes ) No | Frequent Headaches () Yes (Mo |Liver Disease @) Yes 0 No | Stroke @ Yes © No
Bruise Easily @ Yes () No | Genital Herpes ) Yes ©)No |Low Blood Pressure  © Yes @0 No | Swelling of Limbs © Yes © No
Cancer @ Yes (O Mo | Glaucoma @) Yes €1 No |Lung Disease @) Yes @ No | Thyroid Disease ) Yes O No
Chemotherapy @ Yes @ No | Hay Fever © Yes © No | Mitral Valve Prolapse & Yes © No | Tonsillitis ©) Yes ©) No
Chest Pains @ Yes ) No |Heart Attack/Failure ~ © Yes ©)No | Osteoporosis @ Yes () No | Tuberculosis @ Yes © No
Cold Sores/Fever Blisters © Yes © No | Heart Murmur @ Yes @ No | Pain in Jaw Joints 0 Yes ) No | Tumors or Growths @) Yes ) No
Congenital Heart Disorder ) Yes ©) No | Heart Pacemaker @) Yes ©'No |Pparathyroid Disease ) Yes @) No | Ulcers © Yes © No
Convulsions ) Yes () No | Heart Trouble/Disease ' Yes @) No | Psychiatric Care 0 Yes ) No | venereal Disease © Yes € No
Yellow Jaundice @) Yes (0 No
Have you ever had any serious illness not listed @ Yes @) No ¥ves| =
Comments:

= R S |

. &

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand 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:

X Date:




TYLER DABEL,D.D.S.
Financial Policy
We would like to thank you for choosing our office for all of your dental needs. Patients usually have questions regarding office policy and
such and we would like to take the opportunity to explain them to you so there will be no misunderstanding later. This is for new and
established patients. We want to make your visit a pleasant one. Please read and sign a copy of this before we provide any treatment.

INSURED PATIENTS:

We welcome all patients and most insurance plans. Please be aware that not all insurance plans will pay to us. Please be aware that all insurance deductibles an
non-covered charges need to be paid in full at time of service. This will require that you present your current insurance card at each visit. If you present an
expired card, or inaccurate information we will be unable to bill your insurance company and you will be responsible for the total amount of billed services. It is
your responsibility to know your insurance plan. If you are in doubt as to whether a procedure is covered, please call your plan’s member services department
prior to the service. Our office cannot be responsible for out-of-pocket expenses incurred as a result of utilizing the wrong provider or having under gone non-
covered procedures. Even a verbal verification of benefits by your insurance company is never a guarantee of payment. Your care is our responsibility; your bill ig
your responsibility. Balances in excess of 30 days must be paid prior to any additional services being rendered, unless you are on a CareCredit payment plan.
Initials

UNINSURED PATIENTS:

We welcome our uninsured patients. Please know that payment in full is due at time of service for all office visits and/or procedures. We accept
Visa, Mastercard, Discover, cash, debit cards, checks and CareCredit.

Initials

DIVORCES:

The adult who brings the minor patient for services to be rendered is responsible for payment. All deductibles and non-covered charges will alsc
be their responsibility. Please remember that divorce is a civil action between husband and wife and your bill is still payable and due. Divorce
does not cancel financial responsibility for your minor children you bring in for treatment.

Initials

NO SHOW APPOINTMENTS:

We realize that sometimes things come up and you are unable to keep an appointment. It is requested that you call at least 24 hours in advance
to cancel your appointment. If 24 hour in advance is not possible, please call as soon as possible. We do reserve the right to charge you $25.00
for each broken appointment. We do attempt to call to remind you of the appointment, but ultimately it is the patient’s responsibility.

Initials

RETURN CHECKS NSF:

There will be a $30.00 service fee on all returned checks. Returned checks must be taken care of promptly or this will be turned over to a
collection agency or possibly small claims court. Additional charges will apply.

Initials

DELIQUENT ACCOUNTS:

In the event that an account remains unpaid we have made several attempts to collect your balance;then the delinquent account will be
reported to Retail Merchants or possibly filed with small claims court. Additional charges will apply. This will result in a blemish on your credit
report if unpaid. They do report to Equifax, Experian and Trans Union.

Initials

HIPPA:

Please read the Notice of Privacy Practices included in the new patient paper work.
Initials

Thank you for understanding our financial policy. Please let us know if you have any questions or concerns. Your understanding of our financial
policy is important to our professional relationship.

I have read and understand the TYLER DABEL Financial Policy. | understand that ultimately | am responsible for payment in full of any outstandins
balances incurred during the course of treatment.

Patient Name: Date

Signature




e

-

[

*



