PAII!:!NIT # ’
PATIENT INFORMATION CONFIDENTIAL 39 Secur ity Numper
DATE

(PLEASE PRINT)
NAME BIRTHDATE _ — HOME PHONE

FIRST M LAST STATE/ 2ipi
ADDRESS city PROV. ____ p..
E-MAIL CELL PHONE

GHECK APPROPRIATE BOX. LI mivor [J sinote [ marrien L] ovorceo [ wipowen [ SEPARATED
HECK A

PARENT/GUARDIAN’S EMPLOYER WORKPHONE
STATE/ ZIP/

BUSINESS ADDRESS City PROV. P.C.

SPOUSE OR

PARENT/GUARDIAN’S NAME EMPLOYER WORK PHONE STATE/

IF PATIENT IS A STUDENT, NAME OF SCHOOL / COLLEGE CIty PROV.____

WHOM MAY WE THANK FOR REFERRING YOU? _

PERSON TO CONTACT IN CASE OF AN EMERGENCY __ PHONE
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT ’
| ADDRESS ; HOME PHONE ,
| E-MAIL : CELL PHONE J
|
DRIVER'S LICENSE # BIRTHDATE FINANCIAL INSTITUTION —_—
EMPLOYER WORK PHONE {
IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? (] ves (] no

RELATIONSHIP
' NAME OF INSURED TO PATIENT
| BIRTHDATE SS #/SIN DATE EMPLOYED
NAME OF EMPLOYER =" WORK PHONE
STATE/ ZIP7
ADDRESS OF EMPLOYER ciy PROV. ~PC
INSURANCE COMPANY GROUP # UNION OR LOCAL # '
INS. CO. ADDRESS cy ,’ikg&’ 5’2’

HOW MUCH IS YOUR DEDUCTIBLE? ___ HOW MUCH HAVE You USED? ___ MAX. ANNUAL BENEFIT?

DO YOU HAVE ANY ADDITIONAL INSURANCE? D YES D NO IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP ?
TOPATIENY ——— |

-_— 1

BIRTHDATE __ ~~  csumin DATE EMPLOYED |

_— S

| NAME OF EMPLOYER WORK PHONE |

i

. T STATE] —zipp ——— f
-

|

|

NAME OF INSURED

ADDRESS OF EMPLOYER S— - City
PROV. P.C.

INSURANCE COMPANY
S T GROUP # ————— UNION OR LOCAL #
ZIP/

INS. CO. ADDRESS ity g;‘g\fi
—_— o e o PC

| HOW MUCH 1$ YOUR DEDUCTIBLE? HOW MUCH Have YOU USED? MAX. ANNUAL BENEFIT?

X
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR
ITEM 07-0530248/1 4500 € 1984 COLwEL 1.800637 1140




Lance Savole, DCS

Eagiesoft Medical History

Although dental persornel primarty treat the area n and around your mouth, your mouth is 2 part of your entire body. Heaith problems that you may have, or medication that you may be taking, ¢

4re you under 8 physician s care now? QOvres Ono fyes | _; S ___::7::
rave you ever Deen hospitalized orhad a major operation? Oves Omo If yes l'—_—“ B T _“_: e “z
Have vou ever had a senous head or neck imury? Crves Ohe Ifyes | o o ) ] |
Are you taking any medications, piils, or drugs? O‘fa O ne If yes I_ . . o ) o 1
Do vou Lake, or bave you taken, Phen-Fen or Redux? Oves ONo if yes L" S L ) ) ) ]
Have you ever taken Fosamax, Boniva, Actonel or any other  (Oves (ONo Ifyes | ] - i B |
meaications contaming bisphosphonates? T T -
are you On a special diet? Oves Oho
Do you use tobacca? Oves Oko
Do vou use controlied substances? Oves OnNo If ves r B o _____ﬁ______J
Viomen: Are you...
[)Pregnant/Trying tc get pregnant? [JNursing? [[]Taking orai contraceptives?
Are vou alergec to any of the followng?
[i&spinn [JPenicillin []Codeine [Oaerylic
[[J™etal [eatex [)SuifaDrugs [Jtocai Anesthetis
Other? O 1f ves [ ]
Do you have, or nave you had, any of the following?
LIDS/MTY Positne {ives (INe |CertisoneMedicne QOves ONo  |Hemophike (OYes ONo |Radistion Treatmests Oves Ono
Lizheimer s Disenss ives (ONo |Diabetss Oves ONo  |Hepatitis A Oves ONo |Recent WeightLoss Oves ONo
Anaphylaxs {(ves One  |Drug Addiction Oves ONo  |HepatitisBorC OvYes ONo  |Renal Dialyss Oves Omno
anemis Oves Ono | Easily Winded Oves ONo  |Herpes Oves Ono  |Rheumatic Fever Oves One
Angina Cives (ONo  |Emphysems Oves ONo |MighBiood Pressure (Oves ONo |Rheumatism QOves Ono
Arthritis/Gout (ves ONo  |Epilepsy or Selzures Oves One  |High Cholesterct QOves Ono  |Scariet Fever Cres Ono
Artificial Heartvalve Cives OMo  |Excessive Bleeding Oves One |Hives arRash OvYes Ono  |Shingles OvYes ONo
antificial Jome (1ves (ONo  |Extessive Thirst (Oves Ono | Hypoglycemia Oves Ono  |Sickle Cell Disense Oves OMo
Agthma (Otes (ONe |Fanung Soells/Ozmness  (Oves ONo | Iregular Heatbea QOves Ono | Snus Trouble Oves Ono
Blood Disease (_iYes (UNo |FrequentCough Oves ONe |Kidney Problems OYes ONe  |SonaBifida Oves Ono
Bicod Transfusion (C)ves (ONe  |Frequent Diarrhea Oves ONo |Levkernia Oves ONo | Stomach/Intestinal Disease (ves (ONo
Breathing Probiems (OYes (JNo |FrequentHeadaches Oves (ONo |LiverDisease Oves Ono | Sroke Oves ONo
Bruise Easily Oives (ONo | Genital Herpes Oves Ono  |LowBlood Pressure Oves ONo | Swelling of Limbs Oves One
Cancer (D1ves {No |Glaucoms Oves ONo  [Lung Disease Oves OnNo | Thyroid Disease Dives Dino
Chemotherapy Cives (ONo  |Hay Fever Oves (ONo | Mitral vatve Protapse Oves Ono | Tonsilles Oves O)No
Chest Pans Cives ONo | Hesrt Attack/Failure OvYes OMNo  |Ostaopoross OvYes ONo |Tuberculoss Oves Ono
Cold Sores/FeverBisters  (ves (ONe  |Heart Murmur Oves Ono  |Pain inJaw Joints Oves ONo  |Tumorms or Growths Oves Ono
C.. genital HeartDisordes (O ves (ONo  |Heart Pacemaker Oves Ono | Parathyroid Disease Oves Ono  |Ulcers Oves Ono
Convulsions (ves One  |Heart Trouble/Disease Oves OMNo | PsychiatricCare Oves Ono  |Venereal Disease Qves OMo
Yallow Jaundice Oves ONo
Have vou ever had any serious iliness not listed above? Oves One If yes L" e ___' : __'__‘ —t“-; ;l
Comments:
i
:emomuo s ”iﬁgimﬁﬁm?ﬁmmﬁﬁ'ﬁ' answered. 1 understand that proviging Nneomect ilecmpban can be dangerous ty my (or pabent's) health. Itis my

Sgnature of Papent. Perent or Guardian:



:/—H' /-\ %

PATIENT CONSENT FORM

| understand that, under the Health insurance Purmbmy& Accountability Act of 1996 (HIPAA), |
have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to:

« Conduct, plan and direct my treatment and follow-up among the muitiple healthcare
providers who may be involved in that treatment directly and indirectly.

» Obtain payment from third-party payers. ' , _

« Conduct normal healthcare operatians such as quality assessments and physician
certifications. ' :

| have been informed by you of your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of ry health information. | have been given the right to
review such Notice of Privacy Practices prior to signing this consent. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that | may
contact this organization at any time.at the address below to obtain a current copy of the Notice of
Privacy Practices. )
| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

| understand that limay revoke this consentin writing at any time, 'except to the extent that you have
taken action relying on this consent. _ -

Patient Name:

Signature:

Relationship to Patient:

Date:

TTEM 70684722504 1 © MAY 2002



Oral Cancer Screening Consent Form

Our practice continually seeks advances to ensure that we are providing the
optimum level of oral health care to our patients. We are concerned about oral
cancer and screen every patient.

One American dies every hour from oral cancer. Late detection of oral
cancer is the primary cause of both incidence and mortality rate of oral cancer
continue to increase. As with most cancers, age is the primary risk factor for oral
cancer. Tobacco and alcohol use are the other major predisposing risk factors, but
more than 25% of oral cancer victims have no such lifestyle risk factors. Oral cancer
by patient profile is as follows:

Increased Risk: Patients ages 18-39 ( sexually active patients 16-18 JHPV)
High Risk: Patients age 40 and older, tobacco users (any age within 10 years)

Highest Risk: Patients age 40 and older, tobacco and or alcohol use: previous
history of oral cancer

This enhanced examination is recognized by the ADA ( American Dental
Association) using code D0431. This exam may not be covered by your insurance.
Our fee for this exam is $20. This fee is due at time of service when checking out.

Yes | authorize the clinician to perform the oral cancer examination. |
accept the financial responsibility for this enhanced examination.

NO I decline the oral cancer screening at this time.

Signature Date:

Print Name




PAYMENT ARRANGEMENT FORM

Printed Name of Patient:

Payment Agreement:

| agree that | am responsible for all services rendered to the PATIENT and that PAYMENT is due
and payable to the PRACTICE at the time services are rendered. | understand that Health,
Dental, and Accident insurance policies are an arrangement between my insurance carrier and
me. | agree to pay all deductibles and co-pays at the time of service. If | have DUAL COVERAGE ,
My co-pay and/or deductible will be based on PRIMARY COVERAGE. SECONDARY COVERAGE
will no longer be filed by our office. When you receive your EOB (Estimate of Benefits) from
your primary, mail that off to your secondary insurance and they will mail you a check. | also
understand that if the practice can’t verify insurance benefits eligibility for me prior to
treatment that | will pay in full for the services at the time they are rendered. | understand the
Practice can and will

1. Charge a late fee if payment is not received on my account by the DUE DATE.

2. An amount equal to $35, but not to exceed the maximum amount permitted by law for
each NSF CHECK.

3. Afeein the amount of $25 for each appointment missed/canceled without at least a 48
hour notice.

| agree to the extent permitted by law, that if my account balance is referred to any agency or
attorney for collection purposes, to pay reasonable attorney’s fees and any expenses or costs
relating to the collection proceeding, including court cost. | understand that if treatment and or
care is suspended at ANY TIME by the patient or responsible party, ALL FEES for professional
services rendered will be immediately due and payable. | authorize payment directly to the
PRACTICE.

RESPONSIBLE PARTY:

Name: DOB: SSN#
Street Address: City: State: Zip:
Cell Phone #

I acknowledge having signed a copy of the Practice’s Notice of Privacy Practices. | agree that a
photocopy of this authorization is as valid as the original.

Signature of Responsible Party: Date:




