TIME 11:53 AM DATE 10/18/2018
PATIENT REGISTRATION
ID: Chart ID:

First Name: Last Name: Middle Initial:

Patient Is:{ | Policy Holder [ |Responsible Party Preferred Name:

Responsible Party ( if someone other than the patient )
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:

| |Responsible Party is also a Policy Holder for Patient {m] Primary Insurance Policy Holder

-

|_ISecondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip:
Home Phone: Work Phone: Ext:

Sex:| |Male [ |Female Marital Status:| |Married | |Single N

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.
Section 2
Empl(gftf;i:f [ ]Full Time ["IPart Time [ IRetired Who referred you?

Student Status:|_|Full Time ["IPart Time

Medicaid ID: Pref. Dentist:

Emergency Contact
Emergency Phone

Previous Dentist

Pager:

Cellular:

__|Divorced | |Separated | |Widowed

Section 3

Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:| | Self [Ispouse [ ]Child [Tlother
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:
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_|Self [ |Spouse | |Child [ |Other
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:




Time 11:53 AM Scott A, Babin D.D.S.
Eaglesoft Medical History

Patient Name: Birth Date:

Date 10/18/2018

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, 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? s Yes 79 No Ifyes |
Have you ever been hospitalized orhad amajor operation? @ No If yes |
Have you ever had a serious head or neck injury? @3 No 1f ves
Areyou taking any medications, pills, ordrugs? 3 Yes ) No If yes |
Do you take, or have you taken, Phen-Fen or Redux? % No If yes |
Have you ever taken Fosamax, Boniva, Actonel or any other 3 Ma If yes |
medications containing bisphosphaonates? . 1
Are you on a special diet? 5 Yes &% No

Do you use tabacca? @ ves % No

Do youuse controlled substances? % Na If yes ‘

VWomen: Are you...
Pregnant/Trying to get pregnant?

Taking oral contraceptives?

Are you allergic to any of the following?

Aspirin Codeine Acrylic

Sulfa Drugs Local &nesthetics

Other?

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

AIDS/HIV Positive @ Yes @iMo Cortisone Medidne Hemophilia Radiation Treatments
Alzheimer's Disease Diabetes Hepatitis & Recent\WeightLoss
Anaphylaxis yYes i No Drug Addiction HepatitisBarC Renal Dialysis
Anemia Yes Mo Easily Winded Herpes Rheumatic Fever
Angina Yes Mo Emphysema High Blood Pressure Rheumatism
Arthritis/Gout “i¥es ¢ 1Mo Epilepsy orSeizures High Cholestemi Scarlet Fever
Artificial HeartValve #"iNo |Excessive Bleading Hives or Rash Shingles

Artificial Joint &% No Excessive Thirst Hypoglycemia Sickle Cell Disease
Asthma &% No Fainting Spells/Dizaness Irregular Heartbeat Sinus Trouble

Blood Disease 7 No Frequent Cough Kidney Problems Spina Bifida

Blood Transfusion #5 ves €% No Frequent Diarrhea Leukemia

Stomach/Intestinal Disease

Breathing Problems

% No Frequent Headaches “ves €7 No Liver Disease Stroke

Bruise Easily Genital Herpes LowBlood Pressure Swelling of Limbs

Cancer Glaucoma Lung Disease Thyroid Disease

Chemotherapy 7 ves Hay Fever & Yes & Mitral Valve Prolapse Tonsillitis

Chest Pains i Yes Heart Attack/Failure & ¥es 75 No Osteoporosis Tuberculosis

Cold SoresjFeverBlisters Heart Murmur Pain in Jaw Joints Tumors or Growths & Yes 7 No
Congenital Heart Disorder Heart Pacemaker Parathyroid Disease “ives 3 No Ulcers iYes ¢ No

Convulsions Venereal Disease

Heart Trouble/Disease @ves ¢ No  |Psychiatric Care & Yes

™ No

Yellow Jaundice

% No

Hawve you ever had any serious iliness notlisted above? Yes 3 Ma If yes

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:



CONSENT FOR CARE AND TREATMENT

|, the undersigned, ravmbgaiaumﬂtymdoso,herebyagreeandgwecomemfmScouABabm DDS to fumish
mmaﬂmmswmdemdmymdagmngmteamgmydmmmn

HIPAA
|, the undersigned, havebeennﬁeawaeofmynghtsasapaﬂemundaﬂn‘ﬂedmlmmm%rtabmand
Acoomtaba“ﬁlyAct‘asposﬁedmmeofﬁce I further understand that | may request a printed copy of these rights at
any time.

' MISSED APPOINTMENTS
We require 24-hour notice for canceling any appointiments. Missed appointment not only affects the quality of care
that we provide but also make it difficult to schedule prompt and convenient appointment times for both existing and
new pafients. We find ourselves in the unenviable position of having to manage this without inflaming the delicate
relationship that we have with patients. If you do not give us 24-hour advance niotice that you will be unable to
make an appointment you may be responsible to pay a $100.00 missed appointmentfee. -

OFFICE FINANCIAL POLICY
Owgodsstomamtamagooddenw-pahentremonsfnp Letting you know in advance of our office policy allows for
a good flow of communication and enables us to achieve our goal. Please read this carefully and if you have and
questions, please do not hesitate to ask a member of our staff.

- 1. On our arival, please check in at front desk and inform us of any changes to insurance or address
information. If the insurance company that you designate is incorrect, you will be responsible for payment of
the visit and to submit the charges to the correct insurance company.

2. According to your insurance plan, you are responsible for any and ail co-payments, deductibles, and
coinsurances. Co-payments are due at time of service.

3. Itis your responsibility to understand your benefit pian. It is your responsibiity to know if a written referral or
aﬂmmhonsmqwedbseespeaaﬁst,ﬁanypreauﬂumﬂonsmqmedpmbapmedm and what
services are covered.

4 ﬁowoﬁcedoesndpatapaﬁemyowmmphmpqmﬂmﬁﬂsexpecbdﬁmwudhemof
service. For scheduled appointments, prior balances must be paid prior to the visit i

If you have no insurance, payment for an office visit is to be paid at the time of the visit. -

Pahatbdamaebiﬂedmned@lymmmtofyowmmnep@swhnahondbemﬁts Your

~ remittance is due within 10-business days of your receipt of you bil.

7. If previous arrangements have not been made with our finance office, mywomtbalameoutsiandmg

greater than 30 days will be subject fo finance charges. Any balance over 90 days with be forwarded to a

collection agency.

A$35kewmbedmgedforanychecksrem)edfonnsufﬁaentfmd plus any bank fee

Not all services provided by our office are covered by every plan. Anywvnenotcoveredbyyowplmml!

be your responsibilty. |

Ihammadauummuﬂemﬁcmaﬁagmemmmmymdmmmemwtybrmypamm
beoomsdueasoumedprevnously

oo,




ACKNOWLEDGEMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Scott
Babin, DDS & Associates. The Statement of Privacy Practices describes the types of uses and disclosures
of my protected health information that might occur in my treatment, payment for services, or in the
performance of office health care operations. The Statement of Privacy Practices also describes my rights
and the responsibilities and duties of this office with respect to my protected health information. The
Statement of Privacy Practices is also posted in the facility.

Scott Babin, DDS & Associates reserves the right to change the privacy practices currently described in
the Statement of Privacy Practices. If privacy practices change, I will be offered a copy of the revised
Statement of Privacy Practices at the time of my first visit after the revisions become effective. I may
also obtain a revised Statement of Privacy Practices by requesting that one be mailed or otherwise
transmitted to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified
below. (I understand that the default answer is “NO”. Without indicating “YES” in answer to each
individual question, protected health information (PHI) cannot be shared with anyone unless
otherwise allowed by HIPAA rules.)

S

se onl

Any Member of my immediate family: (i.e. Spouse, Children, Siblings,etc.) ' OYES [1NO
Any Member of my extended family: (i.e. Parents, Grandchildren) : ' OYES 'ONO
Other: _OYES [INO

Name of patient (please print):

Patient signature: =

Patient’s personal representative: (Please Print):

Personal Rep’s signature:

_Representative’s Phone Number: ... Date:

OFFICE USE ONLY BELOW THIS LINE

Acknowledgement Not Obtained

:::;itli::n:;ior w0 OYES | ONO } Date Statement Provided:

O Needed more time to review Statement

O Wanted to consult another person before signing
';:;:(:: :(i);nlztl::taining O Physically unable to sign

| No reason offered

O ! Other:




