TIME 7:51 AM

DATE 2/8/2018

PATIENT REGISTRATION

ID: Chart ID:
First Name;
Patient Is: [ | Policy Holder

(] Responsible Party

~—Responsible Party (if someone other than the patient) —
| First Name:

| Address:

City, State, Zip:

Home Phone: Work Phone:

Birth Date; Soc Sec:

@) Responsible Party |s also a Pollcy Holder for Patlent
Pahent lnformahon e e

Last Name:

~ Last Name:

O Primary Insurance Policy Holder

Middle Initial:

Preferred Name:

R Middle Initial:
Address 2. o

Pager:
Cellular:

Drivers Lic:

Address: == 2E S N =sCu Address 2: g B o ey W ol N
City: State / Zip: Pager:
" Home Phone: Work Phone: Ext: Cellular: e
Sex: O Male O Female Marital Status: (O Married () Single O Divorced () Separated (O Widowed
| Birth Date: - Age: Soc. Sec: Drivers Lic:
E-mail: D I would like to receive correspondences via e-mail,
Section 2 — - — e = = s - - Section 3 — =
EMPLOYER:
Employment Status: Full Time Part Time Retired { = B
O © O ; GUARDIAN:
Student Status: () Full Time O Part Time
Medicaid ID: Pref. Dentist; if
" Employer ID: Pref. Pharmacy: '
|
| Carrier ID: Pref. Hyg.: 3
.7 Prlmar;lnsura;ce Informatlon e e = ==
Name of Insured: Relationship to Insured:) Self O spouse O child () Other
 Insured Soc. Sec: = el Insured Birth Date: -l
Employer: I MY = | Ins. Company: - e .
Address: . .y ; Address: o . B
Address 2. ) } e N Address2: e
City,State, Zip: City,State, Zip: . - -
- Rem. Benefits: .00  Rem. Deduct: .00
Secondary Insurance Information—— — — - e = e : =
' Name of Insured: Relationship to Insured:{0) Self (O Spouse () Child (O Other
| Insured Soc. Sec: o W S Insured Birth Date: e
. Employer: - | Ins.Company:; _ N I, = el -
i
i Address: N W e ) w1 S Address: _ N .
Address 2: m —wningm Wl = 5 f Address 2. S - .
City,State,Zip: | CityState.Zip: . e = 8
Rem. Deduct:

Rem. Benefits: .00

.00



Time 7:52 AM O'FARRELL FAMILY DENTAL LLC

Eaglesoft Medical History
Birth Date:

Date 2/8/2018

Patient Name: 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, c

Are you under a physidan's care now? iYes N0 If yes L ]
Have you ever been hospitalized or had a major operation? T Yes O No If yes L j
Have you ever had a serious head or nedk injury? i Yes i No If yes |_ }
Are you taking any medications, pils, or drugs? ives CiNo If yes L l
Do you take, or have you taken, Phen-Fen or Redux? irYes () No If ves L f
Have you ever taken Fosamax, Boniva, Actonel or any other iYes INo If yes E ]
medications containing bisphosphonates? y ¥
Are you on a spedal diet? CiYes iNo
Do you use tobacco? iYes iNo
Do you use controlled substances? M Yes ) No If yes l —F
Women: Are you...
| Pregnant/Trying to get pregnant? " INursing? [ Taking oral contraceptives?
Are you allergic to any of the following?
[ Aspirin [TTPenicillin "] codeine [l Acrylic
[(Metal [(Latex [[Jsulfa Drugs [TTLocal Anesthetics
Other? 0 If yes |_
Do you have, or have you had, any of the following?
AIDS/HIV Positive ‘Yes {'No |Cortisone Medicine (’Yes ¢ iNo |Hemophiia iiYes () No |Radiation Treatments IYes iNo
Alzheimer's Disease (_'Yes {JNo |Diabetes iYes CiNo |Hepatitis A {'Yes ()No |RecentWeightLoss (D Yes {TiNo
Anaphylaxis ‘OYes {ONo |Drug Addiction (iYes {TiNo |HepatitisBorC {Yes (Mo  |Renal Dialysis (ZiYes 7iNo
Anemia Easily Winded )Yes iNo Herpes i¥es {iNo Rheumatic Fever CiYes (TiNo
Angina Emphysema {{}Yes {7iNo |High Blood Pressure (Yes ((No |Rheumatism O es CiNo
Arthritis/Gout Epilepsy or Seizures (iYes (iNo High Cholesterol i Yes (7Y No Scarlet Fever Cives (TiNo
Artificial Heart Valve Excessive Bleeding {)Yes {O)No |HivesorRash {:Yes (Mo Shingles 3 Yes iNo
Artificial Joint Excessive Thirst @i¥es (ONo | Hypoglycemia Yes ()No |Sickle Cell Disease O Yes ONo
Asthma Fainting Spells/Dizziness ") ves () No Irregular Heartbeat (Yes (iNo |Sinus Trouble i No
Blood Disease Frequent Cough (JiYes (ONo  [Kidney Problems Yes (J'No | Spina Bifida ) No
Blood Transfusion Frequent Diarrhea (iYes (ONo |Leukemia DYes © Stomach/Intestinal Disease {'No
Breathing Problems Frequent Headaches (JYes )No |Liver Disease ) Yes Stroke I No
Bruise Easily Genital Herpes iYes (INo Low Blood Pressure CiYes (O Swelling of Limbs I No
Cancer Glaucoma {Yes )No |LungDisease DYes (D No | Thyroid Disease 2 No
Chemotherapy Hay Fever s ¥ Mitral Valve Prolapse iiYes (Mo |Tonsilitis ) No
Chest Pains Heart Attack/Failure ) Yes i No Osteoporosis iYes TiNo Tuberculosis {) No
Cold Sores/Fever Blisters P Heart Murmur iYes (ONe | Painin Jaw Joints iZiYes hNo | Tumors or Growths ) No
Congenital Heart Disorder  (7) Yes ) No Heart Pacemaker ('Yes (No |Parathyroid Disease iYes ) No Ulcers (DiYes (Mo
Convulsions {iYes (Mo |HeartTrouble/Disease iYes {INo |Psychiatric Care 'Yes )Mo |Venereal Disease 'Yes ) No
Yellow Jaundice JYes (INo
Have you ever had any serious ilness not listed above? {iYes {INo If yes { —I

Comments:

To the best of my knowledge, the questions on this form have been accuratel

responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

ly answered. Iunderstand that previding incorrect information can be dangerous to my (or patient's) health. Itis my

Date:



Name

O’Farrell Family Dental
Dental History

Birthdate

Name of previous dentist and location

Date of last exam/cleaning

Todays Date

How often do you brush? And floss?
Yes
1. Do your gums bleed when you brush or floss?
2. Are your teeth sensitive to hot or cold?
3. Are your teeth sensitive to sweet or sour?
4. Do you feel pain in any of your teeth?

10.
11.
12.

13,

14,

15.

16.

17.

18.

19.

If yes, where?

Do you have any lumps/sores in or

near your mouth?

Have you had any hear, neck or jaw
injuries?

Do you clench or grind your teeth?

Do you experience any clicking or popping
in your jaw?

Do you feel any pain in your jaw?

Do you bite your lips or cheek frequently?
Have you had any bad dental experiences?
Have you ever received instructions on
how to take care of your teeth/gums at home?

Have you had any orthodontic treatment?
Have you had any periodontal treatments?
If yes, what?

Have you had any type of oral surgery?

If yes, what?

Do you have a history of oral cancer?

Do your wear dentures or partials?

Do you like your smile?

If no, what bothers you?

Are you interested in whitening?

Is there anyone we can thank for referring you?

If yes, who?

No



Patient Consent & Authorization for

Release of Protected Health Information

Please Print

Patient Name:

Date of Birth:
Address:

City: State: ZIP Code: Telephone Number:

E-mail Address:

Patient Authorization

I}

» hereby authorize the release, use or disclosure of my health information as follows:

This authorization pertains to the following type of medical information about me:

P
e

I hereby authorize O\ FQ\P(‘Q\\ F@m \. \\‘ De"’\*&\ LL_C_

Name of individual(s) and/or orge‘*nization providing information

to release the above-described information to

Name of individual(s) and/or organization receiving this information s

I understand that, per my request, this authorization will permit the above-named parties to use or disclose the identified health

information for purposes beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA)

I'understand that I may revoke this authorization at any time by providing written notification to:
Jenniler, HEPAA  C oord oo

The revocation will be effective on the date it has been received and processed by the above-named recipient. I understand that the
revocation does not apply to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand
that I do not have to sign this authorization in order to receive treatment, payment, or to enroll or be eligible for benefits.

Unless I request in writing otherwise, I understand that this authorization will expire on .IfI do not

Expiration date or event
specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I signed this authorization.

[ understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the named
recipient, and may no longer be protected by HIPA A’ privacy rules after the authorized disclosure.

_ )
Patient or Personal Representative

Signature: Dateiy /[ /

Name;

Please Print

Relationship to Patient:

For Office Use Only

Received by: Date: / [
[his product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions on any specific facts or services
The information is provided with the understanding that any person or entity involved in creating, producing o iting this product is not liable for any damages arising out of the use

/ or inability to use this product. You are urged to consult an attorney concerning your particular situation and any specific questions or concerns you may have.
o ! g Y
COMPL R'GHT Important note; This is approved for use by the purchaser only. This form may not be shared publicly or with third parties

AITORN LY
A1350 2013 ComplyRight



Patient Acknowledgment of Receipt
of Notice of Privacy Practices

Please Print

I}
of this oftice’s Notice of Privacy Practices explaining:

» hereby acknowledge that T have reviewed and received a copy

B How this office will use and disclose my protected health information.
B My privacy rights with regard to my protected health information.

B This office’s obligations concerning the use and disclosure of my protected health information.

I understand that the Notice of Privacy Practices may be revised from time to time and that T am entitled to receive a copy of any revised
Notice of Privacy Practices upon request.

Talso understand that if I have any questions or complaints, I may contact:

o0\ ' \ X
Ovrec, B Cooddinaror
W Oepar O Reck Gpoines, WY 82ae
_ (Bo) Bed-1126 ~

You may also contact the Secretary of the U.S. Department of Health and Human Services with any concerns regarding our privacy and security

policies and procedures. Please contact our office for information on how to contact the U.S. Department of Health and Human Services.

Patient or Personal Representative

Signature; , e Baes  / /0

Name:

Please Print

Relationship to Patient:

For Office Use Only

e

We made a good-faith effort to obtain an acknowledgment of _

receipt of our Notice of Privacy Practices. In spite of these efforts, our office has been unable to obtain a signed
acknowledgment of receipt for the following reasons (check all that apply):

(] Patient refused to sign (date of refusal) / / .
L] Communications barriers prohibited obtaining an acknowledgment,
L] An emergency situation prevented us from obtaining an acknowledgment,

[ Other

Attempt was made by: Date: / /
=

f gegs  Phis product is designed to provide accurate and authoritative information. However. it is not a substitute for legal advice and does not provide
COMPL R;ﬁ}g i legal opinions on any specific facts or services, The information is provided with the understanding that any person or entity involved in creating, TTO R N E
producing or distributing this product is not liable for any damages arising out of the use or inability to use this product. You are urged to consult AY
2016 ComplyRight, Inc. anattorney concerning your particular situation and any specific questions or concerns you may have.

A3 Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties.



