TIME 08:46 AM

DATE 4/6/2019
PATIENT REGISTRATION

Last Name: Middle Initial:

ID: Chart ID:
First Name:
Patient Is:[_|Policy Holder [ |Responsible Party

First Name:

— Responsible Party ( if someone other than the patient )

Preferred Name:

Address:

Last Name: Middle Initial:

Address 2:

City, State, Zip:

Home Phone:

Birth Date:

Work Phone:

Soc Sec:

[jResponsible Party is also a Policy Holder for Patient

]

Pager:

Ext: Cellular:

Drivers Lic:

Primary Insurance Policy Holder DSecondary Insurance Policy Holder

Patient Information

Address:

Address 2:

City:

Home Phone:

Work Phone:

Sex:[_|Male
Birth Date:

[ ]Female .

E-mail:

State / Zip: Pager:

Ext:

[IDivorced [ _]Separated [_|Widowed

Cellular:

Marital Status:[_|Married

[Isingle

Soc Sec: Drivers Lic:

[J1 would like to receive correspondences via e-mail.

Employment [yl Time
Status:

Student Status:[_| Full Time
Medicaid ID:

Section 2

[CIPart Time

il

[Irart Time

Employer ID:
Carrier ID:

Pref. Pharmacy:

Pref. Hyg:

Pref. Dentist:

Section 3

Referred By
Insurance Growp #
Emergency Contact

Retired

Emergency Contact #

Name of Insured:

Insured Soc. Sec:

—— Primary Insurance Information

Employer:
Address:

Address 2:

Insured Birth Date:

[Ispouse [ ]Child [ JOther

Relationship to Insured: || Self

Ins. Company:
Address:

Address 2:

City, State, Zip:

Rem. Benefits:

City, State, Zip:

Rem. Deduct:

Name of Insured:

Secondary Insurance Information

Insured Soc. Sec:

Employer:

Relationship to Insured: [ Self [Icnild  []Other

D Spouse

Insured Birth Date:

Ins. Company:

Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Address:
Address 2:

City, State, Zip:

Rem. Deduct:




Time 11:01 AM C R Dental Care At Centreville Date 67172019
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

#lthough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entre body. Health problems that you may have, or medicaton that you may be taking, ¢

e e

PO —————— T Ove Ow L e |
Have you ever been hospitalized or had a major operation? Oves CiNo 1fyes i l
Have you ever had a serious head or neck injury? Oves Oho If yes i l
Areyou taking any medications, pills, or drugs? (Cives ONo if yes l l
Do you tzke, or have you taken, Phen-Fen or Redux? Oives ONo if yes ! I
Have you ever tak_er} Fosamax, Boniva, Actonel or any othar Oves ONo If yes l I
medications containing bisphosphonates?

Are you on a special diet? Oves ONo

Do youusa tobacco? Oves OnNo

Do you use controfled substances? Oves ONo If yes ]

WMlm_: &1: you...
[]Pregnant{Trying toget pregnant? [JNursing? D'I'aking oral contraceptives?

[aspirin [JPeniciliin [ Codeine ' [JAcrvlic
[JMetal [JLatex [JSuifaDrugs [Jtocal Anesthetics

Other? O Ifyes |

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

| AIDS/HIV Positive Oves (ONo | Cortiscne Medidne (Oves (Ono  |Hemophilia (Oves (Ono |Radiation Treatments Ovyes Ono
Alzheimer's Disease (OvYes (ONo  |Diabetes Oves (ONo  |HepatitisA (Oves (ONo  |RecentWeightLoss Oves Ono
‘ Anasphyla¥s (OvYes ONe |Drugaddiction (OvYes (OMNo |HepatitisBorC (Oves (ONo  |Renal Dialysis QOves Ono
‘ Anemia OvYes (Ono |Easily Winded QOvyes ONo |Herpes (Oves (ONo |Rheumatic Fever Oves Oho
. 2ngina QYes Oho  |Emphysema (Oves (Ono  |HighBlood Pressure Oves Ono  [Rheumatism Oves Oo
] Arthritis{Gowt Oves (Ono  |Epilepsy or Seizures Oves ONo |High Cholesterol Oves ONo |Scarlet Fever Oves Ono
Artificial HeartValve (Oves (ONo  |ExcessiveBleading (O ves (ONo  |HivesorRash OvYes Ono  |Shingles Oves ONo
Artificial Joint (QOves (ONo |ExcessiveThirst (Oves Ono |Hypoglycemia QOves (Ono  |SickleCell Disease QOves ONo
Asthma (Oves (ONo  |Fainting Spelis/Diziness (JYes (ONo |IrregularHeartbeat O ves (ONo |Sinus Trouble OYes Oho
Blood Disease (Oves (ONo  |Freguent Cough (Oves Ono | Kidney Problems Ovyes (Ono  [Spinabifida Oves Ono
Blood Transfusion (Oves (UNo  |FrequentDiarrhea Oves (ONo  |Leukemiz (O vYes (ONo |Stomach/Intestinal Disease (Oyes (JNo
Breathing Problams OvYes (ONo |FrequentHeadaches O vYes (ONo  |LiverDisease Oves (Ono |Stroke Oives Oino
| BruiseEasily Oves One |Genital Herpes (Oves (ONo |LowBlood Pressure (Oves (ONo |Swelling of Limbs Oves ONo
Cancer OvYes Ono  |Glaucoma Oves (ONo |LungDisease Ovyes ONo |Thyroid Disease Oves ONo
r Chemotherapy Oves (Ono  |Hay Fever Oves Ono  |Mitral Valve Prolapse Oves Ono | Tonsilltis Oves ONo
i ChestPains OvYes ONo  |Heart Attack/Failure (O ves ONo |Osteoporosis Oves (ONo |Tuberculosis Oves ONo
 ColdSores/FeverBlistes  (Oves (ONo  |Heart Murmur (OvYes (ONo [Paininlaw Joints (OYes (ONo  |Tumors or Growths DYes Oho
% Congenital Heart Disorder (Oves (UNo | Heart Pacemaker (Ovyes (ONo |Parathyroid Disease Oves Ono  |Ulcers Oves Ono
| Convulsions Ovyes ONo |Heart Trouble/Disease O ves (ONo  |Psychiatric Care Ovyes Ono |Venereal Disease Oves Ono
i Yellow Jaundice OvYes Ono
i
‘ Have you ever had any serious illness notlisted above? Oves Ono if yes [ i

ﬁfohcbcstofmvhmﬁ:dge,ﬂtma%mﬂﬁfamhavebemmalﬁvmd. 1 understand that providing incorrect information can be dangerous to my (or patent’s) health. Itis my
responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:




Fees:

Office Policy

Payment for services is due at the time of office visit. Payment options include cash, check,
MasterCard, Visa, American Express, Discover, and Care Credit.

As a courtesy to our patients, we file all claims to the insurance company. The patient is expected
to pay all charges not covered by the insurance at the date of service.

If the insurance does not pay a claim, the patient will be responsible for charges and will be billed.
You will have 30 days to take care of the claim or balance or an interest rate of 7%, per billing
cycle, will be charged to your account.

Your dental insurance benefits were verified by our office according to information provided by
you. The benefits quoted by your insurance company are just an estimate and are NOT A
GUARANTEE OF COVERAGE. You will be responsible for any amount not covered.

Please Initial.

Please be aware that some insurance companies downgrade the price of composite fillings to the
amalgam price. Our office compensates for this by adjusting the percentages for restorative work.

Missed Appointment Policy:

When you are scheduled, we do not “double book” and the appointment time is reserved just for
you. If an appointment can not be kept, kindly give 48 business hours notice so that another
patient my have your appointment time. There will be a $50.00 charge if we are not notified of
your missed/cancelled appointment. If you are more than 15 min late to appt, we consider this a
missed appointment and fee will be charged.

Returned Check Policy:

..........

Our returned check fee is $30.00.

.......................................................................................................................

I HAVE READ AND ACCEPT THE OFFICEPOLICY. I ALSO UNDERSTAND
THAT I AM ULTIMATELY RESPONSIBLE FOR ALL CHARGES INCURRED
FOR DENTISTRY PERFORMED UPON MYSELF IN THIS DENTAL
PRACTICE.

Patient Si gnature date



HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by
your signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.
You have the right to restrict how your protected health information is used and disclosed for treatment,
payment or healthcare operations. We are not required to agree with this restriction, but if we do, we shall
honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows
for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed

by you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

» Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

= The practice reserves the right to change the privacy policy as allowed by law.

 The practice has the right to restrict the use of the information but the practice does not have to
agree to those restrictions.

 The patient has the right to revoke this consent in writing at any time and all full disclosures will
then cease.

 The practice may condition receipt of treatment upon execution of this consent.
May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO

May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:
(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:

C&R DENTAL CARE AT CENTREVILLE 13680 BRADDOCK RD SUITE F CENTREVILLE VA 20121 TEL (703) 825-7070



