TIME 08:35 AM

ID:

First Name:

Patient Is: I:]Policy Holder

First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

[_IResponsible Party

Responsible Party ( if someone other than the patient )

I::E Responsible Party is also a Policy Holder for Patient

Chart ID:

DATE 11/7/2017
PATIENT REGISTRATION

Last Name: Middle Initial:

Preferred Name:

Work Phone:

Soc Sec:

[ Primary Insurance Policy Holder

Last Name: Middle Initial:

Address 2:
Pager:

Ext: Cellular:

Drivers Lic:

l:] Secondary Insurance Policy Holder

Patient Information

Address:

City:
Home
Phone:

Sex:[_|Male
Birth Date:

E-mail:

Employment ["l Full Time
Status:

Student Status:[_|Full Time
Medicaid ID:

[ IFemale

Section 2

Work Phone:

Age:

Address 2:

State / Zip: Pager:

Ext: Cellular:

Marital Status:[_|Married  [_]Single

[ IDivorced [ ]Separated [ |Widowed
Soc Sec: Drivers Lic:

[_]1 would like to receive correspondences via e-mail.

["Ipart Time

2

[Ipart Time

Pref. Dentist:

Section 3
Referred By
Previous Dentist
Emergency Contact

Retired

Emergency Contact #

Employer ID: Pref. Pharmacy:;
Carrier ID: Pref. Hyg:
_____ Primary Insurance Information
Name of Insured: Relationship to Insured:[_|Self [TIspouse [ Child [ ]Other
heored Sow: S8 o Insured Birth Date:
Employer: . . Ins. Compz;;y
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Re;;“beduct:

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

Rem. Benefits:

Relationship to Insured:[_|Self

[ Other

[:] Spouse B Child
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:




Time 8:34 AM Petrone Family Dentistry Date 11/7/2017
Eaglesoft Medical History(Copy)
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is 2 part of your entire body. Heaith problems that you may have, or medication

Are you under a physician's care now? ) Yes {3 No If ves I }
Have you ever been hospitalized or had a major ) Yes (7 No If yes 1 —ﬁ
operation?

Have you ever had a serious head or neck injury? 2 Yes () No If yes [ 1
Are you taking any medications, pills, or drugs? (2 Yes O No If ves [ I
Do you take, or have you taken, Phen-Fen or Redux? () Yes ) No If yes | i
Have you ever taken Fosamay, Boniva, Actonel or @ Yes © No Ifves | |
any other medications containing bisphosphonates?

Are you on a special diet? 7 Yes &) No

Do you use tobacco? ) Yes ) No

Are you currently taking a blood thinner? & Yes ) No

Women: Are you... = ]
Tl pregnant/Trying to get pregnant? Elnursing?

[l Taking oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [ Penicillin [ codeine [ Acrylic
T Metat [ Latex Sulfa Drugs [ Local Anesthetics
Do you use controlled substances? 2 Yes ) No If ves | ]
Other? Ll If ves | |
Do you have, or have you had, any of the following?
AIDS/HIV Positive © Yes O No | Cortisone Medicine 2 Yes Mo | Hemophilia ( Yes C)No | Radiation Treatments  © Yes ) No
Alzheimer's Disease ) Yes () No | Diabetes © Yes ) No | Hepatitis A ©»Yes () No  |Recent Weight Loss & Yes ©) No
Anaphylaxis © Yes () No | prug Addiction ) Yes ©) No | Hepatitis B or C © Yes O No | Renal Dialysis © Yes O No
Anemia 0 Yes (N0 | Easily Winded O Yes (hNo  |Herpes @ Yes ) No | Rheumatic Fever © Yes © No
Angina 0 Yes {) No | Emphysema ) Yes (2 No | High Blood Pressure (0 Yes € No | Rheumatism ) Yes () No
Arthritis/Gout O Yes () No | Epilepsy or Seizures () Yes &) No | High Cholesterol ) Yes () No | Scarlet Fever ) Yes O No
Artificial Heart Valve ) Yes () No | Excessive Bleeding i7) Yes &) No | Hives or Rash © Yes ) No | Shingles & Yes & No
Artificial Joint € Yes (O No | Excessive Thirst ) Yes () No | Hypoglycemia (3 Yes &) No | sickle Cell Disease © Yes { No
Asthma ) Yes O No | Fainting Spells/Dizziness () Yes () No | Irreqular Heartbeat @ Yes &) No | Sinus Trouble © Yes @ No
Blood Disease 0 Yes O No | Frequent Cough ) Yes () No | Kidney Problems ) Yes O No | Spina Bifida © Yes © No
Blood Transfusion & Yes &y No | Frequent Diarrhea & Yes O No | Leukemia & Yes (' No | Stomach/Intestinal Disease (0 Yes () No
Breathing Problems ~ © Yes ()No | Frequent Headaches ) Yes @) No | Liver Disease ) Yes @ No | Stroke i) Yes ) No
Bruise Easily ) Yes €U No | Genital Herpes ) Yes ©)No | Low Blood Pressure ) Yes (U No | Swelling of Limbs i Yes < No
Cancer ) Yes (I No | Glaucoma ) Yes &) No | Lung Disease () Yes (3 No | Thyroid Disease ) Yes <) No
Chemotherapy ) Yes (O No | Hay Fever © Yes ) No | Mitral Valve Prolapse 2 Yes () No | Tonsillitis i Yes {3 No
Chest Pains O Yes (UNo | Heart Attack/Failure ) Yes () No | Osteoporosis ) Yes O No | Tuberculosis ) Yes O No
Cold Sores/Fever Blisters (O Yes ) No | Heart Murmur 3 Yes () No | Pain in Jaw Joints © Yes ) No | Tumors or Growths 2 Yes ) No
Congenital Heart Disorder (O Yes () NO | Heart Pacemaker ) Yes ) No | Parathyroid Disease ) Yes @) No | Ulcers ) Yes ) No
Convulsions ) Yes O No | Heart Trouble/Disease () Yes £} No | Psychiatric Care {0 Yes ) No  |Venereal Disease () Yes ) No
Yellow Jaundice © Yes O No
Have you ever had any serious illness not listed ) Yes ) Mo If yves |

Comméhts:

. 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:



Petrone Family Dentistry - Privacy Is Important to Us
Acknowledgement of Receipt of Notice of Privacy Policies

I received a copy of the Notice of Privacy Practices of Petrone Family Dentistry. | hereby
authorize, as indicated by my signature below, Petrone Family Dentistry to use and to disclose
my protected health information for any necessary clinical, financial, and insurance purpose, as
authorized in the Patient Consent form.

Print Name Address

Signature Date

Please check your preferred means of communication:

[J You may contact me at my home telephone number:
] You may contact me on my mobile telephone number:

] You may contact me on my work telephone number:
(T} You may send me an email at:
(] Other:

Please list authorized persons with whom we may discuss your Protected Health Information
(PHI). Please notify us if you desire to remove a name from this list in the future.

1, Relationship: Date_ /_/

/1
2, Relationship: Date_ / /|
3 Relationship: Date / [ _

Insurance Policy

Our office policy is to file with only one insurance company. Please remember that your dental
insurance is your responsibility and only as a courtesy to you we will file your dental claims. We

stress that the total balance is your responsibility. It is your responsibility to inform the front desk -

of any changes. Payments and/or copays are expected at the time services are rendered.

| have read and understand that | am responsible for the total amount of the bill on any services
that are not paid by your dental insurance.

Signature Date



PETRONE

Anthony R. Petrone, DMD
Petrone Family Dentistry
1550 Fouraker Rd
Jacksonville, FL. 32221
(904) 783 -0917

FAMILY DENTISTRY

Appointment Confirmation and Cancellation Policy

When we make your appointment, we are reserving a room for your particular
needs. We will attempt to confirm your appointment one week in advance. We
kindly ask that all patients confirm their appointments. Unconfirmed appointments
are subject to cancellation.

We ask that if you must change your appointment, please give us at least
2 Business Days. This courtesy makes it possible to give your reserved room to
another patient who needs dental care.

There may be a fee assessed for failure to show for scheduled appointments:
e $100 fee for failing to show to scheduled appointment for treatment;

e 330 fee for failing to show to scheduled hygiene appointment.

We believe in our office strongly and want to give you the best that dentistry has to
offer in technology, technique, quality, and care. We look forward to having a long
relationship together and being your dental care providers.

By signing this form you understand that you may be charged the above mentioned
fee if proper notice (2 Business Days) is not given and that repeated violations of
this rule will result in permanent dismissal from our practice.

Patient Name

Signature and Date




