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

HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996

FLORIDA LAW REQUIRES US TO MAINTAIN THE CONFIDENTIALITY OF ALL YOUR HEALTHCARE
RECORDS. HIPPA IS A FEDERAL LAW THAT GIVES YOU RIGHTS TO UNDERSTAND AND CONTROL
HOW YOUR HEALTH INFORMATION IS USED. UNDER THE LAW, WE HAVE YOUR SIGNATURE ON
A WRITTEN, DATED CONSENT FORM AND/OR AUTHORIZATION FORM(S), NOT AN
ACKNOWLEDGEMENT FORM. WE ARE UNABLE TO SUBMIT CLAIMS TO PAYERS UNDER
ASSIGNMENT OF BENEFITS WITHOUT YOUR SIGNATURE ON OUR FORMS. WE WILL NOT
CONDITION TREATMENT ON YOUR SIGNING AN AUTHORIZATION, BUT WE WILL BE FORCED TO
DECLINE YOU AS A NEW PATIENT OR DISCONTINUE YOU AS AN ACTIVE PATIENT IF YOU CHOOSE
NOT TO SIGN THE CONSENT FORM OR REVOKE IT.

| HAVE READ AND FULLY UNDERSTAND THE INFORMATION REGARDING THE HIPPA LAWS.

SIGNATURE DATE

INSURANCE POLICY

OUR OFFICE POLICY IS TO FILE WITH ONLY ONE INSURANCE COMPANY. PLEASE REMEMBER
THAT YOUR DENTAL INSURANCE IS YOUR REPSONSIBLITY AND ONLY AS A COURTESY TO YOU
WE WILL FILL YOUR DENTAL CLAIMS. WE DO STRESS THAT THE TOTAL BALANCE IS YOUR
RESPONSIBILITY. IT IS YOUR RESPOSIBLITY TO INFORM THE FRONT DESK OF ANY CHANGES.
PAYMENTS AND/OR COPAYS ARE EXPECTED AT THE TIME SERVICES ARE RENDERED.

I'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




