PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

PATIENT REGISTRATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M. PRIMAFY CARRIER
PREFERS TO BE CALLED BY INSURANCE COMPANY
ADDRESS UP NO.
IFTHIS GRO
| APPOINTMENT CITY STATE P EMPLOYER NAME
| 1S FORYOU
| START HERE HOME FHONE NO, FAX INSURED'S NAME
]
GELL EMAIL DATE CF BIRTH RELATIONSHIF TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURELYS 1.D. NO.
MARRIED SINGLE DIVORCED | WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. SECONDARY CARRIER
DATE INSURANCE COMPANY
LAST NAME FIRST M, GROUF NQ.
IFTHIS ADDRESS EMPLOYER NAME
APPOINTMENT 1S NGy STATE Zip INSURED'S NAME
FOR YOUR CHILD
| START HERE HOME PHONE NG, DATE OF BIRTH RELATIONSHIP TG PATIENT]
BIRTHDATE AGE MALE FEMALE INSURED'S | B NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.
JFYOUR CHILD'S LAST NAME ANDYOR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSC
ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TG PATIENT SOCIAL SECURITY NO.
ADDRESS GETTING TO KNOW YOU 3
15 ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cITY STATE 2P AT OUR OFFICE?
: MAME: RELATIONSHIP:
PHONE NO. IP
YOUWERE REFERRED TO US BY
YOu
YOUR FORMER ADDRESS
NAME , .
OCCUPATION cITY STATE ZIP
EMPLOYER'S NAWE PERSONTO CONTACT FOR EMERGENCY
ADDRESS cITY PHONE NUMBER
PHONE NO. FAX NO. ADDRESS
YOUR SPOUSE CITY STATE Zip
NAME
CLOSEST RELATIVE NOT LIVING WITHYOU
OGCCUPATION
PHONE MUMBER
EMPLOYER'S NAME
ADDRESS
ADDRESS ciTY
PHONE NO. FAX NO. ey STATE ar
@ Pride Publishing Lid. FORM 001-0902 1.800.925.2600

Please turn over and sign .




-

CONSENT FOR TREATMENT

1. I hereby guthorize doctor or designated staff 16 take x-rays, study models, phoiographs,
and other diagnostic aids deemed appropiriate by doctor to maoke o thorough diognosis
of {name of patient) 's dental needs. *

2. Upon such diagnosis, | autharize doctor to perform alf recommended treatment
mutually agreaed upon by me and te employ such assistance as required to provide
proper care.

3. | agree 1o the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embaodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral.
written or electronic heaith records that are individually identifiable as mine for the
purpose of carnying cut my freatment, payrertamdeaith care operations. |
understand that only the minimurm amount of information necessary to provide qudlity
care will be used or disclosed and that a nofice fully outlining the protection of my
personal hegith information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due ot the time of service unless other
arrangements have been made. In the event payments are nat received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand o check of my credit history may be made.

Patient's Signature Date Withess

Parent/Responsible Party's Signature Relationship to Patient




iant Name

DENTAL HISTORY

Fationt Account No. [Med&caf Afert

Welcome! So that we may provide you with the best possible care
Dlease complete boih sides of this medical/denital bistory form.
Al information is completely confidential.

What is the reason for your visit loday?

Date of Last Dental Visit -Last Dental Cleaning Last Full Mouth X-rays
_ What was done at your last denta) visit?
Previous Dentist's Name
Address Slate Zip
Telephone

How often do you have dental examinations?
How offen do you brugh your teeth? How often do you flpss?
What other dental ajds do you use? {interpiak, Woothpick, ete.)

Do you have any dental problems now? Yos Ko
If yes, please describe;

Are any of your teeth senstive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment? Yes No
Sweets? Yes No Oral Surgery? Yes No
Biting or Chewing? Yes No Periodontal treatment? Yes No
Have you noticed any mouth odors or bad tastes? Yes No Your teeth ground or the bite adjusted? Yes No
Do you frequendly get cold sares, blistars or A bite plate or mouth guard? Yes MNo
any other oral lagions?  Yes No A serfous injury to the mouth or head? Yes No

i g0, please describe, including cause
Do your gums blead or hurl?  Yes No
Have your parents experienced gum disease

of toath loss?  Yes No Have you experienced:
Have you naticed any fovse teeth or change Clicking or popning of the jaw? Yes No
in your bite? Yes No Pain? (joint, ear, side of face) Yes WNo
Uoes food tend fo become caught in between Difficulty in opening or closing the mouth? Yes Ne
your teeth? Yes No Difficulty in chewing on gither side of the mouth? Yes No
i yes, where? Headaches, neckaches or shoulder aches?  Yes No
“ Sore muscles {neck, shoulders)? Yes No

Do you:
Clench or grind your teeth while awake ar asleep? Yes No Are you satisfied with your teetiv’s appearance? Yes No
Bite your lips or cheeks regularly? Yes No  Would you like to keep all of your teeth all of your iife? Yes No
Hold foreign objects with your teeth?
{pencils, pipe, nins, nalls, fingernails)  Yes
Mouth braathe while awake or asleep? Yes
Have tired jaws, espscially in the morning?  Yes
Snore or have any other sleeping disorders?  Yes
Smokelchew tobaceo or use other tobacco products? Yes

Do you feel nérvous about having dental reatment?  Yas  No
it 50, what is your piggest concem?

Have you ever had an upsefting dental experience? Yes No
it yes, pinase describe

E585EE

I8 there anything else about having dental treatment that you would like us to know? Yes No
if yes, please describe

(Pleasa complete other side)

% 1991 Pride Pubilahing Lid, FORM a1s {01.04} 1.800.938,.34600



ekt Name MEDICAL HISTORY

tlent Account No. . Medical Alert
1. Have you been under the care of a medical dostor during the PAStIWO YBAIS? .. et reereeee et eeeneenene Yes  No
i yes, for what?
Physician’s Name Phone
Address City " State Zip
2. Have you taken any medication or drugs during the pasttWo YeaIS?. ... . e e Yes  No
3. Are you taking any medication or drugs currently, including regular doses of aspirin or over-the-counter herbal medicines?............ Yes No

If yes, please list name and dosage
4. Have you ever taken any prescription drugs for weight loss, including Fen-Phen {fenfluramine-phentermine); Pondimen (fenfluramine);

and Redux (dexdanmiluraming) . ... . ... o i ittt vt ettt it e e et ea e e aaas Yes No
IF yes to the above, did you have a medical axam for Bear ISSUBS?, ... ... ir et eee e e s e e e e et s ae e i e eaaes Yes No
5. Are you aware of having an allergic (or adverse) reaction to any medication or substance?. ... .. ... ., Yes No
Ifyes, please list:
6. Have you been a patient in the hospital during the past five YBarS?. ... ...t reree e es s e venee Yes No
7. Indicate which of the following you have had, or have at present. Circle “yes” or "no” to each item.
Heart {Surgery, Disease, Attack)... Yes  No UIBIS . e cvereeirerceierenas Yes No Hepatis A B G (circle) ... Yes  No
Chest Paif.......cccvvvvrinnennins Yes No  DigbeleS........oooiievinnnnnns Yes No  Venereal Disease.................. Yes No
Congenital Heart Diseass.......... Yes  No  Thyroid Problems................ Yes No AIDS........ Yes  No
Heart Murmur..................... Yes No  Glascoma..................... Yes No H.LV. Positive..................... Yes No
High Blood Pressura............. Yes No  Contactlenses................ Yes No Cold Sores/Fever Blistars........... Yes  No
Mitral Valve Prolapse.............. Yes N0 Emphysema................... Yes No Blood Transfusion................... Yes No
Artificiat Heart Valve............... Yes No  ChronicCough................ Yes No Hemophilia............cooviviennns Yes No
Heart Pacemaker................. Yes No Tuberculosis. . ................ Yes No Sickle Cell Disease................ Yes No
Rheumatic Fever.................. Yes No Asthma......... e Yes No Bruise Easily. ...................... Yes No
Arthritis/Rheumalism............... Yes No  HayFewer................... Yes  No Liver Disease..................... Yas No
Cortisone Medicine............... Yes No Latex Sensitivity. .. ........... Yes No Yellow Jaundice. ................. Yes No
Swollen Ankles................... Yes No Allergies or Hives. .. .......... Yes  No Neurological Disorders............. Yes No
SIOkE. .o Yes No Sinus Trouble. . ............... Yes No Epilepsy or Seizures.............. Yes No
Diet (SpetiaifRestricted).......... Yoz Np RadiationTherapy. ........ ... Yes No Fainting or Dizzy Spells.............. Yos No
Artificial Joints (hip, knee, ete.)..... Yes No Chemotterapy. ...... SN Yes No Mervous/Anxious. ................. Yes No
Kidney Trouble, . ................... Yes No  Tumors...............coevenn. Yos No Psychiatric/Psychological Care ... Yes Ne
8. Do you use more than WO PilloWS 10 SIEBED? .. ... ... e et ittt e e e e e Yes  No
9. Have you lost or gained mare thar 10 pounds inthe past VBRI, ..ot e Yes  No
10. Do you have or have you hed any disease, condition, or problem notlisted? ......... ... ... o Yes No
if ves, please lisk:
11. Women: Are you pregnant or think you may be pregnant? Yes, . Months No Nursing? Yes N
12. Women: Do you use birth control medications? . ... ... ... e Yes No

I understand the above information is necessary to provide me with dentai care in a safe and efficient manner. | have
answered all questions 1o the best of my knowledge. Should further information be needed, you have my permission lo ask
the respective health care provider or agency, who may release such information to you. ! will notify the dentist of any
changes in my health or medication.

Patient/Guardian Signature Date
History Review

¢ 1991 Pride Publishing Lid. FORM 018 [01.04) 1.800.928.2800



Smile Center of Fayette
Terry McCulloch D.D.S,

Practice /Patient Agreement

The following policy must be read and signed by the patient or
insurance holder prior to being seen in this office.

5.

Patients should understand that he/she is responsible for payments of all

fees on their account. Payment is required at the time of service. We accept
cash, check, Visa, Master Card, or Debit cards. If payments have insurance, the
insurance card must be presented at check-in so that the coverage can be verified.
(Initials )

As a courtesy, we will file the patients primary insurance, Filing insurance is
NOT a means of payment and does not excuse the patient from paying the co-
payment or co-insurance today. It is imperative for the patient to understand that
there could be a remaining balance to be paid by the patient after the insurance
company has paid its balance. The balance after 45 days is the responsibility of
the patient and is subject to a late fee of, $25.00 per month. ([nitials )

. The patient must understand that this office cannot make a totally accurate

estimate of the insurance benefits to be paid for them, since we do NOT have
complete access to insurance records. The patient is responsible for knowing
their insurance coverage. To avoid misunderstandings, insurance specisalists
are available to answer questions before the patients visit. (Initials )

We do not accept responsibility for negotiating claims with the patients insurance
company or any other persons. Reduction or rejection of the patients claim by
their insurance company does not relieve the financial obligation they have
incurred. (Intials )

If the patients prefers to file for insurance, fees are payable at the time sevices are
rendered.

***We require 24 hours notice for cancellation of a scheduled appointment
(Notice must be give by 8:00 am on the Friday prior to Monday appointments).
Failure to give proper notice will result in a $50.00 fee which must be paid before

your appointment. {Initials }

Please take the time to read and sign our office policies.

Signature Date

I hereby authorize payment directly to the below named dentist of the group
insurance benefits otherwise payable to me.






