DENTAL CENTER

A -
L?;\? Herron Regional

Patient Information

First Name Last Name Middle Initial _____ Preferred Name

Address City State Zip Code SSN#

Birth Date Age Sex Married___ Single___ Divorced___ Separated__ Widowed___
Home Phone Work Phone Ext Cell Phone

Email Drivers License

In case of an emergency who should be notified? Phone

Whom may we thank for referring? Pharmacy

Employment Status: Full time Part time Student Status: Full time Part time

Responsible Party

First Name Last Name Middle Initial
Address City State Zip Code Birth Date
SSN# Drivers License Responsible party is also a Primary Policy Holder for patient

Primary Insurance Information

Name of Insured Relationship to insured-Self___ Spouse___ Child___ Other___
SSN# Birth Date Employer

Insurance Company Member ID Group #

Address City State Zip Code

Assignment and Release
|, the undersigned certify that | (or my dependent) have insurance coverage with , and assign directly
to Herron Regional Dental Center all insurance benefits, if any, otherwise payable to me for services rendered. | understand that |
am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release all information
necessary to secure the payment of benefits. | authorize the use of this signature on all insurance submissions. | understand that if
it becomes necessary to send my balance to be collected; collection fees, postage fees, and finance charges will be added.

Responsible Party Signature Relationship Date



HERROM REGIOMAL DENTAL CEMTER
Eaglesoft Medical History

Patient Mame: Birth Date: Date Created:
Are you under a physician's care now? O Yes O No If yes
Hawve you ever been hospitalized or had a major operation? (h¥es () MNo If yes
Hawve you ever had a serious head or neck imjury? ) Yes ) No If yes
Are you taking any medications, pills, or drugs? ) No If yes
Do you take any blood thinners? Aspirin, Eliquis, Coumadin, ™y ¥es () Mo If yes
Plavix, Heprin? - -
Do you take, or have you taken, Phen-Fen or Redux? () Yes If yes
Hawve you ever taken Fosamax, Boniva, Actonel or any other If yes
medications containing bisphosphonates?
Do any of the following apply?
[ Are you on a special diet? [ Do you use tobacco or vape? [ Do you use a controlled substance?
[ Pregnant/Trying to get pregnant? [ Mursing? | Taking oral contraceptive?
If pregnant, what is your due date? () Yes () No If yes
Are you allergic to any of the following?
[T Aspirin [ Penicillin [ Codeine [T Acrylic
[ Metal [ Latex [ Sulfa Drugs [ Local Anesthetics
Other? = If yes

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

AIDSMHIV Positive () Mo Cortisone Medicine Yes Hemophilia
Radiation Treatments Alzheimer's Disease Yes Diabetes
Hepatitis A Recent Weight Loss Yes Anaphylaxis
Drug Addiction Hepatitis B or C Yes Renal Dialysis
Anemia Easily Winded Yes Herpes
Rheumatic Fewver Angina Yes Emphysema
High Blood Pressure & Rheumatism Yes Arthritis/Gout
Epilepsy or Seizures ¥ Mo High Cholesterol Yes Scarlet Fever
Artificial Heart Valve () No Excessive Bleeding Yes Hives or Rash
Shingles ) Yes. Ty No Artificial Joint ) Yes Excessive Thirst
Hypoglycemia ) Yes Oy No Sickle Cell Disease O Yes Asthma
Fainting Spells/Dizziness ) Yes. (Ch No Irregular Heartbeat ' Yes Sinus Trouble i 7
Blood Disease ) Yes () No Kidney Problems. Yes Spina Bifida (b Yes ()Mo
Blood Transfusion ) Yes (kMo Leukemia ) Yes Stomach/Intestinal Disease ) Yes () No
Breathing Problems (Ch¥es (3 MNo Frequent Headaches Yes ([ Liver Disease (Ch Yes
Stroke (_h¥es (Mo [Bruise Easily ()¥es {4 Mo [Low Elood Pressure O Yes C
Swelling of Limbs ) Yes () No Cancer i ¥es () Mo Glaucoma () Yes (O
Lung Disease (Ch¥es (%Mo Thyroid Disease (h¥es )Mo Chemotherapy h Yes |
Hay Fewer (“h¥es (2 Mo [Mitral valve Prolapse (“y¥es (1Mo |Tonsilits O yes €
Chest Pains (Cy¥es (_#Mo |Heart Attack/Failure © Yes ( Ostecporosis O Yes C
Tuberculosis ) Yes (ChNo Cold Sores/Fever Blisters Yes Heart Murmur O Yes
Pain in Jaw Joints () Yes (¥ Mo Tumors or Growths () Yes Congenital Heart Disorder (s Yes |
Heart Pacemaker ) Yes Oy No Parathyroid Disease ) Yes Ulecers (T yes
Convulsions (“y¥es (Mo [HeartTrouble/Disease ) Yes Psychiatric Care O Yes C
Venereal Disease ) Yes (ChNo Yellow Jaundice i Yes Crgan Transplant (Ch Yes (Ch No
Open Heart Surgery () Yes (Mo
Hawve you ever had any serious illness not listed abowve? ) Yes O) No If yes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my
{or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



[m‘ Herron Regional

DENTAL CENTER

PATIENT NAME; DENTIST: FILE #

I understand that I may have one or more of the following done: General examination or Cleaning, Fillings, Bridges, Crowns, Caps,
X-Rays, Extractions or Impacted teeth removed, Dentures, (Other)

L CONSENT FOR GENERAL EXAMINATION OR CLEANING: I undersiand that a routine dental cleaning involves the
removal of plaque and calculus above the gum line and will not address gum infections below the gum line called periodontal disease.
I understand that some bleeding after a cleaning may occur. I will notify the office if the bleeding persists and is severe in nature.

2 REMOVAL OF TEETH.: Alternatives to removal have been explained to me (root canal therapy, crowns, periodontal
surgery, etc.), and I authorize the dentist to remove teeth. I understand removing teeth does not always remove all the infection, if
present, and it may be necessary to have further treatment. I understand the risks involved in having teeth removed, some of which are
pain; swelling; spread of infection; dry socket; loss of feeling in my teeth, lips, tongue, and surrounding tissue (Paresthesia) that can
last for an indefinite period of time; or fractured jaw. I understand I may need further treatment by a specialist if complications arise
during or following treatment, the cost for which is my responsibility.

3. CROWNS AND BRIDGES: T understand that sometimes it is not possible to match the color of natural teeth exactly with
artificial teeth. I further understand that I may be wearing temporary crowns, which may come off easily and that I must be careful to
ensure that they are kept on until the permanent crowns are delivered. I realize the final opportunity to make changes in my new crown
bridge, or cap (including shape, fit, and color) will be before cementation. It is also my responsibility to return for permanent
cementation m a timely manner. Excessive delays may allow for tooth movement. This may necessitate a remake of the crown, bridge,
or cap. I understand that there will be additional charges for remakes due to my delaying permanent cementation,

4. FILLINGS: I understand that care must be exercised in chewing on fillings, especially during the first 24 hours to avoid
breakage. 1 understand that a more extensive filling than originally diagnosed may be required due to additional decay. I understand
that significant sensitivity is a common effect of a newly placed filling.

5 DENTURES: 1 understand that the wearing of dentures is difficult. Sore spots, altered speech, and difficulty in eating are
some common problems. Immediate dentures (placement of denture immediately after extractions) may be painful. Immediate
dentures may require considerable adjusting and several relines. A permanent reline will be needed later. This is not included in the
denture fee. I understand that it is my responsibility to return for delivery of the dentures. I understand that failure to keep my delivery
appointment may result in poorly fitted dentures. If a remake is required due to my delays of 30 days, there will be additional charges.

6. X-RAYS: I understand that the initial visit may require radiographs in order to complete the examination, diagnosis, and
treatment plan. Our staff will not be able to diagnose and treat you without the necessary x-rays. We take standard protocol
precautions to limit radiation exposure. If you have concerns about radiation exposure, please feel free to address them with your
provider.

I understand that antibiotics, analgesics, and other medications may be used for one or more of the above procedures and can cause
allergic reactions causing redness and swelling of tissue, pain, itching, vomiting, and/or anaphylactic shock. It is my responsibility to
disclose to the practice prior to receiving services all medications being taken, allergies, or intolerances. I understand that during
treatment it may be necessary to change or add procedures because of conditions found while working on the teeth that were not
discovered during examination. For example, root canal therapy following routine restorative procedures. T give my permission to my
dentist to make any/all changes and additions as necessary. I understand that dentistry is not an exact science and that therefore,
reputable practitioners cannot properly guarantee results. I acknowledge that no guarantee or assurance has been made by anyone
regarding the dental treatment which I have requested and authorized. I have read and discussed the preceding with the dentist or staff
member, have been advised of the attendant dangers and possible complications, have been given a chance to ask questions, and have
been given sufficient information to give my consent to the planned surgery. No warrantee or guarantee has been made as to the
results or cure. I hereby authorize the dentist and their staff to proceed with treatment.

Signature of Patient/Guardian: Date:
Printed Name:
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Office Payment Policy
The following is an outline of our office payment policies. Please acquaint yourself with them and then
sign below to acknowledge your understanding and acceptance of them.
Fees
Please feel free to discuss our fees with us at any time. Before any dental treatment begins, the patient
and/or responsible party will receive a consultation regarding treatment plan and cost. We attempt to
keep our fees at a fair level that reflects the quality of care provided in our office. Prompt payment will
enable us to keep our fees lower for everyone; therefore, payment is due at the time services are
rendered. For procedures that take multiple appointments to complete, payments may be split up over
the number of appointments required. We accept cash, check (returned check fee $30), Visa,
MasterCard, and Discover. We also offer CareCredit with no interest for 12 months or longer payment
terms with competitive interest rates (WAC).
Insurance
As a courtesy to our patients with insurance we will file your insurance claim and allow you to pay only
your deductible and/or estimated co-payment as services are rendered. Please remember that the
contract is between you and your insurance company, and your total balance is always your
responsibility. We make every effort to give you an accurate estimate of what your portion of our fees
will be, based on information provided to us. We have no way to guarantee the actual terms of your
insurance company's payment. Remaining balance will be sent to you as a statement. Disputes
regarding reimbursement or the amount are between you and your insurance carrier.

Past Due Accounts
Account aging begins the day your charges are incurred. Accounts that are ninety days past due will be
referred for collections. This action will cause additional fees to be added to your unpaid balance
including but not limited to collection fees, attorney fees, and interest as allowed by law. We dislike
doing this and will do so only if all other efforts to collect your unpaid balance have failed. Once an
account is turned over to collections, we will ask you to seek the services of another dentist and will no
longer take responsibility for your family’s dental care.
No Show / Short Notice Reschedule or Cancellation Policy
We understand that situations arise in which you must cancel your appointment. It is therefore
requested that if you must cancel/reschedule your appointment you provide at least a 24-hour notice.
New Patients: It is the policy of our office to charge a $50 fee for any new patient that no shows or short
notice reschedules/cancels their scheduled appointment time. Once the $50 fee is paid, the new
patient may reschedule. If a 2nd no show or short notice reschedule/cancellation event happens, the
patient will not be reappointed.

Established Patients: It is the policy of our office that if an established patient no shows or short notice
reschedules/cancels their scheduled appointment, the first event will be noted on their account. A 2nd

event may lead to a $50 fee applied to the account that must be paid before being reappointed. A 3rd

event may lead to the dismissal of the patient.

I have read, understand and agree to adhere to the financial policies above.

Signature Date

| acknowledge that | have read Herron Regional Dental Centers Notice of Privacy Practices.
(Copy provided upon request)

Signature Date
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I give Herron Regional Dental Center consent to disclose any and all of my individual
protected health information (medical and/or dental) to any medical and/or dental
provider that we refer to.

I authorize Herron Regional Dental Center to disclose andy and all details of my
medical and dental diagnosis, treatment, and billing/claims information to the
individuals listed below.

This authorization is voluntary and I understand that I have the right to revoke this
authorization by submitting a written request to the office. I understand that the
information disclosed under this authorization may be disclosed again by the person
or organization to which it is release. I understand that the below list may not be
exhaustive and that my protected health information (PHI) may be disclosed to

additional individuals based on my written authorization or as indicated in our Notice

of Privacy Practices. This authorization shall remain in effect indefinitely unless
revoked in writing by me.

O I elect not to authorize disclosure to any individuals at the time

First and Last Name: Relationship: Telephone Number: Medical

Billing

By signing below, I certify that I have read the above information and have had any questions answered.
My signature also certifies my understanding and agreement with the above information.

Patient Printed Name:

Patient DOB:

Patient/Legal Guardian Printed Name:

Relationship to Patient:

Signature:

Date:




