PATIENT | TION
1D Chart ITY;
First Mame: Last Mame: Middle Initial;
Patient Is:| | Policy Holder | |Responsible Party Preferred Name:
Eesponsible Party { if somesne other than the patient §
First Namg: [ast Mamc; Middle Initial:
Address: Address 2

Soc Sec:

Drivers Lig:

I would like to recerve comespondences via e-mail,

Birth LJae: Ape
E-manl;
Seclion 2
Employment [ gyl Time || Pant Time
Status: o

Siwdent Status:| | Full Time I_J Pari Trmc
Medead 10
Emplover 10

Carrier 113

| Retired

Pret, Dentist:
Pref, Pharmacy;

Pref [yg:

Referred By
Mrevious Denlist
Emergency Contact

Emergency Contact &
Drivers Lic #

Section 3

City, State, Zip: Pager:
I ome Phone; Work Phone: Lt Cellular
Irth [ate; Yoo Seco [rvers Lic:
| |Responsible Party is also a Policy Holder for Patient  Primary Insurance Policy Tolder || Secondary Insurance Policy Holder
Patient [nformation
Address: Ackdress 2;
Cily: State / Zip: Pager:
[ Tomme Phone: Waork Phong: Fixt: {ellular:
Sex:| | Male || Female hMarital Status:| | Married [ | Single [ |ivorced | |Separated | | Widowed

Primary Insurance Informatinn

Insured Soc. Sec:
Employer:
Address:
Address 2

Cily, State, Lip:
Rem. Benels:

Insured Birth Date:

Rem. Deduct:

Ins. Company:
Aaldlress:
Addidress 2

Cily, State, Zip:

Name of Insurcd: Relationship 1o Insured: | | Self [ iSpeuse | |Child [ |Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Mididress: Adldress:
Address 2: Address 2
Cily, State, Lip: City, Stafe, Zip:
Fem. Benelis:; Fem. Deduct:
secondary [nsurance Information
wame of Tnsured: Relationship 1o lnsured: | | Sell Spouse | |Child | |Other




Patient MName:

Ghyrewood Park Dental Care

Eaglesoft Medical History 2020{Copy)

Birth Date:

Date Created:

Although dental personmel primarly treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, ar
medication that you may be taking, could have an impertant interrelationship with the denfistry vou wil receive. Thank you for answering the folowing guesSons.

Are vou urder a physician's care now? Cives (Ol if yes |

Hawve you ever been hospitalized or had a major operation? Oives (Ono fyes ! [
Hawve you ever taken bone loss prevention drugs such as Cives (ONo Fyes | |
Fosamax, Actonel, Boniva or other similar drugs? = g i

Do you Lse tobacce? Oives Do Fyes | |
Do you take any blood thinners? Cives (Cinio if yae | ¢

Have vou ever had 3 knee, hip, o any other jaint Chves (N If yes | el S |
replacement? = e L .
Have you ever besn told o tae & pre-medication prior to Cives (OiNe If ves | i = _J
dental treatment? = !

Are you takngiusng any medications, pils, droegs, or Tives (CiMo

controded substances?

=% IMPORTANT ™™ PLEASE LIST ALL MEDICATIONS ¥OU ARE MOV TAKING OR GIVE A COPY OF MEDICATION LIST TO FRONT DESK

Viomen; Are you..,

Any other health conditions or concerns we should knowe

about?

ives (INa

If yes i

[_]Pregrans? CiUE DATE: [ I hursing? [_ITaking oral contraceptives?
[CJTrying to get pregrant?

Are you allergic to any of the following?
[ aspirin [ Pericitin [ codeine [ Jaaviic
[Jretal [OLatex [ suifa Drugs [ JLocal anesthetics
Other gllergies? 1 Ifyes | S LA

Do you have, or have you had, any of the following?
[T} AIDSMHIY Positive [C] artificial Joint/ Replacement [ remophisa [ Jaadiation Treatments
] Alzheimer's Disease [oiabetes [ Hepatitis A ar & [orug Addcton
[ arthritsfGaut [easily winded [ Hepatitic © [Clemphysema
[ +igh Blood Pressure [Jrheumatism [Irerpes [ Epiepsy fSeizune fComvulsion
[ IHsgh Cholesteral ] artificial Heart valve or Pacemaker || Excessive Bleeding [[]coctsone Medicine
[ Irypeghveema [ 5icke Cal Dsease [ asthma [(JFanting Soels/Dizziness
[(Jirregular HeartheatMurmur [] sirwus Troubbe []Biond Diseass [ #igney Problems
[Leukerrsa [ ] stomach/Intestinal Disease []Frecuent Headadhes [uiweer tusease
[(svoks [] Brisge Easily [JLow Blood Pressure []cancer
[ Glaucoma [ JLung Dissass [ Thyroid Dsease [ chemotherany
[Imiral valve Brolapse [ ] chest Pains [IHeart attack Failure [J0st=oparasis
OJrbercuoss [ cold SoresfFever Blisters [CJrain n Jaw Joints [(J7umers ar Growths
[ tongenital Heart Disorder [ ] Parathyroid Discase [Hitcers || Heart Trouble Disease
[Jrsychiatric Care

]

To the best of my knowledae, the queshons on tis form have been accurately answered, [ understand that providng moorrect information can be dangerous to my (o
patient's) bealth. Itis my responsbility to inform the dental office of any changes in medical status.

sgrature of Patient, Parent or Guardian:

b s Date:



=

T GLYNWOOD PARK
D N T A L C A R E

Office and Financial Policies

Patient Name:

PAYMENT POLICY

Payment is due in full the day of treatment.

We accepl cash, personal checks, Care Credit, debit cards and all major credit cards
There will be a $25.00 charge for any returned checks.

DENTAL INSURANCE

We will gladly file claims for dental services to your dental insurance carmier; however, all copayments and deductibles will be collected
at the time of treatment. Professional services are rendered and charaed to you, not your insurance company. Please understand that
this contract is between you and your insurance company and payment for services is your responsibility.

Knowledge of benefit amounts, limitations, exclusions, waiting periods, etc. is entirely your responsibility, Receiving our services
indicates your acceptance of responsibility o pay regardiess of your estimate.

COLLECTIONS

If an account is turned over to our collection agency andfor attorney for collection, the account holder will be responsible for ALL
attorneys andlor collection fees that Glynwood Park Dental Care incurs while attempting to collect on an unpaid balance. These
collection fees will be added to the outstanding portion of the account, and will also become the financial responsibility of the account
holder.

ALTERNATE BENEFITS

| understand that most insurance companies downgrade coverage on non-metal restorations and | agree to the adjusted fees for
upgraded maternals.

APPOINTMENT/CANCELLATION POLICY

Appointments not kept or changed less than 24 hours notice are considered broken. Please be considerate to the reserved time we
have for you and inform us in advance if you need to cancel or reschedule your appointment.

To reschedule or cancel an appointment, you must notify us at least 24 hours in advance to avoid a missed appointment fee
of $25.00. We reserve the time to terminate professional treatment of any patient when scheduled appointments are not kept.

| have read and understood this document in its entirefy, outlining financial policies and congent including dental insurance, paymeant
policy and appointment policy. | authonze dental trealment and agree fo pay all related professional fees. Fees nol covered by my
dental insurance will be promptly paid upon notification from this office. | acknowledge that | am responsible for all fees necessary to
collect my account. | authorize the dentist to release all information necessary to secure the payment of benefits. [ understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize the use of this signature on all my insurance
submissions. By signing below, | agree fo abide by the policies listed above.

Signature: Date:
ParentGuardian if patient is wunder the age of 18

HIPAA Notice of Privacy Practices

| understand that | have certain rights to privacy regarding my protected health information. These rights are given to me under the
Health Insurance Portability and Accountability Act of 1996 (HIPAA). | understand that by signing this consent, | authorize Glymwood
Park Dental Care to use and disclose my protected health information.

A copy of this Notice of Privacy Practices is posted in our waiting room. | understand thal by signing this consent form, | am giving my
consent to Glymvood Park Denfal Care's use and disclosure of my protected health information to carry out treatment, payment
activities and health care operafions.

Signature: Date:
ParentiGuardian if patient is under the age of 78
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