TIME 10:36 AM
ID: Chart ID:
First Name:
Patient Is: D Policy Holder D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 5/18/2023

Middle Initial:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
|:| Responsible Party is also a Policy Holder for Patient |:| Primary Insurance Policy Holder |:| Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

Gender: D Male D Female D Unknown

D Single

Marital Status: D Married

D Divorced D Separated D Widowed

Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: DI would like to receive correspondences via e-mail.
Section 2 Section 3
Employment[™] gyj| Time [ |Part Time [ |Retired Referred By
Status: Previous Dentist
Student Status:[_| Full Time [|Part Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Contact #
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:| | Self [ ISpouse [ |Child [ |Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: [ | Self [ I spouse |:| Child [ ]Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Time 11:36 AM Spanish Fort Dental Assodiates, LLC Date 5/18/2023
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is & part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physidian's care now? () Yes ()Mo If yes
Have you ever been hospitalized or had a major operation? ) Yes ()Mo If yes
Have you ever had a serious head or nedk injury? ) Yes (Mo If yes
Are you taking any medications, pills, or drugs? ) ves Mo If yes
Do you take, or have you taken, PhenFen or Redux? () Yes (Mo If yes
Have you ever taken Fosamax, Boniva, Actonel or any other Thves ()Mo If yes
medications containing bisphosphonates? - )

Are you on a spedial diet? ) Yes ()Mo

Do you use tobacco? () ¥es ()Mo

Do you use controlled substances? ) Yes ()Mo If yes

\Women: Are you...
Pregnant/Trying to get pregnant? Mursing? Taking oral contraceptives?

Are you allergic to any of the following?

Aspirin Penicillin Codeine Acrylic
Metal Latex Sulfa Drugs Local Anesthetics
Other? If yes

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

AIDSMIV Positive () Yes ()Mo |Cortisone Medicine ()Yes () No |Hemaphilia ()Yes (INo |Radiation Treatments O Yes ()Mo
Alzheimer's Diseaze ()¥es ()Mo |Diabetes ()¥es (Mo |Hepatitis A ()Yes ()No |RecentWeightLoss O ¥es O)No
Anaphylaxis (D) Yes (O No | Drug Addiction (D) Yes (O MNo |Hepatitis Bor C ()¥es ()No  |Renal Dialysis ) ves ()Mo
Anemia (O¥es (ONo | Easly Winded (D Yes (D MNo  |Herpes ()Yes ()Mo  |Rheumatic Fever (O Yes (Mo
Angina (D ¥es (O Mo |Emphysema () Yes ()Mo |High Blood Pressure () Yes () MNo |Rheumatism O Yes (O MNo
Arthritis/Gout ()Yes ()Mo |Epilepsy or Seizures ()Yes ()Mo |High Cholesteral () Yes (INo |ScarletFever O ¥es )Mo
Artifidal Heart Valve ()Yes ()Mo |Excessive Bleeding ()¥es ()Mo |Hives or Rash () Yes ()Mo |Shingles O Yes ONo
Artificial Joint (O Yes (O No |Excessive Thirst () Yes (O No |Hypoglycemis ()Yes ()N |Sickle Cell Disease O Yes ONo
Asthma () Yes ()Mo |Fainting Spells/Dizziness ~ (7)Yes ()Mo |Irregular Heartbeat ()es ()Mo |Sinus Trouble O Yes O No
Blood Disease (J¥es ()Mo |Freqguent Cough (J¥es ()Mo |Kidney Problems () Yes () MNo [Spina Bifida O Yes (O MNo
Blood Transfusion ()¥es ()Mo |FrequentDiarrhea () ¥es ()Mo | Leukemia C)Yes ()No |StomachfIntestinal Disease () Yes () No
Breathing Problems () Yes ()Mo |Frequent Headaches ()¥es ()Mo |Liver Dissase O)Yes ()No |Stroke O Yes O No
Bruise Easly (D) Yes (D)Mo | Genital Herpes ()ves (JNo |Low Blood Pressure (ives (O)no  |Sweling of Limbs O Yes O No
Cancer (Yes (Mo | Glaucoma (D) Yes (D)Mo |Lung Disease () Yes ()Mo |Thyroid Disease ) ves ()Mo
Chematherapy ()Yes ()Mo |HayFever ()Yes ()Mo |Mitral Valve Prolapse O)Yes O)No  |Tonsilitis O)¥es )Mo
Chest Pains (OYes (Mo | Heart Attack Failre (D Yes (O Mo | Osteoporosis ()ves () No | Tuberculosis C)ves O Mo
Cold Sores/Fever Blisters () Yes ()Mo | Heart Murmur () Yes (INo |Painin Jaw Joints O Yes ONo |Tumors or Growths OY= ONo
Congenital Heart Disorder  (7) Yes ()Mo | Heart Pacemaker ()Yes ()Mo |Parathyroid Dissase Oives (INo |Ulcers O Yes ONo
Convuisions (O¥es () No | HeartTrouble/Disease (D ¥es (DMNo | Psychiatric Care ()Yes (()No [Venereal Disease ) Yes ()Mo
Yellow Jaundice Oi¥es (Mo

Have you ever had any serious illness not listed above? ) Yes O MNo If yes

Comments:

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. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



SFD Spanish Fort Dental Joel D. Green, D.D.S.

s A S SO CIATES LLC
N A Smile for a Lifetime

Our Financial Policy

Thank you for choosing us as your health care provider. We are committed to your treatment
being successful. Please understand that payment of your bill is considered a part of your
treatment. The following is a statement our financial policy with which we require you to read
and sign prior to any treatment. All patients must complete our information and insurance form
before seeing the doctor.

o Full Payment is due at time of service

o We accepr cash, check, Mastercard, Visa, American Express, Discover

e We offer financing through Care Credit

Regarding Insurance

We may accept assignment of insurance benefits, provided we are able to confirm coverage. However, we do
require that the appropriate percentage not covered by your insurance be paid at the time of service. The balance is
your responsibility whether your insurance company pays or not. Your insurance policy is a contract between you
and your insurance company. We are not a party to that contact. In the event we do accept assignment of benefits,
we will wait for payment for 45 days. At that time, you will responsible for the balance. All accounts that have a
60-day balance will receive and automatic service charge of 18%.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients, and we charge what is usual and
customary for our area. You are responsible for payment regardless of any insurance company’s arbitrary
determination of usual and customary rates. We have found that most insurance companies usuvally set very low
usual and customary fees and serve the interest of the insurance company.

Minor Patients
The adult accompanying a minor (or guardians of the minor), unless we have documentation to prove otherwise, is
the person we will hold responsible for payment.

Unless cancelled at least 24 hours in advance, our policy 1s to charge for missed appointments at the rate of $75 per
visit. Iunderstand that I am responsible for the charges for services rendered. Any outstanding account balance
will be subject to an 18% finance charge. In the event I fail to pay for services rendered, I agree to pay all
reasonable costs of collections including, but not limited to, attorneys fee and court costs. Thank you for
understanding our financial policy. Please let us know if you have any questions or concerns. I have read and agree
to this financial policy. I understand and agree to this financial policy.

Signature Date

6450 US 90 « Suite D « Spanish Fort, Alabama 36527 -« Office: (251) 626-7675




Patient

Medical/Allergies:

Pre-Med yes no

Latex Allergy yes ___no

Medication:

Medication Log

Date:

10.

11,

12.




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

L, , have received a copy of this office’s Notice of
Privacy Practices. <

{Please Print Name}

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign.
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

0 O G O

Other (Please Specify)

® 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form Is educationai only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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