TIME 4:31 PM DATE 6/26/2013

PATIENT REGISTRATION
ID: . Chart ID:
First Name: B Last Name: Middle Initial:
Patient Is: L___l Policy Holder Preferred Name: -
" [C] Responsible Party

—Responsible Party (if someone other than the patient) - d
a First Name: Last Name: Middle Initial: !
| Address: Address 2: i

City, State, Zip: Pager: ;
i Home Phone: Work Phone: Ext: Cellular: :
. Birth Date: Soc Sec: Drivers Lic: !

O Responsible Party Is also a Policy Holder for Patient O Primary Insurance Policy Holder O Ssecondary Insurance Policy Holdsr \

~ Patient Information b

Address: Address 2: ‘

City: ' State / Zip: Pager: o

Home Phone: Work Phone: . Ext Cellular: :
! Sex: O Male O Female Marttal Status: O Marded (O Single (O Divorced (O Separated (O Widowed :
; Birth Date: Age: Soc. Sec: Drivers Lic: ;
1 .
| E-mail: (7 1 would like to recelve correspondences via e-mail. !
| Section 2 Section 3 ,
| Employment Status: O FulTime O PartTime O Retired Referred By:
I Previous Dentist:
! Student Status: (O Full Time QO Part Time Emergency Contact:
j Medicaid ID: Pref, Dentist: Emergency Contact #: |
, Employer ID: Pref. Pharmacy:
i Carrier ID: Pref. Hyg.:

—Primary Insurance Information

Name of Insured: Relationship to InsuredD) self (O Spouse O Child  (C Other

|
! Insured Soc. Sec: Insured Blrth Date:

} Employer: ' Ins. Company:

g Address: Address:
' Address 2: Address 2: . !
. City,State,Zip City,State,ZIp:

. Rem. Benefits: .00  Rem. Deduct: .00

~-Secondary Insurance Informatlon-

| Name of Insured: Relationship to InsuredO) Self (O Spouse O Child (O Other i

Insured Soc. Sec: Insured Birth Date: .
. Employer: Ins, Company: '
Address: Address:
Address 2: Address 2:
City,State,Zip: Clty,State, Zip:
Rem. Benefits: .00  Rem. Deduct: .00




ACKNG’WL EDGEMENT OF RECEIPT OF
NO TICE OF PRIVAL,Y PRACTICES

*You May Refuse to Slgn Thls Acknowledgement”

i

. have recelved a copy of this

l, . .
office's Notlce of Privacy Practices,

Pleaso Prnl Name

S]ghslws

Oalo

——

For Offlce Use Only

We altempled to obtaln written acknowledgement of recelpt of our Notlce of frlvacy Praclices, bul
acknowledgement coulld not be obtalned because: ,

Q) (ndlvidual refused o sign
[ Communlcatlons barrlers prohiblted obtaining the acknowledgement

O An emergency sltuation prevented us from 6blalnlng acknowledgement

0) Olher (Please Speclfy)

© 2092 Amerioan Dentel Assoclalion
All Righls Resorved

Reproduction and vse of Ihis lorm by denlisls and thelr sloH 1y ormitted. Any olher use, dupll I3 I any oth
parly raquires the prlor verltlon approval of thy Amerloan Donlsl Assoolstion, + duplloation or distiibulion of thls form by any olher
s Form ls oduoallonal only does nol conslitule legal advios, aivd 0OVerd only ludoral, nol alale, law {Augusl 14, 2002).
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TIME 12:16 PM The Dental Office Of Lithonia
MEDICAL HISTORY
PATIENT NAME Birth Date

DATE 2/3/2014

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? { Yes { No Ifyes, please explain:

ave you ever been hospitalized or had a major operation?{> Yes {> No Ifyes, please explain:

Have you ever had a serious head or neck injury? (> Yes {7 No If yes, please explain:

Are you taking any medications, pills, or drugs? (' Yes {J No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? & Yes (O No

Have you ever taken Fosamax, Boniva, Actonel or any -~ Py
' Yes (' No

other medications containing bisphosphonates? \~
Are you on a special diet? { Yes { No
Do you use tobacco? () Yes { No
Do you use controlled substances? (. Yes {3 No
Women: Are you - . e e .. e
Pregnant/Trying to get pregnant? > Yes { No

Taking oral contraceptives? {_ Yes {5 No Nursing? > Yes (o No

Are you allergic to any of the following?- -

Aspirin _ Penicillin .~ Codeine i_] Local Anesthetics S Acrylic T Metat Latex Sulfa drugs
Other If yes, please explain:

Do you have, or have you had, any of the following? - o : o -

AIDS/HIV Positive \; Yes (; No | Corlisone Medicine J Yes () No | Hemophilia (5 Yes ) No | Radiation Treatments 7 Yes . No
Alzheimer's Disease ( Yes () No | Diabetes (& Yes { No | Hepatitis A O Yes () No | Recent Weight Loss > Yes ., No
Anaphylaxis > Yes () No | Drug Addiction (O Yes {3 No | HepatitisBorC {J Yes () No | Renal Dialysis . Yes " No
\nemia > Yes (O No | Easily Winded (G Yes ) No | Herpes (O Yes ) No | Rheumatic Fever {5 Yes . No
Angina < Yes (O No [ Emphysema (D Yes ) No | High Blood Pressure { Yes { ; No | Rheumatism "> Yes  No
Arthritis/Gout <, Yes (J No | Epilepsy or Seizures () Yes ( No | HighCholesterol {5 Yes < No | Scarlet Fever ", Yes  No
\rtificial Heart Valve > Yes () No | Excessive Bleeding () Yes (G No | Hives or Rash 3 Yes (y No | Shingles © Yes  No
\rlificial Joint " Yes {; No | Excessive Thirst (C Yes (& No | Hypoglycemia > Yes (; No | Sickle Cell Disease " Yes  No
\sthma <, Yes [ No | Fainting Spells/Dizziness( ; Yes {; No | lrregular Hearlbeat ) Yes {3 No | Sinus Trouble C. Yes . No
3lood Disease " Yes. ' No| FrequentCough {J Yes (7 No | Kidney Problems [ Yes [ No | Spina Bifida . Yes | No
3lood Transfusion > Yes { No | Frequent Diarrhea G Yes  No | Leukemia {Z Yes [ No | Stomach/intestinal Disease 7 Yes ~~ No
¥reathing Problem (s Yes (5 No | Frequent Headaches () Yes (O No | Liver Disease (5 Yes () No | Stroke "I Yes ~ No
druise Easily C Yes (J No | Genital Herpes () Yes (O No | LowBlood Pressure ) Yes (3 No | Swelling of Limbs s Yes :No
sanger O Yes O) No | Glaucoma (O Yes (O No | Lung Disease (G Yes (G No | Thyroid Disease L Yes . . No
shemotherapy () Yes O) No | Hay Fever () Yes (O No | Mitral Valve Prolapse ( Yes (7 No | Tonsilitis v Yes  No
*hest Pains () Yes {J No | HeartAttack/Fallure (O Yes (O No | Osteoporosis () Yes (J No | Tuberculosis e zes L’°
sold Sores/Fever Blisters ; Yes { J No | Heart Murmur 2 Yes (J No | Painin Jaw Joints (> Yes ; No E’;’mzs or Growths g Y:: Ng
Jongenital Heart Disorder ™ Yes ~ - No | Heart Pacemaker "2 Yes {3 No | Parathyroid Disease s Yes "7 No Vet:meereal Disease ““ Yes  No
sonvulsions " Yes . No | Heart Trouble/Disease . Yes [ No | Psychiatric Care - Yes "1 No | youow Jaundice _Yes . No

Have you ever had any serious illness not listed above?{ Yes {> No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand 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.

DATE

SIGNATURE OF PATIENT, PARENT, or GUARDIAN



APPOINTMENTS AND CANCELLATIONS POLICY

It is our policy at The Dental Office of Lithonia that you call 24 hours in advance if you are unable to keep
your appointment. This gives us the opportunity to attempt to fill that slot with another patient. You
will be charged a fee of $30.00 If you do not call to cancel or re-schedule 24 hours before your
appointment. This fee [s not payable by any insurance company and remains the responsibility of the
patient. This fee is due in full prior to your next appointment. We allow two no show appointments
before we consider the patient for termination from the practice.

A cancellation or a rescheduled appolntment made less than 24 hours is considered a broken
appointment. Upon the second broken appointment, a reminder letter is sent to you regarding our
policy which agaln states that we only allow two broken appointments and ask that you please call us if
you are unable to come to your scheduled appointments. We understand medical emergencies etc. do
occur, we will take these "emergencies” under consideration.

You will be considered for termination from the practice once you have accumulated three no show or
broken appointments. It is certainly our hope that it does not reach that point. We value you as a
patient and we ask that you value your appointment.

Thank you for choosing The Dental Office of Lithonia. We look forward to treating your dental needs for

years to come.

| understand and agree with the above policy.

Signature Date



