DATE 2/6/2020

TIME 01:15 PM
PATIENT REGISTRATION
1D: Chart ID
First Name: Last Name: Middle Initial:
Patient Is: §:§Policy Holder DRcspégéible Party Preferred Name:
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:
[ IResponsible 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:
Sex:[ |Male [ IFemale “ Marital Status:|_| Ma;rried [ Isingle [ IDivorced [ ISeparated [ Twidowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: {11 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment{™1fy|| Time ["|Part Time [ IRetired Preferred Name
Status: Credit Card #
Student Status: [ Full Time [IPart Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured: | |Self [ |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:
Secondary Insurance Information
Name of Insured:; Relationship to Insured:{ | Self [Ispouse [ |Child {Jother
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 1:16 PM Sansone Dental Practice, L.L.P. Date 2/6/2020
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental persannel primarily treat the area in and around your mouth, your mouth is a part of your entire bady. 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? Oives ONo I yes ' 1
Have you ever been hospitalized or had a major operation? Oives (OINo Fyes | ﬁ“‘
Have you ever had a serious head or neckinjury? Cives OMo fves ‘ """""""""""""" e
Are you taking any medications, pills, or drugs? Cives Oio ¥ yes = S oA
Do you take, or have you taken, Phen-Fen or Redux? Oves ONo Ifyes | ¥ T ]
Have you ever taken Fosamax, Boniva, Actonel or any other Oves Citlo If yes r,“ T § ‘ ; W s ; STy A J

medications containing bisphosphonates?

Are you on a spedal diet? Oives OMo
Do you use tobacco? O e ‘D Mo
Do you use controlled substances? Oves ONo tFies ] = e e jl

Womein: Are you,..
[ Pregnant{Trying to get pregnant? [CINursing? [:]Ta‘na'ng oral contraceptives?

Are you allergic to any of the following?

[ aspirin [peicitin [[Jcodeine [ aaryiic
[metal [CLatex [T sulfa Drugs [[JLocal Anesthetics
- O tFyes | e W SR S R L

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

AIDSHIV Positive Oves (ONa | Cortisone Medicine (Oves (OnMo | Hemophilia (ives (ONeo  |Radiation Treatments OiYes OMo
Alzheimer's Disease (OYes (TJHo  |Diabetes (Oives (OMo  |Hepatitis A (Oves (Mo |Recentweight Loss Oves Oilo
Anaphylaxis ves (Ono  |Drug Addiction (Orves (Oinio | HepatitisBor C (Jves (no  |Renal Diglysis Oves Oho
Anemia OYes (iNe | Easily Winded (Oives CiMo | Herpes CiYes (ONo  |Rheumatic Fever CiYes OMo
Angina (O ves (OMo  |Emphysema (Yes (TiMo | High Blood Pressure (Oives (ONo | Rheumatism (Oives (ONo
Arthritis/Gout {yves (JNo  |Epilepsy or Seizures (Oves (ONo | High Chalestercl Oives (No | Scarlet Fever Oives ONo
Artificial Heart Valve COives (ONo | Excessive Bleeding (ives ()Mo |Hivesor Rash ives (OMo | Shingles Cives (Odo
Artifical Joint Oves (Ono  |Excessive Thirst (yves (Mo |Hypoglycemia Cives Do | Sickle Cell Diseass Oives Oivo
Asthma Oves (Do |Fainting Spells/Dizziness  (JYes (/Mo | Iregular Heartbeat (Oives ONo | Sinus Trouble Otes Oilo
Blood Disease {ves (Ono  |Frequent Cough (OyYes (Mo |Kidney Problems (ves (ONo  |Spina Bifida Oives Oidlo
Blood Transfusion yes {JNo |FrequentDiarrhea {Oves (Mo |Leukemia Cives (ONp | StomachfIntestinal Disease  {JYes (Mo
Breathing Problems {Oves (Mo  |Freguent Headaches Oves Ono  |Liver Disease Cives OiMo | Stroke Oives Oo
Bruise Easily Oives OiNo | Genital Herpes O ves )Mo |Low Blood Pressure Cives (Mo | Swelling of Limbs Oves (o
Cancer Oves ONo | Glaucoma (Ovyes (UMo  |lung Disease (Cives (Mo | Thyroid Disease Oves o
Chemotherapy O ves ONo  |Hay Fever (Oves (ONo | Mitral valve Prolapse (Oives (Mo | Tonsiliis Cives (ONo
Chest Pains Ortes Civio | Heart Attack/Failure ives (Mo |Osteoporosis (Cives (OnMo | Tuberculosis Oives Omo
Coid Sores/Fever Blisters  (OYes (ONo  |Heart Murmur (ves (Mo |Painin Jaw Joints (Cives (Mo |Tumors or Growths Cives (Ono
Congenital Heart Disorder (O Yes (Mo  |Heart Pacemaker (ves (Mo  |Parathyroid Disease Oives (DMo | Uicers Cives (ONe
Convulsions (Otes (Oro |HeartTrouble Disease {ves {JNo  |Psychiatric Care (Cives (Mo | Veneresl Disease Oves OHo

Yellow Jaundice Oves OnNo

Have you ever had any serious ilness not listed above? Oives O No ¥ ves ‘!_ i S W

Comments:

E—

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
responsibiity to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:



MEDICAL HISTORY and CONSENT

List any medications you are taking: List any surgeries or hospitalizations you have had:
Medication  Dosage/Freq. Prescriber Reason Date/year Surgery Surgeon Reason

s woN e

List and detail any medical condition or history not listed above

Primary Physician’s Name: Physicians’'s phone #
Are you under the care of other physicians? If so, please list:
Physician Phone # Reason

GENERAL CONSENT TO DIAGNOSE AND TREAT: The undersigned hereby authorizes Sansone Dental, LLP to take
radiographs, study models, photographs or any other diagnostic aids deemed appropriate to make a thorough diagnosis of the
undersigned patient’s dental condition and needs. | authorize Sansone Dental, LLP to perform any and all forms of treatment,
medication, and therapy that may be necessary and further consent Sansone Dental, LLP choose and employ such assistance as
deemed necessary. | understand that the use of local anesthetic agents embodies certain risk and consent to their use as deemed
appropriate by Sansone Dental, LLP. To the best of my knowledge, the questions on this form have been accurately answered. |
understand that providing incorrect or incomplete information can be dangerous to my / the patient’s health. Itis my responsibility
to inform the dental office of any change in medical health status.

FINANCIAL CONSENT: | understand that responsibility for payment of services provided in this office for myself and my
dependent(s) is mine, due and payable at the time services are rendered. | understand that | am responsible for any portion of fees
for services rendered not covered by my dental or medical insurance (if any). | further consent to and agree to pay a 1 %% finance
charge (18% annually) that will be applied to any balance over 30 days. | acknowedge that | am responsible for all fees necessary to
collect my account. | authorize Sansone Dental, LLP and its staff to verify insurance coverage, if any, to submit claims and provide
my insurance company with information required for a claim, to assign benefits, and to handle any necessary claim appeal(s).

Consent (adult):
Name of Patient Date
Signature of Patient

Consent (for a minor child):
Name of Parent/Guardian Date
Signature of Parent/Guardian

Notice of Privacy Practices (below)
Patient privacy is important to our practice. We are required by law to maintain the privacy of Protected Health Information (“PHI") and to provide
individuals with notice of our legal duties and privacy practices with respect to PHI. By signing below you are acknowledging receiving notice of
our practices’ policies and your rights regarding PHI. lallow release of pertinent medical records to my insurance company (if applicable) and my
other medical providers.

Date

Signature of Patient

CONFIDENTIAL




