TIME 04:54 PM

1D: Chart ID

First Name:

Patient Is: || Policy Holder [ |Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 10/13/2017

Middle Initial:

Responsible Party ( if someone other than the patient )

First Name

Last Name:

Middle Initial:

Sex:[ |Male [IFemale
Birth Date:

E-mail:

Marital Status:[ | Married

Soc Sec

| Single

Yo
| |Divorced

Address Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone Ext: Cellular:
Birth Date Soc Sec: Drivers Lic
[ |Responsible Party 1s also a Policy Holder for Patient j | Primarv Insurance Policy Holder [ :Sccnnd;lr}' Insurance Policy Holder
— Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

[ ISeparated [ | Widowed

Drivers Lic:

| |T'would like to receive correspondences via e-mail

Section 3

Section 2

I-fmpluymcnllz jl"llll Time

X |_ | Part Time
Status:

Student Status:[ | Full Time [ Part Time
Medicaid 1D:
Employer 1D

Carrier 1D:

[ IRetired

Pref. Dentist:
Pref” Pharmacy:

Pref. Hyg:

Referred By

Previous Dentist

Emergency Contact

Emergency Contact #

Preferred pharmacy

— Prnimary Insurance Information

Insured Soc. Sec
Employer
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Ins. Company:

City, State, Zip:

Rem. Deduct:

Address:

Address 2:

Name of Insured Relationship to Insured: || Self [Ispouse [ |Child [ |Other
Insured Soc. See Insured Birth Date:!
Emplover 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 [ ]Other




Time 11:52 AM

Patient Nama:

Elferica Denta! Assodates
Eaglesoft Medical History

Birth Date:

Date Created:

Date 10/26/2017

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 interrelatonship with the dentistry you will receive, Thank you for answering the folowing questions.

Are you under a physician’s care now? 1Yes )No Ifyes | ]
Have you ever been hospitafized or had a major operation? “iYes iTiNo Hfyes | |
Have you ever had a serious head or neck infury? Ty Yes iNo Ifyes | |
Are you taking any medications, pills, or drugs? ) Yes N0 1 yes | ]
Do you take, or have you taken, Phen-Fen or Redux? iYes +1No If yes [ ]
Have you ever taken Fosamax, Boniva, Actoned or anyother "\ ves ) No tyes [ i
medications containing bisphosphonates? i
Are you on a spedal diet? i Yes T)No
Do you use tobacco? (Vfes iNo
Do you use controfled substances? TiYes - INo 1f yes

Women: Are you...
{"JPregnant/Trying to get pregnant? [Cnursing? [TITaking oral contraceptives?

Are you allergic to any of the following?
[Daspirin [[JPeniciin [ Codeine [ Aaryic
[Omew [JLatex {Jsuifa Drugs [} Local Anesthetics
Other? 3d tfyes |

Do ycu have, or have you had, any of the following?
AIDSHIV Positive viY¥es YNo |Cortisone Medicne iYes v)No |Hemophia 1Yes _*No |Radistion Treatments 1Yes _iNa
Alzheimer’s Disease ZrYes {)No |Diabetes 1Yes :No |HepatitisA ;1Yes 7 }No |RecentWeightLoss ives 'No
Anzphylaxis Zi¥es )No | Drug Addiction {3Yes JyNo |HepettsBorC “1¥es {_'No |Renz!Dialysis 1Yes ' 'No
Anemia J)Yes TINo | Easly Winded iYes TiNo |Herpes yYes “1No |Rheumatic Fever 1Yes T No
Angina iYes {'No |Emphysema Yes «yNo |High Blood Pressure ")¥es 'No |Rheumatism idYes - ) No
Arthvitis/Gout )Yes TINo  |Eplepsy or Seinres JYes . 'No |Hgh Cholesterol i3¥es iNo |ScarletFever 1Yes 'No
Artificial Heart valve < Yes {)No |ExcessiveBleeding i_:Yes ‘)No |HivesorRash ‘1¥eg _*No |Shingles 1Yes ' No
Artifidal Joint Yes )No |Excessive Thist Yes )No |Hypoglycemia ives ('No | Sidde Cell Disease 1Yes " iNo
Asthma )Yes -JyNo |FaintngSpellsDizziness :Yes (‘No |Lwveguiar Heartheat iYes o No | Sinus Trouble T Yes <JiNo
Blood Disease CIYes Frequent Cough ‘Yes JNo |Kdney Problems i"iYes iNo |SpinaBifida ¥es iNo
8lood Transfusion iYfeg T Frequent Diarrhea o fes i No  |Leukenua iY¥es ‘"/No |Stomachfintestnal Dsease - :Yes ' ' No
Breathing Problems i Yes Frequent Headadhes 1Yes ‘T:'No |UverDisease i'Yes ['No |Strcke -sYes 'No
Bruise Easly CiYes Genitz! Herpes :¥Yes {'No |Low Blood Pressure iY¥es :[*No |Sweling of Limbs iiYes [+ No
Cancor i Yes ) Glaucoma ‘> Yes {sNo |LungDisease "1¥es :No |Thyroid Desease 1Yes 0 No
Chemotherapy ives D) Hay Fever ives Mitral Vaive Prolapse iYes iNo  |Tonsiitis iY¥es No
Chest Pains I Y¥es ) Heart Attack/Faiure 1Yes ([INo |Ostecporosis ' Yes {'No |Tuberadosis Yes N0
Cold SoresfFever Eisters . :Yes yNo |HeartMurmur yYes +TsNo |Paninlaw Joints i Yes )No | Tumors or Growths “.Yes 1No
Cengenital Heart Disorder ") Yes _'No | Heart Pacemaker 'Yes < :No |Parathyroid Disease yYes ' :No |Ulcers iJY¥es ‘N0
Conwvulsions “iYes TyNo | Heart Trouble/Disease v'Yes i7yNo |Psydhiatric Care rY¥es <INo | Venereal Disease 1 Yes N0

Yefow Jaundice 'Yes 'No

Have you ever had any serigus finess not listed above? ivYes N tfyes [ J

Comments:

To the best of my knowledge, the on this form have been acarately answered. [ understand that providing incorrect information can be dangerous to my {(or patient’s) heaith, Itis my

questions
responsihdity to inform the dental office of any changes in medical status.

Signature of Patiant, Parent or Guardian:

Date:




N |Billeric:

Dental
/\ Associates

Our Smiles Arve Foervahere

FINANCIAL AGREEMENT

We, the staff of Billerica Dental Associates thank you for choosing us as your dental health provider. We
are committed to providing you with the highest level of care and to building a successful provider-
patient relationship with you and your family. We believe your understanding of our patients’ financial
responsibility is vital to the provider — patient relationship and our goal is to not only inform you of the
provisional aspects of the financial policy but also to keep the lines of communication open regarding
them. If at any time you have any questions or concerns regarding our fees, policies, or responsibilities
please feel free to contact our office at 978-667-8292.

We believe this level of communication will allow us to continue to provide quality service to all of our
valued patients.

Please understand that the payment for services is an important part of the provider-patient
relationship. If you do not have insurance, payment will be due at the time of service unless a payment
arrangement has been approved in advance by our staff. We offer a 5% discount on cash or check
payment and a 10% discount for senior citizens when paying with cash or check otherwise a 5% discount
applies.

We make payment as convenient as possible by accepting (cash, money order, MasterCard, Visa,
Discover, CareCredit and in-house state checks). Additionally, you may authorize us to keep your credit
card on file for your convenience knowing we adhere to the highest level of information security.

INTEREST
Interest will incur if a balance remains unpaid after 60 days.
INSURANCE

Please remember that your insurance policy is a contract between you and your insurance carrier. We
will, as a courtesy, bill your insurance and help you receive the maximum allowable benefit under your
policy. We find that patients who are involved with their claims process are more successful at receiving
prompt and accurate payment services from their insurance carrier. We do expect patients to be
interactive and responsible for communicating with your insurance on any open claims.

It is your responsibility to provide ALL necessary insurance eligibility, identification, authorization and
referral information and to notify our office of any information changes when they occur. Even pre-
authorization of services do NOT guarantee payment from your insurance carrier. It is the patient’s
responsibility to know if our office is participating or non-participating with your insurance carrier.
Failure to provide all required information may necessitate patient payment for all charges. When
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insurance is involved, we are contractually obligated to collect co-payments, co-insurance and
deductibles as outlined by your insurance carrier.

Please be aware that out-of-network insurance carriers often prohibit assignment of benefits and may
try to limit their financial liability with arbitrary limits, exclusions or reductions such as reasonable and
customary or usual and prevailing reductions. Our fees are well within such ranges and we will assist in
the collection of the usual and prevailing fees. We will also assist in filing of an appeal if these limitations
are imposed, you as the guarantor are responsible for all out-of-network fees and balances after
insurance has paid their portion.

MISCELLANEOUS FORMS, ADDITIONAL INFORMATION AND AUTHORIZATINS

We will provide all the necessary information to have your benefits released. However, if it becomes
necessary to submit redundant or unnecessary information for the completion of claims, forms for
school, sports or extracurricular activities there will be an administrative fee of $35 for the additional
information.

MISSED APPOINTMENTS

We require notice of cancelations 24 hours in advance. This allows the office to offer the appointment
slot to another patient. If you fail to keep your appointment without notifying us in advance a missed
appointment fee of $50 will apply. Repeated missed appointments without notification may cause you
to be discharged from the practice.

SIGNATURE

| have read and understand the above financial policy. | agree that | am responsible for full balance
whether or not insurance makes payment. | also agree | will be responsible for fees charged by the
collection agency if such actions become necessary.

SIGNATURE or Authorized Representative: DATE:
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