TIME 02:34 PM

1D:

First Name:

Patient Ts: {{J) Policy Holder

First Name:
Address:
City, State, Zip:

Home
Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

O Responsible Party is also a Policy Holder for Patient

DATE 1/23/2017

PATIENT REGISTRATION
Chart ID:
Last Name: Middle Initial:
Responsible Party Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Work Phone: Ext: Cellular:
Soc Sec: Drivers Lic:

D Primary Insurance Policy Holder O Sccondary Insurance Policy Holder

Address:
City:

Home
Phone:

Birth Date:

E-mail:

Patient Information

Sex: (J Male

S

Employmemm Full Time
tatus:

Student Status: () Full Time

D Female

Address 2:
State / Zip: Pager:

Work Phone: Ext: Cellular:

Marital Status: () Married Single O bivorced Separated Widowed

Age: Soc Sec: Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 2 Section 3
O Prart Time Retired TEST
Part Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
______ Primary Insurance Information
Name of Insured: Relationship to Insured: (O Self (O 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 D Spouse  [QChild IO Other
Insured Soc. Sec: Insured Birth Date:
Employer: 7 Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Thomas H. Heflin, DDS Date 1/23/2017
Eaglesoft Medical History

Birth Date:

Time 2:34 PM

Patient Name: Date Created:

Although dentzl personnel primarily treat the area in and around your mouth, your routh 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 vou for answering the following questions.

Are you under a physician's care now?

O YesQHo If ves |
Have you ever been hospitalized or had a major O Yes QMo If ves } ;
operation?
Have you ever had a serious head or neck injury? O Yes QMo If ves | |
Are you taking any medications, pills, or drugs? O Yes QMo Tf ves | !
Do you take, or have you taken, Phen-Fen or Reduix@ Q) Yes Q o I ves | |
Have you ever taken Fosamax, Boniva, Actonel or O Yes O Mo If yes ﬁ |
any other medications containing bisphosphonates?
Are you on a special diet? O Yes QMo
Do you use tobacca? O Yes QMo
Women: Are you...
[Cderegnant/Trying to get pregnant? [ nursing? [CJraking oral contraceptives?
Are you allergic to any of the following? _ -
O Aspirin O eenicitlin O codeine O Acryiic
O metal Oiatex O suifa brugs Oiocal Anesthetics
Other? O If yes | i
Do you use controlled substances? OvesOto If ves | |
Do you have, or have you had, any of the following?
AIDS/HIV Positive OYes ONo | cCortisone Medicine ~ QO Yes QNo | Hemophilia OvYesOQMo |Radiation Treatments @ Yes Qo
Alzheimer's Discase QYes QMNo | Diabetes QOYesQMNo |Hepatitis A OvYesQMNo |Recent Weight Loss  Q Yes Q No
Anaphylaxis OYes QMo | Drug Addiction OYesQNo  |Hepatitis B or C O YesQMNo |Renal Dialysis O Yes Q e
Anermia QOYes QMo | Easily Winded QOYesQHo | Herpes QO vYes QMo |Rheumatic Fever O Yes Qo
Angina OvYesQUo |Emphysema OvYesOMNo  |High Blood Pressure O YesQ No | Rheumatism O ves Q Mo
Avrthritis/Gout OYes QNo |Epilepsy or Seizures  Q Yes QNo | High Cholesterol OYesQNo | Sscarlet Fever OvYes QMo
Artificial Heart valve © Yes Q No | Excessive Bleeding O YesOQMNe  |Hives or Rash O vYesQ Mo | Shingles O Yes O No
Artificial Joint OYes OQNo | Excessive Thirst OYesQMNo | Hypoglycemia OvYesONe | sickle Cell Disease O ves QMo
Asthma OYes Qo | Fainting Spels/Dizziness O Yes QNo | Trregular Heartheat O Yes QO No | Sinus Trouble OYes Qo
Blood Disease O YesQMNe |Frequent Cough O Yes QMo | Kidney Problems O YesQ No | spina Bifida O YesQ o
Blood Transfusion OYes QMo | Frequent Diarrhea OvYesQto |leukemia QO vesQ Mo |Stomachintestinal Dissase Q) Yes QO Mo
Breathing Problems ~ OYes QNe | Frequent Headaches Q Yes QNo | Liver Disease OvYesQOMo | stroke O ves Qo
- Bruise Easily OYes QMo | Genital Herpes OYesQNo |Low Blood Pressure O YesQMNo | Swelling of Limbs O Yes QMo
Cancer OvYesOMNo | Glaucoma OYes QNo |Lung Disease OYesOHNo | Thyroid Disease O Yes Q Mo
Chemotherapy OvYesOMlo |Hay Fever OvYesQMNo |mitral Valve Prolapse O YesQ No | Tonsillitis O YesQ No
- Chest Pains OYes QMo | Heart Attack/Failure  © Yes Q No | osteoporosis OvYesQNo | Tuberculosis O ves QMo
Cold Sores/Faver BHstersO Yes O No | Heart Murmur O Yes O Mo | Pain in Jaw Joints O Yes O No | Tumors or Growths O Yes O No
Congenital Heart Disorder @ Yes Q No | Heart Pacemaker OYesQMNo |parathyroid Disease O YesQ No | ulcers O vesQ o
Convulsions OYes QNo | Heart Trouble/Disease O Yes Q Ne | Psychiatric Care O YesOMNo |venereal Disease O Yes Qo
i Yellow Jaundice O Yes QNo

Have you ever had any serious iliness not listed

Comments:

O vesOno

If yes |

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

Signature of Patient, Parent or Guardian:

X

Date:




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:

O Individual refused to sign
O Communication barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us to obtain acknowledgement

O Other (Please Specify)




CONSENT FOR USE AND DISCLOSURE

OF HEALTH INFORMATION
PATIENT GIVING CONSENT: Name

Address: see New Patient Registration Form Patient Number: see New Patient Registration From

Persons Involved in Care:

List individuals who you would like involved in your dental care. By writing their names
on this form, you consent to the release of your dental information to them. (For example,
if you want us to be able to discuss dental information with your husband/wife, you must
list their names below. This includes discussing fillings, crowns, insurance payments with
them.) In addition, the account holder (not necessarily the insurance holder) may receive
basic dental treatment information on mailed billing statements (example... John had
cleaning on 1/1/07, Mary had filling on 1/1/07).

Purpose of Consent: By signing this form, you will consent to our use and disclosure of
your protected health information to carry out treatment, payment activities, and
healthcare operations.

If you decide not to sign this consent, we may decline to treat you.
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this
Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures
we may make of your protected health information, and of other important matters about your protected health information. A copy of
our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply (o any of your
protected health information that we maintain. You may obtain a copy of our Notice of Privacy Practices, including any revisions of
our Notice, at any time. Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice ol
your revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any
action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you if you revoke this
Consent.

CONSENT

I have had full opportunity to read and consider the contents of this consent form. I
understand that, by signing this Consent form, [ am giving my consent to your use and
disclosure of my protected health information to carry out treatment, payment activities
and heath care operations.

Signature: Date:
If this Consent is signed by a personal representative / guardian on behalf of the patient,
complete the following: :

Personal Representative’s Name: Date:

Relationship to Patient




Heflin Family Dentistry
8000 Carmel Ave NE
Albuquerque, NM 87122

Financial Agreement

It is our goal for patients to clearly understand their treatment needs, as well as their financial
responsibility, before treatment begins. Payment of estimated patient portion is due at the time of
treatment. We desire to make dental treatment affordable to all of our patients. Therefore, we offer the
following payment options:

1) Cash, Check, Visa / MasterCard / Discover / American Express

2) Flexible payment plans of up to 12 months upon approval with Care Credit.
Approval must be received prior to treatment date.

As a courtesy to you we will gladly process your insurance claim forms. Our responsibility is to provide
you with the treatment that best meets your needs, not to try to match your care to insurance plan
limitations. Dental insurance plans do not correspond to individual patient needs, and as such, many
routine and necessary dental services are not covered even though you may need those services.

We understand insurance guidelines can be hard to understand and overwhelming at times. Fortunately
with the information provided to us by you and your insurance company we are able to provide some
assistance in estimating your insurance benefit. However, your insurance company makes the final
determination once treatment is completed and the claim is submitted. Your insurance is a contract
between you and your insurance company; therefore all charges are your responsibility.

All insurance benefits are payable to the dental office, and I agree to release any information necessary
for the dental office to process claims.

[ realize [ am financially responsible for all charges incurred, regardless of insurance coverage. [ am
aware past due accounts will be subject to a finance charge of 1.5% after 60 days. [ am responsible for all
collection costs incurred by the dental office. A fee of $35.00 will be assessed for all returned checks.

Broken Appointment Policy: [ am aware that Heflin Family Dentistry requires an advance notice of 24

hours to change or reschedule an appointment, with exceptions to individual circumstances. [ understand
that T will be charged $50.00 per hour for any missed or broken appointments.

Signature of Patient and/or Legal Guardian

Date:
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