TIME 01:45 PM

1D: Chart ID:
First Name:

Patient Is: D Policy Holder

Responsible Party ( if someone other than the patient )

First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

|:| Responsible Party is also a Policy Holder for Patient

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 9/14/2015

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

|:| Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home
Phone:

Sex: D Male D Female

Birth Date:

E-mail:

Address 2:

State / Zip:

Work Phone:

D Single

Marital Status: D Married

Age: Soc Sec:

Ext:

Pager:
Cellular:

D Divorced D Separated D Widowed

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

Employment [ ]Full Time
Status:

Student Status:| | Full Time

[ |Part Time

[ |Part Time

[ |Retired

Medicaid ID: Pref. Dentist:
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 [ 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:




Time 8:08 AM Highland Smiles Dental Date 1/4/2018
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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physidan's care now? ) Yes ) No If yes | |
Have you ever been hospitalized or had a major operation? ) yes ) No 1f yes | |
Have you ever had a serious head or neck injury? ) Yes ) Mo If yes | |
Are you taking any medications, pills, or drugs? ) Yes ) No If yes | |
Do you take, or have you taken, PhenFen or Redux? ) Yes ) No If yes | |
Have you ever Elf.e.n Fosamax, Boniva, Actonel or any other ) yes ) No 1f yes | |
medications containing bisphosphonates?

Are you on a spedal diet? ) Yes () MNo

Do you use tobacco? ) Yes () No

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

Women: Are you...

|:| Pregnant/Trying to get pregnant? |:| Mursing? |:|Tak.ing oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [ Penicillin "] Codeine ] Acrylic
[T metal [[Latex [ sulfa Drugs [T Local Anesthetics
COther? (] If yes |

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

ARSI D Yes Mo | Cortisone Medicine Dies (D) No  [Hemophilia TiYes () No |Radiation Treatments i ves () No
s SR D Yes Oino  |Disbetes @) Yes (OMNo |Hepatitis A TiYes (ONo |RecentWeightLoss @) Yes ) No
i (Ci¥es (DMNo  [Drug Addiction @) fes ©)No  |Hepatitis Bor C ©)Yes ©)No  |Renal Dialysis ® Yes ® No
S D Yes Mo (Easiy Winded Dives D No  [Herpes 1 Yes (T)No  |Rheumatic Fever i ves () No
Angina ) Yes (D)Mo  |Emphysema ) ¥es (Mo |High Blood Pressure TiYes I Ne |Rheumatism ® Yes ® No
Arthritis Gout ) Yes (D)Mo  |Epiepsy or Seizures T ¥es )Mo |High Cholesterol TiY¥es (T)No | Scarlet Fever ives (O No
Artificial Heart Valve ) Yes ()Mo |Excessive Bleeding ) ¥es (7)Mo |Hives or Rash )Yes (Mo |Shingles ) Yes () No
Pt ©Yes ©MNo  |Excessive Thirst (@ Yes @ Mo |Hypoglycemia iYes ) No | Sicke Cell Disease © Yes © No
Asthma i Yes (T)Mo  |Fainting Spells/Dizziness (7 Yes () Mo Irregular Heartbeat i ¥es ()Mo | Sinus Trouble ) Yes ) No
Blood Disease CiYes (D)Mo |Frequent Cough D ¥es (O No |Kidney Problems Di¥es ) No | Spina Bifida ) Yes ) No
Blood Transfusion ) Yes ()Mo Frequent Diarrhea 1 Yes ()Mo Leukemia ives ) MNo Stomach/Intestinal Disease () Yes () No
Breathing Problems TiYes (7)Mo  |FrequentHeadaches (TiYes (7)Mo |Liver Disease TiY¥es (TJNo |Stroke 1 Yes (0 No
Bruise Easily CiYes (DNo  |Genital Herpes @ ¥es (D) No |Low Blood Pressure 1¥es I No | Sweling of Limbs ) Yes ) No
Cancer ives )Mo | Glaucoma ) Yes () No Lung Disease iYes ()No  |Thyroid Disease ) yes ) No
Chemotherapy Dives (D No |HayFever ©iYes )Mo |Miral Valve Prolapse TiYes (D)No |Tonsilitis ) Yes () No
b i D Yes Mo |Heart Attack/Failure ©)tes D)Mo | Osteoporosis ©)¥es OMNo | Tuberculosis ) Yes © No
Cold Sores/Fever Blisters () Yes () Mo Heart Murmur TiYes )Mo Pain in Jaw Joints ©)Yes (UNo |Tumors or Growths ® Yes © No
Congenital Heart Disorder (7 Yes (D)Mo | Heart Pacemaker TiYes (7)Mo |Parathyroid Disease TiY¥es ()Mo |Ulcers 1 ves (0 No
P O Yes Oimo  |Heart Trouble/Disease Cies D No | Psychiatric Care i ¥es T)No | Venereal Disease O Yes ) No

Yellow Jaundice ) Yes ©) No
Have you ever had any serious ilness not listed above? @) Yes ) No fyes

Comments:

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



Highland Smiles Dental

4925 McKinney | DALLAS TX, 75205 | (214) 528-9990

Thank you for choosing - Highland Smiles Dental. We would like to ensure that our patients have a
positive experience from the moment they walk in, and continue that way for years to come.
Therefore, we have made great efforts to provide an extensive variety of financial options for you and
your family to maintain optimal dental health and beauty.

Payment in full is required before treatment is started. We will be happy to work with you, as a
courtesy, to file your claim with your insurance company. We will estimate your co-pay based on
information we obtain from you and your insurance company. The co-pay must be collected before
treatment is started. If your insurance company pays less than expected, or not at all, you will be
billed the remaining balance. Payment should be sent within 30 days upon receipt of the statement.

Itis very important that you provide us with your most current insurance information. If you have
DMO or HMO your name has to be in our monthly list or we need a faxed eligibility from your
insurance. This is the only way we can provide you with an accurate estimate.

Payment Options:
You can choose from:

-Cash, Check, Visa, Matercard, American Express, Discover and Care Credit for treatment over$1000.

-Convenient Monthly Payment Plans* through Care Credit which will allow you to make payments over
a period of 12months, interest free, depending on the amount financed.

-For appointments that are more comprehensive ($250 or more) a $55 deposit is required to secure
your appointment.

-A fee of $55 will be charged per Hr. for patients who miss or cancel more than 1 time in a calendar
year without 48 hour notice.

-For any checks that are returned back to the office by your bank there will be $30 charge.

If you have any questions, please do not hesitate to ask.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

*Subject to credit approval



Highland Smiles Dental

INDIVIDUAL PATIENTS AUTHORIZATION

This form is to confirm your authorization to use or disclose your protected health information.

1. Individual Patient (Or Personal Representative) Confirming the Authorization

| give my authorization to use or disclose my protected dental information as described
in Section 2 below. | give this authorization voluntarily.

Your Name:

Your Street Address:

Your City: State: Zip:

Your Telephone Number:

Your Email Address:

2. The Use And/Or Disclosure Authorized

Name the people (and/or organization) and relationship that you are authorizing us to
release your personal protected information.




WGP

Highland Smiles Dental

Patient Consent for Use and Disclosure of Health Information

(Federal HIPAA Privacy Regulations)

Purpose of Consent: By signing thisform, you consentto our use and disclosure
of your protected health information to carry out treatment, payment activities

and healthcare operations.

Notice of Privacy Practices: You have the rightto read our posted Notice of Privacy Practice before you
decide whetherornot to sign this Consent. Our Notice provides adescription of ourtreatment,
paymentactivities, and healthcare operations, as well as otherimportant matter about your protected
healthinformation. Copies are available upon request.

Right to Revoke: You have the right to revoke this consent at any time by giving us written notice.

If you have any further questions, please contact highlandsmiles@outlook.com.

Agreedto and accepted:

PatientSignature Date

4925 Mckinney Ave Suite#101 Dallas, TX 75205 214-528-9990 Fax: 214-528-9434
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