1D:

First Name

ChartID:

PATIENT REGISTRATION

Last Name:

[ Policy Holder

.| Responsible Party
r--Responsible Party (if someone other than
First Name:

Patient Is:

Preferred Name:

the patient) S —

Address.

City, State, Zip: _
Home Phone:

Middle Initial:

Pager:

Work Phone:

Birth Date:

O Responsible Party is also a Policy Holder for Patient

Soc Sec:

Cellular: _

Drivers Lic:

O Primary Insurance Policy Holder

O Secondary Insurance Policy Holder

|
! e
—Patient Information-————

| Address:

Address 2: A

State / Zip:

Home Phone:

Work Phone:

| sex: () Male ( Female

Birth Date:

Cellular:

Marital Status:  : M

Soc. Sec:

E-mail:

arried ") Divorced () Separated () Widowed

Drivers Lic:

1

—J

i1 1 would like to receive correspondences via e-mail.

Section 2
Employment Status: (") Full Time
Student Status: ") Full Time

Medicaid ID:

Employer 1D:

(") PartTime . (_) Retired

) Part Time

___Pref. Dentist: Dr. Altinai Gorrity

Section 3 -
Pharmacy Name:

Pharmacy Location:

g Pharmacy Phone #:
SAMPLE:

Pref. Pharmacy:

Carrier ID:

Pref. Hyg.:

d

Primary Insurancc Information

Name of Insured:

Insured Soc. Sec:

Insured Birth Date:

Employer:

Relationship to Insured: ) Self (") Spouse { ) Child () Other

| Address: .
Address 2: , 7
City,State,2ip:
Rem.Benefts: =~~~ Rem.Dedyct:

Ins. Company:

Address:

Address 2:

City State Zip:

— Secondary Insurance Information

Name of Insured:

Insured Soc. Sec: o

Insured Birth Date:

Employer:

Relationship to Insured:( ) Self

Ins. Company:

Address: _ ) Address: o ~
l
; Address 2: Address 2:
City,State, Zip: == B City,State, Zip:
Rem.Benefits: Rem. Deduct: . —— s




Time 2:07 PM Dental Arts Of Lutz , PA Date 7/17/2019
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:



Dental Arts Of Lutz PA

19125 US Hwy 41 N | LUTZ FL, 33549 | (813) 949-4568

Written Financial Policy

Thank you for choosing Dental Arts Of Lutz PA. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the cost of optimal care as
easy and manageable for our patients as possible by offering several payment options.

Payment Options:

You can choose from:

- Cash, Check, Visa, Mastercard, American Express or Discover Card
We offer a 5% courtesy accounting adjustment to patients who pay for their treatment with cash or
check prior to completion of care for treatment plans of $1000 or more.
- NO INTEREST* Payment Plans? from CareCredit
o Allow you to pay over time with NO INTEREST"
o Convenient, low monthly payment plans? also available
o No annual fees or pre-payment penalties
Please note: |

Dental Arts Of Lutz PA requires payment prior to the completion of your treatment. If you choose to
discontinue care before treatment is complete, your refund will be determined upon review of your case.

For larger, more comprehensive treatment plans of $2000 or more, a 10% deposit is required to secure your
initial treatment appointment.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly
bill them for reimbursement for your treatment.®

A fee of $25 is charged for patients who miss or cancel more than 1 time in a calendar year without 24-hour
notice.

Dental Arts Of Lutz PA charges $30 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

'If paid within the promotional period. Otherwise, interest assessed from purchase date. Minimum monthly payment required.
*Subject to credit approval

*However, if we do not receive payment from your insurance carrier within 60 days, you will be responsible for payment of your
treatment fees and collection of your benefits directly from your insurance carrier.



Patient Coasent to the Use and Disclosure of Health Information
for Treatment, Paymeat, or Healthcare Operations

1 understand that as part of my health care, the practice originates and maintains paper and/or electronic records describing my
health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I
understand that this information serves as:

A basis for planning my care and treatment,

A means of communication among the health professionals who contribute to my care,

A source of information for applying my diagnosis and treatment information to my bill,

A means by which a third-party payer can verify that services billed were actually provided,

A tool for routine healthcare operations, such as assessing quality and reviewing the competence of staff

I have been provided the opportunity to review the “Notice of Patient Privacy Information Practices” that provides a

more complete description of information uses and disclosures. I understand that I have the following rights:

* The right to review the “Norice” prior to acknowledging this consent,

* The right to restrict or revoke the use or disclosure of my health information for other uses or purposes, and

*  Theright to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment,
or health care operations

Restrictions:
I request the following restrictions to the use or disclosure of my health information:

May discuss treatment, payment or healthcare operation with the following persons:
(Please check all that apply) Spouwse[ | YourChildren[ ] [Relatives| | Others| | Pareats [ ]

Please list the names and relationship, if you checked “Relatives” or “Others” sbove

I understand that as part of treatment, payment, or healthcare operations, it may become necessary to disclose he_llth
information to another entity, i.e., referrals to other healthcare providers, labs, and/or other individuals or agencies as permitted
or required by state or federal law.

I fully understand and accept the information provided by this comsent.

Signature Print name of person signing Date

*If other than patient is signing, are you the parent, legal guardian, custodian or have Power of Attorney for this patient, for
treatment, payment or healthcare operations. Yes[ ] No[ ]

FOR OFFICE USE ONLY
[ ] Patient refused to sign the consent form.
[ 1 Restrictions were added by the patient (see restrictions listed above)
[ 1“Consent form™ received and reviewed by on (date)
[ ] “Consent form” placed in the patient’s medical record on (date)




