TIME 09:31 AM
PATIENT REGISTRATION

ID: Chart ID:

First Name: Last Name:

DATE 10/1/2018

Middle Initial:

[JResponsible Party

Patient Is:[_| Policy Holder

Preferred Name:

‘ Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial: o
Address: Address 2: o
City, State, Zii;: - A - Pagerr
Jome o vokPhw B Coloar:
Birth Date: Soc Sec: Drivers Lic: o B
[JResponsible Party is also a Policy Holder for Patient [ JPrimary Insurance Policy Holder [T]Secondary Insurance Policy Holder
____ Patient Information
Address: Address 2:
City: o o o State / Zip: Pager:
Home __ _ W,;_ Work Phone: B Celllar:
Sex:[|Male [JFemale Marital Status:[_|Married [ | Single [Ipivorced [ |Separated [ |Widowed
Birth Date: . Age: Soc Sec: Drivers Lic:
E-mail: ) - [J1 would like to receive correspondences via e-ma;i}._ -
I vrvskegti'én 2 J— _ Section 3
Employment| ™ pyj Time [JPart Time [JRetired ReferredBy
Status: Previous Dentist
Student Status:[_| Full Time [C]Part Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Contact# -
Employer ID: - Pref. Pharmacy: -
Carrier ID: ) Pref. Hyg:
_____ Primary Insurance Information
Name of Insured: Relationship to Insured: [_] Self [Jspouse []cChild [Jother
Insured Soc. Sec: - o Insured Birth Date:
Employer: s Compmy: B 7
Address: T Address: o B -
Address 2: - o A Address 2: o B
City, State, Zip: e City, State, Zip: - o
Rem. Benefits: - Rem. Deduct: o - _
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_] Self [Ispouse [ JChild [ ]Other
Insured Soc. Sec: - N - Insured lgn;'th Daié:
Employe e i < e e e e -,_I;I.S_Con;p;;;_ e e - .
Address: - Address: N -
Address 2: Address 2:
City, State, Zip: - City, State, Zip: -
Rem. Benefits: o Rem. Deduct: . N - N




Time 9:31 AM Craig Johnson Dental Care PLLC Date 10/1/2018
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problemg that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the following questions.

Are you under a physician's care now? & Yes @ No If ves ( s T | -t d !
Have you ever been hospitalized or had a major @ Yes © No Fves| e o R |
operation?

Have you ever had a serious head or neck injury? ® Yes © No If ves | |
Are you taking any medications, pills, or drugs? & Yes @ No Fves | !
Do you take, or have you taken, Phen-Fen or Redux? @& Yes & No If ves I S : i : S ‘ [
Have you ever taken Fosamax, Boniva, Actonel or © Yes © No If ves ] J

any other medications containing bisphosphonates?

Are you on a special diet? @ Yes © No
Do you use tobacco? @ Yes @ No

. Women: Areyou... . - I

I El Pregnant/Trying to get pregnant? Nursing? [Pl Taking oral contraceptives?

* Are you alergic to any of the folowing? o S

. [E] Aspirin Penicillin Codeine Acrylic
{0 Metal Latex Sulfa Drugs Local Anesthetics
Other? Fves| R e B ]
Do you use controlled substances? @ Yes © No If ves L ) I

. Do you have, or have you had, any of the folowingz o e
| AIDS/HIV Positive ® Yes ® No | Cortisone Medicine  © Yes & No | Hemophilia © Yes © No  |Radiation Treatments © Yes ©@ No
' Alzheimer's Disease  © Yes @ No | Diabetes ® Yes @ No | Hepatitis A © Yes @ No | Recent Weight Loss ~ © Yes © No
- Anaphylaxis © Yes @ No | Drug Addiction ® Yes @ No | Hepatitis B or C @ Yes @ No  |Renal Dialysis © Yes © No
| Anemia © Yes © No | Easily Winded @ Yes @ No | Herpes @ Yes @ No | Rheumatic Fever © Yes O No
' Angina @ Yes © No |Emphysema @ Yes @ No  |High Blood Pressure  © Yes @ No | Rheumatism © Yes © No
! ArthritisfGout ® Yes @ No | Epilepsy or Seizures @ Yes @ No | High Cholesterol ® Yes © No | Scarlet Fever ® Yes © No
| Artificial Heart Valve ~ © Yes @ No | Excessive Bleeding ~ © Yes © No | Hives or Rash ® Yes @ No | Shingles ® Yes & No
{ Artificial Joint @ Yes © No | Excessive Thirst & Yes @ No | Hypoglycemia © Yes ® No | Sickle Cell Disease © Yes © No
| Asthma @ Yes © No  |Fainting Spells/Dizziness © Yes @ No  |Irregular Heartbeat ~© Yes © No | Sinus Trouble & Yes @ No
i Blood Disease Yes @ No | Frequent Cough @ Yes @ No | Kidney Problems © Yes @ No | Spina Bifida @ Yes © No
 Blood Transfusion © Yes © No | Frequent Diarrhea  © Yes @ No  |Leukemia & Yes @ No  |Stomach/Intestinal Disease @ Yes © No
‘Breathing Problems ~ © Yes @ No | Frequent Headaches & Yes © No | Liver Disease © Yes @ No | Stroke © Yes © No
 Bruise Easily © Yes © No | Genital Herpes ® Yes ®No  |Low Blood Pressure  © Yes © No | Swelling of Limbs © Yes & No
“Cancer @ Yes @ No | Glaucoma @ Yes @ No | Lung Disease © Yes @ No | Thyroid Disease © Yes © No
: Chemotherapy © Yes © No | Hay Fever @ Yes ® No | Mitral Valve Prolapse © Yes ©® No | Tonsillitis Yes © No
{ Chest Pains Yes © No | Heart Attack/Failure @ Yes @ No | Osteoporosis @ Yes & No | Tuberculosis @ Yes © No
; Cold Sores/Fever Blisters € Yes © No | Heart Murmur © Yes © No | Pain in Jaw Joints © Yes © No | Tumorsor Growths ~ © Yes © No
: Congerital Heart Disorder @ Yes © No | Heart Pacemaker @ Yes @ No  |Parathyroid Disease  © Yes @ No | Ulcers @ Yes & No
* Convulsions © Yes © No |Heart Trouble/Disease © Yes @ No [ Psychiatric Care @ Yes © No | Venereal Disease @ Yes & No

Yellow Jaundice © Yes © No

Have you ever had any serious illness not listed

© Yes © No Ifves| R |

*” Comments:

' 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 responsbiltty to inform the dental office of any changes in medical status.

~ Signature of Patient, Parent or Guardian: - - - i —— — - - .- - -
o




DENTAL HISTORY FORM

Do you have limited mouth opening (TMJ/ TMD)?

Do you have sensitivity to sweet/ sour liquids or foods?
Do you have any missing teeth? (Besides wisdom teeth)
Do you have any sores in your mouth?

Do you have any cracked or broken teeth?

Have you ever had a root canal?

Have you had orthodontic work (braces)?

Do you have dental implants?

Do your gums bleed when flossing or brushing?

Do you use tobacco products?

Have you ever had any trauma to your teeth resulting in broken teeth, root
canals or extractions?

O 0O 0O 00O OO0 00 0o

Please indicate the date of your last dental exam / / . Or circle
the approximate time period since your last dental visit:

0-3 months  4-6 months 7-12 months 12 months or longer
Rate your level of dental anxiety (circle)

High average low none
Rate the thermal sensitivity of your teeth to hot and/ or cold (circle)

High average Ilow none

Please list any current dental needs you are aware of:



Craig Johnson Dental Care, PLLC
Payment/Cancellation Policy

Payment at the time of service is expected. We accept cash, check, all major credit cards and Care Credit. Our
office will be happy to submit claims to your insurance company. Craig Johnson Dental Care, PLLC will make every
reasonable effort to collect payment from your insurance carrier. Craig Johnson Dental Care, PLLC will furnish
information to dental insurance carriers concerning treatment and will accept all payments for dental services covered
by your insurance carrier. A service charge of 1.5% per month(18% per year) will be applied to balances 60 days
and older. Owners of accounts will be responsible for any fees associated with collection of past due/unpaid
balances(legal/collection agency).

Please understand that our appointment times are scheduled to allow us to care for each patient’s unique needs
during their visit. We do not double-book or over schedule our appointments. As such, it can be difficult or impossible
for us to fill empty appointments on short notice. We highly appreciate as much notice as possible from patients who
are unable to keep their scheduled appointments.

In order minimize costs related to staffing and supplies and to continue providing affordable dental care, the
practice maintains a Late-to-Appointment /Cancellation/No-Show Policy for all patients. An appointment will be
considered failed if any of the following occur:

e The patient is more than 15 minutes late for their scheduled appointment.

e The patient cancels with less than 24 hours notice. Cancellations must be made during normal business hours,
on workdays at least one full business day before a scheduled appointment. Cancellations must be made
over the phone by speaking directly to a staff member.

e The patient does not show up for a scheduled appointment(No-Show).

Patients will not be charged if a cancellation is made more than 24 hours before an appointment. We certainly
understand that illness and other life events can occur(sometimes without warning). We will not assess a missed
appointment fee for the first failed appointment. In the event of a second missed appointment-a $50.00 charge will
be billed to the patient. If additional missed appointments occur, we reserve the right to terminate the Dentist-Patient
relationship, as well as assess another $50.00 fee. This policy is in effect for all appointments in our office. Please
acknowledge that you have been given the opportunity to review by signing below.

The undersigned hereby authorizes the release of any information relating to insurance claims for benefits submitted
on behalf of myself or dependents, including the assignment of benefits, to Craig Johnson Dental Care, PLLC. | further
agree and acknowledge that my signature on this document authorizes my dentist to submit for myself and
dependents all insurance claim forms necessary and that | will be bound by this signature as though | had personally
signed the insurance claim form.

| have been given the opportunity to have any questions answered regarding the policies listed above.

Relationship to Patient:

Signature: Date:

Craig Johnson Dental Care, PLLC * Suite D * Lovisville, KY 40207 | P: (502) 456-4340



HIPAA
PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information about you. The Notice contains a Patient Rights section
describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you
may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you
is used or disclosed for treatment, payment, or health care operations. We are not
required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health
information about you for treatment, payment and health care operations. You have the
right to revoke this Consent, in writing, signed by you. However, such a revocation shall
not affect any disclosures we have already made in reliance on your prior Consent. The
Practice provides this form to comply with the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

The patient understands that:

Protected health information may be disclosed or used for treatment, payment, or health
care operations.

The Practice has Notice of Privacy Practices and that the patient has the opportunity to
review this Notice.

The practice reserves the right to change the Notice of Privacy Practices.

The patient has the right to restrict the uses of their information but the Practice does not
have to agree to those restrictions.

The patient may revoke this Consent in writing at any time and all future disclosures will
then cease.

The Practice may condition receipt of treatment upon the execution of this Consent.

This consent was signed by:

Printed Name-Patient or Responsible Party

Patient Signature or Responsible Party Date

Relationship to patient (if other than patient)

Witness:

Printed Name-Practice Representative

Signature Date



