PLEASE PRINT

Today'sDate___ / /

Patient’s Name Sex BirthDate_ / /[
Married___ Single___Divorced___ Widowed_____ Preferred Pharmacy

Address City Zip Code

Home Phone Daytime Number Bus. Phone

E-Mail Address

Patient Employed By

Present Position How Long Held
Name of Spouse Birth Date of Spouse __ /__ /
Spouse Employed By Referred By

Purpose of Call

Person Responsible for Account

Name of Dental Insurance Member ID

Social Security Number of Policy Holder Group Number

OFFICE USE ONLY

Last Dental Visit What Services:

Did you have xrays? Regular Visits:

Have you lost teeth? Why?

Missing teeth replaced by: Fixed Bridge _Removable Partial Denture
How often do you brush? Do you floss or use other aides?
Gums bleed? When:

Are your teeth sensitive: Sweets Hot Cold

Are you pleased with the appearance of your teeth?

Blood Pressure / Pulse




BERA IR AN IS LA g WA VEE j31f2uss
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnal primarily treat the area in and around your mouth, your mouth is a part of your en

Are you under a physician’s care now?

Have you ever been hospitalized orhad a major operation? If yes
Have you ever had a serious head or neck injury? iYes (Mo If ves A - T T -
Areyou taking any medications, pills, ordrugs? Ifyes T T T ey
Do you take, or have you taken, Phen-Fen or Redux? ) Yes (i No if yes T
Have you ever taken Fosamax, Boniva, Actonel or any other CiYes (O No Ifyes
medications containing bisphosphonates?
Are you on a special dist? iYes (Mo
Do youuse tobacco? {Yes CiNo
Do youuse controlled substances? rves 3Mo If ves i B T
.Women:ﬁre POUL., ) a - N 7 - ) 7 7
[ Pregnant/Trying to get preanant? C'Nursving? [~ Teking oral contraceptives?
Are you allergic to any of the following?
[CAspin [Peniciln [Codeine [TAcylic
[ Metal [Tlatex { " SulfaDrugs {7 Local Anesthetics
Other? 043 If yes
éo you hévé, orr ‘have v/oﬁ had, any of the follo-.ving; ST
AIDS/HIV Positive Yes (INo |Cortisone Medidne Hemophila |RadiationTrestments () yes. ONe
Alzheimer's Disease Diabetes Hepatitis & Recent Weightloss Oives o
Anaphylads Drug Addiction HepatitisBorC Renal Dialysis
Anemia Easily Winded Herpes Rheumatic Fever
Angina Emphysema High Blood Pressure Rheumatism
Arthritis/Gout Epilepsy or Seizures High Cholestemnl Scarlet Fever {1¥es {3No
Artificial HeartValve Excessive Bleading Hives orRash Shingles (J¥es {INo
Artificial Joint Excassive Thirst Hypoghycemia Sickle Cell Disease {2 Yes (iNo
Asthma Fainting Spells/Dizziness Irregular Heartbeat Sinus Trouble 3¥es Mo
Blood Disease Frequent Cough Kidney Problems SpinaBifida (Yes {iMNo
Blood Transfusion Frequent Diarrhea Leukemia Stomach/Intestinal Dissase (7 Yes Mo
Breathing Problems Frequent Headaches Liver Disease Stroke i)Yes iMNo
Bruise Easily Genital Herpes LowBlood Pressure Swelling of Limbs {3 No
Cancer Glaucoma Lung Discase Thyreid Discase ) Yes {iMo
Chemotherapy Hay Fever Mitral Valve Prolapse Tonsilliis CiYes (OINo
Chest Pains Heart Attack/Failure € 3Yes ((yNo |Osteoporosis (rYes {dMo |Tuberculosis
Cold Sores/Fever Blisters Heart Murmur O Yes {)No  |Paininlaw Joints §3Yes ()No |Tumors or Groviths
Congenital Heart Disorder Heart Pacemaker {3Yes {3MNo |Parathyroid Dissase JYes (ONo  |Ulcers L 3iYes (iNo
Convulsions Heart Trouble/Disease {3 Yes {ONo |PsychiatricCare (Mo |Venereal Disease (CrYes (3No
Yellow Jaundice
Ha;.:e:yuu ever had any seriousiiﬂnerss notlisted aba;e? Oies O NO" 7 ifyes _—

Comments:

responsibifity to inform the dental office of any changes in medical status,

Signature of Patient, Pérent or G;ardian:

To the best of my knowledge, the questions on this form have been acarately answered, I understand that providing incorrect information canbe

dangerous to my {or patient’'s) health, Itis my

tire body. Health problems that you may have, or medication that you may be taking, ¢



Caldwell Dental Group Ltd., LLP

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

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.

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 to 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 by contacting:

Contact Person: Yara Hernandez
Telephone: 432-694-1659 Fax: 432-520-0720
Address: POBOX 8307 Midland, TX 79708

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitied to the Contact Person listed above. Please understand that revocation of the 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 or to continue treating you if you revoke this Consent.

Name of Patient

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

Signature: Date:

Ifthis Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.



NO SHOW/ MISSED APPOINTMENT POLICY

When our office books your appointment, we are setting aside a dedicated chair and time slot
for you. We only ask that if you must reschedule your appointment that you please provide us
with at least a 24 hour notice. This courtesy makes it possible to give your reserved time slot to
another patient who would be more than happy to accept.

There is a charge of $75.00 for not showing up for scheduled appointments.
*Repeated cancellations or missed appointments will result in loss of future appointment privileges.

PATIENT INITIALS _

PAYMENT OPTIONS

To help keep cost of your dental services down, and to continue to provide quality
care to our valued patients, we now only accept payment in full the day of
treatment unless other arrangements have been made.

e Payment of the estimated portion is due at the time of service. This fee would include
any deductibles or amounts not covered by your insurance. We strive to be as accurate
as we can with your estimate. Our office is an out of network provider.

*OPTION CREDIT CARD ON FILE

If the balance remains on the account past 90 days, we will contact you to inform you that the balance
remains and if its not paid our office will run your card on file for the entire balance and a receipt for
that transaction will be mailed to you upon completion.

Credit card information

CARDHOLDER NAME

CREDIT CARD NUMBER EXPIRATION DATE:

Caldwell Dental Group is authorized to keep my signature on file and to issue a credit and/ or charge to
my credit account for any outstanding balance After insurance has been received and applied to my
account, any remaining balance is patients’ responsibility.

Signature of patient X DATE:




