TIME 02:00 PM DATE 5/3/2017
PATIENT REGISTRATION

1D: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:[_]Policy Holder  [_]Responsible Party Preferred Name:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:
Address: N . Address 2: _
simieeE . Rt ; B
Home Phone:._f Work Phone: Ext: Cel[ular:_. =gy
mem SocSec: " Drivers Lic: -
[ JResponsible Party is also a Policy Holder for Patient |:|Pri.mary Insurance Policy Holder []Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
oy swesziy " o D T Pager
Home Phone: - e oD o “_-7-7Wor1310-r-1e: ST O 7E>:t - Cellular: -
Sex:[]-l-\draleh .---DFe;;lc : VMarita_l. Stat;si:|:|b-_d.arried 7 []single DDivor;ed [ ]Separated DWidox;red :
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail:- ) T I s [ woul.cigke to_reccive corr.es?mdenccs via c-m-zE “ _
- i i Séc@n 5 _— S Section 3
Emplgm;;u[:ll:u]] Time [ ]Part Time |:]Retircd Emergeny Contact Num
atus:
Student Status:[_| Full Time [(JPart Time
Medicaid ID: Pref. Dentist:
Employer ID:V N " el Pref. Pharmacy:A —_ )
Carrier 1D: Pref. Hyg: -
Primary Insurance Information
Name of Insured: Relationship to Insured:[_] Self [CIspouse []Child [Jother
Insured Soc. Sec:i — i . _.Iﬁr;sured Birtﬁ;e:
Employer:— PR o T i R “—_.——I;lstompE‘m?m R o
Address: ey iR T g Address: o B
Address 2: ) i Address 2: Giwiis s
City, State, Zip: o . City, State, Zip: = :
Rem. Beneﬁts:-— Rem. Deduct: - . -
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_]Self [Ispouse []Child []Other
Insured Soc. Sec: 7 _ o l 771r—lsu1_';<-71_8i£h7]37at”e:
Employer: Ins-.ngompany: N
Address: e . ) . i s Address: S o o -
Address 2: Address 2: o
City, State, Zip:ir N 7 _ = ) s City, State, Zip: . N = _ = .

Rem. Benefits: Rem. Deduct:
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CONSENT/ FINANCIAL POLICY

We make every effort to keep the cost of your dental care to'a minimum. Therefore, payment is expected

at the time of your visit. Payment may be made by check, cash or credit card. We accept Visa, Master-
Card, Discover, American Express and Care Credit.

We are a participating provider with several insurance companies and will file your insurance if you

furnish us with all the necessary information. However, you will still be expected to pay your deductible
and co-pay at the time of your visit,

Ina single parent family or in divorce situations where children are involved, the parent bringing the
child to the office for treatment will be responsible for payment.

The undersigned hereby authorizes Doctor to take ;;‘-rays, study models, photographs, or any other di-
agnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.
['also authorize Doctor to perform any and all forms of treatment, medication and therapy, that may be
indicated and that we agree upon. I also understand the use of anesthetic agents embodies a certain risk.

Lor we agree to be financially responsible for any unpaid balance due the health care provider for ser-
vices rendered. I or we grant permission to the health care provider, its agent or assigns to discuss our
account and release any information with any third party in order to assist in the payment of any bal-
ance due, or otherwise verify personal information provided. Also, it is understood and agreed that the
health care provider reserves the ri ght to assess a monthly finance charge, in accordance with Arkansas
law, to any unpaid balance due. Further, it is agreed that should the health care provider determine that
it is necessary to employ a collection agency to recover any unpaid balance owed, I or we agree to pay
any and all collection fees and costs expended to effect recovery, with such collection fees to be 50% of
the unpaid balance due. In addition to collection fees, I or we agree to pay attorney fees and court costs
should my unpaid account require legal action,

I acknowledge receipt of notice of privacy practices from Conway Family Dental.

Patient Signature
(7 Minor, Parent or Legal Guardian)

Jate




Time 2:01 PM Conway Family Dental Date 5/3/2017
Eaglesoft Medical History(Copy)(Copy)

Patient Name: Birth Date: Date Created:
Are you under a physician's care now? “iYes (Mo If yes {
Have you ever been hospitalized or ever had any major " Yes " No If yes [
operations/surgeries? :
Have you ever had a serious head or neck injury? i Yes " No 1f yes i
Are you taking any medications, pills, or drugs? ives 1Mo 1f yes 5
Have you ever been told by a physician to take antibiotics i ves (> No 1f ves E_ »
before a dental appointment? : =
Have you ever taken Fosamax, Boniva, Actonel or any _uther Cives Mo 1f yes 5 B “
medications cortairing bisphosphonates for osteoporosis? - wrned
Are you taking any blood thinners? (Yes {No
Do you use tobacco? Chewing tobacco or Vape? i ves (iNo
Da you drirk alcohol? If so, how many drinks a day? Yes Tibo If yes ; = - .
Have you ever been told you need to pre-medicate before a “ives iNo If yes E = ,J

dental appointment?

althaugh denttal personnel primariy treat the area in and around yeur mouth, your mouth is a part of your entire bady, Health prablems that you may have, or medication that you may be
taking, could have an impertant interrelationship with the dentistry you will receive, Thank you for answering the following questions,

Women: Are you...

"1 Taking oral contraceptives?

[ IPregnant/Trying to get pregnant?

Are you allergic to any of the following?

| Aspirin i penicilin
T MetalJewelry [Mlatex
Other drugs/materials you are allergic and/or told you should “ves 0 No -]
notjcannat take? ; - LA
Do you use controlled substances? “ives 2 No

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

AIDSMHIV Positive “iYes (":No |Cortisone Medidne “iYes Mo |Hemophiia iyes ¢ 'No |Radiation Treatments TiYes Mo
Alzheimer's Disease Yes Mo |Diabetes “Yes < No |Hepatitis A “iYes ‘Mo |RecentWeightLoss Yes ¢ No
Anaphylaxis iYes 1Mo Drug Addiction iYes {:No |HepatitisBorC “iYes i'No Renal Dialysis #yes ) No
Anemia 1Yes ('No Easily Winded TiYes iNo Herpes / Fever Blisters {ives No Rheumatic Fever iYes i No
Angina ives (iMoo |Emphysema iYes :No |High Blood Pressure iYes i No |Rheumatism “yYes i :No
Arthritis/Gout “iYes ¢)No |Epiepsy or Seizures “ves {No |High Cholesterol “iYes 1Mo |ScarletFever “iYes Mo
Artificial Heart Valve “i¥es ¢)No |Excessive Bleeding (" Yes {;No |HvesorRash “1Yes No |[Shingles “ives + ) MNo
Artifidal Joint Yes iNo |Excessive Thirst Tvyes Mo |Hypoglycemia {ifes {iNo |Sidde Cell Disease iYes Mo
Asthma “iYes Mo |Fainting Spells/Dizziness  :Yes (Mo |Imegular Heartbeat “i¥es Mo |Sinus Trouble iYes i MNo
Blood Disease “iYes (sNo |FrequentCough “iYes {'No |Kidney Problems “iYes ('No |SpinaBifida “iYes 'No
Blood Transfusion “iYes ()Mo |FrequentDiarrhea “y¥Yes (Mo |Leukemia iYes { No |Stomach/Intestinal Disease ([)Yes Mo
Breathing Problems Yes (Mo |FrequentHeadaches i¥es (Mo |Liver Disease “iYes iNo |Stroke TiYes ¢ No
Bruise Easily “iYes (No |Genital Herpes T vyes (Mo |Lew Blood Pressure iYes ¢sNo | Sweling of Limbs <iYes Mo
Cancer ZiYes (/Mo |Glaucoma "iYes {No |LungDisease {“iYes {1No |Thyroid Disease “iYes iNo
Chemotherapy “iYes (sNo |HayFever “iYes (Mo |Mitral Valve Prolapse iyes inNo | Tonsllitis “iYes (Mo
Chest Pains “iYes (Mo |Heart Attack/Failure CiYes ¢ iNo |Osteoporosis i Yes (No |Tuberculosis “iYes ¢ _'No
Cold Sores/Fever Blisters “yes (;No  |HeartMurmur i¥es (Mo |Painin Jaw Joints “iYes Mo  |Tumors or Growths “iYes ¢ 'No
Congerital Heart Disorder 71 Yes «'No | HeartPacemaker 7. Yes ¢ iNo |Parathyroid Disease “iYes {)No |Ulcers iYes iNo
Convulsions {Yes Mo |HeartTrouble/Disease iYes (Mo |Psychiatric Care iYes {'No |VenerealDisease/STD “ives iNo
Yellow Jaundice irYes £ No

Have you ever had any serious ilness not listed? £ Yes ©iNo Ifyes | 4




Dental History

Why have you come to the dentist today? l‘ mmmmmmmm 5 ] Comment i

Are you currently in pain? "Yes  No If ves i
Have you ever had anxiety associated with previous dental i Yes I No If yes i
work? h

How weuld you rate vour dental health?

i iGood T Fair

Do vour gums bleed while flossing or brushing? i Yes ) No

Do you like the appearance of your smile?

i}
i |Poor

If not, what would you change?

How often do you brush?

How often do you floss?

How aften do you use mouthwash?

Have you ever experienced pain in your jaws, musdes, ears, “iYes i No Ifyes i
or have tension headaches?

Are vour teeth sensitive to hotfcold, sweets, or biting “i¥es I No If yes 1
pressure? ! :

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incarrect information can be dangerous to my {or patient's) health. 1tis my

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

Signature of Patient, Parent or Guardian:



