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HOW MUCH IS YOUR DEDUCTIBLE?

HOW MUCH HAYE YOU USED?

PATIENT INFORMATION (CONFIDENTIAL) R
NAME DATE
FIRST " 1AST STATE/ 21/
ADDRESS ciry PROY. pC
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE
CHECK APPROPRIATE BOX: | ) MinOoR LI sINnGLE L Imarriep [ ] pivorcep [ ] wipowep DS%EARAIED
IF COLLEGE STUDENT, E.T. / PT., NAME OF SCHOOL CITY PROV.
PATIENT'S OR PARENT'S/GUARDIAN'S EMPLOYER WORK PHONE
STATE/ 7P/
BUSINESS ADDRESS CITY PROV. pC.
SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
_PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
\
RESPONSIBLE PARTY
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
| 5 THIS PERSON CURRENILY A PATIENT IN OUR OFFICE? [ ves L] no
-
INSURANCE INFORMATION
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDAIE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ 710/
EMPLOYER ADDRESS CITy PROV pC.
INSURANCE CO. TEL. # GRP # POLICY / 1D #
STATE/ 2]
INS. CO. ADDRESS CITY PROV. bC.

MAX ANNUAL BENEFIT?

COMPLETE THE FOLLOWING:

DO YOU HAVE ANY ADDITIONAL INSURANCE? || YES [ | NO  IF YES,
NAME OF INSURED
BIRTHDAIE SS#/SIN
NAME OF EMPLOYER UNION OR LOCAL #
EMPLOYER ADDRESS CITY
INSURANCE CO. TEL. # GRP #
INS. CO. ADDRESS CITY

\HOW MUCH IS YOUR DEDUCTIBLE?

HOW MUCH HAYE YOU USED?

RELATIONSHIP
TO PATIENT

DATE EMPLOYED

WORK PHONE

STATE/
PROY.

POLICY /LD, #
STATE/
PROY.

MAX ANNUAL BENEFIT?

ZIP/
PC.

Z1p/
P.C.

X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

REGISTRATION

PATIENT NUMBER
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Time 12:31 PM

Patient Name:

Although dentzl personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or

DRS. THORNTON, KODNTZ _SPALDING, PLC

Eaglesoft Medical History
Birth Date:

Date Created:

Date 2/3/2017

medication that you may be taking, could have an important interrelztionship with the dentistry you wilt recetve. Thank you for answering the following questions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or

£0 you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or

any other medications containing bisphesphonates?

Are you on a special diet?

Do you use tobacco?

Women: Are you...
1 Pregnant/Trying to get pregnant?

Are you aliergic to any of the following?
[ Aspirin
[metal
Other?

Bo you use controlled substances?

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

AIDS/HIV Positive i Yes {3 No
Alzheimer's Disease ) Yes (:No
Anaphylaxis 1 Yes i _iNo
Anemia i Yas {_rNo
Angina Yes
Arthritis/Gout < Yes
Artificial Heart Valve 7 Yes
Artificial Joint 1Yes
Asthma iYes <
Blood Disease i Yes ©
Blood Transfusion iYes
Breathing Problems I Yes
Bruise Easily AYes
Cancer (:Yes 0
Chemotherapy Yes i
Chest Pains i Yes i
Cold Scres/Fever Bisters < Yes {_+No
Congenital Heart Disorder 1 Yes {_'No
Convulsions {Yes O No

Have you ever had any serious illness not listed

Cornments:

“iYesiNo  Ifves:

T yes 2 No If yes e

TYes CiNo Fvesi ]
drugs? i Yes i{1No I ves | ) e

{7 Yes i No IFyes | o

ives T ND If ves

i_i¥es iNo

("Yes {iNo

[ nursing? [ITaking oral contraceptives?

U Penicitlin [ codeine T acrylic
[ Latex Clsulfa Drugs J Locat Anesthetics

0 If ves |

i1Yes {3 MNo IfFyes | _ o
Cortisone Medicine  .:Yes "7No [ Hemophilia Radiation Treatments
Diabetes i Yes TN | Hepatitis A Recent Weight Lass
Drug Addiction {Yes L3N0 [Hepatitis B or C Renal Dialysis
Easily Winded {iYes 1o | Herpes Rheumatic Fever
Emphysema 7iYes N0 | High Blood Pressure Rheumatism
Epilepsy or Seizures ' Yes ()No | High Cholesterol Scarlet Fever
Excessive Bleeding “1Y¥es (iNo |Hives or Rash Shingles
Excessive Thirst Yes (:No  [Hypoglycemia Sickle Celt Disease
Fainting Spels/Dizziness © Yes {iNo  |Irreqular Heartbeat Sinus Trouble
Frequent Cough “:Yes {iNo |Kidney Problems Spina Bifida
Frequent Diarrhea iiYes (iNo |reukemia Stomach/Intestinal Diszase
Frequent Headaches ) Liver Disease Stroke

Genital Herpes

Glaucoma

Hay Fever .
Heart Attack/Failure  *_} Yes <.
Heart Murmur iYes £
Heart Pacemaker CrYes ()
Heart Trouble/Disease ©_iYes

iiYes {3No

|
|
L

If ves |

Lovs Blood Pressure
Lung Disease

Mitral valve Prolapse
Osteoporosis

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Swelling of Limbs
Thyroid Disease
Toansillitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellovs Jaundice

7 Yes Mo
Yes (_iNo
i Yes T No

i1Yes

Yes
_iYes
> Yes

iiYes i

"iYes
L 1Yes

Coyes ©

i1 Yes
i1 Yas

i_iYes <

i Yes
TiYes
i Yes

2 Yes
73 Yes
{1 Yes
i_1Yes

TiYes d,
tiYes

T No
Mo
)
‘1Mo
!
NG
 *No
Mo
{No
oMo
“iNo
1Mo
i iNo
< JNo
" Ho
Ho
1Mo
1Mo
{:No
3Mo

To the best of my knowledge, the questions cn this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or
patient’s) heakh, It is my responsibilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:
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Dry. Thornton, Koonty and Spalding; P.L.C.
GENERAL DENTISTRY
1301 Armory DriveP.O. Boxw 715

Fronkling, VA 23851

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
(“HIPAA™). 1 have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

¢ Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

e Obtain payment from third-party payers.

¢ Conduct normal healthcare operations such as quality assessments and physician
certications.

[ have received, read and understand your Notice of Privacy Practices containing a more
complete description of uses and disclosures of my health information. I understand that
this organization has the right to change its Notice of Privacy Practices from time to time
and that | may contact this organization at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.

[ understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

Patient Name

Relationship to Patient

Signature:

Date:

OFFICE USE ONLY

[ attempted to obtain the patients signature in acknowledgement on this Notice of Privacy
Practices Acknowledgment, but was unable to do so as documented below:

Date: Initials: Reason:
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DRS THORNTON, KOONTZ, & SPALDING
OFFICE POLICY
TO OUR PATIENTS

Because of the rising cost of malpractice and lower reimbursements, we are
forced to make some changes in our policy. This patient agreement is the result
of these changes.

| understand that | am responsible to know what services are and are not covered
by my insurance policy. Payment for services not covered by my insurance
company is due immediately unless | make payment arrangements with

Drs. Thornton, Koontz, and Spalding’s billing office prior to receiving the service.

Signature:

Date:

INSURANCE AUTHORIZATION - SIGNATURE ON FILE

| HEREBY AUTHORIZE MY HEALTH CARE PROVIDER TO AFFIX MY NAME TO ALL INSURANCE
SUBMISSIONS, DOCUMENTS, AND/OR INFORMATION REQUESTED BY MY INSURANCE
COMPANY(S) RELATING TO ANY AND ALL HEALTH BENEFITS DUE TO ME AND MY DEPENDENTS.

| ALSO AUTHORIZE PAYMENT OF HEALTHCARE BENEFITS OTHERWISE PAYABLE TO ME,
DIRECTLY TO MY DOCTOR AS LISTED ABOVE. | AGREE TO BE HELD RESPONSIBLE FOR ALL
CHARGES AND SERVICES NOT PAID BY MY INSURANCE COMPANY.

Signature:

Date:

THE SIGNATURE ON FILE IS VALID FROM THIS DATE AND EXPIRES IN ONE YEAR.
A PHOTOCOPY OF THIS AUTHORIZATION MAY ACT AS AN ORIGINAL.
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