- Huntingburg

* Family Dentistry | Shannon E. Wood, DDS PC

| understand in signing this statement that | am financially
responsible for all fees incurred on my behalf, or this
dependent. | agree to be responsible for all fees incurred,
including any cost for collection, if necessary, including:
attorney fees, court costs, collection costs, consideration
for assignment, litigation expenses, or any other incidental
expenses incurred by this office or our assignee(s). |
authorize the release of healthcare information related to
claims processing, and direct any benefits payable to me
to be paid directly to the provider. | understand that Dr.
Wood will file my insurance claim as a courtesy only and it
Is my responsibility to check with my insurance company
concerning the benefits available to me, preferred provider
status, and payment of claims.

Signed:

Patient Signature (iIf the patient is a minor, parent or guardian please sign)

Date

Print Name:

517 East 5th Street - Huntingburg, IN 47542 - (812) 683-4100



Huntingburg

% Family Dentistry Shannon E. Wood, DDS PC

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

I, , have been given and have reviewed a copy
of the Huntingburg Family Dentistry Notice of Privacy Practices. I understand that
my signature on this form gives my consent for my protected health information to be
used for the purposes of : TREATMENT, PAYMENT, HEALTHCARE
OPERATIONS.

I also acknowledge with this consent, that the office of Dr. Wood may call (leaving
messages on voice mail, answering machine, or in person) or mail to my home or other
alternative location, any healthcare operations such as : APPOINTMENT
REMINDERS, INSURANCE ITEMS, PATIENT STATEMENTS, REQUESTS TO
CONTACT THE OFFICE, INSTRUCTIONS, OR OTHER REPLIES AS
REQUESTED BY THE PATIENT.

I have the right to revoke this Consent at any time by giving written notice. I understand
that revocation of this Consent will not affect any action that was previously taken in
reliance of this Consent. If I refuse to sign this Consent, or later revoke it, Dr. Wood,
may decline to provide treatment to me.

SIGNATURE of Patient/Parent/Guardian PRINTED Name of Patient/Parent/Guardian

Date Witness

(The office of Dr. Wood reserves the right to revise its Notice of Privacy Practices at
anytime. A revised Notice of Privacy Practices may be obtained by forwarding a written
request to this office.)

A $25.00 MISSED APPOINTMENT FEE WILL BE ASSIGNED TO ANY
PATIENT CANCELLING AN APPOINTMENT WITHOUT NOTIFYING OUR
OFFICE 24 HOURS IN ADVANCE.

IF ANY PATIENT HAS 2 FAILED/LAST MINUTE CANCELLATIONS OF
APPOINTMENTS, YOU MAY BE DISMISSED FROM OUR PRACTICE.

517 East 5th Street + Huntingburg, IN 47542 - (812) 683-4100



1D:

First Name:

Patient Is:[_|Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

-

Responsible Party ( if someone other than the patient )

EWE Responsible Party is also a Policy Holder for Patient

PATIENT REGISTRATION

Chart ID:
Last Name: Middle Initial:
[ IResponsible Party Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Work Phone: Cellular:
Soc Sec: Drivers Lic:

i:j Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Cellular:
Sex:| JMate Marital Status:|_ |Married | | Single [IDivorced [ | Separated [ Iwidowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [ 71 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment|™ || Time [ IPart Time [ TRetired cell phone #
Status: - Emergency #
Student Status:] _|Full Time [ Part Time Medical physician #
Medicaid ID: Pref. Dentist: Who referred you?
Patient Employer:
Employer ID: Pref. Pharmacy: Patient Occupation:
Carrier ID: Pref. Hyg:
Primary Insurance Information -
Name of Insured: Relationship to Insured:|__| Self ["ISpouse [7lchild | | Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

Name of Insured:
Insured Soc. Sec:

Employer:

Secondary Insurance Information

Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured:| | Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

| Other




Huntingburg Family Dentistry
Eaglesoft Medical History(Copy)
Birth Date:

Patient Mame: Date Created:

Although derital 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 medication that you may be
taking, could have an important interrelationship with the dentistry you will receive, Thank you for answeting the following questions.

Areyou under a physician's care now? Yas - i Mo If ves !
Have you ever been hospitalized arhad 2 major operation? Yes © :No Ifyes | ’
Have vou ever had a serious head or neck injury? i_iYes +:MNo fyes |
Arevyou taking 2ny medications, pills, ordrugs? Yes ° : Mo 1If yes ' ...... i
Do you take, or have you taken, Phen-Fan or Redux? Yes Mo Ifyes | f
Have you ever taken Fosamax, Boniva, Actonel or any other . yes + ' No 1If yes ; ;
medications containing bisphosphonates? : B o ’
Areyou on 3 special diet? . ves <t No
Do youuse tobacca? ‘ives 7 No
Doyouusecontrolied substances? ves ¢ :No If ves . j
Have you been out of the country in the last 21 days? Yes . :No
Wwomen: Are you..,
iPregnant/Treing to get pregnant? Taking oral contraceptives?
Are vou allergic to any of the following?
{Asplrin [ }Penicillin Codeine ij:_:ﬂ}AcryHc
[ Latex | jSulfa Drugs ["ILocal Anesthetics
Other? 4 If ves !
Do you have, or have you had, any of the following?
AIDS/HIV Positive Yes « No Cortisone Medidne i Yes No Hemaphilia Yes . :MNo Fadiation Treatments ‘Yes +No
&lzheimer's Disease ‘Yes Mo Diabetes “Yes ' :No Hepatitis A Yes . No RecentVeight Loss i iYes . No
anaphylaxis Yes No Drug addiction iYes i :No HepatitisBorC Yes ' ‘Mo Renal Dialysis i Yes Mo
&nemia 'Yes ' No Easily Winded " Yes Mo Herpes TiYes ¢ Mo Rheumatic Fever “iYes No
Angina ‘Yes . ‘No Emphysemz “Yes ¢ -MNo High Blood Pressure " Yes 1 +No Rheumatism i Yes No
Arthritis/Gout JiYes < No Epilepsy orSeizures “Yes . :No High Cholesterol Yes No Scarlet Fewer _Yes Mo
Artificial Heartvalve Yes No Excessive Bleeding Yes { Mo Hives or Rash Yes :_:Mo Shingles ‘{ :Yes i ‘Mo
Artificial Joint : Yes i No Excessive Thirst Yes i Mo Hypoglycamia Yes Mo Sickle Cell Disease Yes No
Asthma i Yes No Fainting Spells/Dizdness + > Yes . :MNo IrreguiarHeartbeat Yes i_‘Mo Sinus Trouble i tYes No
Blood Diseass ‘Yas 1 :No Frequent Cough CiYes < No Kidney Problems Yes i :Mo Spina Bifida Yes No
Blood Transfusion ‘Yas ¢ 'No Fraquent Diarrhea Yas ‘_:MNo Leukamia “.vas i +No Stomach/Intestinal Disease  : . Yes . :No
Breathing Problems Yes Mo FrequentHeadaches Yes ‘Mo Liver Disease Yes <. Mo Stroke « iYes i :No
Bruise Easily ‘Yes ¢ Mo Genital Herpes Yes No LowBlood Pressure +iYes 7 Mo Swelling of Limbs L Yes No
Cancer ' Yes Mo Glaucoma Yes . No Lung Disease iYes Mo Thyroid Disease Yes Mo
Chemctherzpy Yes : :No Hay Fever 2 rYes s No Mitral valve Prolapse " Yes Mo Tonsillitis LoYes 1 :No
Chest Pains Yes Mo Heart attack/Failure Tives Mo Osteoporosis ‘Yes Mo Tuberculosis i + No
Cold SoresfFaverBlistars Yes + :No Heart Murmer " Yes Mo Pain in Jaw Joints " Yes Mo Tumors or Growths ‘ :No
Congenital Heart Disorder Yes i No Heart Facemaker s sYes (iMoo Parathyroid Disease “Yes Mo Ulcers ¢« sYes T:NMNo
Convulsions Yes No Heart Trouble/Diseass "3Yes ¢ Mo Psychiatric Care ‘i Yes Mo Wweneareal Disease :Yes No
Yellevs Jaundice Yes No
Haveyaou ever had any seriousiliness notlisted above? es i_:No If ves | !

Comments:

P

To the best of my knawledge, the questions on this form hawve been accurately answered, 1 understand that providing incorrect information can be dangerous to my {or patient's) health, Itis my
responsibility ta inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X

Date:

!
J



