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ENAIL-
Getting To Know You

Whom may we thank for referring you?
[ Friend [ Relative [ Phonebook [ Dental Society [ Other
Patlent information (Please print and complete In full.)

| P atient's name . Marital Status |Date of Birth Sex |Social Security No.

- P . -

Address (Apt) Clty State Zip Code |Home phone o] 2
Patient's employer Occupation (indicate f student) How long employed?
‘Employers address ity — State  Zip Code | Business phone no. (ext.)
Spouse's name Date of birth Social Security No. No. of children
'Spouse’s employer ' e upation (indicate il student) How long smployed
‘Emplovers address — |Chy State modj Business phone no. (ext.)
Responsibie Party - If not patient
Person responsible for payment Address City State Zip Code
'Relationship 1o patient Social Security No. Home phone no.
‘Employer Occupation How long employed? |
[Employers adélrm : City Siate  Zb Code [Business phone no. (ext)
Method of payment L] Visa no.

[J cash [J check DOl credtCard = acmercard no

[ patient is a minor or student Address City State  Zip Code

School
insurance Information: List below any insurance policies that may cover any part of our | services. 2

Name of policy holder Policy holders date of birth Policy holders Social Security No.

insurance Company Policy no. Group no.

insurance company address ’ Phone no.

Practice Policy: Itis the policy of this practice that fees be paid at the time services are rendered. We feel that regular visits and preventive treamment
are the best protection against long and costly procedures. However, when the cost of necessary treatment exceeds your budget, we have various payment
plan options which must be arranged in advance of treatment. In the event that payment becomes default and that this account is given 1o an atiomey or
agent for collection, I agree to pay any additional fees incurred.

Responsible party signature Date




Time 4:55PM Allwaod Family Dentistry Date §/3/2022

Eaglesoft Medical History(Copy)
- 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 problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? (" Yes €75 No If yes |
Have you ever been hospitalized orhad a major operation? Mives (3No If yes R : e gy S s ,
Have you ever had a serious head or neck injury? (s Yes 3 No If yes e §
Areyou taking any medications, pilis, or drugs? {5 Yes ("sNo If yes g e e
Do you take, or have you taken, Phen-Fen or Radux? () Yes {3 No If yes R RS N T S e
Have you ever taken Fosamax, Boniva, Actonel or any other " Yes £ No 1f yes
medications containing bisphosphonates? ¥
Are you on a special diet? {iYes {3No
Do you use tobacco? > Yes {iNo
Do you us& controlled substances? (Yes <3N0 Ifyes £ . Y g
Nome e U e = B e
{7 Pregnant/Trying to get pregnant? [ Nursing? 2 Taking oral contraceptives?
weyouslergc any of the folowing? , |
[ Aspirin Y b [~ Penicillin [~ Codeine EiAcviic
[ Metal [ Latex [ SulfaDrugs [ Local Anesthetics
otﬁer? e e - - . e e
06 you have. o;have you had, any of the following? . :
AIDS/HIV Positive O)Yes (N0 | Cortisone Medidne CiYes (3No  |Hemophilia () Yes {»No |Radiation Treatments {ryes {iNo
Alzheimer's Disease () Yes {yNo |Diabetes {)Yes INo  |Hepatitis A () Yes (9No  [RecentWeightLoss O Yes (3No
Anzphylaxs (") Yes "yNo |DrugAddiction {sYes {iNo |HepatitisBorC {3 Yes ("yNo |RenalDialysis O Yes (o
|Anemis (M ¥es {yNo |EasilyWinded iYes {3No |Herpes () Yes {(3No |Rheumatic Fever 3 Yes () No
'Angina yYes (3No |Emphysems {pYes ¢yNo |HighBlood Pressure () Yes ¢No |Rheumatism i) Yes (¥Mo
Arthritis/Gout yYes (INo  |Epilepsy or Seizures (yYes sNo [HighCholesterol (2Yes (yNo |Scarlet Fever {rYes (INo
Artificial HeartValve {"1Yes {INo |ExcessiveBleeding {dYes {}No |HivesorRash .y Yes (3No [Shingles {2 Yes ()No
Artificial Joint (C1Yes {)No |ExcessiveThirst (yves {iNo [Hypoglycemia i Yes {yNo |SickleCell Disease i) Yes
Asthma (yYes {{)No [|Fainting Spelis/Diziness  (jYes (jNo [IrregularHeartbeat ¢3Yes {tNo |SinusTrouble (2 Yes
Bload Disease CyYes yNo |Frequent Cough ()Yes (3No |KidneyProblems (2 ves {(sNo |SpinaBifida i Yes )
Blood Transfusion (3Yes {3No |FrequentDiarrhea sYes {tNo [Leukemia (3Yes {)No |Stomach/Intestinal Disease (7} Yes
| Breathing Problems (" Yes {yNo |FrequentHeadaches {Yes {"tNo [LiverDisease () Yes {jNo [Stroke (3 es
‘Bruise Easily 3 Yy Yes {WNo |Genital Herpes {Yes {iNo |LowBlood Pressure (_iYes {{iNo |SweliingofLimbs
Cancer ()Yes (jNo |Glaucoma i 2Yes ()No |LungDisease ) Yes Thyroid Disease {lYes (3No
Chemotherapy ("iYes {"yNo [Hay Fever ()Yes ()No |Mitral valveProlapse ) Yes £ Tonslilibs () Yes ()Mo
Chest Pains )Yes (3No |HeartAttack/Failure {yYes (3No |Osteoporosis (2Yes (jNo [Tuberculosis £y Yes (N0
Cold Sores(FeverBlisters (T3 Yes {3No |Heart Murmur (yYes 3No |Painindaw Joints (> Yes {)No |Tumors or Growths £ Yes (hNo
Congenital Heart Disorder () Yes {JNo |Heart Pacemaker (yYes (3No |Parathyroid Disease ) Yes (¥No [Ulcers 3 Yes (¥No
Convulsions )Yes {INo |HeartTrouble/Disease  ()Yes (3Mo |PsychiatricCare ()Yes {}No |VenerealDisease (5 Yes (iNo
Yellowlaundice (s Yes {yNo |COVID-19 ik Yes (3 No
Haveyou ever had any serious illness notlisteﬂ above? {3 Yes (3 No If yes |
R ST

To the best of my knowledge, the questions on this form have been accurately answered. Tunderstand that providing Incorrect information can be dangerous to my (or patient's) health. Itis my
responsibliity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X : Date:
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%\4“_‘\‘{ Dr. Hal Wolfsoh  FINANCIAL ARRANGEMENT AND DENTAL INSURANCE

'w1th the best possnble care. If you have dental insurance, we are anxious to help you receive
n allowable benefits. If you choose, we will gladly accept payment for dental treatment
directly from your insurance company. In order to achieve these goals, we need your assistance and
understanding of our payment policy.

1. ILayment for services is due at the time of service, unless prior arrangements have been made
vith our staff. We accept cash, checks, Master Card, Visa or Amex. We will be happy to help
you process your insurance claim form, however, any deductible or co-payments are due at
the time services are rendered

2; You agree to pay your bill in full if your insurance company has not paid within 90 days of
our treatment. We agree to process your claims in a timely fashion to avoid such problems.
e also agree to provide your insurance company with any information they need to process
our claim.

3. If you do not wish to leave a credit card on file, we will require that you pay for treatment in
full at the time of service. We will provide you with the required information so you may
submit for reimbursement from your insurance company.

4. Returned checks and balances older than 30 days will be subject to an interest charge of 1.5%
per month. If your account is turned over to an attorney for collection, you will be ‘
responsible for 33.33% legal fees and all court costs. A $75 charge will be made for broken
appointments and for appointments canceled without a 24-hour advance notice.

5. Another option available is a dental credit card such as Care Credit. Once you are approved,
we will be paid at the time of treatment and you can pay your bill on a monthly basis.

We must emphasize that our relationship [is with you and not with your insurance company. Filing
the claims is g courtesy we extend to our patients. However, all charges are your responsibility. You agree
that we are not ultimately responsible for various services that your insurance company may not cover. You
are responsible for knowing your benefits and informing us of any changes. We realize that temporary
financial problems may affect timely payment of your account. If such problems do arise, we encourage
you to contact us promptly for assistance in the management of your account.

If you have any questions about the above information, or any uncertainty regarding insurance
coverage, PLEASE do not hesitate to ask us. We are here to help you.

Credit Card Authorization

I authorize Allwood Family Dentistry to charge my credit card any balance that is outstanding
after the insurance payments are made or 90 days from the date of service, whichever shall come first. I
extend this authorization for the account of my spouse and/or dependents.

Card Holder’s Name Patient(s) Name
Credit Card Type Card #
Exp. Date Code # Signature

[ understand that the fees I incur at Allwood Family Dentistry are ultimately my responsibility
. regardless of whether or not my insurance covers my treatment. I have read all the information on this
sheet. 1 certify that this information is true and correct to the best of my knowledge. I will notify you of any
changes in my health status, insurance coverage or the above information.

Signature (Parent if Minor) Date
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ACKNOWLEDGEMENT OF RECIEPT OF
NOTICE OF PRIVACY PRACTICES

YOU MAY REFUSE[TO SiIGI\ THIS ACKNOWLEDGEMENT |

, 11l havereviewed a copfy of this
Office's Notice of|Privacy Practices. | | | 1 '

Print patients namie|if signing for minor| | . I

Signature

Date

Is there any one you do not wish o receive medical information reg:.c r';ding this
patiente | e
If yes — name of person nE 158
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|
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For C)ffic:ef Use Only

MR .
We attempted to optain written acknowledgement of receipt of od;r;rxilgﬁce' of
Privacy Practices, but acknowledgement could not be obtained bgcause

Individual refused fo sign ‘
Communications barriers prc>hi5itad obtaining the ocknowledg'ge menit

An emergency situation preveri’re d us from obtaining acknowl
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