n: Chart 1D

First Name!

Patient Is:| | Policy Holder | Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

Responsible Party ( if someone other than the patient )
First Name:
Address:
City, State. Zip:

Home
Phone:

Birth Date;

] Responsible Party is also a Policy Holder for Patient

Work Phone:

Soc Sec:

Last Name:

Address 2:

| |Primary Insurance Policy Holder

Middle Initial:

Pager:

Cellular:
Drivers Lic:

|Secondary Insurance Policy Holder

Patient Information

Address:
City:

Home
Phone:

Sex: |Male |Female
Birth Date:

E-mail:

Work Phone:

Age:

Address 2;
State / Zip:
Single

Marital Status;| | Married

Soc Sec:

Ext

Pager:
Cellular:

Divorced Separated Widowed

Drivers Lic:

[ would like to receive correspondences via e-mail.

Section 3

Section 2

Employment ™| gyl Time

" IPart Time
Status:

Student Status:| | Full Time | Part Time

Medicaid 1D:
Employer 11

Carrier 1D

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

_Retired

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Primary Insurance Information

Name of Insured; Relationship to Insured: | Self Spouse | Child 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:
Secondary Insurance Information
Name of Insured: Relationship to Insured:| | Self _ Spouse | Child |Other

Insured Soc. Sec:
Emplover:
Address:
Address 2:

City. State, Zip:

Rem. Benefits:

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct;




\ Florida Dental Rejuvenation
Eaglesoft Medical History
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

Are you under a physician's care now? Yes No If ves
Have you ever been hospitalized or had a major Yes No If ves
operation?

Have you ever had a serious head or neck injury? Yes No If ves
Are you taking any medications, pills, or drugs? Yes  No If yes
Do you take, or have you taken, Phen-Fen or Redux? Yes No 1f yas
Have you ever taken Fosamay, Boniva, Actonel or Yes MNo 1f ves
any other medications containing bisphosphonates?

Are you on a special diet? Yes No

Do you use tobacco? Yes No

Wormnen: Are you,.,
Pregnant/Trying to get pregnant? Nursing? Taking oral confraceptives?

Are you allergic to any of the following?

Aspirin Penicillin Codeine Acrylic

Metal Latex Sulfa Drugs Local Anesthetics
Other? If ves
Do you use controlled substances? Yes No If ves

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

AIDS,/HIV Positive Yes  No | Cortisone Medicine Yes No  |Hemophilia Yes  No  |Radiation Treatments Yes No
Alzheimer's Diseaze Yes No |Diabetes Yes  No  |Hepatitis A Yes No  |Recent\Weight Loss Yes  No
Anaphylaxis Yes  Na | prug Addiction ¥es  No |Hepatitis Bor C Yes  No  |Renal Dialysis Yes  No
Anemia Yes Noo | Easily Winded ¥es No  |Herpes Yes  MNo  |Rheumatic Fever Yes  No
Argina Yes  No  |Emphysema Yes  No  |High Blood Pressure Yes  No  |Rheumatism Yes  No
Arthritis/Gout Yes  No |Epilepsy or Seizures Yes  Noo |High Chalesteral Yes  No o |Scarlet Fever Yes No
Artificial Heart Valve Yes  No  |Excessive Bleeding Yes  No  |Hives or Rash Yes Mo |Shingles Yes No
Artificial Joint Yes No  |Excessive Thirst Yes  No o |Hypoglycemia Yes No |Sickle Cell Disease Yes No
Asthma Yes  No  |Fanting Spells/Dizziness ~ Yes  No  |Trregular Heartbeat Yes  No  |Sinus Trouble Yes No
Blood Disease Yes  No |Freguent Cough Yes  No  |Kidney Problems ¥es  No | SpinaBifida Yes No
Blood Transfusion Yes  No  |Frequent Diarrhea Yes  No |Leukemia Yes  No | Stomachfintestinal Disease  Yes  No
Breathing Problems Yes No |Frequent Headaches Yes  No  |Liver Disease Yes No |Stroke Yes. No
Brulse Easily Yes  No | Genital Herpes Yes  NO |Low Blood Pressure Yes  No  |Swelling of Limbs Yes  No
Cancer Yes  No |Glaucoma Yes  No  |Lung Disease Yes  No  |Thyroid Disease Yes  No
Chematherapy Yes  No  |Hay Faver Yes  No  |Mitral Valve Prolapse Yes  No  |Tonsillitis Yes No
Chest Pains Yes  No |Heart Attack/Failure Yes No  |Osteoporosis Yes No  |Tuberculosis Yes No
Cold Sores/Fever Blisters  Yes  No |Heart Murmmur Yes  No  |Pain in Jaw Joints Yes  No | Tumors or Growths Yes  MNo
Congenital Heart Disorder Yes  No  |Heart Pacemaker Yes No |Parathyroid Disease Yes No  |Ulcers Yes  No
Convulsions Yes No  |Heart Trouble/Disease  Yes No  |Psychiatric Care Yes No |Venereal Disease Yes MNo
yellow Jaundice Yes No

Have you ever had any serious iliness not listed Yes  No 1f vas

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. 1 understand that providing incorrect information can be dangerous to my (or
patient's) health, Tt s my responsibility to infarm the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

**You May Refuse to Sign This Acknowledgement**

| have received a copy of this

office’s Notice of Privacy Practices.

Print Name:

Sign:
Date:

Authorization to Release Information

Purpose: This form is used to obtain authorization to release information regarding you covered

under the Privacy Act to people other than yourself. I,

authorize the following person(s) to have access to information covered under the Privacy

Practice regarding myself.

{Please Print Name} Relationship

{Please Print Name} Relationship

{Please Print Name} Relationship

For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement
could not be obtained because:

D Individual refused to sign

D Communicalions barriers prohibiled obtaining the acknowledgement

D An emergency situation prevented us from obtaining acknowledgement

O  other (Please Specify)

© 2002 American Dental Association
All Rights Reserved



FLORIDA DENTAL
REJUVENATION

Tt oo ol o 11
1T S Smute time!

1. lunderstand that Alexis O. Morales DDS Advanced Prosthodontics & Implant Dentistry Inc. DBA/Florida
Dental Rejuvenation. Will bill my insurance as a courtesy but my patient portion (co pays for office visits,
deductible. and co insurance for procedures) is my responsibility and due at the time of service. If your
insurance is unable to be determine what my responsibility will be, | will be billed and my payment is due
upon the receipt of the first invoice in order for me to receive services on a credit basis and be billed later
for services. Delinquent balances may receive interest charges of up to 30% to recoup collections agency
fees.

2. lunderstand that if Alexis O. Morales DDS Advanced Prosthodontics & Implant Dentistry Inc. BDA/Florida
Dental Rejuvenation is contracted with my insurance company, you will apply the contracted adjustment
to my claims reducing my costs. | understand that non-covered services that may be considered not
medically necessary by my insurance are my responsibility and the contracted rate adjustment will not
apply.

3. lunderstand that if | miss an appointment without giving a 24 hour notice to Advanced Prosthodontics &
Implant Dentistry Inc. DBA/Florida Dental Rejuvenation | will be charged $35 for that appointment (Please
understand that our office tries to accommodate everyone equally and a missed appointment signifies
time we could have scheduled an appointment with another patient.)

4. lauthorize Alexis O. Morales DDS Advanced Prosthodontics & Implant Dentistry Inc. DBA/Florida Dental
Rejuvenation to release any information to my insurance company adjuster or attorney involved in my
case.

5. I have received a copy of the notice informing me of my privacy rights and understand that my health
information will be used for treatment billing and office operation.

6. If my insurance fails to pay my claims in a timely manner | authorize Alexis O. Morales DDS Advanced
Prosthodontics & Implant Dentistry Inc. DBA/Florida Dental Rejuvenation to initiate a complaint to the
insurance commissioner for any reason on my behalf.

7. lauthorize payment to be made by my insurance company directly to Alexis O. Morales DDS Advanced
Prosthodontics & Implant Dentistry Inc. DBA/Florida Dental Rejuvenation. If my current policy prohibits
direct payment to Alexis O. Morales Florida Dental Rejuvenation. | hereby instruct my insurance company
to make out the check to me and mail it as follows 3100 S. Federal hwy. Suite 5 Delray Beach FL 33483,
THIS IS A DIRECT ASSIGNEMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY.

8. lauthorize that Alexis O. Morales DDS Advanced Prosthodontics & Implant Dentistry Inc. DBA/Florida
Dental Rejuvenation to deposit checks received on my account for services rendered if they are made out

in my name.

9. My primary insurance company is responsible for this bill. | may
have secondary benefits with another insurance company but primary responsibility for my claim is with
the insurance company.

By signing below | acknowledge that I've read and accept all terms of the above treatment |
also understand that I'm welcomed and encouraged to express all concerns arising from the
financial aspects of my medical care.

Patient Name Signature Date



