PATIENT REGISTRATION

Please complete the following confidential information

Date:
Last Name First M.L
Address
City State Zip
Home Phone Work Phone Cell Phone
Email Address Male |Female
Birthdate lAge Social Security No.
If patient is a child, parent or guardian please fill out below
Last Name lFirst M.L
Address
City State Zip
Home Phone Work Phone Cell Phone
Email Address Male Female

Birthdate |Age Social Security No.
Dental Insurance
Primary Carrier
Insurance Company ‘Group No
Address
Emplover Name
Insured's Name lDate of Birth

Insured's ID No

Insured's Social Security No

Relationship to Patient

Secondary Carrier

Insurance Company |Group No
Address

Employer Name

Insured's Name |Date of Birth

Insured's ID No

Insured's Social Security No

Relationship to Patient

You were referred to us by

Pharmacy Name and Phone No

Person to contact for emergency

Name

Phone No

Address

City

State

Zip




Time 8:30 AM Memphis Periodontal Group Date 10/7/2022
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personne! 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? iYes | 'No 1f yes ]
Have you ever been hospitalized orhad a major operation? “iYes | iNo if yes
Have you ever had a serious head or neck injury?  'Yes _:No 1f yes
Are you taking any medications, pills, or drugs? iYes | ‘No If yes
Do you take, or have you taken, Phen-Fen or Redux? ‘Yes ' No Ifyes
Have you ever taken Fosamayx, Boniva, Actonel or 2ny other ‘Yes | ' No If yes
medications containing bisphosphonates?

Are you on a special diet? Yes Mo

Do you use tobacco? ‘Yes No

Doyouuse controlled substances? ' Yes No If yes

‘WWomen: Are you...
Pregnant/Trylng to get pregnant? Nursing? ‘Taking oral contraceptives?

Are you allergic to any of the following?

Zspirin |~ Penidllin Codeine Zcrylic
Metal " Latex Sulfa Drugs Local Anesthetics
Other? 1f yes

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

AIDS/HIV Positive “iYes ' No Cortisone Medidne Yes No Hemophilia Yes | 'No Radiation Treatmenis Yes Mo
izheimer's Disease 'Yes | 'No |Diabetes ‘Yes « Mo |Hepatitis A Yes | 'No |RecentWeightLoss Yes  No
anaphylads ‘Yes ‘Mo |DrugAddiction iYes . No [HepatitisBorC Yes . 'No |RenalDialysis fes Mo
Znemia “)Yes | ' No |EasilyWinded Yes No |Herpes Yes . 'No |Rheumatic Fever Yes Mo
Angina i Yes 'No |Emphysema ‘Yes « ‘Mo |HighBlood Pressure Yes | ‘Mo |Rheumatism Yes Mo
Arthritis/Gout ‘Yes  'MNo |Epilepsy orSeizures 'Yes « ‘Mo |HighCholesterol ‘Yes Mo |Scarlet Fever _fes No
2rtificial HeartValve iYes « 'No |BxcessiveBleeding Yes < No |HivesorRash Yes Mo |Shingles Yes « ‘No
Artificial Joint ) Yes ( 'No |ExcessiveThirst Yes « No |Hypoglycemia | iYes | 'No |SickleCellDisease Yes Mo
Asthma iYes { 'No |FaintingSpells/Diziness  Yes . ' No Irregular Heartbeat ‘Yes ( 'MNo |SinusTrouble ‘Yes Mo
Blood Disease “iYes ( 'No |FrequentCough Yes ( Mo |KidneyProblems Yes « 'No |SoinaBifida Yes No
Blood Transfusion _iYes + 'No |FrequentDiarrhea  Yes No |Leukemia 'Yes  ‘No |StomachfIntestinal Disease Yes No
Breathing Problems Yes « 1Mo |FrequentHeadaches _iYes « ‘Mo [LlverDisease ‘Yes  'No |Stroke ‘Yes  No
Brulse Easily “iYfes ‘Mo |GenitalHerpes ‘Yes « 'No |LowBlood Pressure Yes (‘Mo |Swelling ofLimbs Yes HNo
Cancer “iYes  'No |Glaucoma “iY¥es « 'MNo |LungDisease ‘Yes Mo |Thyrold Disease Yes No
Chemotherapy “iYes « :No |Hay Fever Yes « ‘Mo |MitralValveProlapse 'Yes (' No |Tonsilltis ‘Yes  No
ChestPains iYes « 'No |HeartAttack/Failure iYes ' 'No |Osteoporosis Yes  'MNo |Tuberculosis fes No
Cold Sores/FeverBlisters ' Yes « 'No |Heart Murmur Yes Mo | PaininJaw Joints 'Yes (‘Mo |TumorsorGrowths Yes Mo
Congenital Heart Disorder < Yes _'No |Heart Pacemaker “'Yes  No |ParathyroldDissase Yes ' No |Ulcers Tes No
Convulsions ‘Yes < 'No |HeartTrouble/Disease " Yes Mo |Psychiatric Care “.Yes | No |VenerealDisease i Yes Mo
Yellow Jaundice Yes No
Haveyou ever had any serious iliness notlisted above?  'Yes | 'No If yes
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. 1 understand that providing incarrect information can be dangerous to my {or patient’s) heaith. Itis my
responsbiity to inform the dental office of any changes in medical status.

Sgnature of Patient, Parent or Guardian:

X Date:




Edward Larne, D.D.§
Periodontics & Dental Impiants
3363 Murray Road, Suite 101
Memphis. TN 38119

WE'RE CONCERNED ABOUT YOU
We understand that you are unique and have unigue concems. So that we
can provide you with the best possible care, please check off the
statements that apply o you.

Name (Yes)y {No)
L. 1 am nervous being in a dental chair. -
2. I have had a bad experience in a dental office. L
3. [ sometimes get dizzy lving back in a dental chair -
4. [ have difticulty with gagging and suctioning. L

I would like to take breaks during long appointments.

n

6. My teeth gums are very sensitive. o

7. I don’t like demal neises such as drilling and suctioning. L

8. I have concerns about eppointment scheduling. .
[ would like extra care to relieve pain. L

10. I am not comfortable being lectured to by doctors. L

11. I will need to relay what you tell me to my spouse or another.

12. I don’t like shots { or have had a bad experience with them.)

13. | have concerns about the appearance of my teeth or smile. _
14. [ have concerns about eating, chewing, or bad breath.
13. I have concerns about insurance or finances.

16. i have questions or concemns. (Pleasc write it below.)




Patient Consent Form
Memphis Periodontal Group

CLINICAL

1.

2.

| authorize Memphis Periodontal Group to perform all recommended treatment.

| authorize the Practice to take radiographs, study models, and other diagnostic aids or
materials (collectively, “Diagnostic Material”) as needed to make a thorough diagnosis, |
authorize that such Diagnostic Material may be released to third-party payors and/or
other health professionals.

| authorize the use of anesthetics, sedatives, and other medication, as needed and am fully
aware that using anesthetic agents involves certain risks, including but not limited to redness
and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest, drowsiness,
and or lack of coordination.

FINANCIAL

4.

| am responsible for payment for all services rendered on my behalf. | understand that
payment is due when services are rendered. In the event my account is placed with a
Collection Agency, a collection-fee of up to 33.3% may be added to my account and shall
become a part of the Total Amount Due. | will be responsible for any and all cost of collection
Including attorney fees and court cost. | agree, that in order for Memphis Periodontal Group to
service my account or to collect any amounts | may owe, Memphis Periodontal Group and their
collection agencies may contact me by my telephone number associated with my account,
including wireless telephone numbers, which could result in charges to me. Memphis
Periodontal Group and the collection agencies may also contact you by sending text messages or
emails, using any email address that | provide to use. Methods of contact may include using
pre-recorded/artificial voice messages and/or use of an automatic dialing service device, as
applicable.

A Missed Appointment fee will be charged to my account for all missed appointments
or last minute cancellations by me. | am aware that to hold down operating cost a 48 hour
Notice of Cancellation is required.

Insurance

6.

| authorize the Practice to release to staff, hospitals, health care service plans, insurance
Companies, self-insurers or their representatives, any and all information, records and other
Diagnostic Material about my medical history, services rendered, or recommended treatment.

| am responsible for payment regardless of coverage provided. |authorize the Practice to
submit claims for payment for services rendered or pre-authorizations necessary to my
insurance company on my behalf and in my name listed as “Signature On File” and assign to the
Practice the insurance benefits providing assignment is accepted.

I have read this Patient Consent and agree to ALL terms and conditions herein.

Patient’s Signature Date:

If Patient is a child, please provide the parental or legal guardian’s Consent:

Signature Relationship




Memphis Periodontal Group HIPAA Privacy Forms Date: 01062014

Your Privacy Is Important to Us
Acknowledgement of Receipt of Notice of Privacy
Policies
| received a copy of the Notice of Privacy Practices of Memphis Periodontal Group. 1 hereby authorize.
as indicated by my signature below. Memphis Periodontal Group to use and 1o disclose my protected

health information for any necessary clinical. financial. and insurance purpose. as authorized in the
Patient Consent form.

[¢]
o
W

Print Name Addr

Signature Dare

Please check yvour preferred means of communication:

O You may contact ine at my home telephone number

a You may contact me on my mobile wlephone number B

O You may contact me on my work telephone number

O You may send me an email at: _ |
g Other:

Please list authorized persons with whom we may discuss your Protected Health Information (PHI).
Please notify us if vou desire to remove a name from this list in the future.

I Date - Relationship:
2 Date _/ /  Relationship:
3. Date ' Relationship:
4. Date_ ' 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:

O Individual refused to sign

O Communication barricrs prohibited obtaining the acknowledgement

a An emergency situation prevented us from obtaining the acknowledgement
c Other (Please Specify)

StafT Person Initials

Modern Practice Solutions, LLC « 2014 o moderapracticesol,




