Welcome to Schumer Dental PC
Patient Registration Form

Name

Last First Middle
Sex: M F Marital Status: S M D W Social Security: / / DOB: /
Address Email
City State Zip Phone# Cell#
Employer ' Phone#
Emergency Contact Relationship Phone#

Who may we thank for your visit? Sign Website Other

Friend, If so their name

INSURANCE INFORMATION Primary DentalIns. ____Yes__ NO Secondary Ins. Yes
Insurance Co. Name SUBSCRIBERS Name

Relationship to Patient SUBSCRIBERS DOB / /
SUBSCRIBERS Employer Social Security or ID#

Secondary Insurance Co. Name SUBSCRIBERS Name

Relationship to Patient SUBSCRIBERS DOB / /
SUBSCRIBERS Employer____ | Social Security or ID#

Account Information: Person ultimately responsible for account, it not patient:

Name

Last ) First Middle
Relationship to patient Phonet Cell#
Billing Address City State Zip

Dental Information:
Reason for today’s visit: Exam Emergency
Are you having pain or discomfort? Yes No For how long?

Have you ever been instructed to take any medication or take ANY special precautions before any dental
appointments? YES NO

Signature Date



Attachment to medical history for:

Medications:

Date:

Name

Dosage

Additional Medical Information:

Signature:

Date:




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

Patient Name:

Schumer Dental PC
Eaglesoft Medical History

Birth Date

Date Craated: s

taking, could have an important interrelationship with the dentistry you will receive, Thank you for answering the following questions.

Are you under & physician's care now?

Have you ever beenhospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Arayou taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonaies?

Are you on a spedial diet?

Do you use tobacco?

Do you use controlled substances?

Women: Are you...

[[]Pregrant{Trying to gt pregnant?

Are you allergic to any of the following?

[CJaspirn
DMetaI

Other?

| AIDS/HIV Positive

| Alzheimer's Disease
Anaphylads

Anemia

Angina

Arthritis/Gout

Artificial HeartValve
Artificial Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters
Congenital Heart Disorder

Convulsions

Have you ever had any serlousillness notlisted above?

OYes
Oves
O yes
O Yes
OYes
Chves
O Yes
O ves
O Yes
Oves
Oives
O Yes
(O es
(ves
Caves
) ves
O Yes
Oives
O ves

Oino
Ono
ONo
ONo
Oo
Ono
ONo
O No
ONo
ONe
o
O No
e
() Mo
Qe
()Mo
Ono
Crhio
ONe

.

(Oves (ONo If yes |
Oves Ono If yes |
Oves Ono If yes |
Oves ONo Ifyes |
Ores Qo If yes |
Oves ONo 1f yes |
O ves ONo
Oyes ONo
Oves ONo 1f yes
[Nursing? []Taking oral contraceptives?
[JPenicillin [[Codeine [:]A:wlir.
[JLatex []sulfa Drugs O Local Anesthetics
O If yes I
Cortisone Medidne OYes OiNe | Hemophilia OYes ONe | Radiation Treatmarts Oves ONo
Diabetss Cives (OMo  |Hepatitis & (Oves (ONo |RecentWeightLoss Oives OiNo
Drug Addiction Oves (ONe | HepatitisBorC (O ves One  |Renal Dialysis Oves One
Easily Winded Oives (Mo  |Herpes (Oives (INo  |Rheumatic Faver Oives e
Emphysema (Oives (One  [HighBlood Pressure OvYes (ONe  |Rheumatism Oves Ohe
Epllepsy or Seizures (Oves (ONe |HighCholesterol O ves (ONo | Scarlet Fever Oves ONo
Excessive Bleeding (Oves (ONe |HivesorRash COives ONe | Shingles Oives Ohe
Excessive Thirst Oves (ONo  |Hypoglycemia (C)Yes (ONo |SickleCell Disease Oves Ono
Fainting Spells/Dizziness  (ves (ONa | IrregularHeartbeat Oives ONo | Sinus Trouble Oives Ohe
Frequent Cough (Oves (OMe  |Kidney Problems (OYes (ONo  |SpinaBifida Oves ONe
Fraquent Diarrhaa Oves O  [Leukemia (Oves (ONo | Stomach/Intestinal Disease ((Jves ()Mo
Frequent Headaches "Qves (ONo  |LiverDisease (Oves (OYNe | Stroke Oves Oho
Genital Herpss Oves (ONe |LowBlood Pressure (Oves (ONo  [Swelling of Limbs Oves (o
Glaucoma (Oves (OMo  |LungDizease (ves (ONe | Thyroid Disease Oves (OiNo
Hay Fever (ves (ONo  |Mitral Valve Prolapse Oves (Ono  |Tonsillits Oives Qo
Heart Attack/Failurs QvYes (ONo |Ostecporosis (Oves (ONe  |Tuberculosis Oves (DNo
Heart Murmur O vYes (ONo |PaininJaw Joints (OYes (ONe  |TumorsorGrowths Oves (ONo
Heart Pacemaker Oves ONo |Parathyroid Disease Oves ONo  [Ulcers Oves Oho
Heart Trouble/Disease (Oves (ONo  |PsychiatricCare (Oves (OMo  |Venereal Diseasz Oves ONo
Yellow Jaundice O ves Oho
If yes i

Oves ONo

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

Signature of Patient, Parent or Guardian:




SCHUMER DENTAL, P.C.

{NAME OF PRACTICE}

Acknowledgement of Receipt of
Notice of Privacy Practices

* You May Refuse to Sign This Acknowledgment*

[ . have received a copy of this office’s
Notice of Privacy Practices.

Print Name

Signature

Date

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
Communications barriers prohibited obtaining the acknowledgement

Q
U An emergency situation prevented us from obtaining acknowledgement
Q

Other (Please Specify)

© 2010 American Dental Association
All Rights Reserved

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the prior written approval of the American
Dental Association, This material is educational only, does not constitute legal advice, and covers only federal, not state, law. Changes in applicable laws or regulations
may require revision. Dentists should contact their personal attorneys for legal advice pertaining to HIPAA pli the HITECH Act, and the U.S, Department of
Health and Human Services rules and regulations. )

Appendix 2-4: Sample Acknowledgement of Receipt of Notice of Privacy Proctices 65



Release For Use And Disclosure Of Health Information

Please List below the name(s) authorized by this form who may use and disclose

The patient’s protected health information.

PATIENT NAME: DATE OF BIRTH:
Name: ; Relationship:
Name: Relationship:
Name: Relationship:
Name: ' Relationship:
Name: Relationship:

Signature of Patient, Parent or Guardian

Date:




Schumer Dental Cancellation and No Show Policy

Office hours are by appointment and we do value your time. This office is a private practice
dental office and not a dental “clinic”. Appointment time is reserved for you alone. Where
appropriate, we prefer to schedule longer appointments so we can complete as much needed
dental treatment as possible during one appointment. We feel this type of scheduling will cause
minimal disruption to your daily schedule and will provide efficiency in completing your dental
care. When you make an appointment, please be sure that you will be able to keep it. Morning
appointments may be best for more complicated procedures.

Emergencies and unforeseen patient treatment problems may arise, causing schedule changes.
Emergencies are unexpected and seem to come at the most inconvenient times. If you have a
dental emergency that includes “pain” and needs immediate attention, we will always offer to
see you at once. We expect that other patients who might be slightly inconvenienced by this,
will be understanding of the situation. At some point, they may need the same courtesy tool!

Like many offices, this office does call to confirm your appointment as a “courtesy.” If you
cannot make an appointment as scheduled, please notify the office. There will be a charge of
$58 for every hour that you are scheduled for a broken appointment or cancellation with less
than (*2) business day notice for your appointment. If our staff is successful in filling your
appointment time with another patient, there will be no broken appointment charge.

If you have any qugstions about our appointment cancellation and no-show policy, please feel
free to ask us.

Respectfully

Staff of Schumer Dental



Attachment to health history form:

Financial Agreement

Payment is due in full at the time of treatment unless prior arrangements have been
approved. If this office accepts my insurance, | understand that | am responsible for payment of
services rendered and also responsible for paying any co-payment and deductibles that my
insurance does not cover. | hereby authorize payment directly to Schumer Dental PC of the
group insurance benefits, otherwise payable to me. | understand that | am responsible for all
costs of dental treatment. | hereby authorize release of any information, including the diagnosis
and records of treatment or examination rendered, to my insurance company.

Signature Date

Cancellation and No Show Policy

| have read and received a copy of your Cancellation and No Show Policy. | understand that if |
fail to give (2) business day notice that | will be charged a $58 fee for every hour that | am
Scheduled. | understand that confirmation calls are only as a courtesy and that it is my
responsibility to keep my scheduled appointment.

Signature Date

Our Office is HIPPA Compliant and is committed to meeting or exceeding the standards of
infection control mandated by OSHA, the CDC and the ADA
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