03/08/2011 TUE 15:20

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

FAX

001/006

PATIENT REGISTRATION

DATE 1 DENTAL INSURANGE 2
LAST NAME FIRST M. o
PREFERS TO BE CALLED BY INSURANGE COMPANY
ADDRESS GROUP NO.
CITY STATE P EMPLOYER NAME
HOME PHONE NO. FAX INSURED'S NAME
CELL EMAIL DATEOFBIRTH  |RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S 1.D. NO.
MARRIED SINGLE DIVORCED | WIDOWED INSURED'S SOCIAL SECURITY NO.
"SOCIAL SECURITY NO.
DATE
LAST NAWME FIRST M. GROUPNO.
ADDRESS EMPLOYER NAME
N CITY STATE P INSUREDS NAME
HOME PHGNE NO. DATEGFBIRTH  |RELATIONSHIP TO PATIENT
BIRTHDATE AGE WMALE FEMALE INSURED'S 1D NO.
SCHOOL GRADE NSURED'S SOCIAL SECURTTY 1O,
SQCIAL SECURITY NO.

IF YOUR GHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4

e

RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
ADDRESS S R A
: IS ANOTHER MEMBER OF

cITY STATE ZIP AT OUR OFFICE?
N . :

PHONE NO, AME RELATIONSHIP
YOU WERE REFERRED TO US BY
YOUR FORMER ADDRESS

EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY

ADDRESS cITY PHONE NUMBER

PHONE NO. FAX NO. ADDRESS
cITY STATE ZIP
CLOSEST RELATIVE NOT LIVING WITH YOU

OGCCUPATION
PHONE NUMBER

EMPLOYER'S NAME
ADDRESS

ADDRESS CITY

PHONE NO. FAXNO. GITY STATE zZIP

@ Pride Institute FORM 001 (09.02} Please turn over and sign 1,800.925.2600

www.prideinstitute.com



03/08/2011 TUE 15:20 FAX g 002/0086

CONSENT FOR TREATMENT

L lhereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic cids deemed appropriate by doctor to make g thorough diagnosis
of (name of patient) 's dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended freatment

mutually agreed upon by me and to employ such assistance as required to provide
proper care, '

3. | agree 1o the use of anesthetics, sedatives and other medication as necessary. | fully

understand that using anesthetic agents embodies certain risks. | understand that §
can ask for a complete recital of any possible compilications.

4. | give consent to the doctor's or designated staff's use and disclosure of any cral,
written or electronic hegith records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and healih care operations. |
understand that only the minimum amount of information necessary {0 provide quality
care will be used or disclosed and that a notice fully outlining the protection of my
personal hedalth information is available.

5. | agree to be responsible for payment of all services rendered on my behdlf or my
dependents. | understand that p(}ymem‘ Is due at the time of service unless other
arrangemenis have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added fo my
account. If required, [ also understand a check of my credit history may be made,

Patient’s Signature ' Date

Withess

Parent/Responsible Party's Signature Relationship 1o Patient




0370872011 TUE 15:20 FAX [ 003/006
: Patient Name . MEDICAL HISTORY
& Paiient Account No. Medical Alert
1. Physician’s Name Phone { }
Have you had any medical care within the PAST WO YBAIS? ... s eeoseesessessesesssssesssessenseneesssssossessssesssseensaces Yes No
Describe
2, Have you taken any medication or drugs during the PASTIWO YEBIST .....cooov....ciereessereerssmmssseeesssssssesssressssssssssssseeseressesesresssessssssnsnee Yes No
3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of 88pitin? ........eeeeeesssreesssssssseee Yes No
if yes, please list name and dosage -
4. Have you ever taken prescription medications for weight foss (diet lelS) ............................................................................................. Yes No
If yes, did you take any of the following? {circle if yes) - Fen-Phen Pondimen Redux Cther
If yes to any of the above, did you have a medical Xam fOr NEAM ISSUEST ..u..vvvuvvvccsssesscsssmesssssssssssssasssssssessssse et sosesssssin Yes No
; 2. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other SImilar drugs? ..eeeucerseresensesiens Yes No
6. Are you aware of having an alfergic (or adverse} reaction to any SUDSEENCE OF METICAIONT wrvereererreerrmreeroosessoees oo Yes No
If yes, please specify
7. Haveyoubeena patient in the hospital dUMNG the PAst IVE YEAIST .ot st ssess s s sesnesse s esecsassessecsanies Yes No
8. Indicate which of the following you have had or have at present. Circle “yes” or “no" to each item.
Heart {Surgery, Disease, Attack)... Yes No UICErS oo v e seninn Yes No Hepatitis A B C {circle)... Yes No
Chest Pain ccoeervvvrovneeenee e Yes No Diabetes ..o .. Yes No Venereal Disease ..... .. Yes Do
. Congenital Heart Disease .........: "Yes No Thyroid Problems .......ceoeeneeenns Yes " No ALD.SH.LV Positive v Yes  No
. Heart Murmut .o, Yes No Glaucoma .....orveimesssnrsscnnn: Yes  No Cold Sores/Fever Blisters .......... Yes - No
: High/l_dw Blood Pressure .. Yes  No  COntact [enses ..o Yes No Blood Transfusion ..o, Yes No
Mitral Valve Profapse ... Yes  No = Emphysema ..o, Yes  No Hemophilia o...uueeesimseersrienione. Yes No -
Artificial Heart Valve/Pacemaker Yes No Chronic Cough . Yes No Sickle Celi Disease ......ccoeecreeeen. Yes No
Rheumatic Fever ........ .. Yes No TUDBIGUIOSIS .vvvervvenrseeerenroeenrss Yes No - Bruise Easlly ..o S Yes  No
Arthritis/Rheurnatism .. Yes Mo ASHINA oo S Yes  No Liver Disease/Yellow Jaundice .. Yes  No
Cortisone Medicing ...cccvvvneee. Yes No Hay Fever/AIiergy/Hwes .............. Yes Ne  Neurological Disorders ... Yes  No
Swollen ANKIES v, Yes No' - Latex Sensitivity ............ BT No Epilepsy or Sefzures ............... Yes No
11 (0.1 N Yes No . SinusTrouble ........ ' Mo - Fainting or Dizzy Spells ..o Yes  No
et {Spetial/Restricted) ..vvvuue. Yes Ne  Radiation Therapy No Netvous/ANXIOUS ...veeereseeerinreens Yes No
Artiticiat Joints (hip, knee; etc) ... Yes  No Chemotherapy .....coeeriieecinenne No Psychiatric/Psychological Care..  Yes  No
Kidrey TrOUBIE ..ooovciemssrreer . Yes  No " No _
9. Have you lost or gained more than 10 pOUNS in The PAST YBAI? ...........couererrseeeeesmsssseeseseseessesseassessessssssesesssssssseesesmsssessssives s T - Yes  No
10. Do you have or have you had any disease, condition, or problem NOL StEd? oot eveerrenee s ssar e se e reaes Yes No
If yes, please list:
11, Women:  Are you pregnant o think you could be pregnant?  Yes Months No . . Nursing? Yes No :
12. Do you use birth control BIESCIIBHONS? oo Yes - No

| understand the above information is nécessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to

ask the respective health care provider or agency, who may release such information to you. | w1II notify the doctor of
any change in my health or medication.

Patient/Guardian Signature - Date

® Pride Insmui'e FORM 015 (11.07} V i .800..925..2660 wwwprl emshiutekori‘n
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Patient Name

DENTAL HISTORY

PBatient Account No. Medical Aleti

Welcome! So that we may provide you with the best possible care
Please complete both sides of this medicalldental history form.
All information is completely confidential,

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Gleaning ___ Last Full Mouth X-rays
What was done at your last dental visii? :
Previous Dentist's Name
Adiress State Zip
Telephone
How often do you have dental examinations?
How often do you brush your teeth? How often do you floss? _
Have you ever used or are cumently using topical fuoride? Yes  No _ ‘
What other dental aids do you use? {Interplak, foothpick, etc.)
Do you have any dental problems now? Yes No
if yes, please describe:
~ Areany of your teeth sensltive to: - '_ : Have you ever had:
Hotorcold?  Yes No ' o Orthodontic freatmient? ~ Yes  No
Sweets?  Yes  No _ Oral Surgery? ~ Yes  No
. Biting or Chewing?  Yes  No Periodontal freatment? ~ Yes  No
Have you noticed any mouth odors or bad tastes? ~ Yes  No Your teeth ground or the bife adjusied? Yes  No
Do you frequently get cold sores, blistersor .~ : Abite plate or mouth guard? - Yes  No
any other oral lesions? - Yes  No , Aserious injury fo the mouth or head? ~ Yes. No

_ If so, please describe, including cause __
Doyourgumsbleed orhurt?  Yes  No

Have your parents experienced gum disease

ortoothloss?  Yes  No Have you experienced:
Have-you noficed any foose teeth or change : . Clicking or popping of the jaw? ~ Yes  No
inyourbite? Yes No _ ' - Pain? (joint, ear, side of face) Yes - No -
. Does food tend to become caught in between : - Difficulty in opening or closing the mouth? ~ Yes'  No
yourteeth?  Yes Mo Difficulty in chewing on either side of the mouth? ~ Yes  No

ff yés, wherg?

Headaches, neckaches or shouider aches?  Yes  No -
' Sore muscles {neck, shoulders)?  Yes  No

Do you: :

Clench or grind your teeth while awake orasleep?  Yes  No Are you satisfied with your teeth’s appearance? Yes No
Bite your lips or cheeks regulary? ~ Yes No - Would you like to keep all of your teeth all of your life? ~ Yes  No

Held foreign objects with your teeth? _ '
{pencils, pipe, pins, nalls, fingemails) ~ Yes  No Do you feel nervous about having denfal treatment? ~ Yes  No

Mouth breathe while awake or asleep?  Yes  No If s0, what is your biggest concem?
Have tired jaws, especially in the moming? ~ Yes  No _ '
Snore or have any other sleeping disorders?  Yes  No * Have you ever had an upsetting dental experience?  Yes  No
- Smokefchew tobacco or use other tobacco products?  Yes Mo . If yes, please describe

Have you ever been told to take a pre-medication prior to dertal treatment? ‘ Yes No

Is there anything else about having dental freatment that you would like us to know?

Yes No
If yes, piease describe

(Please complete other side)

@ pride Institute FORM 015 (11.07) 1.800.925.2600 www.prideinstifute.com
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Dr. Chang-Lowe Family Dentistry
536 Health Blvd
Daytona Beach, FL

Financial Policy Guidelines

We accept cash, personal checks, Visa, Master Card, Discover or Care |

Credit. If you are interested in signing up for Care Credit, please advise us.
Returned checks are subject to a service charge. '

- .

Self-Pay patients are responsible for full payment at the time of service.

Co-payments, deductibles and any outstanding balances will be collected at
the time of service.

At each visit, you will be asked to provide your insurance card. Asa
courtesy, we will file your insurance claim. If payment is not received from
your insurance company within a reasonable time, the balance becomes the
patient’s responsibility. Any balance on your account after 90 days,

including those that your insurance has not paid, can result in collection
‘action.

We realize that emergencies do arise and may affect timely payment of your

account. If such extreme cases do occur, please contact our office
at (386) 255-3644.

CANCELLATION POLICY: If you find it necessary to cancel and
reschedule your appointment, we require a 24-hour notice. If you do not
give a 24-hour notice or if you do not show for you appointment there will
be a $45 cancellation fee for missed 1 hour appointments and $380 .
cancellation fee for missed appointments scheduled for more than 1 hour. In
order to reschedule missed appointments we will require a $100 non-  *
refundable deposit. This deposit must be paid prior to recelving a new
appointment, and as long as you keep your appointment, the deposit will be
applied to your account. Any remaining monies will be mailed to you after
the fees for treatment have been paid.

£

I . have read and understand the financial policy.
. Patient’s Name (Please Print)

Patient’s Signature : Date




