TIME 12:40 PM

ID: Chart ID:
First Name:

Patient Is:[_| Policy Holder ["IResponsible Party

Responsible Party ( if someone other than the patient )

PATIENT REGIS ION

Last Name:

Preferred Name:

DATE 6/14/2023

Middle [nitial:

First Name:
Address:
City, State, Zip:

Home Phone: Work Phone:

Birth Date: Soc Sec:

[ IResponsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

Ext:

Middle initial:

Pager:
Cellular:
Drivers Lic:

[ ]Secondary Insurance Policy Holder

Patient Information

Address:

City:

Home Phone: Work Phone:
Gender: |_|Male [ |Female [ Junknown

Birth Date: Age:

E-mail:

Section 2

Address 2:
State / Zip:

Ext:

Marital Status:|_|Married [ |Si

Soc Sec:

[IDivorced

Pager:

Cellular:

[“ISepntated | | Widowed

Lo  S—-

Drivers Lic:

{__I'would like to receive correspondences via e-mail.

Employment [TFull Time

["Ipart Time
Status: &

Student Status:[_|Full Time
Medicaid ID:

i:} Part Time

Employer ID:
Carrier ID:

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

["IRetired

Section 3

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: | |Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[Ispouse [ Jchild | T Other

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured:| | Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

E é()lhcr




Time 12:41PM Family Cosmetic Dentistry Date 6/14/2023
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 that vou may be taking, ¢

Are you under a physician's care now? ) Yes () No If yes k
Have you ever been hospitalized or had a major operation? Oy Yes (7 No 1f yes 7

Have you ever had a serious head or neck injury? yYes (Y No Ifyes

Are you taking any medications, pills, or drugs? { Yes {3 No If yes &l

Do you take, or have you taken, PhenFen or Redux? s Yes (") No If yes

Have you ever taken Fosamax, Boniva, Actonel or any other s Yes ¢ No if yes

medications containing bisphosphonates? ) Al

Are you on a spedal diet? CiYes O No

Do you use tobacco? yYes 3 No

Do you use controlled substances? () Yes ) No Teves |7 RS e

Women: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing? | Taking oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [ Penicillin " Codeine " Acrylic
[ Metal [ Latex | sulfa Drugs " Local Anesthetics
Other? 1 if yes

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

AIDSMHIV Positive {3No |Cortisone Medicine Hemophilia {1 Yes ¢ 3No |Radiation Treatments iYes i :No
Alzheimer's Disease Diabetes Hepatitis A {3Yes { 1No [|RecentWeightLoss . iYes ¢ :No
Anaphylaxis Drug Addiction Hepatitis B or C ._Yes { iNo |Renal Dialysis “iYes  iNo
Anemia Easily Winded 3 ; Herpes ) Yes {3y Rheumatic Fever {iYes {3No
Angina Emphysema {iYes {:No |HighBlood Pressure () Yes { Rheumatism CiYes iNe
Arthritis /Gout Epilepsy or Seizures {:Yes Mo |High Cholesterol {iYes ¢ Scarlet Fever ‘Yes « i No
Artificial Heart Valve Excessive Bleeding {)Yes { Mo |HivesorRash £ Yes Shingles ‘yYes ¢ iNo
Artificial Joint Excessive Thirst (sYes [ :No |Hypoglycemia () Yes | Sickle Cell Disease (1Yes iNo
Asthma Fainting SpellsDizziness (" Yes ' No | Irregular Heartbeat Caves (O Sinus Trouble (1 Yes { }No
Blood Disease Frequent Cough (iYes {iho |Kidney Problems {yYes Spina Bifida {Yes { }No
Blood Transfusion Frequent Diarrhea (JYes iNo |Leukemia {3 Yes Stomach/Intestinal Disease ' Yes ¢ No
Breathing Problems Frequent Headaches i Liver Disease {3 Yes Stroke “iYes ¢ iNo
Bruise Easily Genital Herpes Low Blood Pressure (" Yes Swelling of Limbs _iYes ¢ iNo
Cancer Glaucoma Lung Disease O Yes Thyroid Disease iYes { :No
Chemotherapy Hay Fever Mitral Valve Prolapse s ¥es Tonsillitis iYes "3No
Chest Pains Heart Attack/Failure Osteoporosis rYes O Tuberculosis iYes | No
Cold Sores/Fever Blisters Heart Murmur Pain in Jaw Joints iYes O Tumors or Growths N Yes < iNo
Congenital Heart Disorder Heart Pacemaker Parathyroid Disease 3 Yes ¢ Ulcers iYes {_iNo
Convulsions Heart Trouble/Disease Psychiatric Care ) Yes Venereal Disease i Yes No
Yellow Jaundice {1Yes {iNo
Have you ever had any serious illness not listed above? {3 Yes 3 No If ves it B sy !
Comments:

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, Itis mv
responsibility to inform the dental office of any changes in medical status.

Signature of Patieni, Parent or Guardian:

X Date:



AUTHORIZATION TO DISCUSS PATIENT MEDICAL INFORMATION

I, , give permission to Drs. Franke!,

Jiwami, Silverman, Burgdorf and their staff to discuss my information. inciuding but not

limited to appointments, billing insurance, sccaunt infarmation, and referrals with the
following person{s):

fvarng of pern srefationshups

Eramp o pproint resfatigrabin

iname gl prespad

Signature Date




Cancellation and Broken Appointment Policy

We understand that illness, emergencies, flat tires, and bad weather do occur. We ask our
patients to give us 24 hours notice whenever possible, if they cannot keep an
appointment. This allows us time to fill our schedule with other patients who may be
waiting.

Policy and fees:

Cancellation or rescheduling of an appointment with 24 hours or more notification
—no charge '

Cancellation or rescheduling of an appointment with less than 24 hours notice may or
may not be considered a broken appointment; it will be at our discretion.

New patients will require a $50 deposit to reschedule a broken appointment.

Failure to give 24-hour advance notice:

-Broken appointments will be charged as follows:

$50 for a broken hygiene appointment
$75 (per hour) for a broken doctor’s appointment

Our number one concern is our patient’s dental health. Providing services in a timely
manner is critical to accomplish that goal. Our other goal is to keep the cost of dental
services as economical as possible. The appointment you schedule for treatment is
reserved for you and your treatment only. When you fail to keep your appointment
without providing us adequate notice, this adds to the overall cost of care, as trained
professionals and dental facilities are not being utilized.

We appreciate your understanding and consideration regarding our appointment policy
and if you have any questions or concerns, never hesitate to ask.

[ have read and understand the above-mentioned policy.

Patient or guardian signature Date



Admission to the Practice

! Agreement
/
- .8
\ W
§ 5 / \ kit - .
i j\ f ! k I consent to routine dental procedures as well as treatment and
0 l 4 diagnostic tests deemed necessary in the dental professional’s
Ly W G A judgement,
FAMILY DENTISTRY
Ao J. e, DS FADD. [ authorize the dentist and staff of Drs. Stein and Frankel, PC to
Suzanne R. Silverman, D.M.D. take and record any photographs of me for records, teaching,

research and publication purposes. [ understand that in any
publication my name will not be identified.

I'authorize Drs. Stein and Frankel, PC to take any x-rays necessary for the detection and
diagnosis of oral diseases, and I authorize the release of this and any other information to
my insurance company necessary for processing of my dental claim (if applicable).

I authorize Drs. Stein and Frankel, PC to administer local anesthetics and medically
indicated drugs as necessary for treatment.

[ authorize payment of my group insurance benefits, otherwise payable to me, to Drs.
Stein and Frankel, PC.

I'understand that I am responsible for payment of my treatment, regardless of insurance
coverage. Iunderstand that Drs. Stein and Frankel as a courtesy to me may estimate my
expected insurance portion, but this is not a guarantee of payment from my insurance
company.

I'acknowledge that I have been given the opportunity to review the Notice to Privacy
Practices. I hereby give privacy authorization and consent.

Signature (Patient or Legal Guardian) Date
Insurance

Drs. Stein and Frankel, PC will be happy to file any insurance as a courtesy to you.

When possible, we try to estimate your expected insurance benefit for each procedure
planned. Remember that these are estimates to the best of our ability. Insurance is a
contract between the patient and the insurance company. It is your responsibility to know
your benefit coverage limitations and provisions.

2450 Lawrenceville Highway, Suite 100, Decatur, Georgia 30033 - (404) 329-0000 « FAX (404) 329-89C0



