TIME 10:00 AM DATE 2/27/2019
PATIENT REGISTRATION
ID: Chart ID:
First Name: ) Last Name: Middle Initial:
Patient Is: {j Policy Holder E Responsible Pany Preferred Name:
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: M Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
EResponsible Party is also a Policy Holder for Patient D Primary Insurance Policy Holder 1” Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: B Work Phone: Ext: Cellular:
Sex: D Male [ |Female » Marital Status:]_|Married [Isingle [ |Divorced []Separated [ Jwidowed
Birth Date: Soc Sec: Drivers Lic:
E-mail: {11 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment[™ pyll Time [JPart Time [Retired
Status:
Student Status: || Full Time [} Part Time

Medicaid ID:
Employer ID:
Carrier ID:

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Name of Insured:

Insured Soc. Sec:

Address:
Address 2:

City, State, Zip:

Employer:

Primary Insurance Information

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

City, State, Zip:

!TL:} Other

Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: r} Self D Spouse {3 Child [ _|Other
Insured Soc. Sec: Insured Birth Date:




Time 10:00 AM Mustafa Alani D.D.5 AEGD
Eaglesoft Medical History

Birth Date:

Date 2/27/2019

Patient Name: 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 you may be taking, ¢

Are you under 3 physician’s care now?

5 Mo Ifyes | l
Have you ever been hospitalized orhad @ major operation? Ifyes | l
Have you ever had a serious head or neck injury? If yes i l
Areyou taking any medications, pills, ordrugs? if yes l i
Do you take, or have you taken, Phen-Fen or Redux? If yes f [
Have you ever taken Fosamax, Boniva, Actonel or any other % yee i pNp if yes i !
medications containing bisphosphonates? - -
Are you on a special diet? ©:Yes %Mo
Do you use tobacco?
Do you use controlled substances? 3 Yes &) No If yes [
YWomen: Are you...
{T|Pregnant/Trying to get pregnant? {7}Mursing? {7} Taking oral contraceptives?
Are you allergic to any of the following?
[ Penicillin "] Codeine iMiAcrylic
[FjLatex [15ulfa Drugs i7jLocal Anesthetics
Other? Ifyes |

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

| AIDS/HTY Positive ©iYes Mo |Cortisone Medidne Ti¥es ©)No |Hemophilia Radiation Treatments Yes Mo
 Alzheimer's Disease 3Yes {No |Diabetes i¥es @3No |HepatitisA Recent Weight Loss D Yes ©iMo
Anaphylaxis yYes ()Mo |DrugAddiction £i¥es «)No |HepatitisBorC Renal Dialysis
Anemiz © Yes ) No Easily Winded i3 No Herpes Rheumatic Fever
Angina © Yes ) No Emphysama 7 No High Blood Pressure Rheumatism
Arthritis{Gout Cives €O No Epilepsy orSeizures High Cholesterol Scarlet Fever
Artificial HeartValve % Yes Excessive Bleeding Hives orRash Shingles
Artificial Joint @i Yes & Excessive Thirst Hypoglycemia Sickle Cell Disease
Asthma Fainting Spells/Dizziness Irregular Heartbeat Sinus Trouble
Blood Disease i Yes () No Frequent Cough Kidney Problems Spina Bifida
Blood Transfusion M Yes (OiNo Frequent Diarrhea Leukemia Stomach/Intestinal Disease
Breathing Problems @ ves ¢ No |FrequentHeadaches Liver Disease Stroke
Bruise Easily iYes €9 No Genital Herpes Yes i No towBiood Pressure i Swelling of Limbs
Cancer @ ves 9 No Glaucoma Yes ) No tung Disease i Yes @) No Thyroid Disease
Chemotherapy &ives € No |Hay Fever Yes TiMo  |Mitral Valve Prolapse {:Yes {Mo |Tonsillis
Chest Pains s Yes €3 No |Heartattack/Failure Yes ('No |Osteoporosis Tuberculosis
- Cold SoresfFever Blisters Yes ()Mo [Heart Murmur 3 Yes (iMoo  |PaininJaw Joints Tumors or Growths
Congenital Heart Disorder (7 Yes ¢ No Heart Pacemaker 2Yes (iMNo Parathyroid Disease Ulcers

Convulsions “iYes iNo

Haveyou ever had any serious illness not listed above?

Heaart Trouble/Disease i¥es ) No

Yes ) No If yes

Comments:

Psychiatric Care

Venereal Disease

Yeliow Jaundice

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

! ..Signature of Patient, Parent or Guardian: — - - s S S A NSRS

X Date:



HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature that you
have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare
operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The HIPAA (Health

Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or
healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially anonymous

usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not
be retroactive.

By signing this form, I understand that:

Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
o  The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
e The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:




Appointment Policy

When a patient makes a dental appointment, it is their responsibility to keep the
appointment. If you need to change the appointment, we require two full
business days to make changes without accruing an appointment change fee of
$35 per hour. After two no shows or two last minute cancellations, the doctor
may choose to dismiss patient from practice.

{ understand and agree that | am responsible for keeping my dental appoinments.

Signature Date

New Image
3/29/2017
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