
PATIENT REGISTRATION

FIRST NAME: MI: __ LAST NAME: _

ADDRESS: CITY: ST:__ ZIP:, _

HOME PHONE #: CELL PHONE # _

DATE OF BIRTH: AGE: SOC SEC #: _

SEX: M I F MARITAL STATUS: SINGLE I MARRIED I WIDOWED I DIVORCED

EMPLOYER NAME & ADDRESS _

PREFERRED PHARMACY & PHONE #: _

PERSON RESPONSIBLE FOR ACCOUNT (IF SOMEONE OTHER THAN PATIENT)

__________________ RELATIONSHIP: _

ADDRESS(IFDIFFERENn: _

EMP~YERNAME&ADDRBS, ~

EMPLOYER PHONE #' _

10 # ON CARD: _

PRIMARY INSURANCE INFORMATION

NAME OF INSURED:, PATIENTS RELATIONSHIP TO INSURED:, _

INSURED SOC SEC #: INSURED DATE OF BIRTH: _

INSURANCE COMPANY:, _

ADDRESS: _

PHONE # _

ID # ON CARD:, _

SECONDARY INSURANCE INFORMATION

NAME OF INSURED: PATIENTS RELATIONSHIP TO INSURED: _

INSURED SOC SEC #: INSURED DATE OF BIRTH: '--------
INSURANCE COMPANY:, _

ADDRESS:, _

PHONE # _



Tome9:26AM

Patient Name:

Date 12/8/2!J 1£

Eaglesoft Medical History
Bi"th Date: Date Created:

Are you under a physician's care now?

Although dental personnel primarUy 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, c

Women: Are you ...

D Pregnant/Trying to get pregnant? DNursing? DTakng oral CDntraceptives?

Are you allergic to any of the fuIlowing?

DAspirin D Penicillin DCodeine DAaytic

DMetal DLatex D Sulfa Drugs D Local Anesthetics

Other? 0 If yes I
Do you have, or have you had, any of the foUowing?

AIDSft-!IVPositive aVes aNo Cortisone Medicine aVes ONo Hemophiia aVes ONo Radiation Treatments aVes ONo

Alzheimer's Disease aVes ONo Dialbetes aVes ONo Hepatitis A aVes ONo Re<ent Weight Loss aVes ONo

Anaphylaxis aVes ONo Drug Addiction aVes ONo Hepatitis B or C aVes ONo Renal Dialysis aVes ONo

Anemia aVes ONo Easily Winded aVes ONo Herpes aVes ONo Rheumatic Fever aVes ONo

Angina aVes ONo Emphysema aVes ONo High Blood Pressure aVes ONo Rheumatism aVes ONo

Arthritis/Gout aVes ONo Epilepsy or Seizures o-« ONo High Cholesterol aVes ONo Scarlet Fever aVes ONo

Artifidal Heart Valve aVes ONo Excessive Bleeding aVes ONo Hives or Rash aVes ONo Shngles aVes ONo

Artifidal Joint o-« ONo Excessive Thirst aVes ONo Hypoglycemia aVes ONo Sickle cel Disease aVes ONo

Asthma aVes ONo Fainting Spellsft>izziness aVes ONo Irregular Heartbeat aVes ONo Sinus Trouble aVes ONo

Biood Disease aVes ONo Frequent Cough aVes ONo Kidney Problems aVes ONo Spina Bifida aVes ONo

Blood Transfusion aVes aNo Frequent Diarrhea aVes ONo Leukemia aVes ONo Stomach/Intestinal Disease aVes ONo

Breathing Problems aVes aNo Frequent Headaches aVes ONo Liver Disease aVes ONo Stroke aVes ONo

Bruise Easily aVes aNo Genital Herpes aVes ONo Low Blood Pressure aVes ONo Sweling of umbs aVes ONo

Cancer o-« ONo Glaucoma aVes ONo Lung Disease aVes ONo Thyroid Disease aVes ONo

O1emotherapy aVes ONo Hay Fever aVes ONo Mitral Valve Prolapse aVes ONo Tonsillitis aVes ONo

O1estPains aVes ONo Heart AttackJFailure aVes ONo Osteoporosis aVes ONo Tuberrulosis aVes ONo

Cold Sores/Fever Blisters aVes ONo Heart Murmur aVes ONo Pain in Jaw Joints aVes ONo Tumors or Growths aVes ONo

Congenital Heart Disorder aVes ONo Heart Pacemaker aVes ONo Parathyroid Disease aVes ONo Ulcers aVes ONo

Convulsions aVes ONo Heart Trouble/Disease aVes ONo Psychiatric Care aVes ONo Venereal Disease aVes ONo
Velow Jaundice aVes ONo

Have you ever had any serious «!ness not isted above? aVes aNo If yes I

Comments:

To the best of my knowledge, the questions on this furm have been acoJI'ately answered. I understand that providing incorrect infurmation can be dangerous to my (or patient's) health. It is my
responsibility to infurm the dental office of any changes in medical status.

Have you ever been hospitalized or had a major operation?

aVes ONo

aVes ONo

aVes ONo

o-« ONo

o-« ONo

aVes ONo

aVes aNo

aVes aNo

aVes ONo

Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-f'en or Redux?

Have you ever taken Fosamax, Boniva, ActoneI or any other
medications containing bisphosphonates?

Are you on a spedal diet?

Do you use tobacco?

Do you use controlled substances?

Signature of Patient, Parent or Guardian:

x

If yes ~============================~
If yes '- ...J

If yes ~=================================~
If yes ~============================~
If yes ~============================~
If yes L ...J

If yes Ll ---'

Date: _



MAGNOLIA FAMILY DENTISTRY, LLC

DATE:, ......:

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I READ A COPY OF THIS OFFICE'S NOTICE OF PRIVACY PRACTICES.

PRINT NAME, _

PATIENT'S SIGNITURE, ---'

AUTHORIZATION FOR ASSIGNMENT OF INSURANCE BENEFITS

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO MAGNOLIA FAMILY DENTISTRY OF THE INSURANCE BENEFITS OTHERWISE
PAYABLE TO ME. I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL COSTS OF DENTAL TREATMENT.

SIGNITURE OF RESPONSIBLE PARTY / INSURED _

GENERAL CONSENT FOR TREATMENT AND PAYMENT

1. THE UNDERSIGNED HEREBY AUTHORIZES DOCTOR, HYGIENEST, OR ASSISTANT TO TAKE X-RAYS, STUDY

MODELS, PHOTOGRAPHS, OR ANY OTHER DIAGNOSTIC AIDS DEEMED APPROPRIATE BY DOCTOR TO MAKE A
THOROUGH DIAGNOSIS OF THE PATIENT'S DENTAL NEEDS.

2. I ALSO AUTHORIZE THE DOCTOR OR HYGIENIT TO PERFORM ALL RECOMMENDED TREATMENT MUTUALLY

AGREED UPON BY ME AND TO USE THE APPROPROATE MEDICATION AND THERAPY INDICATEDX FOR SUCH

TREATMENT. I UNDERSTAND THAT USING ANESTHETIC AGENTS EMBODIES A CERTAIN RISK. FURTHERMORE, I
AUTHORIZE AND CONSENT THAT DOCTOR CHOOSE AND EMPLOY SUCH ASSISTANCE AS DEEMED FIT TO
PROVIDE RECOMMENDED TREATMENT.

3. I UNDERSTAND THAT ALL SERVICES NOT PAYABLE BY INSURANCE ARE TO BE PAID IN FULL ON THE DAY OF

TREATMENT UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE. I ALSO UNDERSTAND THAT
REGARDLESS OF WHETHER OR NOT MY INSURANCE BENEFIT REIMBURSEMENT HAS BEEN RECEIVED MY

SERVICES ARE TO BE PAID WITHIN 90 DAYS OF DATE OF SERVICE. I ACCFEPT THE FEESCHARGED AS LAWFUL
DEBT AND PROMISE TO PAY SAID FEES.

I UNDERSTAND THAT THE ABOVE INFORMATION IS NECESSARY TO PROVIDE ME WITH DENTAL CARE IN A SAFE AND
EFFICIENT MANNER. I HAVE ANSWERED ALL QUESTIONS TRUTHFULLY AND TO THE BEST OF MY KNOWLEDGE.

SIGNATURE (PATIENT/PARENT/GUARDIAN) ~ .....:



NOTICE OF PRIVACY PRACTICES
TillS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAYBE USED

AND DlSCWSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the
privacy practices that are described in this Notice while it is in effect. This Notice takes effect April 14, 2003, and will remain in effect
until we replace it.

We reserve the right to change our privacy practices and the terms ofthis Notice at any time, provided such changes are permitted by
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all
health information that we maintain, including health information we created or received before we made the changes. In the event we
make a material change in our privacy practices, we will change this Notice and provide it to you.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to an optician, ophthalmologist or other healthcare provider providing
treatment to you for: a) the provision, coordination, or management of health care and related services by health care providers; (b)
consultation between health care providers relating to a patient; (c) the referral of a patient for health care from one health care
provider to another; or (d) recall information.
Payment: We may use and disclose your health information to obtain payment for services we provide to you. This may include: (a)
billing and collection activities and related data processing; (b) actions by a health plan or insurer to obtain premiums or to determine
or fulfill its responsibilities for coverage and provision of benefits under its health plan or insurance agreement, determinations of
eligibility or coverage, adjudication or subrogation of health benefit claims; (c) medical necessity and appropriateness of care reviews,
utilization review activities; and (d) disclosure to consumer reporting agencies of information relating to collection of premiums or
reimbursement.
Healtbcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include things such as quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification,
licensing or credentialing activities.
Your Autborization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give
us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you
may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it
was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except
those described in this Notice.
Marketing HeaItb Products or Services: We will not use your health information for marketing communications without your prior
written authorization. We may provide you with information regarding products or services that we offer related to your health care
needs. We will never sell your health information without your prior authorization.
To You, Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of
this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with
your healthcare or with payment for your healthcare, but only if you agree that we may do so or, if you are not able to agree, if it is
necessary in our professional judgment.
Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including identifying
or locating) a family member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an
opportunity to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health
information based on a determination using our professional judgment disclosing only health information that is directly relevant to
the person's involvement in your healthcare. We will also use our professional judgment and our experience with common practice to



make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other
similar forms of health information.
Required by Law: We may use or disclose your health information when we are required to do so by law, including judicial and
administrative proceedings.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.
National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence,
and other national security activities. We may disclose to correctional institution or law enforcement official having lawful custody of
protected health information of inmate or patient under certain circumstances.
Appointment Reminden and Treatment Alternatives: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters) or information about treatment alternatives or other health-
related benefits and services that may be of interest to you.

PATIENT RIGHTS
Access: You have the right to review or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. You must
make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact
information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time.
You may also request access by sending us a letter to the address at the end of this Notice. If you request an alternative format, we will
charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or an
explanation of your health information for a fee. Contact us using the information listed at the end of this Notice for a full explanation
of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes, other than treatment, payment, healthcare operations, where you have provided an authorization and certain
other activities, for the last 6 years, but not for disclosure made prior to Apri114, 2003. If you request this accounting more than once
in a l2-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information.
We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).
Alternative Communication: You have the right to request in writing that we communicate with you about your health information
by alternative means or to alternative locations. Your request must specify the alternative means or location, and provide satisfactory
explanation how payments will be handled under the alternative means or location you request.
Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must
explain why the information should be amended. We may deny your request under certain circumstances.
Electronic Notice: If you receive this Notice on our a Web site or by electronic mail (e-mail), you are entitled to receive this Notice
in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have
us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed
at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will
provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with
us or with the U.S. Department of Health and Human Services.


