. i P 7 . Smiles Of Aurora
Smi Ie% Aurora Eaglesoft Medical History

Patient Mame: Birth Date: Date Created:

Although dental persannel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problemns that you may hawve, or medication

Are you under a physician's care now? ) Yes ) No If yes | |
Have you ever been hospitalized or had a major ) Yes ) No If yes | |
operation?

Have you ever had a serious head or neck injury? ) Yes ) No If ves | |
Are you taking any medications, pills, or drugs? ) Yes (0 No If yes | |
Do you take, or have you taken, Phen-Fen or Redux? () Yes () No If ves | |
Have you ever taken Fosamax, Boniva, Actonel or ) Yes (0 No If ves | |
any other medications containing bisphosphonates?

Are you on a special diet? ) Yes () No

Do you use tobacco? © Yes © No

Women: Are you...
] Pregnant/Trying to get pregnant? ] Mursing? DTaking oral contraceptives?

Are you allergic to any of the following?

[C] Aspirin [Tl Penicillin [T] codeine [T Acrylic

[T metal [T Latex [T sulfa Drugs [T] Local Anesthetics

Other? [ If ves | |
Do you use controlled substances? ) Yes () No If ves | |

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

AIDS/HIV Fositive ) Yes (0 No | Cortisone Medicine ) Yes @) No | Hemophilia ) Yes (0 No | Radiation Treatments ) Yes (0 Mo
Alzheimer's Disease 0/ Yes (0 No | Diabetes ) Yes () No | Hepatitis A ) ¥es (' No | Recent Weight Loss ) Yes ) No
Anaphylaxis () Yes (O No | Drug Addiction ) Yes ) No | Hepatitis B or C ) Yes (' No | Renal Dialysis ) Yes ) No
Anemia ©) Yes ) No | Easily Winded ) Yes @) No | Herpes ) Yes () No | Rheumatic Fever ) Yes @) No
Angina (©) Yes (O No | Emphysema ) Yes ) No | High Blood Pressure () Yes () Mo | Rheumatism ) Yes (0 No
Arthritis/Gout @ Yes ) No | Epilepsy or Seizures ) Yes () No | High Cholesteral @) Yes @ No | Scarlet Fever ) Yes () No
Artificial Heart Valve ) Yes (D) No | Excessive Bleeding ) Yes () No | Hives or Rash () ¥es (0 No | Shingles ) Yes () No
Artificial Joint () Yes () No | Excessive Thirst ) Yes ) No | Hypoglycemia ) ¥es ' No | Sickle Cell Disease ) Yes ) No
Asthma ) Yes () No | Fainting Spells/Dizziness ) Yes () Mo | Irreqular Heartheat () Yes ) No | Sinus Trouble @ Yes (@ No
Blood Disease () Yes () No | Frequent Cough ) Yes () No | Kidney Problems ) Yes () No | Spina Bifida ) Yes ) No
Blood Transfusion @) Yes ) No | Frequent Diarrhea 0 Yes (O No | Leukemia ©) Yes () No | Stomach/Intestinal Disease () Yes (©) No
Breathing Problems () Yes (' No | Frequent Headaches ) Yes (0 No | Liver Disease ) Yes ) No [ Stroke 2 Yes () No
Bruise Easily () Yes () No | Genital Herpes ) Yes @) No | Low Blood Pressure () Yes (Mo | Swelling of Limbs () Yes () No
Cancer ) Yes @) No | Glaucoma ) Yes ) No | Lung Disease ) Yes (' No | Thyroid Disease ) Yes (O No
Chemotherapy ) Yes ) No | Hay Fever ) Yes @) No | Mitral Valve Prolapse ) Yes (O Ho [ Tansillitis ) Yes ) No
Chest Pains 0 Yes () No | Heart Attack/Failure ) Yes (0 No | Dsteoporosis @ Yes @ No  |Tuberculosis ) Yes () No
Cold Sores/Fever Blisters () Yes (0 No | Heart Murmur ) Yes (2 No | Pain in Jaw Joints ) Yes ) No | Tumors or Growths ) Yes () No
Congenital Heart Disorder () Yes () No | Heart Pacemaker ) Yes ) No | Parathyroid Disease () Yes (O No [ Ulcers ) Yes ) No
Convulsions () Yes () No | Heart Trouble/Disease ) Yes () Mo | Psychiatric Care ) Yes (' No | Venereal Disease ) Yes (0 No
Yellow Jaundice © Yes @ No
Have you ever had any serious illness not listed ) Yes (0 No If ves |
Comments:

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

Signature of Patient, Parent or Guardian:

X Date:



First Name:

Patient Is:[_| Policy Holder

Responsible Party (if someone other than the patient:

First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

|:| Responsible Party is also a Policy Holder for Patient

PATIENT REGISTRATION

|:| Primary Insurance Policy Holder

Chart ID:
Last Name: Middle Initial:
[ ]Responsible Party Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Work Phone: Ext: Cellular:
Soc Sec: Drivers Lic:

|:| Secondary Insurance Policy Holder

Address:
City:

Home
Phone:

Birth Date:

E-mail:

Patient Information

Sex:[|Male

Status:

Employment™ ] ry|| Time

Student Status| | Full Time

[ |Female

Address 2:
State / Zip: Pager:
Work Phone: Ext: Cellular:
Marital Status:[_|Married  [_|Single [ Ipivorced [ |Separated [ |Widowed
Age: Soc Sec: Drivers Lic:
[]1 would like to receive correspondences via e-mail.
Section 2 Section 3
[ |Part Time [ |Retired Emergency Contact:
Emergency Contact #
[ ]Part Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
______ Primary Insurance Information
Name of Insured: Relationship to InsuredD Self |:|Spouse |:|Child |:|Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Insured Birth Date:

Rem. Deduct:

Relationship to Insured] | Self

Ins. Company:
Address:
Address 2:

City, State, Zip:

[ ISpouse [_]child []other




Financial Policy

In our office, we strive to maximize your insurance benefits and make any remaining balance
easily affordable. If you are covered by insurance, we do accept an assignment of benefits from certain
very popular insurance companies. This simply means we are a PPO office and are “In Network” with
several dental insurance companies. Please check with our amazing office staff to help you determine
an ESTIMATE of what your out-of-pocket will be for all treatment given. We will assist you with your
benefit eligibility before treatment to help you calculate your costs and maximize your insurance. We
are happy to submit the claims necessary to see that you receive the full benefits of your coverage;
we cannot guarantee any estimated coverage. Ultimately, you are responsible for any co pay’s or
patient portions at the time of service. We will be sensitive to your financial circumstances and do
everything possible to help you achieve your oral health goals.

We accept the following forms of payment: Cash, Check, Visa and MasterCard. In addition, we
offer CareCredit, a patient payment program offering a full range of No Interest and Extended Payment
Plans for treatment fees from $200 and up.

Payment for services is due at the time services are rendered unless prior arrangements have
been made. Checks that are returned to our office from your financial institution are subject to a $50.00
returned check fee. This fee covers the processing fees that are charged to our office. We would be
happy to discuss our charges and how they relate to your situation. Interest will accrue at 1.5% per
month for all accounts over 60 days if a formal payment plan is not worked out with our financial
department prior to treatment being done. Accounts past due more than 90 days may be sent to
collections. Any fees incurred to collect payments during the collections process will be billed to and are
payable by the patient’s responsible party.

We also realize that temporary financial situations may affect timely payment of your account.
If such problems do arise, we encourage you to contact us promptly for assistance in the management
of your account. Most often, financial misunderstandings can be managed with a phone call. Please feel
free to contact our wonderful staff at any time to discuss any concerns you may have. Our Accounts and
Insurance department direct line is 630-844-2641. Thank you for understanding our Financial Policy.

Appointment Rescheduling Policy

Our practice is dedicated to quality care and exceptional service. Our doctors and team spend
extensive amounts of time preparing for your visit. Broken and missed appointments create scheduling
problems for our team as well as other patients. If you find that you must change your appointment, we
require a minimum of 48 hours’ notice so that we may make every effort to accommodate other
patients. If proper notice is not received, a fee of $35.00 will be charged after your first missed or
rescheduled appointment.

| have read and agree to the Financial Policy and the Cancellation Policy of Smiles of Aurora and the staff
explained and answered all questions | have.

Signature of Patient or Responsible Party: Date:




Acknowledgment & Consent

Consent for Treatment

| give my consent for examination and treatment necessary by or under the practicing doctor/team member on
site at Smile of Aurora. This includes radiographs as necessary, use of local anesthetic, nitrous oxide analgesia, and the
use of appropriate medications and materials for my dental treatment. | have read the information and verbally asked
any questions. By my signature below | authorize the treatment necessary for my dental care.

Initials:

Insurance Authorization

| agree to be responsible for all charges for dental services not paid by my dental plan, unless the treating
dentist or dental practice has a contractual agreement with my plan to write off a portion of the charges. | authorize the
disclosure of my protected health information for treatment, payment and healthcare operations and the electronic,
paper, fax or verbal transmission of protected health information to a clearinghouse, as well as, to and from my
insurance company(ies), its employees and authorized representatives. | authorize the disclosure of my protected health
information to my employer and my employer’s personnel office for processing my insurance claims or verification of
coverage relating to my dental treatment and collecting unpaid balances for services rendered

Initials:
Notice of Privacy Practices

| acknowledge that | have received the practice’s Notice of Privacy Practices, which describes the ways in which
the practice may use and disclose my healthcare information for its treatment, payment, healthcare operations and
other described and permitted uses and disclosures, | understand that | may contact the Privacy Officer designated on
the notice if | have a question or complaint. To the extent permitted by law, | consent to the use and disclosure of my
information for the purposes described in the practice’s Notice of Privacy Practices.

Initials:

Please name two (2) people we may contact in case of emergency, to confirm appointments, share other information
with, or may make account payments:

Name: Phone number:
Name: Phone number:
Patient Name: Date of Birth:

Signature of Patient or Responsible Party: Date




