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Whom may we thank for referring you to our office?

. Name of nearest relative not living with you

dD

ARRINGTON
DENTAL
. Patients name Cell Phone
Spouses name Email
Home Address Home Phone
City State Zip
Birth date Social Security #
Employer Work Phone

If a minor, parents first and last names

Person responsible for account (if other than patient)

Name Relationship
Birth date Social Security #
Employer Work Phone

Relationship Address Phone
Dental Insurance

Insurance Employer Group #

| hereby authorize payment directly to Arrington Dental
Signed (insured person) Date

SSH#

Reason for visit

Name of previous dentist

Frequency of previous dental care

Date of last dental visit




Time 1:50 PM Arrington Dental Date 9/21/2021
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 you may be taking, ¢

Are you under 3 ﬁhysidan's care now? yYes (INo If yes
Have you ever been hospitalized orhad a major operation? ) Yes (INo If yes
Have you ever had a serious head or neck injury? ) Yes O)No If ves
Areyou taking any medications, pills, or drugs? () Yes () No If yes
Do you take, or have you taken, Phen-Fen or Redux? () Yes ()No Ifyes |
Have you ever taken Fosamax, Boniva, Actonel or any other ™ yes () No If yes
medications containing bisphosphonates? ; -
Are you on a special diet? ) Yes (I No
Do you use tobacco? ) Yes () No
Doyouuse controlled substances? () Yes (INo If yes
Women: Are you...
[ Pregnant/Trying to get pregnant? C Nursing? Taking oral contraceptives?
Are you allergic to any of the following?
[ Aspirin [ Peniciliin [ Codeine [ Aaylic
[ Metal [T Latex [T SulfaDrugs " Local Anesthetics
Other? 3 Ifyes T
Do you have, or have you had, any of the following?
AIDS/RIV Positive ()Yes ()No |CortisoneMedidne ('Yes {yNo |Hemophila ()Yes (_'No |Radiation Treatments )Yes (»No
Alzheimer's Disease () Yes ()No |[Diabetes () ¥Yes (*No |HepatitisA Yes ( 'No |RecentWeightLoss {iYes ¢ iNo
Anaphylaxs () Yes ()No |DrugAddiction () Yes (JNo |HepatitisBorC Yes (»No |RenaiDialysis O Yes (ONo
Anemia () Yes ) No Easily Winded JYes (_yNo |Herpes Yes (' No Rheumatic Fever i_rYes (iNo
Angina ()Yes (yNo |Emphysema (J¥es (INo |HighBlood Pressure Yes (' No |Rheumatism (D Yes (iNo
Arthritis/Gout (bYes ('No |Epilepsy orSeizures (sYes ()No |HighCholesterol Yes ( »No |Scarlet Fever O Yes (ONo
Artificial HeartValve ()Yes ()No |ExcessiveBleeding (»Yes ()No |HivesorRash {)Yes ( )No |Shingles () Yes ()No
Artificial Joint () Yes () No Excessive Thirst (Yes (1No |Hypoglycemia () Yes (I No Sickle Cell Disease O Yes (O No
Asthma () Yes (yNo |[FaintingSpells/Diziness () Yes ( )No |IrregularHeartbeat ) Yes ( 'No |SinusTrouble ves () No
Blood Disease () Yes ()No |FrequentCough () Yes ()No |KidneyProblems () Yes ()No |SpinaBifida () Yes ()No
Blood Transfusion () Yes ()No |FrequentDiarrhea ()Yes ()No |Leukemia JYes ( yNo |Stomach/IntestinalDisease | ) Yes ( ) No
Breathing Problems () Yes ()No |FrequentHeadaches ()Yes (yNo |LiverDisease ()Yes ( 'No |Stroke (rYes {1No
Bruise Easily () Yes ()No |Genital Herpes ()Yes ()No |LowBloodPressure () Yes ( »No |SwellingofLimbs (hYes ()No
Cancer (O Yes (INo Glaucoma () Yes ()No Lung Disease (dYes ( )No |Thyroid Disease () Yes {)No
Chemotherapy ()Yes (yNo |Hay Fever ()Yes ()No |MitralValveProlapse ()Yes (_1No |Tonsilliis () Yes () No
Chest Pains () Yes ("No |HeartAttack/Failure _iYes ()No |Osteoporosis () Yes ()No |Tuberculosis () Yes () No
Cold Sores/FeverBlisters () Yes ()No |Heart Murmur () Yes (yNo |PaininJaw Joints () Yes ()No |TumorsorGrowths ) Yes {INo
Congenital Heart Disorder () Yes ( »No |Heart Pacemaker (»Yes ()No |Parathyroid Disesse ()Yes ('No |Ulcers () Yes (3No
Convulsions (JYes ()No |HeartTrouble/Disease (JYes (yNo |PsychiatricCare () Yes ()No |VenerealDisease ) Yes (HNo
Yellow Jaundice (D Yes (»No
Haveyou ever had any serious illness notlisted above? I Yes ()No fEymei il ¢ . e . L. L T IR

Comments:

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

Signature of ?aﬁé:t, Parent or Guardian:

X Date:



FEE PAYMENT AND INSURANCE INFORMATION

PATIENT NAME:

In an effort to inform you and to avoid misunderstandings, we feel that it is appropriate to outline
our office policy on payments for professional services. Each patient is responsible for his/her
account and payment is expected in full when services are rendered. For your convenience, we
accept cash, checks, Via, MasterCard, and Discover. We also offer the option of an interest-free
payment plan available for qualified patients through an outside lending institute. Patients
interested in the payment plan must fill out an application for approval and should request
information and an application from the financial manager prior to treatment.
As a courtesy to our patients, we are happy to help you process your Insurance. We will complete
our portion of the claim form and submit the claim promptly, at no charge. Insurance coverage is
usually limited to a portion of the fee agreed upon by you in our office. There categorically is no
such thing as a “UCR” (usual and customary) fee for nation state or zip code that is not created
internally by the Insurance company. The Insurance companies are solely responsible for those
numbers.
it will be your responsibility to check with your Insurance company, prior to treatment; to be sure
there are no waiting periods, exclusions, or limitations for any of the treatment we have
recommended. Regardless of what we may calculate as your dental benefit in dollars, we must
stress the fact that you, the patient, are responsible for the TOTAL cost of your dental treatment.
As a courtesy to you we will bill your Insurance carrier for you and accept assignment of your
benefits. Once the carrier is billed, we will set aside that portion of your balance, estimated to be
paid by your insurance carrier within thirty (30) days.
We require that your estimated share be paid at the time services are rendered. Our fees are not
determined in cooperation with Insurance companies and therefore some of the reimbursements
may not cover the amount stated in your Insurance policy. If your Insurance carrier does not remit
payment within sixty (60) days, the balance will be due, in full, from you. If, at a later date, any
payment is subsequently made by your Insurance carrier in excess of the balance we estimated,
we will promptly refund the correct amount.
We are not In-Network with any insurance plan, members of any groups, nor do we agree to any
fee schedules other than those agreed upon between the patient and this office. When you receive
treatment in this office, you agree to be financially responsible for the entire fee, independent of
Insurance coverage.
If you have any questions, regarding fees, filing of Insurance, or payment options, please seek
assistance from our financial manager prior to treatment.
IN ORDER FOR US TO PROCESS YOUR PAPERWORK AS QUICKLY AS POSSIBLE, WE ASK THAT
YOU CHECK THE METHOD OF PAYMENT WHICH YOU WILL BE USING TODAY:

Insurance Cash/Personal Check Credit Card Care Credit

Patient or responsibie party: | have read all of the above information and agree to abide by its content.

Patient or responsibie party: authorize payment of Insurance benefits directly to the provider.

Patient or responsible party: | authorize the release of all necessary information to the insurance carrier and
their representatives.
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Patient Name: Date of Birth:

| have received and reviewed a copy of Arrington Dentals privacy, security and
breach notification policies and procedures.

| agree that Arrington Dental may communicate with me electronically at the email
address below. | am aware that there is some level of risk that third parties
might be able to read unencrypted emails. | am responsible for providing
Arrington Dental with any updates to my email address. | can withdraw my
consent to electronic communications by calling: 806-665-0037

Email Address (PLEASE PRINT CLEARLY):

Patient Signature:
Date:
© 2010, 2013 American Dental Association. All Rights Reserved.




