PATIENT INFORMATION

First Name: I Last:

Nick Name: Home Phene:

Werk Phane: Cell Phone:

DOB:  Male 2 Female $S#:

Address: City: State: Zip:
Employer 10/ Driver's License #:

E-mail Address:

In case of Emergency/ Contact: Relationship: Phone:

How did you hear about our office?

RESPONSIBLE PARTY: Full Name: DOB: SSh#:

Street Address: City: State: Zip: Home
Phone: Work phone; Employer Name:

INSURANCE INFGRMATION: Primary Insurance: Primary nsurance Name:

Address: _Phone Number:

Name of Insured: Relationship: ID Number: Group number:

Financial Guidelines

We are committed fo providing you with the best care possible to achieve fotal oral health. In order to achieve these goafs, we need
your assistance and your understanding of our financial guidelines.

Insurance

We accept most dental insurance payments, however we may not be an in network provider for your plan. If we are not an in
network provider, review your plan details, as in many cases insurance reimbursement is very similar. .

- No estimate is a guarantee of payment. Please understand, you are responsible for all charges not paid by your insurance. Also,
many insurance companies are excluding certain dental procedures or downgrading procedures to a lesser reimbursement level; in
which case, you would be responsible for the difference. All material fees, surgical fees, downgrades and other adjunctive services
are not billed to insurance and patient is respansible.

- Minors must be accompanied by a parent or tegal guardian. If the parents are separated or divorced, the person
accompanying the minor will be responsible for copayment at the time of service.

Payments

- Patient portion or patient co-pay is due at the time services are rendered - Payment Information: o A11 major credit
cards are accepted (Visa, MasterCard,Discover and American Express)

- Balances left over 90 days will incur an 18% or $10 minimum monthly finance charge.

Short Cancelled! Missed Appointments

- Please give 48-24 hours notice if you are unable to keep your reserved time. Unless an emergency occurs, we

expect to run on time for your appointments, and we appreciate the same courtesy from you - Short canceled or

missed appointments wili be charged $75. ¢

By signing below | acknowledge | have read and understand the guidelines above.
Signature: Date:

I acknowledge having received a copy of the Practice’s Notice of Privacy Practices; | agree that a
photocopy of this authorization is as valid as the original.

Signature of Responsible Party: Date:




Kabani Dental, LLC
Eaglesoft Medical History
Eirth Date:

Time 8113 AM

Patient Mame: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of vour entire body.  Health problems that veu may have, ar medication that vou may be
taking, could have an important interreletionship with the dentistry vou wilf receive, Thank you for answering the fobowing questions.

Are you under 3 physidan's care noye?

Yes +Ma If yes |
Hawe you ever been hospitalized or had & major operation? Yoz i No if yas | T - h
Have you ever had a serious head o neck irgury? “Yes oMo If yes
Are you taking any medications, pills, or drugs? LYes o N Ifyes !
Do vou take, or have you taken, PhenFen or Redux? Yes 7 Mo yes |
Hawve you evey taken Fosamax, Baniva, Actonel or any other Yoz 7 Na Hyeg - i
medications containing bisphosphonates? Fm——_—_
Are you on & special diet? Yes O Mo
Do you use tobaceo? Yes 7 Ma
Co you use controfled substances? Yes S No o
Warmen: Are youh..
i PregnantyTrying to get pregnant? Mursing? { " Taldng orsl contraceptives?
#re you allergic to any of the following?
Y Pericifin I codeine i Acryiic
itatex . Sulfa Drugs i Hocal Anesthetics
Gther? IFyes | :
Do you have, or have you had, any of the foflowing?
AIDSMIY Positive “i¥es Mo |Cortisons Medidne ves Mo | Hemophilia ‘¥es Mo Radiation Treatments T¥es Mo
Alzheimer's Disease i¥es oMo Disbetes Yes Mo Hepatitiz & - ¥eg Recent Weight Loss ¥es T Mo
Anaphylaxis Yes <N Drug Addiction " o Hepatitis B or C PYes Reral Dialysis o¥es Mo
Anemia FiYes Ut | Easly Winded he  |Herpes ves Rheumatic Faver £ Yes ifn
Anging Tives i Mo Emphysema VMo | High Blood Pressure fes f Mo Rheumatizm “¥es <N
ArthritisfGout i¥es [ No Epilepsy ar Seizures 7 Mo High Cholesteral Yeg Mg Scarlet Fever Tives ipg
Ardficial Heart Yalve Excessive Bleeding “iYes ¢:Mo | Hives or Rash Tives Mo |Shingles fes ibg
Artifidal Joint " Mo Exressive Thirst Yes Mo Hypoglycemia Fives Mo Sickle Cell Diseass T Yes Na
Astima i Mo Falnting Spelis/Dizziness ves ¢ iMa Iregular Heartheat rYes Mg Sius Trouble To¥es - Mo
Elood Diseasa #i¥es < Mo |Frequent Cough :Yes ¢ Mo |Kdney Problems Yes : :Mo | SpinaBifids ToYes Mo
Blood Transfusion si¥es o Mo Frequent Disrthea sYes Mo Leukemia Yes i No Stomach/Intestingt Diesase ™ ves . MNo
Breathing Problems Zivag 7 Mo Frequent Headaches -Yes NG Liver Disease Yes - iMNo Stroke Yes - :MNo
Bruise Easily “¥es 4 Mo | Genital Herpes .o Blood Pressure Yes Mo | Sweling of Limbs G fes Mo
Ceer " Yes Glaurama Lung Disease “¥es Mg | Thyroid Disease - Yes Mo
Chemotherapy iYes o Hay Fever Iitrat vahve Prolepse hYes i Np | Tonsilits L Yes . Mo
{hest Pains " Yes Heart sttack/Faline Osteoporosis T yes Mo Tuberagosis Yes Mo
Cold SoresfFever Blisters ¢ :ves Mo Heart Murmur Pain in Jaw Joints i iYes B Turors of Grovwths " ¥es o -Mo
Congenital Heart Disorder ™ Yes « ifn | Heart Paremaker Thves Mo | Parathyroid Disease Yo g |Ulcers TiYes o
Comaisions yi¥es 4 Mo Hesrt Trouble Discase (fes o GHo Psychiatric Care 2 Yes Hn Verereal Diseage “ . Yes 7 Ho
Yellow Jaundice {7 Yes Mo
Have vou ever had any serious tiness not isted above? ey Mo Ifyes |

Comments:

To the best of my krowledge, the questions on this form hiave been accurately answered, [ understand that providing incorrect information can e dangerous to my {or patient’s} health, Itis my
respensiblity to inform the dertal effice of any chianges in medical status.

- Signature of Patent, Parent or Guardian:

X

Date:



