TIME 03:37 PM

ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

Chart ID:

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 3/20/2018

Middle Initial:

Work Phone:

Soc Sec:

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

Last Name:

Address 2:

Ext:

|:| Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex: D Male
Birth Date:

E-mail:

Employment [ ]Full Time
Status:

Student Status:| | Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Work Phone:

D Female

Age:

Address 2:

State / Zip:

Ext:
D Divorced D Separated D Widowed

D Single

Marital Status: D Married

Soc Sec:

Pager:
Cellular:

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

[ |Part Time

[ |Part Time

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

[ |Retired

Emergency Contact #
Previous Dentist
Referred By

Credit Card No.
Date of Exp.
CV#

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

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Relationship to Insured:| | Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Ispouse [ |Child [ |Other

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

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: || Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Ispouse [_|Child [ |Other




Time 3:33 PM W Dental Date 3/20/2018
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is & part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physidan's care now? ) Yes ) No If yes | |
Have you ever been hospitalized or had a major operation? ) yes ) No 1f yes | |
Have you ever had a serious head or neck injury? ) Yes ) Mo If yes | |
Are you taking any medications, pills, or drugs? ) Yes ) No If yes | |
Do you take, or have you taken, PhenFen or Redux? ) Yes ) No If yes | |
Have you ever Elf.e.n Fosamax, Boniva, Actonel or any other ) yes ) No 1f yes | |
medications containing bisphosphonates?

Are you on a spedal diet? ) Yes () MNo

Do you use tobacco? ) Yes () No

Do you use controlled substances? ) Yes )Mo If yes

Women: Are you...

|:| Pregnant/Trying to get pregnant? |:| Mursing? |:|Tak.ing oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [ Penicillin "] Codeine ] Acrylic
[T metal [[Latex [ sulfa Drugs [T Local Anesthetics
COther? (] If yes |

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

ARSI D Yes Mo | Cortisone Medicine Dies (D) No  [Hemophilia TiYes () No |Radiation Treatments i ves () No
s SR D Yes Oino  |Disbetes @) Yes (OMNo |Hepatitis A TiYes (ONo |RecentWeightLoss @) Yes ) No
i (Ci¥es (DMNo  [Drug Addiction @) fes ©)No  |Hepatitis Bor C ©)Yes ©)No  |Renal Dialysis ® Yes ® No
S D Yes Mo (Easiy Winded Dives D No  [Herpes 1 Yes (T)No  |Rheumatic Fever i ves () No
Angina ) Yes (D)Mo  |Emphysema ) ¥es (Mo |High Blood Pressure TiYes I Ne |Rheumatism ® Yes ® No
Arthritis Gout ) Yes (D)Mo  |Epiepsy or Seizures T ¥es )Mo |High Cholesterol TiY¥es (T)No | Scarlet Fever ives (O No
Artificial Heart Valve ) Yes ()Mo |Excessive Bleeding ) ¥es (7)Mo |Hives or Rash )Yes (Mo |Shingles ) Yes () No
Pt ©Yes ©MNo  |Excessive Thirst (@ Yes @ Mo |Hypoglycemia iYes ) No | Sicke Cell Disease © Yes © No
Asthma i Yes (T)Mo  |Fainting Spells/Dizziness (7 Yes () Mo Irregular Heartbeat i ¥es ()Mo | Sinus Trouble ) Yes ) No
Blood Disease CiYes (D)Mo |Frequent Cough D ¥es (O No |Kidney Problems Di¥es ) No | Spina Bifida ) Yes ) No
Blood Transfusion ) Yes ()Mo Frequent Diarrhea 1 Yes ()Mo Leukemia ives ) MNo Stomach/Intestinal Disease () Yes () No
Breathing Problems TiYes (7)Mo  |FrequentHeadaches (TiYes (7)Mo |Liver Disease TiY¥es (TJNo |Stroke 1 Yes (0 No
Bruise Easily CiYes (DNo  |Genital Herpes @ ¥es (D) No |Low Blood Pressure 1¥es I No | Sweling of Limbs ) Yes ) No
Cancer ives )Mo | Glaucoma ) Yes () No Lung Disease iYes ()No  |Thyroid Disease ) yes ) No
Chemotherapy Dives (D No |HayFever ©iYes )Mo |Miral Valve Prolapse TiYes (D)No |Tonsilitis ) Yes () No
b i D Yes Mo |Heart Attack/Failure ©)tes D)Mo | Osteoporosis ©)¥es OMNo | Tuberculosis ) Yes © No
Cold Sores/Fever Blisters () Yes () Mo Heart Murmur TiYes )Mo Pain in Jaw Joints ©)Yes (UNo |Tumors or Growths ® Yes © No
Congenital Heart Disorder (7 Yes (D)Mo | Heart Pacemaker TiYes (7)Mo |Parathyroid Disease TiY¥es ()Mo |Ulcers 1 ves (0 No
P O Yes Oimo  |Heart Trouble/Disease Cies D No | Psychiatric Care i ¥es T)No | Venereal Disease O Yes ) No

Yellow Jaundice ) Yes ©) No
Have you ever had any serious ilness not listed above? @) Yes ) No fyes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand 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 Patient, Parent or Guardian:

X Date:



Dental
DPatient Responsibility & Payment

1. INDIVIDUAL’S FINANCIAL RESPONSIBILITY

. I understand that | am financially responsible for my health insurance deductible, coinsurance or non-covered service.

. Co-payments are due at time of service.

. If my plan requires a referral, | must obtain it prior to my visit.

. In the event that my health plan determines a service to be “not payable”, | will be responsible for the complete charge and agree to
pay the costs of all services provided.

. If I am uninsured, | agree to pay for the medical services rendered to me at time of service.

2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS

| hereby authorize and direct payment of my medical benefits to W Dental on my behalf for any services furnished to me by the providers.

3. AUTHORIZATION TO RELEASE RECORDS

| hereby authorize W Dental to release to my insurer, governmental agencies, or any other entity financially responsible for my medical care,
all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such
medical services as well as information required for precertification, authorization or referral to other medical provider.

4. MEDICARE REQUEST FOR PAYMENT

I request payment of authorized Medicare benefits to me or on my behalf for any services furnished me by or in W Dental. | authorize any
holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or
benefits for related services.

Patient Signature Date

Payment arrangements are requested at the time of your visit. We now offer the following payment
options:

Payment by cash

Payment by check

Payment by credit card

Automatic billing of your Visa/Mastercard/Discover or American
Express card. Date of monthly charge:

Please make your choice and return to the front desk before treatment.

Our office is a fully approved and accredited user of the Visa and Mastercard Health Care Program which will
enable you to use your Visa and Mastercard to automatically cover amounts not paid by your insurance. You
may also choose a comfortable amount to be automatically billed to your Visa or Mastercard on a monthly
basis.

Print Name of Responsible Party

Signature of Responsible Party

Date

W Dental e 700 St. Nicholas Ave NY. NY 10031 ¢ Phone: 212-939-9399 ¢ Fax: 212-939-9366



Dental

Cancellation and No-Show Policy

Office hours are by appointment and we do value your time. When you make an appointment, please be sure that
you will be able to keep it. If you have a dental emergency that needs immediate attention, we will always offer
to see you at once. Please make a note of any dental appointments we have scheduled in a place where you will

be easily reminded. If you cannot make an appointment as scheduled, please notify the office. There will be a
charge of $50 for a broken appointment or cancellation with less than 24hours’ notice of your
appointment.

Patient Signature Date

Notice of Privacy Acknowledgment

| understand that under the health insurance Portability & Accountability Act of 1996 (HIPPA). | have rights to privacy regarding
my protected health information. | understand that this information can and will be used to:

1. Conduct, plan, direct and follow-up among the multiple healthcare providers who may be involved in that treatment
directly and indirectly.
Obtain payment from third party payers.
Conduct normal healthcare operations such as quality assessment and dental certification.

| acknowledge that | have received my Notice of Privacy Practices Acknowledgement containing a more complete description of
the users and disclosures of my health information. | understand that this organization has the right to change its Notice of
Privacy Practices Acknowledgement from time to time and that | may contact the organization at any time at the address below
to obtain a copy of the Notice of Privacy Practice.

W Dental
706 St. Nicholas Ave
New York, NY 10031
| understand that at my request in writing that you restrict how my private information is used or disclosed to carry out
treatment or health care operations. | also understand that you are not required to agree to requested restrictions, but if you
do not agree then you’re bound to abide by such restrictions.

Policy Holder Name Patient Name

Relationship to Patient:

Dependents (if any):

Signature:
Date:

W Dental — CNL/NO SHOW/HIPPA
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