James G. Avery, DDS Dan T. Meadows, DDS  Nishel Patel, DDS

REGISTRATION Date:
Patient’s Name: How do you prefer to be addressed?
Sex: Male Female Age: Birth Date: SSN:
Single Married Divorced Widowed E-mail Address:
Mailing Address: City: State: Zip:
Home Ph: Cell Ph: Work Ph: :
Occupation: Employer:

Responsible Party on Account (if different from above):

Relationship to Patient: Phone: Home Cell Work (circle one)
Responsible Party Address: City: State: Zip:
Emergency Contact: Relationship: Ph:

Whom may we thank for referring you to our office?

Would you like whiter teeth? 'Y N  Would you like to find out about cosmetic options for your smile? Y N
Purpose of Today’s Visit?

How would you like to receive correspondence from our office? (circle all that apply)

TEXT MESSAGE E-MAIL PHONE CALL
DENTAL INSURANCE

PRIMARY - Policy Holder’s Name: Employer:
Birth Date: SSN: Relationship to Patient:
Ins. Provider: Member/Subscriber ID: Group #:
SECONDARY - Policy Holder’s Name: Employer:
Birth Date: SSN: Relationship to Patient:
Ins. Provider: Member/Subscriber ID: Group #:

REGARDING YOUR DENTAL INSURANCE

AVERY, MEADOWS & PATEL, D.D.S. WILL:
- Seek to understand the insurance benefits for each patient.
- File dental insurance claims in a timely manner.

THE PATIENT WILL:
- Keep us informed of any changes in dental coverage or benefits.
- Bear ultimate responsibility for any outstanding balance.
With your assistance and cooperation, you should be able to receive all the benefits available to you
and we will be able to concentrate on caring for your dental needs.

Please read the following agreement carefully and sign below:

[ certify that the above questions have been accurately answered. I agree to pay for all services rendered by Avery,
Meadows & Patel, D.D.S. [ understand that Avery, Meadows & Patel, D.D.S. will file any applicable insurance claims
and make every effort to provide me with correct information about my insurance benefits; however, [ recognize
that I am ultimately responsible for understanding my insurance benefits and if, for any reason, my insurance
company does not remit the estimated amount, I agree to pay the balance on my account. I understand that
this office is HIPAA compliant and a copy of the privacy policy will be provided upon request.

X

Patient Signature (Parent/Guardian Signature if Patient is Under 18)



TIME 11:40 AM Dr. Avery, Dr. Meadows, & Dr. Patel DATE 4/17/2013

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health prablems 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 physician's care now? ) Yes () No  Ifyes, pl explain:

Have you ever been hospitalized or had a major operation? () Yes () No  If yes, please explain:
Have you ever had a serious head or neck injury? () Yes O No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes (O No  If yes, ptease expiain:

Do you take, or have you taken, Phen-Fen or Redux? (O Yes (O No
Have you ek Fosaman, B A 41 ves O Mo

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

Do you use tabacco? {} Yes () No

Do you use controlled substances? () Yes (O No

Pregnant/Trying to get pregnant? ) Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

- Are you allergic to any of the following? e e s S o
[} Aspirin [ ] Peniciltin [ ] Codeine [} Local Anesthetics [ ] Acrylic [] Metal [ ] Latex [ ] Sulfa drugs

[ ] Other If yes, please explain:

Do you have, or have you had, any of the following? : : : .
AIDS/HIV Positive (O Yes (O No | Cortisone Medicine () Yes () No | Hemophilia () Yes () No | Radiation Treatments () Yes (O No

Alzheimer's Disease (O Yes () No | Diabetes (O Yes (O No | Hepatitis A () Yes {0 No | Recent Weight Loss () Yes (U No °

. Anaphylaxis () Yes () No | DrugAcdiction (O Yes () No | Hepatitis BorC (3 Yes (O No | Renal Dialysis () Yes () No

© Anemia () Yes () No | Easily Winded O Yes {3 No | Herpes () Yes (O No | Rheumatic Fever - ) yes O No
Angina (O Yes (O No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rheumatism (O Yes O No
Arthritis/Gout () Yes () No | Epilepsyor Seizures () Yes (3 No |  High Cholesterol () Yes () No | Scarlet Fever () Yes (O No °
Artificial Heart Valve (O Yes () No | Excessive Bleeding {0 Yes () No | Hives or Rash (O Yes () No | Shingles ) Yes (O} No
Atificial Joint (O Yes (O No | Excessive Thirst {3 Yes (O No | Hypoglycemia (O Yes {) No | Sickle Cell Disease O Yes (O No

~ Asthma (O es () No | Fainting Spells/Dizziness () Yes (O) No | Irreguiar Heartbeat () Yes () No | Sinus Trouble ) Yes () Ne !

© Blpod Disease () Yes (O No | Frequent Cough ) Yes () No | Kidney Frobiems () Yes () No | Spina Bifida O Yes (O No

. Blood Transfusion () Yes () No | Frequent Diarrhea () Yes () No | Leukemia ) Yes ) No | Stomach/intestinal Disease () Yes () No

 Breathing Problem (O Yes () No | Frequent Headaches () Yes (33 No | Liver Disease {3 Yes (O No | Stroke O Yes O o

" Bruise Easily (O Yes () No | Genital Herpes () Yes () No | LowBlood Pressure () Yes (O) No | Sweling of Limbs () Yes () No
Cancer O Yes (O No | Glaucoma () Yes () No | Lung Disease () Yes (O No | Thyroid Disease () Yes () No
Chemotherapy (O Yes () No | Hey Fever O) Yes (O No | Mitral Valve Prolapse () Yes () No | Tonsilits () Yes () No
Chest Pains () Yes () No | HeartAttack/Faiiire () Yes () No | Osfeoporosis O Yes {3 No | Tuberculosis () Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur () Yes () No | Painin Jaw Joints () Yes () No Turnors or Growths () Yes () No
Congenital Heart Disorder(_) Yes () No | Heart Pacemaker () Yes () No | Parathyraid Disease () Yes {3 No 3:18;?%' Oisease 8 :,:2 8 :2 _
Convulsions O Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care Q Yes O No | liow Jaundics &S ves O Mo

Have you ever had any serious illness not listed above? ) Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand 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 DATE




