PATIENT REGISTRATION

ID: Chart ID:
First Name: LastName:
Patient Is: [ ] Policy Holder Preferred Name:

[] Responsible Party
.~Responsible Party (if someche other than the patient)——

__ Middle Ipitial;

. First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

) Responsible Parly is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: O Male O Female Marital Status: () Maried (O Single () Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
| E-mail: [] 1 would like to receive correspondences via e-mail.
Section 2 Section 3
 Employment Status: () Full Time () Part Time () Relired Physiclan’s nama:
| | Physician’s number:
 Student Stalus: () Full Time O Part Time Emerg. contact:
~ Medicaid ID: Pref. Dentist: emerg. contact # -
Employer ID: Pref. Pharmacy:
Carrier |D: Pref. Hyg.:

-~ Primary Insurance Information ; N—— : EHE SR

- Name of Insured: Relationship to Insured: () self (O Spouse ) Child () Other
Insured Soc. Sec: Insured Birth Date:
| Employer: ¢ Ins. Company:
Address: Address:
Address 2: Address 2:
City, Stale, Zip: City,State, Zip:
Rem. Benelits: .00  Rem. Deduct: .00
—S8econdary Insurance Information - I - e 1
- Name of Insured: Relationship to Insured:O) 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: 00  Rem. Deduct; .00




MEDICAL HISTORY

PATIENT NAME

Birth Date

A!though denlal personnel pnmaruy maat the area in and around your mouth, your mouth is a paﬂ of your entire body. Heallh problems thal you may
| have, or medication that you may be taking, could have an important interrelationship with the dentisiry you will receive. Thank you for answering the

!ollowmg questions.

Are you under a physician's care now? () Yes () No
Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No
Are you taking any medications, pills, or drugs? () Yes () No
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
n
PR S e v e
Are you on a special diet? () Yes (O) No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No
. Women: Are you

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

If yes, please explain:

If yes, please explain:

if yes, please explain:

If yes, please explain:

Nursing? () Yes () No

Are you allergic to any of the following?

- [LJ Aspirin [[] Penicillin ] Codeine [] Local Anesthetics [ Acrylic ] Metal

' f:] Other If yes, please explain:

[ Latex [] sulfa drugs

RS- e ———

Do you have or have yau had any oi t’na followmg‘?

| AIDSIHIV Positive (O Yes () No | Cortisone Medicine () Yes () No
Alzheimer's Disease (O Yes (O No | Diabetes (O Yes (O No
. Anaphylaxis (O ves () No | Drug Addiction O Yes () Neo
| Anemia () Yes () No | Easily Winded O ves O No
| Angina () ves () No | Emphysema (O Yes O No
| ArthritisiGout () Yes (O No | Epilepsy or Seizures () Yes () No
 Arfificial Heart Valve () Yes (O No | Excessive Bleeding () Yes () No
| Artificial Joint (O ves (O No | Excessive Thirst O Yes O No
| Asthma (O Yes (O No | Fainting SpelisiDizziness () Yes () No
Blood Disease (O Yes (O No | Frequent Cough O Yes (O No
Blood Transfusion (O Yes (O No | Frequent Diarrhea O Yes () No
Breathing Prablem () Yes (O No | Frequent Headaches () Yes (O No
Bruise Easily (O Yes (0) No | Genitat Herpes (O Yes (O No
Canger (O Yes (O No | Glaucoma (O Yes (O No
| Chemotherapy (O Yes (O No | Hay Fever (O Yes (O No
Chest Pains O Yes (O No | Heart Atack/Failure () Yes () No
Cold Sores/Fever Biisters () Yes () No | Heart Murmur O Yes () No
| Congenital Heart Disorder () Yes () No | Hearl Pacemaker O Yes () No
| Convulsions O Yes (O No | Hear Trouble/Disease () Yes () No

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

Hemophilia O ves O No

Hepatitis A O Yes O No
Hepatitis B or C () Yes O No
Herpas () ves (O No
High Biood Prassure (O) Yes () No
High Cholesterol ~ (0) Yes () No
Hives or Rash O Yes O No
Hypoglycemia (O Yes O No
Irregular Heartbeat () Yes (O) No
Kidney Problems O Yes O No
Leukemia O Yes () No
Liver Disease O Yes O No
Low Blood Pressure () Yes () No
Lung Disease (O Yes () No
Mitral Valve Prolapse () Yes () No
Osteoporosis O Yes O Mo

Pain In Jaw Joints () Yes (O) No
Parathyroid Disease () Yes () No
Psychiatric Care () Yes () No

£

Radiation Treatments — (7) Yes (O No |

Recent Weight Loss Yes 8 No |
Renal Dialysis 8Yes No |
Rheumatic Fever (O Yes () No |
Rheumatism (O Yes () No |
Scarlet Fever (O Yes () No |
Shingles (O Yes () No -
Sickle Cell Disease (O ves () No
Sinus Trouble (O Yes (O No
Spina Bifida O Yes (O No
Stomach/Intestinal Disease () Yes () No
Stroke (O Yes O No
Swelling of Limbs Yes {{) No
Thyroid Disease Yes No
Tansillitis Yes No
Tuberculosis Yes No |
Tumeors or Growths Yes { ) No
Ulcers 8 Yes () No |
Venereal Disease (O Yes (O No

Yellow Jaundice © Yes O No |

Comments:

- To the best of my knowledge, the questions on this form have been accurateiy answered. | 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.

DATE

SIGNATURE OF PATIENT, PARENT, or GUARDIAN




COMMUNICATIONS REGARDING MY ACCOUNT

| agree that the facility, Larry D. Gould, DDS, PA, or any other collection or servicing
agency or agencies retained by the facility (together referred to hereafter as “collectors”)
to collect any money that | owe to the facility may contact me by telephone or text
message at any number given by me or otherwise associated with my account, including
but not limited to, cellular/wireless telephone number which may result in my incurring
fees for the call or text message. | understand, acknowledge, and agree that the collectors
may contact me by automatic dialing devices and through prerecorded messages,
artificial voice messages or voice mail messages. | further agree that the collectors may
contact me using email at any email address | provide to the facility or is otherwise
associated with my account.

Signature or Patient/Guarantor/Consumer

Larry D. Gould D.D.S., P.A.
206 South College Street
Mountain Home, AR 72653
(870) 425-5959

OFFICE FINANCIAL POLICY

Payment is due at the time services are rendered. For your convenience we accept cash,
Visa, MasterCard, Discover, CareCredit, personal check (no post dated checks), money
order, or registered check.

Insurance benefits are determined by your employer and not your dentist. Any deductible
or estimated co-pay/co-insurance amount will be due at the time of treatment. Insurance
is not a guarantee of payment. Insurance companies will not pay for all your costs. Your
insurance policy is a contract between you and your insurer. Your insurance and payment
are still your responsibility. As a courtesy, we will be glad to file your claim for you if you
bring (1) your dental insurance card, and (2) required employer information. You will be
expected to pay for services rendered if the office is unable to verify your insurance
information before treatment. If payment for services already rendered has not been paid
in full within 45 days, by either you or your insurance company, the remaining balance for
treatment is considered due and collectible.

Payment plans and financial arrangements can be entered into for comprehensive dental treatment
prior to commencing treatment. | have read and understand this financial policy.

Signature Date



| acknowledge that | have read/received the NOtice of Privacy Practices from
this office. ~ (WE WILL GIVE YOU A COPY UPON REQUEST)
Patient Name:

Signature of Patient, Parent or Guardian:

Consent to Release any Information

l, , give my consent to the office of
Print Name

Larry D. Gould to release any information regarding my dental records to the following:

1)

Print Name Relationship
2)

Print Name Relationship
3)

Print Name Relationship
4)

Print Name Relationship



Cancellation Policy

We value your business and ask that you respect our
business scheduling policies. Please notify us at least 24-
hours in advance of any Cancellation so we have time to
schedule another patient. "

Any cancellations with less than 24-hours of notice are
subject to a cancellation fee.

Thank you for understanding that our time is important.

Signature Date



