1D Chart 1D:

PATIENT REGISTRATION

Firsl Name:

Last Name: Middle Initial

D Responsible Party

Praferrad Name:

Responsible Party {if someone other than the patient)

First Mame:

Last Name: Middle Initial;

Address;

Address 2:

City, State, Zip:

Pager.

Home Phone:
Birth Date:

() Responsible Party is also a Policy Holder for Patien!

_ Work Fhone:

Ext: Cellular:

Drivers Lic:

Soc Sec;

() Primary Insurance Policy Holder {0 Secondary Insurance Policy Holder

—Palient Information ———
Address:

Address 2:

Cily:

R

Home Phone;
Sen:

() Male () Female

Birth Date:

Work Phone: Ext;

Age:

_ Slate/ Zip: L ___ Pager.

Celiular:

() Divorced () Separaled () Widowed

Crivers Lic:

Marital Status: () Married  (O) Single
Soc. Sec

E-mail:

[_] 1 would like to receive correspondences via e-mail.

Section 2

Employment Status: () Full Time () Pari Time () Relired

Sludent Status: O Full Time

Madicaid 10:

() Part Time

Employer 1D;

Carrier [D:

Section 3
Physician’s name:
Physician's number:
Emerg. contacl:
emerg. contact #.

Pref. Dentist:

Pref. Pharmacy:
Pref. Hyg.:

Primary Insurance Information o

Mame of Insured:

Relationship to Insured") Self

() Spouse () Child (") Other

Insured Soc. Sec:

Insured Birth Date:

Employer;

Ins. Company:

Address:

Addrass;

Addrass 2

Address 2:

City, Stale, Zip:

City, State Zip:

Rem. Benefils:

00 Rem. Deduct: .00

—————

Secondary Insurance Information ————
Name of Insurad:

Relationship to Insured:_) Self () Spouse (7) Child  (7) Other

Insured Soc. Sec:

Insured Birth Date:

Employer;

Ins. Company:

Address:

Address:

Address 2:

Address 2;

City,Stale Zip:

City,State,Zip:

Rem, Benefils: ) .00




PATIENT NAME

MEDICAL HISTORY

Birth Date

| Although dental parsonnel primarily treal the area in and around your mouth, your mouth is a par of your entire body. Healih prablems thal you may
have, or medicalion thal you may be laking, could have an imporiant interrelationship with the dentislry you will receive. Thank you for answering the

 lollowing questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospilalized or had a major cperation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you laking any medications, pills, or drugs? () Yes () No

Do you lake. or have you taken. Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamanx, Boniva, Aclonel or any
other medications containing bisphosphonates?

Women: Are you

() Yes

() No

Are you on a special diet? () Yes () No
Do you use lobacco? () Yes () No
Do you use cantralled subslances? () Yes (O) No

Premantﬂmng to gl pregnant? O Yes () No

m you allargn: Iu any uf the lulluwing?

[] Aspirin

[(] Other 11 yes, please explain:

Taking oral contraceptives? O Yes O No

S ——————————

W yes, please explain:
I yes, please explain:
If yes, please explain:
If yes, please explain:

Nursing? () Yes () No

=t o ———

. Doynu have, m"hava you had, any of the following?

AIDSHNY Posidive
Alzheimers Disease

Anaphylasis
Anamia
Angina
Arthrilis/Goul

Arfificial Hearl Valve

Artificdal Joinl
Asihma
Blood Disaase

Blood Transfusion
Broealhing Problem

Bruisy Easily
Cancer
Chematherapy
Chest Pains

Cold Sores/Fever Blisters () Yes () No
Congenital Heart Disorder () Yes () No

Convulsions

Hmywwhadargwuusilnassnm!madahwﬂo Yaso Mo

Commenis:

e

[_] Penicillin [ Codeine  [] Local Anesthetics [ Aclic  [] Metal [] Latex [[] sulfa drugs
() Yes () Mo | Corlisona Madicine () ves () No | Hemophilia () Yes () Mo | Radiation Treatments O ves (O Ho
8&- () Mo | Diabetes () Yes () No | Hepatitis A () Yes (C) No | Receni Weight Loss Yes () No

ves () Mo | Drug Addiction (") ves i Mo | Hepatitis Bor C () Yes () Mo | Renal Dialysis 8 Yas () Mo

() ¥es () No | Easily Winded (O ves ()Mo | Hepes () ¥es () No | Rheumatic Fever () Yes () No
(O ¥es (O No | Emphysema () Yes () No | High Blood Pressure () Yes () No | Rheumatism () Yes () Mo
) ¥os () No | Epiepsy or Seizures () Yes () No | High Cholestarel () Yes () No | Scaret Fever ) Yes () No
() Yos () Ne | Excessive Bleeding {) Yes () Mo | Hives or Rash i) Yas () No | Shingles () Yes ("1 No
() Yes () Mo | Excessiva Thirat {_) Yes () Mo | Hypogiycemia () Yes () Mo | Sickle Cell Dissasa () Yes ) No
(O Yes () Mo | Fainting SpellsiDlzziness () Yes () Mo | Inegular Heatbeat () Yes () Mo | Sinus Troubie ) Yes () No
) ves () No | Freguent Cough (O ves () Mo | Kidnoy Problems 8 Yes 8Nu Spina Bifida O ves () Mo
() ves () Mo | Frequent Diamhea () vas () Mo | Leukemia Stomachvintestinal Dispase (_) Yes () No
() Yes () No | Frequent Headaches (U} Yos () Mo | Liver Disease () ves ()Mo | Stroke ) Yes () Mo
() Yes () No | Genital Herpes () Yes () Mo | Low Blood Pressure () Yes (C) No | Swalling of Limos Yes () Mo
) Yes (O No | Glaucama () Yes () Mo | Lung Disease () ¥es () No | Thyroid Disease Yes () No
() ¥es () No | Hay Faver () ves (O Mo | Mitral Valve Prolapse () Yes () tig | Tonsiils Yes () No
O Yes ) Mo | Heart AttackiFailwre () Yes () Mo | Osteoporosis O ves O no | Tuberculosis Yes () No
Hear Murmur O Yas O No | PaininJaw Joinis () Yes () No | Tumors or Growths Yes () No
Heart Pacemaker (O ves () Mo | Parathyrox Disease () Yes () No m‘:’“ Oissase ::: m
(O ¥es () No | Headt TroubleiDisease () Yos () Mo | Psyehiatic Care () Yas () No Yatlow Jaundice Yoo 8 Mo

To the best of my hmwlndge. the questions on this form have been accuralely answered. | undarstand that providing incorrecl information can be
dangerous to my (or paiient's) health. It is my responsibility lo inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




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 Mame 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



