. TIME 12:59 PM DATE 2/20/2017

PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:[_]Policy Holder ~ [_] Responsible Party Preferred Name:
______ Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
P];;n.r:e Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
[CJResponsible Party is also a Policy Holder for Patient [JPrimary Insurance Policy Holder [[JSecondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Pl}-:g Work Phone: Ext: Cellular:
Sex:[]Male [C]Female Marital Status:[ ]Married [ |Single [ |Divorced [ ]Separated [ ]Widowed
Birth Date: Soc Se¢* . Drivers Lic:
E-mail: [[]1 would like to receive correspondences via e-mail ™=

3 7 v g

Sectic —
Empl?’;ﬁf [CJFull Time @u’
Student Status: [_] Full Time i
Medicaid ID: DEN#FAL ASSOCIATES
Employer ID: d{galté‘y ot Les d{ealtlxg dfoct&‘ d[ealtﬁg jtfe

Carrier ID: Pref. Hyg:
_____ Primary Insurance Information
Name of Insured: Relationship to Insured: [_]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: Rem. Deduct:
— Secondary Insurance Information
Name of Insured: Relationship to Insured:[]Self ~ [JSpouse []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: Rem. Deduct:




Time 1:00 PM

Monadnock Dental Associates PLLC Date 2/20/2017
*MONADNOCK DENTAL ASSOCIATES, PLLC*
Patient Name: Birth Date: Date Created:
PLEASE FILL OUT THIS FORM AND HAND IT TO YOUR DENTAL CARE PROVIDER WHEN YOU ARE SEATED.
Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you have, or medication
may be taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the following questions. lmlmmforhfmm
Primary Care
Name of Primary Care Physician? [ omment | ]
Are you being treated for any current medical Yes ' No If ves | ]
condition?
Have you been hospitalized or had a major " Yes < No Ifves | |
operation within the last two years?
Have you ever had a serious head or neck injury? " Yes (' No If ves | ]
Are you taking any medications, pills, or drugs, 7 Yes O No Fyes | ]
prescription or non-prescription?
Have you ever taken Fosamax, Boniva, Actonel or " Yes ' No lfm[ }
any other medications containing bisphosphonates?
Do you smoke/chew tobacco? Please specify. ~ Yes ) No If yes | ]
Do you consume alcohol socially, occasionally, dally, ' Yes ) No Ifves | ]
recovering?
Do you use recreational drugs or substances? ' Yes " No Fyes | ]
Please specify. )
Do you need to pre-medicate with an antibiotic for ' Yes ' No Fves| |
dental appointments?
Location
Do you have trouble climbing stairs? ' Yes ' No
Ni__yoummmvofmhbwhq?
(] Aspirin ] codeine [ Acrylic O Metal
7] Latex [T] Sulfa Drugs ("] Local Anesthetics [”] Antibiotics
[ Tree Nut [ other
Women: Are you...
[~ Pregnant/Trying to get pregnant? [7) Nursing? [T Taking oral contraceptives?
Do you have, or have you had, any of the folowing?
AIDS/HN Positive ~ Yes ' No | Cortisone Medicine ' Yes ) No | Hemophilia ~Yes () No |Radiation Treatments < Yes ' No
Alzheimer's ~ Yes < No |Diabetes 'Yes ) No | Hepatitis A 'Yes ' No | Anaphylmds " Yes ) No
y € Yos Mo | HePSURIsBor C ' Yes C: No |Renal Dialysis ~ Yes 7' No | Anemia 7 Yes ) No
Drug Addiction :‘v“ Mo |Angina/Chest Pains ) Yes ©No | Emphysema ) Yes ©)No |High Blood Pressure " Yes ' No
Easlly Winded - 198N epllepsy or Seizures < Yes ' No | High Cholesterol " Yes ) No | Artificial Heart Valve < Yes ) No
Arthritis/Gout ';‘:“';'m Hives or Rash ) Yes ' No | Artificial Joint 'Yes ©'No | Excessive Thirst * Yes ' No
Excessive Bleeding O ﬂ‘_:m Asthma ) Yes ' No |Fanting Spells/Dizziness  Yes ) No | rregular Heartbest ' Yes i No
Sickle Cell Dissase ' Yes N0 |\ orobiems " Yes _ No |plood Transfusion 'Yes T No | Leukemia ) Yes 7 No
Sinus Trouble = :-:: Frequent Headaches " Yes ' No | Liver Disease 'Yes C'No | Stroke ' Yes " No
Disease /Acid Reflux o Low Blood Pressure Yes . No | Cancer - Yes ' No | Glaucoma - Yes ) No
Bruise Easily <) Yes © No |Chemotherapy :'VH‘ No | Seasonal Allergies YuNo Mitral Vaive Prolapse ' Yes ' No
Th d Disease ) Yes © No Heart Attack/Failure -:-Y"‘,M Osteoporosis _—Y-' 'No | Tuberculosis - Yes " No
Recurrent Tonsillitis ) Yes < No | Heart Murmur ' Yes (' No | pain in Jaw Joints - Yes C)No | Tumors or Growths ' Yes ) No
Cold Sores/Fever Bisters © Yes <> No | Heart Trouble/Disease '~ Yes . No |pgychiatric Care - Yes ) No | venereal Disease 0 Yes " No
Heart Pacemaker ) Yes ) No |Jaundice ) Yes (' No | Arodety/Depression Yes (' No |ADD/ADHD ' Yes © No
Respiratory Conditions < Yes ) No
Have you ever had any serious iliness not listed " Yes ) No Ifyes | ]

Comments

To the best of my knowledge, the questions on this form have

been

answered.

accurately
patient’s) health. It is my responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:

1 understand that providing Incorrect information can be dangerous to my (or




/’\_—‘\
monARNoOCIK

DENTAL ASSOCIATES ~-
ealthy Bmile  fealthy cMouth ealthy fife

Financial Policy

It is our goal for our patients to understand their treatment needs as well as their financial responsibility before

treatment begins. Please review the following policies and procedures.

Payment is due at the time services are rendered. If you have dental insurance, your estimated co
pay is due at the time of service.

If you have dental insurance: As a courtesy we will gladly file your claims and accept
assignment of dental insurance benefits provided you agree to the following:

1.

Our relationship is with you; not your insurance company. Your insurance is a contract
between you, your employer, and the insurance company, We are NOT held to that
contract. It is your responsibility to know and understand your insurance benefits and
coverage.

While we do our best to estimate co pays through pre-estimates from your insurance
company they ARE NOT A GUARANTEE OF PAYMENT.

You must provide us with an insurance card and/or all of the information necessary to
verify insurance coverage and file your claim.

You are responsible to pay our fees; not what your insurance company allows or
considers “usual, customary, and reasonable” (UCR), all of which vary from company to
company.

All charges not paid by your insurance company are your responsibility regardless of the
reason for non-payment. Not all services we provide are covered benefits. Benefits differ
from one company to another.

Treatment provided in another dental office during your current plan year may alter your
co-payment due for services in our office. In such cases we are not able to track whether
or not you have reached your yearly maximum benefits. Please call your insurance
company if this applies to you.

Please understand that our responsibility is to provide you with treatment that best meets
your needs, not to try and match your care to your insurance plan limitations.

Broken and Missed Appointments: To reschedule or cancel an appointment you

must contact us 24 hours prior to the appointment to avoid a missed appointment fee of $50

I have read and understand this document in its entirety; outlining the office and financial
policies of Monadnock Dental Associates and agree to these terms.

Signature of patient or parent/guardian: Date:







