1

First Name:

Fatient Is:[ _|Policy Holder [ |Responsible Party

First Name:
Address:
City, State, Zip:
Home Phone:

Birth Date:

Chart 1Dy

— Responsible Party ( if someone other than the patient }

PATIENT REGISTRATION

Last Name:

Preferred Nume:

DATE

Middle Initial:

Last Name;
Address 2:

Work Phone

[ ] Responsible Party is also a Policy Holder for Patient

Soc Sec:

D Primary Insurunce Pohcy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Dirivers Lic:

["1Secondary Insurance Policy Holder

Address:

City:

Home Phone:
Scxc [ | Male

Birth Date:

E-mail:

Patient Information

Medicaid 11
Employer [D:
Carrier ID:

Employment[™] pyjj Time
Status;

Student Status: [ | Full Time

Adddress 2

Staie / Zap:

Work Phone:

Section 2

[ ]Pan Time

Marital Status:[_| Married

[single

Age: Soo Sec:

Ext:

Pager:
Cellular:

[[pivorced [ |Separated [ _|Widowed

Dinivers Lic:

[]1 would like 1o receive cormespondences via e-mail

|:] Retired

r] Part Tume

Pref. Dentist:
Pref. Pharmacy:

Pref Hyg:

Section 3

Name of Insured:
Insured So<. See:
Emplover:
Address:
Address 2:

City, State, Zip:
Rem. Benefits:

—— Primary Insurance Information

$0.00

Insured Birth Date:

Rem. Deduct:

Relationship to Insured: || Self

Ins. Company:

Address:

Address 2;

City, State, Zip:
$0.00

[ISpouse [ ]Child [ JOther

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

City, State, Zip:
Rem. Benefiis;

— Secondary Insurance Information

50,00

Insured Birth Diate:

Rem. Deduct

Relationship to Insured: || Self

Ins. Company:
Address:
Address 2:

City, State, Zip:

$0.00

[ISpouse [ JChild [ ]Other




Ridgepaint Dertal
Eaglesoft Medical History
Pabierk Name:

although dantal personnal primarsy traat the ares in and around your mouth, your mouth is 3 part of your entirs body, Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? ™ ves MiNo IF yes "l !
Have you ever been hospitalzed or had 2 major operation? i Yes @ No I yes | R L R L |
Have you ever had a serious head or nedkinjury? S ¥es @ No 1f yas !_ S i_ T P I
ars you baking any medcations, pils, or drugs? £ Yes T No m-sl"“ = == £
Da you take, or have you taken, Phen-Fen or Redux? " Y PN 1F yes | B E |
Have you ever taken Fosamax, Boniva, Actonel or 0y other & yes & No Tyes | j
medications cortaring bisphosphonates? = s
Are you on & speciyl dist? Fves & MNo
Do you use tobacco? Sives & No
00 you uss controfied substances? £ %es € No if yes | Y = -
‘Women: Ara you...
™ Pregnant| Trying to get pregnant? [T hrsing? 7 T aking oral contraceptives?
m'pm*l'ﬁcbomnf&nfm__' 7 _
™) Aspirin ¥ Perniciln [ Codeine [ Acrylic
1 Metal [ Latex ['] Sulfa Drugs (7 Local Anesthetics
ther m i e .
Do you have, or have you had, any of the followang?
AIDS/HIV Positive #i¥es I No | Cortisone Madicne " Yes Mo |Hemophiia ) ¥es Mo |Radiabion Treatmants Sves ENo
Afzhemer's Disease Tives B No Diabetes ivYes ENo Hepatitis A “1¥es T No Recent Wesght Loss Fives T No
Anaphilaxis ©ives Mo | Drug Addiction ives SINo | Hepatitis Bor C “iYes 0 No o |Renal Diafysis Sives £iNo
Aneria Eives Mo |Easly Winded hves @ Nog |Hempes Sives @iNo |Rheumatic Fever SiYes SNo
Anging Oves D No | Emghysena " ¥as £ No | High Blood Pressure CiYes @Ko |Rheumatism SiYes BNo
ArthritisGout "i¥es 3 No |Ephepsy of Seizures ™ ¥as I No | High Chelestarsl Pives & No | Scarlet Fever Cives D No
Artificial Heart Valve Cves N0 Excessive Bleeding i vas ) No Hives or Rash & Yes @ No Shingles EiYes ENo
Artificial Joint Pives SNo | Excessve Thirst ™ives SN |Hypoglycemia “ves $iNo | Sickle Cell Disease Evas FiNg
Asthing ©iyas CiNo  |Fainting Spelis/Dizziness i ves (O Mo | Eregular Heartbeat [i¥es Mo | Snws Trouble TiYes Ciho
Biood Dissase (¥es @I No | Frequent Cough @ ¥es $iMo | Kidney Problams ) Yes (D No | SpinaBifida EiYes CiNe
Blood Transfusion Pives MiNo | Fregquent Diarrhea Mives po | Leukemia i¥es ThMo | StomachiIntastinal Disesse  iYes T Mo
Braathing Problams Pives M No | Frequent Headaches ©ives ) No | Liver Dissase SV & Stroke CiYes S No
 Bruise Eashy ©ives CINo | Genkal Herpes Tives i No | Low Blood Pressure ives CinMo | Sweling of Limbs CiYes SrNo
Cancer ivas @iNo | Glaucoma yes (M No | Llung Disease Cives Sido | Thyrod Disease Fives EiNo
Chemotherapy Dives © No |HayFever fi¥es FINo |Mirai Vabve Prolapse ) ¥es FUNo | Tonslitis Bves B No
Chest Pains Fuves CiNo | Heert AttackFallure #ves ®iNo | Ostecporosis #i¥es No | Tuberculoss Zi¥es EiNo
Cold SoresjFever Blisters  Tives ()Mo | Heart Murmur Siv¥es CiNo | Panin Jaw Joints CiYes iNo | Tumors or Growths Si¥es BiNo
| Congerdcal Heart Disorder (S es () No | Heart Pacemaker ives (TNo | Parsthyroid Disesse ) ¥es ) No | Liicers Sives SiNo
Corvulsions [Y¥es (O No | Hmart Trouble/Disease Fives TiNo | Psychiatric Care © Yes €iNo | Venereal Dseass Cves SiNo
Yelkow Jaundics & Yes E:Mo
Have you-ever had any sarious ilness not listed abave? & Yos )N Ifmi 5 TR
Cormments:
To the best of my knowdedge, the on khis form have been accurately answered, [ understand that providing incorrect informabion can be dangerous to my (or patient’s) health. It s my
responsilty toinform the dertal of any changes in madical status,
Signature of Patient, Parent or Guardian;
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VELscope Oral Cancer Consent Form

Our practice continually looks for advances to ensure that we are providing the optimum level of oral
health care to our patients. We are concerned about oral cancer and look for it in every patient. One
American dies every hour from oral cancer. Late detection of oral cancer is the primary cause that both
the incidence and mortality rates of oral cancer continue to increase. As with most cancers, age is a
primary risk factor for oral surgery. Tobacco and alcohol use are other major predisposing risk factors but
more than 25% of oral cancer victims have no such lifestyle risk factors. Oral cancer risk by patient
profile is as follows:

Increased risk: Patienis ages 19-39

High risk: patients age 40 and up,; tobacco users (any age, any type within 10 years)

Highest risk: Patients age 40 and up with lifestvle risk factors (excessive tobacco & alcohol use) with
previous history of oral cancer

We have incorporated VELscope into our oral screening standard of care. We find that using the
VELscope along with standard oral cancer examination improves the ability to identify suspicious areas at
their earlier stages. VELscope is similar to proven early detection procedures for other cancers such as
mammography and PSA. VELscope is a simple and painless exam that gives the best chance to find any
oral abnormalities at the earliest possible stage. Early detection of pre-cancerous tissue can minimize or
climinate the potentially disfiguring effects of oral cancer as well as save your life.

The VELscope exam will be offered to you annually.

This enhanced examination is recognized by the American Dental Association code revision committee as
CDT-5 procedure code D043 1: however, this exam might not be covered by insurance. The fee for this
exam is $35.

Signature: Date:

Ridgepoint Dental
151 Ridge point Parkway, Ste 400, Keller, TX, 76248
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Ridgepoint Dental

In order to provide you with the best treatment and keep the cost of the treatment reasonable, we ask that you review
our financial policy. We require that you read and sign the following statement and initial next to each paragraph.

Financial Policy

__ Your portion for services rendered, deductible (if applied) and estimated co-payment are due at the time of
service. We are more than happy to assist you with the filing of your insurance, however, keep in mind that the co-
pay amount is an ESTIMATE. You are responsible for any account balance that is not paid by your insurance. Our
policy is that we require your insurance to pay on claims in 60 days. | authorize payment of dental benefits otherwise
payable to me directly to Ridgepoint Dental. If your claim becomes outstanding by 60 days, you will be notified on
your next statement and the full balance will be due. We will no longer bill secondary insurance claims. A pre-
authorization for treatment prior to starting treatment may be sent at your request; however, this is NOT a guarantee
of pavment by your insurance company.

____We accept payment in the forms of cash, check, Visa, MasterCard, and Care Credit. Please be sure of your
financial commitment to our office prior to starting any dental treatment.

If you need any payment arrangements, the following options are available.

*  Extended payment options through Care Credit Or Chase {Requires credit check)

*  The fee for returned checks is $35.00

Arrangements must be made prior to the start of treatment.

We request that in need to cancel an appointment, you give us at least 48 hours’ notice. If 48 hours is not given,
a fee of $75.00 per hour of the time reserved may be considered and charged to your account.

____ Owr billing company manages the mailing of statements for accounts with balances over 60 days old. A finance
charge of a periodic rate of 1.25% per month will be imposed on charges not paid in full with 60 days, If your payment
is not received by the due date, you may be assessed with a late payment charge of $5.00 or 5% of the past due amount,
whichever is greater. 1f an account reaches 165 days old or great, an automatic fee of 50% of the balance will be added
on the account to cover any fees for collection activity and attorney/court costs that may accrue.

__In the event of a divorce/separation, the parent/guardian that escorts their child to the dental office will be
financially responsible for the payment regardless of an agreement between the parents of the courts,

Our office utilizes mercury-free fillings (white fillings). Please be aware that insurances will down grade the
price of composite (white) fillings to the silver (mercury or amalgam) filling price. You will be responsible for the
difference.

Original x-rays/ photos are the property of Ridgepoint Dental. If copies are needed, there is 10 business day turn
around on x-ray copies and a $25.00 fee.

L . have read and understood and agree to the above policy. | understand that | am fully
responsible for the fees of service rendered regardless of any insurance that | may have,

! !

Parent/Responsible Party Signature Date
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Photography Release

B i wrers Sl

| hereby authorize Ridgepoint Dental, to publish photographs taken of me during
my dental office visits, and my name and likeness, for use in the Ridgepoint
Dental's print, online and video-based marketing materials, as well as other office
publications.

| hereby release and hold harmless Ridgepoint Dental from any reasonable
expectation of privacy or confidentiality associated with the images specified

above.

| further acknowledge that my participation is voluntary and that | will not receive
financial compensation of any type associated with the taking or publication of
these photographs or participation in company marketing materials or other
dental office publications. | acknowledge and agree that publication of
photographs confers no rights of ownership or royalties whatsoever.

| hereby release Ridgepoint Dental, its contractors, its employees, and any third
parties involved in the creation or publication of marketing materials, from
liability for any claims by me or any third party in connection with my
participation.

Printed Name:

Signature: Date:

Street Address:

City: State: Zip:
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