Authorization for Release of Protected Health Information

Name of Patient: Date of Birth:

The office of Crossroads Family Dentistry is authorized to release protected health information as described below for the identified
patient.

Entity to Receive Information. Description of information to be released. Check each that can

be given to person/entity on the left in the same section.
Check each person or class of persons that you approve to receive

information.

OOVoice Messages on number. CJAppointment Reminders

[Lab Results

[Jother

[CISpouse or Significant Other: CJAppointment Reminders

[ILab Results

[ITreatment Notes and Record

[IDiscuss Treatment

[Jother Person: CJAppointment Reminders

[ILab Results

[ITreatment Notes and Record

[IDiscuss Treatment

[CJAnother Person: [CJAppointment Reminders

[ILab Results

[Treatment Notes and Record

[IDiscuss Treatment

[COPhoto of patient received by patient or legal guardian COMay be posted in office

[COPhoto taken by staff (Example: pre/post procedure) COMay be posted on website

Patient Rights:
1. I have the right to revoke this authorization at any time.
2. I may inspect or copy the protected health information to be disclosed as described in this document.
3. Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.
4. Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be
protected by federal or state law.
5. I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.

This authorization will remain in effect until I revoke it in writing.

Date

Signature of Patient or Personal Representative

*Description of Personal Representative’s Authority (attach necessary documentation)




Time 1:35 FM EagleSoft Date 3f5/2019
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

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 may have, or medication that you may be taking, ¢

Are you under a physician's care now? Oives (JiNo If yes | |
Have you ever been hospitalized orhad a major operation? Oives (JiNo If yes | |
Have you ever had a serious head or neck injury? Oives (JiNo If yes | |
Areyou taking any medications, pills, or drugs? Oives (OiNo If yes | |
Do you take, or have you taken, Phen-Fen or Redux? Oives OMo If yes | |
Have you evertak_er! Fosamay, Boniva, Actonel or any other  Tives (OMo If yes | |
medications containing bisphosphonates?

Are you on a special diet? (Oives (Mo

Do you use tobacco? Oives (JINo

Do youuse controlled substances? Oes Mo If yes

Women: Are you...

DPregnant."l’ryingtogetpregnant? [JMursing? DTaking oral contraceptives?

Are you alergic to any of the following?

[JAspirin DPeniciIIin DCodeine DAcn"Iic
[JMetal [Latex []Sulfa Drugs [JLocal Anesthetic
Other? Ol If yes | |

Do you have, or have you had, any of the following?

AIDS/HIV Positive Oves (JiNo Cortisone Medidne Oves ONo Hemophilia (Oes (JNo Radiation Treatments Oives (DiNo
Alzheimer's Disease (Ovyes ()Mo |Diabetes Oves (OUNo  |Hepatitis A (O ves (ONo  |RecentWeightLoss Oves (ONo
Anaphylaxs Oves (JiNo Drug Addiction Orves OiNo Hepatitis Bor C Oves OiNo Renal Dialysis Oives (DiNo
Anemia (OYes (Mo |Easily Winded COives (CJNo |Herpes (Oives (ONo  |Rheumatic Fever Dives (ONo
Angina Cives (JiNo Emphysema Cives (No High Blood Pressure Orves (OiNo Rheumatism Orves (OiNo
Arthritis/Gout Oves (JiNo Epilepsy or Seizures Oives (D No High Cholesterol Oives (DiNo Scarlet Fever Oives (DiNo
Artificial HeartValve (Oves (OMo  |ExcessiveBleeding (Oives ()Mo |Hives orRash (O ves (ONo | Shingles Oives OiNo
Artificial Joint Oves (JiNo Excessive Thirst Oives (No Hypoglycemia Oives (DiNo Sickle Cell Disease Oives (DiNo
Asthma (O¥Yes (Mo  |Fainting Spells/Dizginess  (Yes (OMNo | IrregularHeartbeat O tes (Mo | Sinus Trouble O¥es ONo
Blood Disease Cives (JiNo Frequent Cough Cives ()No Kidney Problems Orves (OiNo Spina Bifida Orves (OiNo
Blood Transfusion Oves (JiNo Freguent Diarrhea O ves Mo Leukemia (Oes (JNo Stomach/Intestinal Disease () Yes () No
Breathing Problems (O vyes (OMo  |Frequent Headaches (Oives ()Mo |LiverDisease Oves (ONo | Stroke Oives OiNo
Bruise Easily Oves (JiNo Genital Herpes Orves Mo Low Blood Pressure Oves OiNo Swelling of Limbs Oves OiNo
Cancar Oves (OMNo  |Glaucoma (Oes ()Mo  |LungDisease Oives (D)Mo | Thyroid Disease Oves (ONo
Chematherapy Cives (iNo Hay Fever Cives (iNo Mitral Valve Prolapse (Oives (OiNo | Tonsillits Orves (OiNo
Chest Pains Oves (JiNo Heart Attack/Failure Oves ONo Osteoporosis (Oes (JMNo Tuberculosis Oes ONo
Cold Sores/FeverBlisters  (Cives (O)No  [Heart Murmur Oyves (Mo |PaininJaw Joints O ves (ONo | Tumors or Growths Oives OiNo
Congenital Heart Disorder () Yes () No Heart Pacemaker Orves Mo Parathyroid Disease Oves (OiNo Ulcers Oves OiNo
Convulsions (OiYes (OJNo  |HeartTrouble/Disease (Oives (UNo | Psychiatric Care (Oives (INo  |Venereal Disease Oes (ONo

Yellow Jaundice Oves Do
Haveyou ever had any serious illness notlisted above? Oves OMo If yes | |

Comments:

To the best of my knowledge, the questions an this form have been accurately answered. I 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.

Signature of Patient, Parent or Guardian:

X Date:



7 SROFSROARS

14761 Forest Road
Forest, VA 24551

I understand and agree that regardless of my insurance status, | am ultimately responsible for
the balance on my account for any professional services rendered. All dental insurance policies

have a yearly deductible and a maximum amount they will payout during a 12 month period.

| will also be responsible for all collection agency charges, legal costs, court fees and any
attorney fees if my account is turned over to collections.

| am aware that if my account has a balance over 90 days that | will be charged an annual
interest rate of 18%.

| certify this information is true and correct to the best of my knowledge. | will notify the office
of any changes in my personal health and/or insurance information.

Signature Date

Appointment Reminders: We may use or disclose your health information to provide you with

appointment reminders (such as voice mail messages, emails, texts, and written letters) This
will also include leaving verbal messages with persons at your home or employment contact
numbers you have provided. Appointments cancelled with less than 24 hour notice or missed

appointments will result in a charge of $55.00 that is not covered by your insurance.

Signature Date

Lifetime Signature Authorization for Insurance Purposes

Patient Name and Signature Date

“I request that payment of authorized insurance benefits be made on my behalf to Crossroads
Family Dentistry for any services furnished to me. | authorize any holder of dental information
about me to release to the Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits payable for related services.”



TIME 01:34 PM

ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Chart ID:

D Responsible Party

Responsible Party ( if someone other than the patient )

Work Phone:

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 3/6/2019

Middle Initial:

Last Name:

Address 2:

Soc Sec:

|:| Responsible Party is also a Policy Holder for Patient

|:| Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex: D Male
Birth Date:

E-mail:

Employment [ ]Full Time
Status:

Student Status:| | Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Work Phone:

D Female

Address 2:
State / Zip:
Marital Status: D Married D Single

Age: Soc Sec:

Ext:
D Divorced D Separated D Widowed

Pager:
Cellular:

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

[ |Part Time

[ |Part Time

Pref. Dentist:

Pref. Pharmacy:

[ |Retired

Pref. Hyg:

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

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

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Relationship to Insured:| | Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[ Ispouse [ |Child [ |Other

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

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: || Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[ Ispouse [_|Child [ |Other




