PATIENT REGISTRATION

First Name: A S Last Name: A Middle Initial:

Preferred Name:

Patientis + 0 Responsible Party u Policy Holder

Responsible Party: (if someone other than the patient )

First Name: e bastName: Middle Inidial:

Address: Address 2:

City. State, Zip:

Home Phone: e Work Phone: Cell Phone:
Birth date: Social Seeurity #: . __Drivers Lic#:
Responsible Party is Policy Haolder for Patient Primary Policy Holder Sceondary Policy Holder

Patient Information:

Address: __Address 2:

City, State, Zip:

Home Phone: ) B Work Phone: Cell Phone;
Sex: © Female © Male Marital Status: =~ Married Singlc Divorced o Separated Widowed
Birth date;: _Social Seceurity #: __Drivers Lic#:

Femail, B T would Tike to recejve email correspondences

Patient Information (section 2):

Employment Status: © Full Time o Part Time o Sell’ Employed - Retired CUnemploved
Student Status: ©Full Time Part I'ime
Emplover: e Preferred Pharmacy:

Occupation:
Referred By:

Primary Insurance Information:

Name ol Insured: - - Relationship to nsured: -~ Sell” ©Spouse ~Child + Other
Fmplover th: ‘ ; _ Carrier 1)
[nsured Social Seeurity #: o Insured Birth date:

Employer: _Insurance Company:

Address: - Address:
Address 2: _Address 2:

City.State, Zip: it State, Zip:

Continue On The Back



Secondary Insurance Information:

Name ol Insured: —Relatienship 1o Insured: =Self” ©Spouse ~Child  © Other

Employeritpy:: .~ o — Carnier 1D

Insured Social Security #;

oo Insured Birth date:

Employer: o e Insurance Company:

Address: e Addiress:

Address2: - , ~ Address 2:

Clity. State, Zip: Clity. State, Zip:

PLEASE INITIAL EACH OFFICE PROTOCOL REQUIREMENTS

L. Appointments that are not confirmed within 24 hours of the appointment time will be cancelled

2. There will be a $50.00 fee for all No Show appointments & for appointments that are scheduled for 2 hours
or more, there will be a $75.00 charge. These must be paid belore the patient will be rescheduled.

3. Feertily that I don’t have dental x-ravs at any prior dental office within the past 3 vears
o | certify that | do have current x-rays and have signed the enclosed release form
4.

Insurance is filed as a courtesy. 11 there is a remaining balance that insurance does not cover or if there is a
cade that is not covered by insurance. | know | am responsible for the balance

5. If you do not have a current panorex x-ray within the past 12 months, we require that we take one here at
your first appointment at our office. The charge for this service is $120.00. If we estimate that your insurance
will not cover this x-ray, you will be responsible for paying that on the same day as your visit.




Time 1:16 PM

Patient Name:

Eaglesoft Medical History

Oceanside Family Dentistry

Birth Date:

Date Created:

Date 11/9/2022

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 vou may be taking, ¢

Are you under a physician's care now?

Yes
Have you ever been hospitalized orhad a major operation? Yes
Have you ever had a serious head or neck injury? : Yes |
Areyou taking any medications, pills, ordrugs? ) Yes ¢
Do you take, or have you taken, Phen-Fen or Redux? ‘Yes ¢
Have you ever taken Fosamax, Boniva, Actonel or any other i Yes ¢
medications containing bisphesphonates?
Are you on a special diet? ) Yes «
Do youuse tobacco? » Yes
Doyouusecontrolled substances? Yes
Women: Are you...
Pregnant/Trying to get pregnant? Nursing?

Are you allergic to any of the following?

Aspirin Penicillin
Metal Latex
Other?

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

AIDS/HIV Positive <iYes «'No Cartisone Medidne
Alzheimer's Disease ‘Yes  No [Diabetes
Anaphylaxs ‘ 'Yes « ‘No |DrugAddiction
Anemia rYes « ' No Easily winded
Angina i Yes ¢ 'No Emphysema
Arthritis/Gout 'Yes « No |Epilepsy orSeizures
Artificial Heartvalve ‘Yes ¢ Mo Excessive Bleeding
Artificial Joint o Yes « No |ExcessiveThirst
Asthma Yes ¢ No Fainting Spells/Dizziness
Blood Disease ' Yes No |Frequent Cough
Blood Transfusion Yes No Frequent Diarrhea
Breathing Problems ‘Yes « ' No FrequentHeadaches
Bruise Easily ‘Yes < ' Mo Genital Herpes
Cancer {iyYes < I No Glaucoma
Chemotherapy ) Yes ( iNo Hay Fever
Chest Pains ‘i Yes (i No |HeartAttack/Failure
Cold Sores/FeverBlistars  « iYes ( 'No |Heart Murmur
Congenital Heart Disorder ‘Yes < No |Heart Pacemaker
Convulsions . i Yes No Heart Trouble/Disease
Have you ever had any serious illness not listed above? ) Yes
Comments:

 No 1f ves
' No 1If yes
+No If yes
No Ifyes
No If yes o
' No Ifyes
' No
' No
No If yes
Codeine
Sulfa Drugs
1f yes
' Yes No |Hemophilia
Yes *No Hepatitis A
‘ Yes No |[HepatitisBorC
Yes No Herpes
Yes No High Blood Pressure
‘Yes « «No |HighCholesterol
Yes © MNo |HivesorRash
‘Yes « “No |Hypoglycemia
' Yes " No Irregular Heartbeat
'Yes ' No |Kidney Problems
Yes « No |Leukemia
Yes < *No Liver Disease
Yes .« No LowBlood Pressure
rYes < 'No |LungDisease
'Yes ' No Mitral valve Prolapse
'Yes « 1No |Osteoporosis
i Yes No |PaininJawv Joints
‘Yes « «No |Parathyroid Disease
Yes « i No Psychiatric Care
No 1f ves

Taking oral contraceptives?

' Yes

Yes

Yes
Yes
Yes
Yes

Yes

' Yes

Yes

Yes

i Yes

Acrylic

Local Anesthetics

' No Radiation Treatments

' No RecentwWeightLoss

No Renal Dialysis

i No Rheumatic Fever

Rheumatism
Scarlet Fever

Shingles

*No Sickle Cell Disease

*No Sinus Trouble

Mo Spina Bifida

Stroke

Sweelling of Limbs

' No Thyroid Disease

i No Tonsillitis

' No Tuberculesis

'No | Tumors or Growths

MNo |Ulcers

‘No venereal Disease

YellowJaundice

Stomach/Intestinal Disease

Yes
Yes
Yes
Yes
Yes

' Yes

Yes

» Yes

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand 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 Patent, Parent or Guardian:

Date:



} ceanside Family Dentistry

F G THOMAS WARD JR, DLIY.S. PA
i":

Appointment Cancellation Policy

Our office takes pride in providing an extra amount of time during appointments for the personal
needs of our patients, aliowing them to have the excellent quality of work done they deserve, We
respect your tume and schedules, and it is with great effort that we try not to keep you waiting foi
tong periods of time. As a result, the specific appointment time given to you in our office is
reserved entirely for you.

Oceanside Family Dentistry reserves the right to charge a fee of $50.00 to patients who fail to

keep an appointment without prior notice, or who do not reschedule within the given amount of
time stated in our policy,

How to Cancel or Reschedule Your Appointment

In order to be courteous to all of our patients here at Oceanside Family Dentistry, if for any reason
you may need to cancel or reschedule your reserved appointment, we require that you give oul
office a 48 HOUR NOTICE. This allows others in need to be given sufficient notice in order to
access these appointment times.

To cancel your appointment, please call our office at (252)247-5683. If you are unable to reach
us, please leave a detailed message on our answering machine explaining why you need to cancel
your appoeintment.

No Show Policy

A "no show” appointment happens when a patient misses their appointment without a 48 hour
notice of cancellation. No shows are an inconvenience to our patients who are in desperate need
of dental care. Last minute/late cancellations are considered to be “no show” appointments!

Failure to show up at your reserved appointment time wiil be recorded in your chart as a “no
show.” ALL "no show” appointments will result in a $50.00 fee that will be applied to your
account. Exceptions to this palicy must be approved by Dr. Ward.

¥*X*NEW PATIENTS that miss their first appointment will not be
rescheduled* **

By signing below, I certify that I have read and understand the terms
and conditions of Oceanside Family Dentistry's appointment cancellation
policy:

X

Patient Signature Date



I ceanside Family Dentistry
/f G. THoMAS WARrRD Ir, D.D.S., PA

Financial Guidelines

Thank you for choosing us as your dental health provider. Please understand payment of
your bill is considered part of your treatment. The following is a statement of our

Financial Guidelines that we require you read, agree to and sign prior to beginning
treatment.

Payment is due at the time services are rendered. As a courtesy to you, we will gladly
file your primary dental insurance. If we are unable to verify insurance coverage, you
will be expected to pay in full for your visit on the day of service. If your insurance has
not paid within 30 days of your visit, you are responsible for the balance. If your
insurance pays more than expected, a refund will be issued to you. It is also your
responsibility to inform us of any changes in your insurance coverage prior to
receiving treatment.

The parent or guardian who brings in a child that is under the age of 18 years old is
responsible for payments regardless of what individual circumstances may be or what a
divorce decree may state. Reimbursement must be made between the divorced parents.
We will not intervene.

We accept cash, money orders, Visa, Mastercard, Discover and personal checks. We do
not accept American Express.

All accounts with an outstanding balance after 90 days of rendered treatment will be
assessed a non-refundable finance charge of 1.5%.

Treatment plan fees are valid 90 days from date of issue. Treatment must be completed
within 6 months of issue date of treatment plan. If not completed within 6 months,
treatment must be re-evaluated. Treatment in office is subject to change and will be
verbally discussed. I understand that I am responsible for any additional charges due to
treatment changes.

We file insurance AS A COURTESY. Insurance coverage is only an estimate. We
cannot guarantee what your insurance is going to cover for your treatment. At your
request, we will be happy to file a pre-treatment estimate to your insurance company for
your treatment plan. You will be responsible for all non-covered charges that are left on
the account.

[ have read, understand and agree to the provisions of this Financial Guideline.

Signature
Date

(Signature of Person Financially Responsible for Account)




Authorization to Release Dental Information

nrente s e s S o A A

Patient Information:

Name of Patient; o ) Date of Birth:
Address:

City, State, Zip: o V N Phone:

B e s E—

T T S—— NESSP. BRSNS PO

may release the following information:

(Name of the entity)

& X-ravs

*Financial compensation is received for this communication,

o e A T RS O S BRI 53 A k5 e B B A PO 5 PN R AL O M R s B N 804 T T 0

Entity or person who will receive the information:
Name: Oceanside Family Dentistry

Address: 4251 Arendell Street Suiie |

City, State, Zip: Morchead City NC 28557 Phone: 252-247-5683

B Send the information clectronicallv. Email address: __v(,)g‘y’qp_gig_fg(_i}d_ﬁ;il:.l|1%5!}1@[&(?!1’! _

B For email communication | understand that 1 mtormation is not sent in an encrypted mamner there s a
visk it could be accessed mappropriately . 1 stll elect to move forward to allow email communications (o
vccur

This authorization shall be in effeet until the information has been forwarded as requested or until the
course of treatment is complete.

Patient Rights:
e | have the right to revoke this authorization at any time by contacting our office.

e Imay inspect or copy the protected health information (o be disclosed as desceribed in this document,

e Revocation is not eflective in cases where the information has already been disclosed but will be effective going
forward.

L]

Information used or disclosed as a vesult of this authorization may be subject t redisclosure by the recipient and may
no longer be protected by federal or state law.

o Lmay refuse to sign this authorization and that my treatment witl not be conditioned on signing.
e lLunderstand released information may include a communicable disease diagnosis such as HIV,
This authorization will remain in effect until revoked by the patient.

Sighature ol Patient or Personal Representative: ; o ‘ I - Date:

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

[J Revoked by patient or personal representative on
DATE

Flow revoked: Ll orally (in person or via phone) L1 writing (place copy in patient’s file)

V20201 Rev, 2020



YOUR PHOTOS & MULTIMEDIA

Photos/Images may be used/posted:

O Photo received from you or personal representative  [J In office

O Photo taken by staff (e.g., pre/post procedure) O On office’s website

O Other: O Other:

PATIENT RIGHTS & SIGNATURE

* You can end this authorization at any time in writing. See our Notice of Privacy Practices for

exceptions. A termination will not apply to any releases of information that happen before we receive
a written termination from you.

* The recipient of the information could use or release it in a way that federal or state laws do not

protect. This practice is not responsible for the privacy or security of your health information afterit
is sent to those listed on this authorization.

* You can review or copy the information that will be used or released as described in this
authorization.

* You do not have to sign this authorization to receive treatment from this practice.

® You understand that the information that will be used or released might include a communicable

disease diagnosis such as HIV or a diagnosis related to mental health or substance abuse unless you
exclude it above.

¢ All changes or updates to this form must be made in writing and signed by you (patient) or your
personal representative. Minor edits (e.g., new phone number) can be made on this form, initialed,
and dated instead of requiring a new form.

Patient/Personal Representative Signature Date

Printed name and description of Personal Representative’s authority (e.g., healthcare power of attorney)
(Attach documentation to support the personal representative’s authority if not already on file with the practice)

FOR OFFICE USE & REFERENCE ONLY

O This authorization has been terminated:

, - % i mp/dd/yyyy T . .
The terminationmust be in writing and filed with the original authorization.

Date original signed authorization received:

y : /ddiyyy ; ;
O Copy of original authorization provided to patient/persona ?’eﬁresentatlve (check if yes)
Notes:

It is recommended that the practice review this form with the patient or their personal representative periodically
for changes (e.g., annually with insurance verification).

Page 2 of 2 Rev. 05/2022



AUTHORIZATION TO RELEASE HEALTH INFORMATION

Communications between Patients and their Families, Friends, or Caregivers

This form allows Oceanside Family Dentistry to communicate information
(Name of Practice)

about your care (e.g., appointments, labs, medication, treatment plans, billing information) to you and

those you list on this form. Signing this form is optional, is not required to receive treatment, and does

not expire until you end it in writing.

Patient Name:

(Last) (First) (Middle Tnitial)
Date of Birth: Main Contact Number: ()
e : 0O Home O Cell*O Work
Mailing Address:
(Street)

(City) (State) (Zip)
COMMUNICATING WITH YOU
PHONE DETAILED MESSAGES PERMITTED
B Main Contact Number Above B text (SMS)* ® voicemail/answering machine [ None
O Other: ( ) O text (SMS)* O voicemail/answering machine 00 None

O Home O Cell* O Work

EMAIL*
B

& All information from this practice O Data breach notifications

O Appointment information only (request/confirm/cancel) O Billing/insurance information

COMMUNICATING WITH YOUR FAMILY, FRIENDS, OR CAREGIVERS

& This practice may communicate to the family members, friends, or caregivers listed below.,

Spouse/Partner: Other:
First and Last Name First and Last Name
Phone: ( ) Phone: ( )
Email:* Email:*
Relationship:

Check the box next to each type of information this practice may share.

® All information O Prescriptions O Appointments (request/confirm/cancel) O Billing/Insurance
O Other:

Do not include:
O Mental health records 00 Communicable diseases (e.g., HIV/AIDS) O Alcohol/drug abuse treatment

% L understand that emails and texts are not always secure ways to communicate and could be intercepted and
read by a third party. | am willing to accept this risk.

This practice is not responsible for the privacy or security of your health information once it is sent to you, or
the recipient(s) listed above.

Page 1 of 2 Rev. 05/2022



Notice of Privacy

Practices
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORIATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAM GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS INFORTANT TO Us,
OUR LEGAL DUTY

We ara requ'{red by applicable federal and siae law io maintain e privacy of your heaith information. We arz also
‘equired (o give you this Notice about our privacy practices, our icgal duties, and your nghts concaming your health

- informaticn. We must follow the Frvacy practices that are described in this Notice while it is in effacl. This Nofice
takee aifect (04/15/02), and will remrain in effect until we reglace i,

We reserve the right to change our privacy practices and ths terms of this Naotice at any ima, provided suet

changes are pemitted by anplicatle faw. We reserve the right to make the changes in our privacy practices and lhe
naw terme of our Notice effective for all naalik information thal we uaioiain, including health information wa created
or received before we mace the changes. Befare we make a significant change In our privacy practices, wea wi
change this Notice and make the new Notice availante ugon requoest

a3,

i

You may requesi 2 Sopy O our Nalice: ai any fime. Far more information-about our privacy practices, or ior additonal
copes of e \ofice, please contact us using the information listed at the end of this Notics.

USES AND DISCLOSURES OF HEALTH INFORNIATION

We use ane disclose healih informztion ebout you for freaiment, paymeni, and healthcare JpeErations, For axample:
Treatment: We mey use or disclose your healiis informalion (o & physician or oiher healthuere provider providing
reatment to vou.

Paymant: Wa may use and disclose yeur neaith irformation to obtain payment for services we provide o vou.
Healthcare Operations: We may use and disclose your heaith information in connection with our hsalthcare oparatinns.
Healthcare operations includs quality assessmen: anc 'mprovement activities, reviewing the competence or
qualifications of fealilicaie orofessionals, evaiuating praciticner and previder performance, conducing training
Hugiens, eceraditetion, certification, licensing cr credentialing activiias.

Your Authorization: in addition io our use of your health information ‘or treatment, payment or haaithcare cperations,
youmay give ug written authorization to use your health information or to disclose it to anyone for anyg pnnse

T you give us an authorization, you may revchke it in wiiling &t any fima. Your ravoeation will not affest any use

or disclosuras permitted by your authorization while it was in effect. Unless You give us 2 wiitien autherzation, we
cannot use or disclose your health information ‘or any regson except those described in this Notice.

To Your Family and Friends: We must disclose your healily information (o you, as described in the Patient

Rights section of this Nolice. We may disclose vour health information 10 & fermily member, fnend or other parson

to the extent HECessary 10 Delp wih your healincare or with peyment for your healthcare, but only if you agree that

we may do so,

#2rsons Involved in Care: We may wze or disclose health information 1o notify, or assisi in the notification of
iinzluding icentifying or locating) a family msmber, your persuial represenialive or another pErson responsible for
Your care, of your location, your general candilicr i, ar deaih, If you are present, then prior to use or disclosure of vour
heaith information, we will provide you with an opporiunity to objest to such uses or disclosure; in the event of your
iNCAL2CLy or emergency circumstances, we will disclose nealth informsation besed on a deferminatiun using nur
professional judgment disclosing enly health information that is directly ralevant o the purson‘g involvement in your
healtncare. We will also use cur profassional judgment ano cur experience with common practice to make reasonable
inferances of your best interast in allowing a person fo sick up flied prescriptions, medical supplies, x-rays, or

otter similar forms of health information. )

ifiarketing Health-Related Services: We will not use youi Lie=ith infarmation for marketing communications

withcut your written autiorization. -

Required by Law: We may uss or disclose your health information when we are requirec 0 do so by law. A

Abuse or Neglect: We may disciose your health information to approoriate authorities if we reasonably Lelieve tha!
You are a possible viclim of abuse, neglect, or domestic violence ur (he possible vicim of other crimes. We rmay disciose
vour heelth informatian to the extent necessary (o avert a serious threat to your healtn o safely or the healtn i
or safety of olhsrs

National Security: We may cisciose to military authorities the hesith information of Armec Forees personne under iy
cenain circumstancee. We mav ciscloge to euthorized federal officials health information raquirec for lawful intelligence,



counterinteliigence, and other nationzl security zctivities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected healtr information of irmate or patient undar zertain circumestances.
Appointment Reminders: \WWe may use or d sclose your nezith informator to provige you with appointment
reminders (such as voicemail messages, posteards, or letters).

PATIENT RIGHTS

Access: You have the rignt to look at or cet ccpes of your health information, with limitec excepticns. You may
request that we provide copies in a formal other than photocopies. We will use the format you request uniess we
cannct practicably do so. (You must make a request in writing e obtain access to vour heaith information. Yeu may
ablain a form to request access by using the contact ‘nformation listed at the end of this Notice. We will charge you

@ reasonable cosi-based fee [or exuenses such as copies and siall time. You may a'so request aeiess by sending us
a leller Lo the address at the end of this Notice, If you requast copies, we will charce you $20.00 for each page,
$10.00 per nour for staff time to locate and copy your health information, and postage i’ you want the copes mailed

10 you. If you reques: an alternative format, we will charge a cost based fee for providing your nezlth information in
that format. If you prefer, we will prepare a summary cr an axplanator of your health irformzaticn fo- a fee. Gontae:

us using the infoermation isted at the end of this Notice for o full cxplanat'or of our fee structure.)

Disclosure Accounting: You have tha nght tc receive a st of nstances 10 which we or our ~usiness associates
disclosea your health information sor purposes, other thar treatmeant, paymen:, healt~care ogerations and certain
other activities, tor the last 6 years, but not betare April 14, 2003. If you request this accounting more than ance in
12-month pericd, we may charge You a reasonable, cost-hased ‘ee for rasponding to these additional requesis
Restriction: You have the rignt to raquest that we place addilional restrictions on our use or disclosure of Vo

nealth information. We are not required to agree 10 these additional restrictions, bul if we do, we will abice Jy our
agreement {except in an emsrgency).

Alternative Communication: You have the right 10 raquest that we communicate wth vou about your haa'th information
oy aiternative means or t2 alternative locztions. {You must maks your request in writing.) Your request must

specify the alternative means or location. and provide satisfactory explaration how payments will se handled under
the alternative means or location YOu request.

Amendment: You have the right to request that we amend you” health information. (Your request must be in wriling,
and it must expiain why the information shcuid be amended.} We may deny vour reguest under certain circumstances.
Electronic Notice: It you receve this Notice or our Web site or by electronic mai {(e-mat ), you are n:itled to

receive this Notice in written torrmr.,

QUESTIONS AND COMPLAINTS

1T you waril more information atout cw privecy craclices or have questions or concers, pesse Contact us.

If you are concerned that we may have violated your privacy rights, o vou disagree with a decision we made about
aceess Lo your health information or in response o a request you made 1o amend or reslrict the use or disclosure of
your health informaticn or to have us communicate with YCu by alternative maans or at alternative lozations, you

may complain to us using the contact information isted at the end of this Notice. You also may submit 2 written
complaint to the U.S. Depariment of Health and Human Services. We will arovide vou with the address to file your
complaint with the U.S. Department of Health and Fuman Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to filc

& complaint with us or with the U.$. Departmen: of Health anc Human Services.

CONTACT: Cathy Cain

Telephone: 252-247-5683 or 252-247-1104

Email: Oceansideddsstatfigmail.com

Address: 4251 Arendell Street Suite 1, Morehead City, NC 28557




Oceanside Family Dentistry

Acknowledgement of Receipt
Of Notice of Privacy Practices

Patient Name & Address:

I'have received a copy of the Notice of Privacy Practices for the above
named practice.

Signature Date

IFor Office Use Only

We were unable to obtain a written acknowledgement of receipt of the Notice of
Privacy Practices because:

< Anemergency existed & a signature was not possible at the time,

C

The individual refused 1o sign.
< A copy was mailed with a request for a signature by return mail.

a Unable to communicate with the patient for the following reason:

Other:

C

Prepared By o
Signature

Date




