PATIENT REGISTRATION

1D: Chart ID: .
First Name: Last Name: Middle Initial:
Patient Is: [_] Policy Holder Preferred Name:
[] Responsible Party

Responsible Party (if someone other than the patient)

i First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Piﬂcf:
Home Phone: Work Phone: Ext: Cellular:
] Birth Date: Soc. Sec: 5 Drivers Lic:
O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O secondary Insurance Policy Holder
— Patient Information .
Address: Address 2:

City: State / Zip: Pager: i

Home Phone: Work Phone: Ext: Cellular:

Sex () Male O Female Marital Status: O Married (O Single (O Divorced (O Separated (O Widowed

'Birth Date: Age: Soc. Sec: Drivers Lic:

E-mail: [C] 1 would like to receive correspondences via e-mail.

—=—— Section 2 Section 3 3
| Employment Status: () FullTime O PartTime O Retired How did you hear aloout us?
| Student Status: () Full Time O Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.: _

I-—Primary Insurance Information
{ Name of insured Relationship to Patient") self (O Spouse O Child (O Other
f Insured Soc. Sec: Insured Birth Date:
L)
| Employer: Ins. Company:
i
i' Address = Address:
: ~ Address 2: ¥ i * Address 2:
City,State,Zip: City,State,Zip: )

Rem. Benefits: .00 Rem. Deduct: .00
[—Seconduy Insurance Information

Name of Insured: Relationship to PatientO) Self (O Spouse O Child (O Other

Insured Soc. Sec: Insured Birth Date:

Employer: Ins. Company:

Address: Address:
Address 2: Address 2:
City, State,Zip: City,State, Zip:

Rem. Benefits: 00  Rem. Deduct: .00




TIME 11:46 AM Meade & Meade D.M.D., P.S.C. DATE 7/25/2011

'MEDICAL HISTORY

PATIENT NAME h Birth Date

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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes (O No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes (O No If yes, please explain:
Have you ever had a serious head or neck injury? O Yes (O No If yes, please explain:

Are you taking any medications, pills, or drugs? O Yes O No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? (O Yes (O No

Are you on a special diet? O Yes O No

Do you use tobacco? O Yes O:No

Do you use controlled substances? ) Yes () No

—Women: Are you -

| PregnanUT rying to get pregnant?o YesO No Taklng oral contraceptives? () Yes O No Nursing? O Yes (O No { |

[~Are you allergw to any of the followlng? e

. [J Aspirin [] Penicillin [} codeine [] Acrylic  [[] Metal [] Latex [] Local Anesthetics

| [[] Other If yes, please explain:

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

| AIDSHIV Positive . (O Yes(D No | Cortisone Medicine O Yes(O No | Hemophilia O Yes(O No | Renal Dialysis O Yes(O No

| Alzheimer's Disease (O Yes(O) No | Diabetes O Yes(O No | Hepatitis A O Yes(O No | Rheumatic Fever O YesQ No

| Anaphylaxis O Yes(O No | Drug Addiction (O Yes(O No | Hepatitis BorC O Yes(O No | Rheumatism O Yes(O No
Anemia O Yes(O.No | Easily Winded O Yes(O No | Herpes O Yes() No | Scarlet Fever ' O YesO No

| Angina (O Yes(O No | Emphysema O Yes() No | High Blood Pressure () Yes() No | Shingles O Yes(O No
| Arthritis/Gout (O Yes() No | Epilepsyor Seizures () Yes(O) No | Hives or Rash O Yes(O No | Sickle Cell Disease O YesO No

| Adificial Heartvaive (O Yes(O No | ExcessiveBleeding (O Yes(O No | Hypoglycemia O Yes(O No | Sinus Trouble O Yes(O No

| Aificial Joint O Yes() No | Excessive Thirst (O Yes(O No | Imegular Heartbeat (O Yes(O No | Spina Bifida O vesO No

| Asthma O Yes( No | Fainting Spelis/Dizziness O Yes (O No | Kidney Problems (O Yes(O No | Stomach/intestinal Disease O Yes O) No

| Blood Disease O Yes() No | Frequent Cough O Yes(O No | Leukemia O Yes(O No | Stroke O YesQ No |

| Blood Transfusion O Yes(D No | Frequent Diarrhea O Yes(O No | Liver Disease O Yes(O No | Swelling of Limbs O YesO No |

| Breathing Problem O YesO No | Frequent Headaches (O Yes(O No | Low Blood Pressure (O Yes(Q No | Thyroid Disease O vesQ No

| Bruise Easily O Yes(O No | Genital Herpes (O Yes(O No | Lung Disease O Yes() No | Tonsillitis O vesQ No

| Cancer (O Yes() No | Glaucoma O Yes(O No | Mitral Valve Prolapse () Yes (O No | Tuberculosis O YesO No

| Chemotherapy O Yes(O No | HayFever O Yes( No- | PaininJawJoints (O Yes(O No | Tumors or Growths O YesO No

| Chest Pains O Yes(O No | Heart Attack/Failure () Yes(O) No | Parathyroid Disease (O Yes(O No | Ulcers QO Yes(O No

| Cold Sores/Fever Blisters O Yves() No | Heart Myrmur O Yes(O No | PsychiaticCare (O Yes(O) No | Venereal Disease QO YesQ No

] Congenital Heart Disorder() Yes(O) No | Heart Pace Maker O Yes(O No | Radiation Treatments() Yes() No | Yellow Jaundice QO YesO No

I Convulsions O Yes() No | Heart Trouble/Disease () Yes(D No | Recent WeightLoss (O Yes (O No

] Have you ever had any serious iliness not listed above? O Yes O No If yes, please explain:

—— — SEE—— ———— e e ——————— ——

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE

e L R S




Telephone (606) 325-2520

M Meade & Meade, D.M.D., P.S.C. Fax (606) 325-8371
Jeffrey L. Meade, D.M.D, : 1124 Bath Avenue
Sherry D. Meade, D.M.D. Ashland, KY 41101

PAYMENT POLICY

1. PAYMENT IS EXPECTED DAY OF SERVICE UNLESS PRIOR ARRANGEMENTS ARE
MADE WITH THE BUSINESS OFFICE. PAYMENTS CAN BE MADE BY CHECK, CASH, VISA,
OR MASTERCARD. '

2. Ifitis determined that treatment will consist of more than one appointment, the
business office will require thé patient to sign a treatment plan with an explanation of the
patient's financial responsibility during each visit.

3. If the payment policy which the business office and responsible party discussed has
not been fulfilled, the treatment may be delayed until these financial commitments have
been met.

4. We will be glad to file your insurance claims at no additional charge, but you will be
responsible for the percentage not covered by your insurance. The percentage given at

the time of service is only an estimate, if after your insurance has been received and there

is a balance you will be responsible for the billed balance.

5. TO HELP CUT DOWN ON ANY ADDITIONAL BILLING COSTS, WE ASK THAT YOU PAY

YOUR PATIENT LIABILITY ON THE DAY OF SERVICE. THIS INCLUDES ANY

DEDUCTIBLES THAT NEED TO BE MET,

6. We are a participating members of Delta Dental of KY Premier and Metlife insurances.
This does not include Delta Dental USA, meaning that these payments may be sent to the
patient. We require this payment within 72 hours after our office has received this notice.

7. Any child under 18 must be accompanied by a parent during the Initial visit. The parent
will sign a consent form for any treatment that is needed thereafter. That parent will be
held responsible for payment regardless of any court-ordered support.

8. ANY ACCOUNT PASSED DUE FOR A PERIOD OF NINETY DAYS WILL BE SUBJECT TO
COLLECTION. ANY COST INCURRED IN COLLECTION WILL BE ADDED TO YOUR

AMOUNT DUE,

| CERTIFIED THAT | HAVE READ, FULLY UNDERSTAND, AND ACCEPT THE FOREGOING
TERMS. t

SIGNATURE

DATE




EFFECTIVE JANUARY 2012:

INSURANCE CLAIMS PAST 90 DAYS OF DATE OF SERVICE

WILL BE CLOSED OUT AND BALANCE TRANSFERED
TO PATIENT RESPONSIBILITY.

Meade & Meade, D.M.D., P.S.C.

ACKNOWLEDGEMENT OF NOTIFICATION OF
NOTICE OF PRIVACY PRACTICES

- *You May Refuse to Sign This Acknowledgement™*

| acknowledge that | have been notified of this office’s Notice of Privacy Practices.

{Signature}

{Date}
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