TIME 11:43 AM DATE 9/23/2022

PATIENT REGISTRATION

10 Chart ID:
First Mami: Last Name:; Middle Initial:

Patient Is: |::| Policy Holder DRespnmih]: Party Preferred Mame:

Responsible Party ( if someone other than the patient )
First Mame: Last Name: Mdiddle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec; Dirivers Lic:

[ IResponsible Party is also a Policy Holder for Patient [ ] Primary Insurance Policy Holder [[] secondary Insurance Policy Holder

—— Patient Information
Address; Address 2:
City; State / Zip: Pager:
Home Phone: Waork Phone: Ext: Celtular:
Sex: [ | Male [JFemale Marital Stamus: [ |Married [ |Single [ |Divorced [ |Separated [ |Widowed
Birth Drate: Age Soc Sec: Drivers Lic:

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

Section 2 Section 3
Emplﬂgmﬁtijm Time [JPart Time [CRetired
tatus:

Student Status: || Full Time [ JPart Time
Medicaid TD: Pref. Dentist;

Empleyer 10: Fref. Pharmacy:

Carrier [D: Pref. Hyg:

Primary Insurancs Information
Name of Insured: Relationship to Insured: [ |Self [ |Spouse [_|Child [ | Other
Insured Soc. Sec: [nsured Birth Diate:
Employer: Ing. Company:
Address; Address:
Address 2: Address 2
City, State, Zip: City, State, Lip:
Rem, Benefits: Rem. Deduct:

——— Secondary Insurance Information
Mame of Insured: Relationship to Insured: [ | Self [lspouse [ IChild [ _]Other
Insured Soc. Sec: Ingured Birth Date:
Employer: Inz, Company:
Address: Address;
Address 2 Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduet:




Time 11:43 AM Dr. Clay Keith Dr, Faul Denson
Eaglesoft Medical History

Birth Date;

Cate §/23/2058

Patiant Mamet Date Created;

Although dental personnel primarily Teat the ares in 2nd 2round your mouth, your mouth ks a part of your entire body. Health problems thet vou may have, or medication that you may be tking, ¢

Are you under s physician’s care now?

Hava you ever been hospitalized orhad a major operation? ChYes (O
Have you ever had a serious head or neck injury? TiYes (T
Areyou taking any madications, pills, or drugs? Ti¥es
Do you take, or have you taken, Fhen-Fen or Redux? i Yes i
Have you ever taken Fosamas, Boniva, Actonel or any other ™) yas
medications santaining bisphosphoraes? o 5
Are you ona special dist? Di¥es O
Do you use tobacca? Oy ver
Do you usecontrolled substancas? (¥ Yes
Wiomen: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing?

m;maﬁer_g:tum\rui’hfnﬂmm?

[~ Azpirm
[ Metal

Other?

Yes i

™ Penicillin

[ Latex

O you hanee, or have you had, any of the folowing?

AIDSHIY Positie
Alzheimer's Dicases
Anzphylmés

Anemia

Angina

Arthritis! Gout

Artifical Meartvalve
arcfidal Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Eruige Easily

Cancer

Chemetheramy

Chest Pains

Cold Sores/Fever Blistem
Congenital Heart Disonder

Convulsions

Haveayou ever had any serious iliness not listed above?

T

fes

FEZEZEEEEEEEERE

3 &

Cortisone Medine
Ciabetes

Drug Addiction

Easily Winded
Emphysama

Epilepsy or Seizuns
BExcesgive Bleading
Bucessive Thirst
Falnting Spelis/Dirxiness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaugoma

Hary Fever

Hezrk Attack/Failuns
Hagrt Murmur

Heart Pacemaker
Heart Trouble/Dis ease

hYes (T

g

g

Mo

‘Mo

Yag

| Yes

}Yes

I-Yes

CiYesg

Yes

-_._ Yeg

s |

Yes |

Yoz

Yes

e

Yz

fes

Yeg

Ifyes

If yes

Ifyes =

fyes )

Ifyes

IFyes

i ves = B

__ Taking oral contracentives?
[~ Codeine " Aerylic
[ sulfaDrugs " Leocal Anesthetios

If yes E= = =
_~_Nn H:mu;hlh (*Yes (iMo |Redistion Treatmests i¥es (iMNo
“iNg |Hepatitis4 _‘¥es (TiNo | Recent\WelghtLoss i_tYes I ND
TiMNe  |HepattisBorC TiYes Mo |Renal Dialyss TiYes i
TiMg  |Hempes (_ifes ‘Mo | Rheumatic Fever ie¥es 3No
'Ha |HighBlood Pressmee T)¥es TiNp  |Rheumatism Tiver UNa
TiNg  [HighCholesters] Yes (Mo | Scarlet Pever i Yes )Mo
“vMa |HivesorRash i¥es ) No | Shingles iYes ()Mo
“i%g | Hypoghrcamia Tives (Ne | Sidkde Cell Disease Yes ' No
_iNa.  |IrregularHeartbeat _i¥es Mo | SinusTrouble iYes (M
Titip | Kidney Problems iYes (Mo |SpivaBifida _i¥es {iNa
Timio [Leskemiz Ti¥es TiMo | Stomach/Intestinsl Disssse  "ives 7 Mo
TiMe | UverDiseass Tives i Ma  |Stroke Ci'fes Mo
“iMo |LowBlosd Pressume Yes ‘Mo |Swelling of Limbs Ci¥es (Mo
Mo [Lung Disease (hres (iNa  [Thyroid Dissese Yes ()i
(TiMo | Mitral Valve Prolepse i¥e= (1Mo | Tonslis i¥Tes 1Mo
_‘'Mo  |Osteopomsis iYes ke | Tabérculosis i ¥es (iMo

‘Mo |Fain inJaw Joints Te¥es (Mo | Tumors or Growths Yes (ifo
_+Ng |Parathyrold Dissase ("Yes iNe |Ulcers (¥ ¥es INo
TiMo  |PeychiatricCare TiYes (oMo |venereal Disease “iYes )Mo

‘fellow Jaundice i¥es (iNo

If yes

To the best of my knowdedge, the questions on this form have been acoirately anawered. Tunderstand that providing incorrect information can be danperous to patisnt's) haatth, Ttism
resparbiity to inform the dental office of any changes in medical status. e % 4

Sgnature of Fatient, Parent or Guardian!

X




B. CLAY KEITH, D.D.S., P.A.
PAUL S. DENSON, D.D.S.

FINANCIAL POLICY

Thank you for choosing us as your dental care provider. We are committed to providing you
excellent care and payment of your bill is part of successful treatment. Please read our Financial Policy
and acknowledge your agreement with your signature and date below.

***Regarding Insurance*****

As a service fo our patients we will prepare and submit your insurance claim form. At the time of your
appointment, you will be expected to pay your deductible as well as any portion of the treatment fees that
we estimate will not be covered by your insurance policy. Because of insurance policy changes and/or
necessary changes in treatment plans, your dental coverage may vary from this estimated treatment

calculaion. Please be aware that our estimate for your treatment is that:

an Estimate.

“*There may be a balance on your account after insurance pays, for which you are responsible.
Qur office will submit your claim to your insurance company twice if necessary. Additional submissions
are the patient's responsibility. If your insurance company has not paid the full balance of the claim
within 60 days from treatment date, you will be responsible for paying the balance. Please
remember that your insurance is a contract between you and your insurance company. Cur office is not
part of the coniract,

**In the event that SECONDARY INSURANCE is effective, it will be the responsibility of the patient
to file for secondary benefits to get reimbursed directly, as our office will ONLY file PRIMARY
COVERAGE.

**In the event that MEDICAL INSURANCE or WORKERS COMP. needs to be filed, it will be the
responsibility of the patient to pay up front for all treatment and then we will assist in filing.**

Accounts

A finance charge of 1.5% per month may be assessed to accounts with balances outstanding for
60 days from treatment date. This FINANCE CHARGE represents an ANNUAL PERCENTAGE RATE
OF 18%. In the event of non-payment, the patient or responsible party agrees to pay all the costs of
collection including but not limited to attorney fees, court costs, collection agency fees, etc.
If your check is dishonared or returned, for any reason, you will be charged an additional $30 processing
fee.
Minor Patients

The adult accompanying a minor and/or parent or guardian is responsible for payment of
deductibles or any co-pays at the time of service. Any arrangements between ex-spouses for payment
needs to be handled between them, Our office will not bill separately in those cases.
Missed Reservations

Mo charge will be made for rescheduling an appointment provided 24 hours notice is given.
Otherwise, a minimum charge of $50 (per 1/2 hour missed) will be charged. Once an appointment has
been made, please remember this time has been specifically reserved for you. The missed appointment
fee is not a covered expense of your insurance company.,

| have read and understand the financial policy of this practice and | agree to be bound by its

terms. | also understand and agree that such terms may be amended from time to time by the
practice.

Signature of Patient/Parent/Guardian Date




Effective date of notice: JANUARY 1, 2013
NOTICE OF PRIVACY PRACTICES
THE CENTER FOR IMPLANT AND GENERAL DENSTISTRY
408 EAGLE SPIRIT DRIVE, LINDALE, TX 75771
903-882-6141
FAX: S03-882-3558

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal abligation to keep health information that identifies vou private. We are obligated by law ta give you
notice of our privacy practices. This Notica describes how we protect your health information and what rights you have regarding it.
TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclese your health infarmation is for treatment, payment or health care
operations. Examples of how we use or disclose information for treatment purposes are: setting up an appointment for YOu;
examining your teeth; prescribing medications and faxing them to be filled; referring you o another doctor or clinic for ather health
care or services; or getting copies of your health infarmation from another professional that you may have seen befors us,
Examples of how we uge or disclose your health information for payment purposes ars: asking you about your health or dental care
plans. or ather sources of payment; preparing and sending bills or claims; and collecting unpaid amounts (either ourselves or
through a collection agency or atiomey), "Health care operations” mean those administrative and managerial functions that we
have to do In order to run our office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits, internal quality assurance; personnel decisions; participation in managed care plans; defense of legal
matters; business planning; and outside storage of our records.

We routinely use your health infermation insids our office for these purposes without any special permission. i we nead
ta disclose your health information outside of our office for these reasons, we usually will not ask you for special written permission.

We will ask for special written permission in the following situations: using your photos on our Facebook page, cur website, or for
advertising purposes.
USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
In some limited situations, the law allows or requires us to use or disclose your health information without your permission,
Not all of these situations will apply to us; some may never come up at our office at all. Such uses or disclosures are:
=  when a state or federal law mandates that certain health information be reported for a specific purpose;
= for public health purposes, such as contagious disease reporting, Investigation or surveillance; and notices ta and from
the federal Food and Drug Administration regarding drugs or medical devices;
+  disclosures to governmental authorities about victims of suspected abuse, neglect or domestic violencs;
*  uses and disclosures for health oversight activities, such as for the licensing of dectors; for audits by Medicare or
Medicaid; or for investigation of possible viclations of health care laws:
=  disclosures for judicial and administrative proceedings, such as in response to subpoenas or orders of courts ar
administrative agencies;
=  disciosures for law enforcement purposes, such as to provide information about someone whao is or is suspected to be 2
victim of a crime; o provide information about a crime at our office; or to report & crime that happened somewhere else:
= disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral directors to
aid in burial; or to organizations that handle organ or tissue donations:
. uses or disclosures for health related ressarch:
=  uses and dizsclosures to prevent a serious threat to health or safety,
= Uses or disclosures for specialized government functions, such as for the protection of the president or high ranking
government officials; for lewful national intelligence activities; for miltary purpases; or for the evaluation and health of
members of the fareign service;
disclosures of de-identified information:
disclosures relating to worker's compensation programs;
disclosures of a "limited data set" for research, public health, or health care operations;
incidental disclosures that are an unaveidable by-product of permitted uses or disclosures;
disclosures to "business associates” who perform health care operations for us and wha commit to respect the privacy of
your health infarmation:

Unless you abject, we will alsa share relevant information about your care with your family or friends who are helping you
with your dental care,
APFPOINTMENT REMINDERS

We may call, text, write or email to remind you of scheduled appointments, or that it is time to make a routine
appaointment. We may also notify you of other treatments or services available at our office that might help you. Unless you tell us
otherwise, we will mail you an appaintment reminder on a post card, andfor leave you a reminder messags on your home answearing
machine, eell phone or with someone who answers your phane if you are not home.
OTHER USES AND DISCLOSURES

We will not make any other uses or disclosures of your health information unless you sign a written "autherization farm.”
The content of an "authorization form” is determined by federal law, Sometimes, wea may initiste the suthorization process if the use
or disclosure is our [dea. Sometimes, you may initiate the process if it's your idea for us to send your infermation to someane elze.
Typically, in this situation you will give us a properly completed authorization form, or you can uze one of ours,



If we initizte the process and ask you to sign an authorization farm, you do not have to sign it. If you do not sign the authorization,
we cannot make the use or disclosure. If you do sign one, you may revoke it at any time unless we have already scted in reliance
upen it. Revocations must be in writing. Send them to the office contact person named &t the beginning of thiz Natice,
YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The [aw gives you many rights regarding your health infarmation. You can:
= askus to restrict our uses and disclosures for purposes of treatment (except emergency treatment), payment or health
care aperations. We do not have to agree to do this, but if we sgree, we must honar the restrictions that you want, To
ask for a restriction, send & written request to the office contact person at the address, fax or E Mail shown at the
beginning of this Notice.
= askus to communicate with you in a confidential way, such as by phoning you at work rather than at heme, by mailing
health information to a different address, or by using E mail to your persanal E Mail address. We will accommodate these
requests I they are reasonable, and if you pay us for any extra cost. If you want to ask for confidential communications,
send a written request to the office contact parson at the address, fax or E mail shown at the beginning of this Notice.
=  @skiosee orto get photocoples of your health information. By law, there are & few limited situations in which we can
refuse to permit access or copying. For the mast part, however, you will be able to review or have a copy of your health
information within 30 days of asking us {or sixty days if the information is stored off-site). You may have to pay for
photocopies in advance. If we deny your request, we will send you a written explanation, and instructions about how to
get an impartial review of our denial if one is legally available. By law, we can have one 30 day extensicn of the fime for
us to give you access or photocopies if we send you a written notice of the extension. If you want ta review or get
photocopies of your health infarmation, send a written request to the office contact person at the address, fax or e-mail
shown at the beginning of this Natice,
= ask us to amend your health information if you think that it is incorrect or incomplete. If we agree, we will amend the
infarmation within 80 days from when you ask us, We will send the corrected information ta persons who we know got the
wrong information, and others that you specify. If we do not agree, you can write a statement of your position, and we will
include it with your health information along with any rebuttal statement that we may write, Once your statement of
position and/or our rebuttal is included in your health information, we will send it slong whenever we make a pamitted
disclosure of your health information. By law, we can have one 30 day extension of time to consider a request for
amendment if we notify you in writing of the extension. |f you want to ask us to amend your health infermation, send a
written request, including your reasons for the amendment, to the office contact person at the address, fax or E mail
shown at the beginning of this Motice.
«  get a list of the dizsclozures that we have made of your health information within the past six years (or & shorter period if
vou want). By law, the list will not include: disclosures for purposes of treatment, payment or health care operations:
disclosures with your authorization; incidental disclesures, disclosures required by law; and some ather limited
disclosures. You are entitled to one such list per year without charge. If you want more frequent lists, you will have to pay
far them In advance. We will usually respond to your request within 60 days of receiving It, but by law we can have one 30
day extension of time if we notify you of the extension in writing. If you want a list, send a written request to the office
contact person at the address, fax or e-mafl shown at the beginning of this Notice.
=  get additional paper copies of this Notice of Privacy Practices upon request. It does not matter whether you got ane
electronically or in paper form already. If you want additional paper copiss, send a written request to the office contact
persan at the address, fax or e-mail shown at the beginning of this Notice.
OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right
ta change this notice at any time as allowsd by law. If we change this Notice, the new privacy practices will apply to your heglth
information that we already have as well as to such information that we may generate in the future. If we change our Notice of
Privacy Practices, we will post the new notice in our office, have copies available in our office, and post it on our website.
COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are free ta complain to us or
the U.5. Department of Health and Human Services, Office for Civil Rights, We will not retaliste against you if you make a
complaint. If you want to complain to us, send a written complaint to the office contact person at the address, fax or E mail shown &t
the beginning of this Notice. If you prefer, you can discuss your complaint in persen or by phane,
FOR MORE INFORMATION

If you want mare infarmation about our privacy practices, call or visit the office contact person at the address or pheone
number shown &t the beginning of this Motica,

ACKNOWLEDGEMENT OF RECEIPT

| acknowledge that | received a copy of The Center For Implant and General Dentistry Notice of Privacy
Practices.

Patient name

Signature Date




