] Jeremiah L. Harris, DMD
- 1005 West Market St | Suite 3 | Athens, AL 35612 | (256) 232-1401

Welcome! So that we may provide you with the best possible care, please complete both sides of this medical / dental history form.

All information is completely confidential.

PATIENT INFORMATION

Name: Age: Birthdate:
First Middle Last

Address: Apt. #

City: State: Zip:

SSN: Home Phone: Cell Phone:

Place of Employment: Number of Years:

Work Phone: Name of Insurance Plan:

Spouse’s Name:

_SSN:

Place of Employment:

Number of Years:

Work Phone:

INSURANCE INFORMATION:

Date of Birth:

Name of Insurance Plan

RESPONSIBLE PARTY INFORMATION:

Name: Name:

Address: Address:

Subscriber ID: SSN: Subscriber ID: SSN:
Phone: Work Phone: Phone: Work Phone:

Place of Employment:

Place of Employment:

If yes, please list:

Date of Birth: Cell Phone: - Date of Birth: _ Cell Phone:
Name of nearest relative or friend not living in your household: Home Phone:
Address: City: State: Zip:
PATIENT MEDICAL HISTORY
1. Have you been under the care of a medical doCIOr in The DAST B YBAIST ...veov oo eeseese e et eee oo e eeeseeeeeesens [Jyes [] no
If yes, for what?
When was your last physical exam? Physician’s Name:
Address: City: State: Zip: .
2. Haveycutaken any.medication ordrugsdnthe [35H2 Years? o omn nimssmn s i e i EI yes [ ] no
3, Areiod taking anymedication; drgs, OrRISINEWR s o e s e e S T S A e e Fe [yes [] no
If yes, please list name and dosage:
4. Are you aware of having an allergic reaction to anything (Medicing or OthENT ......cooiov et e e er e [lves ] no
If yes, please list:
5. Haveyou had surgery inthe [ast fiVe (B) YOarST ... o ios vies oo stsrsesssssssss e dossssssibsssssbsbons o sa it at seimasiaseranons [Jyes ] no
If yes, what type:
6. Indicaie which of the following you have had or have at this time. Check ves or no on each item.
Heart (Surgery, Disease, Attack)....[ ]yes [ ] N0 UICErS...cooiiieeiiioieieeee, [lyes [l no  Hepatitis A {infectious) B (serum)......... Clyes [ no
GhEshEP AT o srsmsmmomaston ] [TJyes (I no Diabetes... SRR ..[yes [J no  Venersal Disease.... ...cccoovvvvviverieeann. [Jyes [ no
Congenital Heart Disease..............[_Jyes [ 1 no  Thyroid Problems ............................ [dves (1 N0 ALDS. et Cyes [ ne
HEar MU b [Jves [ 16 GEGCOMA.. s [ves [] no  H.LV. Positive .. cevveeeneeee L ¥E8 [ ] NO
High Blood Pressure......................[ ]yes [ ] no  Contact Lenses..........ccccceceoeuenee. _Jyes [ ] no  Cold Sores / Fever Bllsters e L] yeESs [] o
Mitral Valve Profapse........ccccccueeee.d [yesi] | i6 EmphySEmEceeeermnm o [Jyes [J no  Blood Transfusion ...........ccoeveeeevnnn... Clyes []no
Artificial Heart Valve......................... [dyes (] no  Chronic COUgh...cecveeeveiriirrerennn, Cyes T[] no Hemophilia ...ooeeeeeeeeeeeeee e Clyes [] no
Heart Pacemaker.......o.occoceivevenn) [(yes [ no  Tuberculosis.........ccccoeevevcceeccinceeee. [ 1y8S [ N0 Sickle Cell DISASE....ooomeeeeoeeeeevesrsi, [yes []no
Rheumatic Fever .........ccvnmianend [lyes [ no  Asthma.....ccvoioniooncnes [ y68 [ 10 BrUISE EASIY..covvoceeeerceceerecsrrs [Jves [ no
-Arthritis/ Rheumatism.................. [Iyes [Jno  Hay Fever......cccome. L1¥es [] N0 Liver DISEESE......oooeeeeeeeeeee. [Myes [ no
Cortisone Medicing.......cccooeceee. [ Jyes [ no Latex Sensitivity ....coceececvecececeeee. [ yes [ no  Yellow Jaundic .v.eereneeevennin. [Clyes [] no
Swollen AnkIgs ......cooocvievieciiin ] [Myes []no  Allergies or HiVes .......cccocecooveeee. [ yes ] no Neurological DiSOrders.....o ... [COyes [] no
Stroke .. e I o I R o (o D13 £ (-5 100 o[- TS — [lyes [] no  Epilepsy or Seizures........... .[lyes [ ] no
Diet (Spema\ / Restrictedi.............. [Jyes [] no  Radiatior Therapy........ccocoooocevnnes [Jyes [] no  Fainting or Dizzy Spells...... [CDyes [Jno
Artificial Joints (hip, knee, etc.)......[ Jyes [] no  Chemotherapy ...........ccooeeevereienen. [lyes [] no  Nervous/Anxious.................. .Clyes ] no
Kidney Trouble... we] Y8 0 UGS s inasnsas [lyes [] no Psychiatric / Psychological Care .........[ ]yes [] no
7. Doyou have or have you had any disease, condition, or problem Not IStEA? ......oooviieeeeeee et [lves []no

8. Women, are you:

Pregnant[Jyes [ ] no

Nursing [_Jves [ ] no

Taking Birth Control Pills[ ]yes [ ] no

(over)




DENTAL INFORMATION
Previous Dentist's Name: Phone:
Address: City: State: Zip:

ACCOUNT INFORMATION
Person responsible for payment of professional services:
Address (If different from patient): Apt. #
City: State: Zip: Phone:

FINANCIAL POLICY .
IN OUR CONTINUED COMMITMENT TO PROVIDE THE HIGHEST QUALITY OF DENTAL HEALTH CARE AVAILABLE TO ALL OF OUR
PATIENTS AND TO HAVE THOSE SERVICES COMFORTABLY AFFORDABLE, WE HAVE CREATED A FINANCIAL POLICY WITH THE
MAXIMUM FLEXIBILITY FOR OUR PATIENTS’ INDIVIDUAL NEEDS.

1. CASH OR CHECK
On service $1000 or more, we offer a 10% discount for amount paid in full with cash or cashier’s check, 5% if paid with a credit card.
2. CREDIT CARDS
We will accept MasterCard or Visa as payment for your dental charges as payment in full as services are rendered.
3. INSURANCE BENEFITS
We will as a courtesy, process your insurance claims here in our office which will relieve you of this time consuming and compilicated
burden. We do require you to pay your deductible and estimated payments at the time of each visit.
IF INSURANCE DOES NOT PAY WHAT HAS BEEN ESTIMATED, YOU WILL BE RESPONSIBLE FOR YOUR ACCOUNT BALANCE
HERE. THE BALANCE IS NOT WITH YOUR INSURANCE COMPANY, IT IS WITH THE RESPONSIBLE PERSON ON YOUR ACCOUNT.
4. A convenient line of credit can be arranged for all your dental needs which are administered through Care Credit. You will be required
to complete an application and be approved to participate in this payment plan. Care Credit will provide you with a dental line of credit
that is similar to your MasterCard or Visa, but with these added benefits to you:
A. 90 days free interest.
B. Your existing credit cards remain open for your personal use.
C. You can make monthly payments.
D. There are no prepayment penalties if you elect to pay off your revolving dental line of credit.

So that we know which payment arrangement best meets your needs, pleasecircle 1 2 3 4
Insurance can be filed if you sign below releasing information and authorizing assignment of benefits and you agree to pay your estimated

portion. If insurance does not pay what has been estimated, you will be responsible for the difference. The doctors cannot be responsible
for collecting your insurance ciaim or for negotiating a settlement on a disputed claim.

Signature: Date:

PERMIT FOR DENTAL SERVICES FOR A MINOR
Signing this permit does not obligate you to accept dental services for your child.

| being the parent / guardian of do hereby authorize and request the performance
of dental services for the patient and to do whatever procedures are diagnosed by the dentist that performs the dental examination.

Signed: Relationship: Date:

FOR OFFICE USE ONLY

What brought you in to see us today?

What is most imporiant to you concerning you or your child’s dental health?

a. esthetics b. comfort c. longevity d. functicn
What’s most important to you concerning your relationship with the dentist or dental staff:

a. trust b. friendliness ¢. communication d. respect e. competence f. other

How do you know that ___isthere?

Do you make health care decisions based on what is...

a. POSSIBLE b. NECESSARY =




Dental Associates of Athens
1005 West Market Street Suite 3.
Athens, AL 35611 '
256-232-1404

Thank you for choosing us as your dental health care provider. We are committed to your successful
preventive and restorative dental care. Please understand that the payment of your bill is considered a
part 0] your dental visit. The following is a statement of our financial policy which we require you to read
and sign. FULL PAYMENT IS REQUIRED (OR ESTIMATED INSURANCE PORTION) AT THE TIME OF
SERVICE. If you are unable to pay your estimated portions on each visit, we do offer financing. Our
financing here requires an approved credit check. There will be a $2.00 monthly service charge and an
1% interest rate (12% annually) charges to any account with a balance over 90 days old. (interest rate
subject to change) . '

INSURANCE BENEFITS

The balance in our office is your responsibility whether your insurance pays or not. We can not bill your

insurance unless we maintain current insurance information, Your policy is a contract between you, your
employer, and your insurance company. We are not a part of that contract.

Some companies will accept claims from us, but will send the insurance payment to the employee that is
the policy holder. We will file' your insurance for you, but your bill is due the day of service. Our charges

are in range of what is usual and customary for our area. You are responsible for payment regardless
of any insurance company's arbitrary determination of usual and customary rates.

Itis your responsibility to know your insurance plan and coverage. We give estimates here based on the
most recent information that our patients provide us. This information is not a guarantee that your
insurance will pay the estimated amount. Please request a pre-determination of benefits if you need to

know the "exact" amount your insurance will pay. (This usually takes your insurance company 4-8 weeks).
MINOR PATIENTS

The aduit accompanying minors (or guardian of the minor) is responsible for full paymgnt according to
the above. We cannot accept assignment on insurance unless the parent or guardian signs the
information sheet as the responsible party. We do not work through divorce agreements or court
judgements. If you bring a minor for an appointment, you will be held responsible for the account here. We
will provide you with the receipt to collect your money for the responsible party.

APPOINTMENTS

Patients are seen on an appointment basis. Please make an appointment for all visits. A broken

appointment prevents us from taking care of someone else. Please inform us 24 hours in advance if you

are unable to keep your appointment. We reserve the right to charge for appointments cancelled or
broken without a 24 hours advance notice. ;

| will be responsible for any interest on my account if my account balance is over 90 days. { will be
responsible for any legal fees and collection charges if my account is delinquent.

I have read, understand, and agree to this financial policy.

Signature of patient/ parent/ guardian

Date

Social security number,




Dental Associates of Athens, LLC
Jeremiah L. Harris, DMD

1005 W. Market St. Suite 3
Athens, AL 35611

(256) 232-1404

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

As required by the heaith insurance portability and accountability Act of 1986 this practice may use your
personal heaith information for the purposes of treatment,

Payment or health care operations. The specific
uses and disclosures that we intend to make are described in our notice of information practices. You have
the right to review the notice of information practices prior to signing this consent form. You may request
restrictions on the uses and disclosures described in the

‘ notice of information practices by requesting the
“restriction request” form. You may revoke this consent at any time by signing and dating the revocation
form. All form are available by request. . '
Consent Section

1, : (print name) hereby consent to the use and diselosure of my
protected health information for the purp

0368 of treatment, payment, and health care operations. My
“protected health information"” means health information, including my demographic Information, coliected

r health care provider, a health plan, my employer,
i ormation relates to my past, present, and future
physical and/or mental heaith condition.

| understand that | may request restrictions on the uses and disclosures of my health information at any
time. | further understand that Dental Associates is not required to accept my restriction request,

| understand that | may revoke this consent at any time,

in writing; except to the extent that Dental
Assoclates has taken action in reliance on this consent. . ’

escribed In the notice of privacy practices. A revised notice
may be obtained by contacting the office.
Signature of patient or personal representative Date
Print name of patient or personal representative Date
Description of personal repfesentative'l aufhorlty ‘ Date

Please list anyone that you authorize to brin
make decisions or discuss dental care.

1.

g youlyour child to dental visits and allow to

2,

3.




