Olive Branch Dental

SMILES FOR ALL AGES

PATIENT REGISTRATION
PATIENT PERSOMAL INFORMATION
Last Mare Flrst Midd e
Birth Date 55N Sex Marital 5tatus
Address Clty State Zip
Cell# Hormre # Ermall
Erregerncy Contact Errergency Contact Phone #

Referml Type (How did you hearabout =Y

PERSOM RESPONSIBLES/SUARANTOR FOR PAYING BILLS [If self. skip to next section]

Last Marme Flrst mMidd e

Birth Cate S5M Sex MaritalStatus

Add ress City State Zip
Cell# Hore # Errall

DO YOU HAVE PRIMARY DENTAL INSURANCE ¥____ N DOYOUHAVESECONDARY DENTALINSURANCE ¥ N

G moup Moyiarme @ moup Moy Mame
Ireurarce Mame Ire urance Marre
Phore & Phore &
Ernp ke r Mame ErmnployerMame
SubscriberLast, First Subscriber Last, First
SubscriberiD Birth Date SubscriberiD Birth Date
Subscriber5sm [*rgud by ey S UBEC TIDETSS M [ *Pauad iy woov frasonci)
Subscriberadd ress Subscriber Add ress
C ity State Zip C by State Zlp
Reltlors hip to Patient Reltirs hip to Patient
COMSEN

& Al e v patie nts wil b sche i bed for o canso!fa tan far the e flest wisie This cana/ta tan indludes the aral exam, ¥-rays and a b afmenf
mwan Before the mmprehenshe oral evam of your teeth, gum s and mou th the doctor will go over your medical hlstory, dental histony,
and any oral healthworres $-rays and intra-om! giciunes wil! b foke nduning thisappoinfme nt. The doctor wdd not gerform the ol
exam wiithau [ radiographs as they aMow the doctor fo see wnderneath the gums fodetect bone lass decay, and caku s boid-up This
wil! help the doctor make the proper diagnosis Sece nt radiograghs canbe sent to us Fom anather dental affice; haowever, they mu st be
of diag no st gualty and no mare than s manths old. Plea s be oware that o denfal CLEAKING /s not guonnteed the some doy ospour
rnsudtabian. We hawe fo determineg poor denfal needs and cancerns first, then mllar paore hyglens frea fment. The canwiim ban canclades
with o treafme nt phan tha tis fnMored o pour needs ond designed o preve nf srnal! lssoe § from ge tiing bigger o nd more sxpenshe,

=  [herehy oo thoelee Staff fo oke X-rays photograghsond any other diagnostic aids deemed aporogriate by fo make o thoroogh diag nasis
of my dentl needs, Upon wch diagnasds, Joutharle o pedformn aVl recomm ended frea fment mo fwally ageeed woon by me and o & mploy
ich asvistance as reguied o growde proge s care. |cansent o the v of appropriate medim tonand therapy as desmed necessarny.

= | hereby au thorlee payment of the dental benefits, otherwilse poyable tome, divectly to the offiee. | agree to be responsihle for all chare s
By dental services and mate sial s nof pakd by my déntal bene it plan

& By signing helow, |eerplfy tha bl read and welte Englshand | have read, fully ondecstand, and agres i3 the ahawe affice nolide s

Signoture of Patient or Re sponsible Party Date

ver 2 3de rew 1211727 COMPLETE BOTH SIDES Page 1of 4



PATIENT MEDICAL INFORMATION

Are you currenthy unde rcare ofa Physician?
Hawe you had any 2= rigis illness, operationar been
hos pita [eed ?

Havwe you ever had aserious head or neck injury ?
A wou currenthy ta king any medication, pilk, or
drugs?

Hawe you ever take n Fomamax, Boniva, Actanel, or
any othe r medications containing bEphosphonates?
Howe o e take nothe diet control drug Fe n-Phen?
[ you e a kkoholic beverages?

O you chew [ smake tobacca inany orm?

bo you e controlled substa nces?

E L I's

A pirin i) Ma () Yes
Loca | fnes thetics i) Mo () Yes
Penicillin i) Mo () Yes
WOMEN ONLY: ARE YOU?

Pregmant / Trying to ) Mo () Yes
BOYOU HaVE, OR HAD ANY S

A0S HIY Infectian i) Ma () Yes
Ane mid i) Mo () Yes
Artificial Heart Va he O Mo ) Yes
Autaimmune Disase ) Me () Yes
Ereathing Problem ) Me () Yes
Chemathera py ) Ma () Yes
Congenital Hea rt DEorder i) Ma () Yes
Diabetes i) Mo () Yes
E mphysema ) Ha ) Yes
Excess we Thirst ) Me () Yes
Freog e nt Diar rhes {2 Ha ) Yes
& ucoma ) Ma () Yes
Heart DEease | Troublke ) Ha ) e
Hema philia i) Mo () Yes
Herpes ) Me () Yes
Hives / Rash ) No () Yes
Kidmey Proble me ) Ha 8 Vs
Low Blaad P s ume i) Mo Wi
O tea paros & ) Mo () Wes
Piyr hiatric Care 1 N ) es
fenal Dislysi ) Me ) Yes
Scarlet fever ) Mo ) Yes
Sinuz Trouble ) Ma () Yes
Stro ke i) Ma () Yes
Tonsillite i) Mo () Yes
Ukers i) Ma () Yes
Anything not mentioned above () Mo () Yes

ADDITIONAL COMMENTS

Olive Branch Dental

EWILES FOR ALL ASES

) Ma (iWes  H¥es, please explain

Ko () ¥es W ¥es, what illness or proble m?

) Me (I es  [yes, pleaie explain

Ot OVer  Hyes,what?

) M () Wes

Mo () es

1M () es

) M () es

) M () Yes
Code ine 1 Ha (Yes
A rilic Mo (ves
Sults Drugs Mo (ives
Taking oralcontrace ptives ) Me ()Yes
Al heimer's Deease 1 Ha (ives
Angina Mo (e
Artificial Joint O e ) ves
Bload Dise ase 1 He T Yes
Bruise Easily ) Me () Yes
Chest Pains ) Ma () et
Canvukions (1 He ()¥es
Drug Addiction A Ha (Yes
Epilepsy /5 i ures CIHa ()Yes
Fainting Spelk / Dirriness ) M (ves
Freg uent Headsches CIHa (iYes
Hay Fewer ) Me () Yes
FeEart Murmur CIHa () Yes
He patit 4 O He ) Yes
Hig h Blood Press une ) M (ives
Hypoglyce mia ) Me () Yes
L b et i CIHa (iYes
Lung D= ase 1 Ha ()Yes
Bain inlaw loints Mo (ives
Pad iation Treat me nis 1 Ha (ves
Rhe uratic Fewver ) M (ives
Shing lex ) Me () Yes
Spima Bifida ) Ma () Yes
S [ling of Limbs 1 Ha ()Yes
Tuber uloss Mo (ives
ene eal DiEease 1 Ha (ves

Latex fubber
Meta b
Other

Hursing

AnaphybxE

Arthrite f Gout
Asthms

Blaod T ransfusion
Cancer

CodSams ) Fever BlE e
Careane Medicine
Eagiky Winded

Excess ive Bleeding
Fregue nt Cough
Genital Herpes

Heart dttac k ! Failume
Heart Paoe e r
Hepatite BorC

High Choleste ral
Irregular Heartbeat
Liver DEease

Klitral Va e Probapse
Farathyroid Disease
Fece nt Weight Loss
Rheumats m

Skl Cell DErase
Stomach ) Intesti na | DE case
Thytroid Disease
Tumas /& mowths

e liow Jaund o=

i) Yes
i) Yes
i) Yes

) Yes

i) Yes
i) Yes
i) Yes
) Yes
) Yes
) Yes
i) Yes
i) Yes
) Yes
) Yes
) ¥es
) Yes
) Yes
i) Yes
) Yes
) Yes
) ¥es
i) Yes
i) Yes
i) Yes
) Yes
) Yes
() Yes
i) Yes
i) Yes
i) Yes

& &

&

Qo000 000000000000000000000 O OO0
FFSf S F SO FaOAOONT

g &

Tor the best af my knowledge, the gueibans an this farm have bee naco na ey answensd. | o nder sfand that prowviding dncarrect infarma Bancan be
dange rou § fomy (or pablent’s) health, It lsmy re spansihity o infarm the denol affice afany changes inmedcal sto ws

Signature of Patient or Re sponsible Porty

vy X g ey 1311527

COMPLETE BOTH SIDES
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Olive Branch Dental

SWILES FOR ALL ASES

DENTAL QUESTIONMNAIRE
fessanfor the v it
[t of your et exam Date of your Bt cleaning
[t of wour et full s ries x-rays Date of bt cavity detection
hame of previous Dentiet Fhone #
How often do you brush your teeth? How ofte n do you floss your teeth?
k wour drinking water fluo ridated 7 ) Me (Jves  Doyourgums bleedwhile brushing or flesing? ) M (0 Yes
A wour teeth s nsitive 1o hot, cold or swee t57 i) Ma ) Wes Doyou get freguent feve r bliste s, mouth vkers, orsores
an your lips of inyaur mauth? L he () es
Havwe you ever had burning of the tong e ar crac king of Dayou notice popping, clicking or some ness ofthe ws
the cor e s of your mauth? ) Mo () ¥es  ar paints just in front of the eam? i) Mo ) Wes
bo you ck nch orgrind your teeth? ) Me (IWe:  Doyouweardentures of partinE? ITYes, date of
phcement? ) M () Yes
Are you happy with your de ntures? ) Me (IWes A you having any specific proble me with your testh,
gune, o mauthat this time? ) M () Yes
[ you have problers with tee th/fillings breaking? ) M (0 Yes Hawe wou ever had any prolonged bleeding following
extractions? ) Mo ) ves
[ you have, or have you eve r bren o, that you have Dayou have difficulty inopening your mout hwide by? i) e ) Wes
Piarrhea | Pe riodontal DEease)? i) Mo ) Wes
[ you have an unpleazant tate aradar in your [Does food caic h batwes n your teeth? i) Ma ) Wes
e thy mauth? i) Ma ) ves
ADDMIONAL COMMENTS
ACKNOWLED GEMENT OF RECEIPT OF MOTICE OF PRIVACY PRACTICES

| have recelved a copy of this office’s Natlce of Privacy Pract kes

Plase Print Marme

Signature of Patient or Re sponsible Party Date

For Office Use Onky

We afiomgied to obiain writien ac hu'.hi:dg,cm:Mn‘l eceiptof our Motice of Privcacy Practices, but acknvwledgement coull notbe obiained eowee:
() it il refused io sign

I:I Comamanic aticn arries prohibied ob@ining the acnowledge ment

I'.:I AN oimergen oy s tion presented o fiomobtaining ac no wiedge meni

() Oher jFlease specidy

ver 2 3de rew 1211727 COMPLETE BOTH SIDES Page 3of 4



Olive Branch Dental

EWILES FOR ALL ASES

OFFICE POLICIES
Thank you for choosing ouroffices asyour dental health @ne prosid er. We believe that all patens des e the very best dentalcae we @n proside. Belowane the
lstof our Office Polickes whhich we e uie thatyou read and sign oo rio 2y treatmaint &0 patie s mast comple te ourFa tent Regetation foms bede seeing the
dentist.
Financ il Poli

B oving dns wrmnce:
four comgplete isuEnce information mustbe presented atthe time serdaoes ane provid ed. isuRnoe chims cannot be @cdaed . Fe-avthorzgation fromyour
insuranc e may be requined bedore amy work @n be done to protect you from unegpecied p@yment nespons bities. Tour BuRnce & 2 contact betseen you, your
emplbyer, and the insuranoe comparg. ¥ ean not a @y to thatonac. bemaliruance & ot meantto be a “py-al’ its only meantto be anaid. Office will file
chimon your behalfa masimumof teo times & 3 couresy. Afterwhich patient will be biled and may request a copy of the clim to submét manually. Hyou hawe anyg
guestions regad ing your cowerage, you sho uld contact your ins uranoe @rner. 1S yurresponsibility o keow your coverage. We ma ke every effon o provide foryou
an accu@te estimate with the ind maticn you and your ireuance provides . Fease be geane that yourgatient responsib ity estimates are only an app o smaton
ard may change as we acyuire moe infionmation from your insua e . e uanoe oo ays and dedus tibles mustbe p@id atthe time of sercce. Horam eason wour
insuranc e does not @y is expected portion fora completed procedue, that baknce will become the respors bilty of the patient 2 statementof BEnoe dee will be
gememated and sentio wou. Fmse be awae thatthe proces of isuance billing and 2witing of patient aoount may ccour sometime afteryou date of serdace.We
alhways strtve io erns une all insunoe payment infonmation and patient responsibilles ae comect Aliraoices ane due and payable within 30 days of serdce. Intenest
will b charged on past due imoioes atthe e of 1.5% per month | 18% perannumg . in the event it becomes neoessainy to bunn your acooun ijs) overio a collection
agency of use an attomey, the es porsible p@ry promses 1o @y, in addition 1o the amount due, allcosts of oolection,coun oos &, and easona ble atomey fes.

et
Wiz acceipt the billewing e of paymant: Cash, Chec k Money Ordir, Visa, Masteraind, Disoover, Amerian Exgress, and Cane Credit. 41 etunned checks vwill b
subjectto a 52500 wturned check fee. This fee ooveirs the processing fees owuroffice inours. Paymant in full s due at the time seraces ane rerdoned unless an
ageemaent ha been reached in wniting between the office and the p@tient For major sork dentures, @k, orosn, 2ac), 3 S0 deposit s reguined o stan the
procedune and the remaining balanoe will be due upon delven.
Befund Policy:
Fou may discontinue treatmantand reguesta efund 3t any time. We will efund 3y amount p@id fortreaume ntthat you did not eceke. Please be asane tat afer
tihe treatment & comglketed, itis none refundable. Thisinchdes, but & not imded to initia l seres sueh as eams, Rdiograp s, ceanings, 2. Al efunds will be
processed ack o the nrq_n:l'lnrmn‘l paymeint, exceptcash paymizints wihic b will be eiurded by check. & refurd requess . ca b orcredit and may Gle up o 15
bisiness days to process. Ay efund of p@yment o ngirated through thidd pary kerders mist be refurded o the original account. Please oonact the thid gary
lernder for mowe infonmation eganding their refurd polioy as processing o f refunds may not be refiecied on an account forup to 2 billing oy bs . Refunds for
prosthetics |Dentures, partal dentunes, orowre, etc) and appliances | night guands, cear abgners, etainers, spao maintainers, etc) are awibhble howeser, all fees ane
built inio the prices of the prosthetics or appliance. These fees incude the makenaifees, the @b fees, the Bbor fees, and the shipping fees. A Bh fees are inclded in
the prie of ary prosthetic, howeyer, if you choose o d fcontinue the reatment, the b fee will stilllbe chaged to youraccount

Mo-Show Policy
Cwr office defines a “Mo-show” appointment as any scheduled a ppointment in which the patient either: Does not amse 1o the appointment; Cance b with less than 24
houe’ notice : &rrkes mone than 10 ménvies bie and & cors eguently unabe io be seen.
dmpoct of o "B Show Anpointment:
"Noshow" appoirtbmenis lavea sq_nrh:rrl mgatiae imgact on our practoe and the cae we provide 1o our patents. Whena patent “noshos” ascheduled
appointmentit. Potentally jeopardizes the health of the *no-showing” atient. & unbin [and fristating) to other @tents thatwould have Blken the appointman
ot and disrespects not only the providers time, butalko the time of the entine clinic staff.
H:I'Ill'*ﬂﬂi:lﬂ Geiting o M i
fppe inbment Oonfirmatio n
Wi willl atteimg tto con@ct you one sines s days and two hours bedoe your scheduled appoirtment to condinm yo urvisit. i we ane urable to spea kowith you and
must leawe a message, you will eed o contact office bedo e the appointment, othersse the appoimment will b cnoeled and marked & a *nos how®.
Absays Arrke 500 Minuies Earky
wikan yiou schedule an office wisit with s, wioexpectyou 1o amke at our practice 5-10 minuies prior o yoursc heduled vic B This alows time fr you and our staff o
addirass amy s uranoe or biling guestions and,'orto oo mplete ary eoessany @ Eneo ik e foe the scheduled visit.
Shre 14 Hours' Notice i You Need o Canoel
Wihen you need to @ncelorrebooka schedu e visit, we eapectyou to conactour offioe o Bterthan 24 hours befone the sched uled vsit. Thisaliows s a
reasonable amountof time o detemdine the most ap propriate way to eschedule your e aswell & ghong s the opporiun ity o ebookthe now acant
appointmen tsiot with ancther patient. Hitis lkess than 24 hours efone your appointmentand something comes up, plkase gve & the courtesy of a phone @il
Con sequenc es of “Wo-Sho w ppointments
* i you miss 3 or morne appointmen s within 90d 2ys, you may be d & mssed from the clinic.
* Patient dismssal & atthe discretion of your dentaljprovider and the pectioe manager.

* Hyou ae dismissed from the dlinic, your remaining sche duled ajppoirtments will B ancelied.

* Cinly emergenoy dienta | teatment will be offered swithin the fist 30 days of demissal

* Reapplication to the clinc after a sivmonth period after iniial dsmssal ktterwill be cosidened by yourden@l prosd er and the pactioe manager.
By signing below, 1ce that | mad and wrie E and | have ead  fully urdes@and, and agee o theabowe o fice @ lickes.

Signature of Patient or Responsible Party Date
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