TIME 03:39 PM-

1D:
First Name:

Patient Is:[_| Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

[ Responsible Party

Responsible Party ( if someone other than the patient )

[ IResponsible Party is also a Policy Holder for Patient

Chart ID:

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 5/5/2022

Middle Initial:

Work Phone:

Soc Sec:

[

Last Name:

Address 2:

Ext:

Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

[ ]Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:

Sex:[|Male [ |Female
Birth Date:

E-mail:

Employment[™] gyjj Time
Status:

Student Status: || Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Section 2

Work Phone:

Age:

Address 2:
State / Zip:

Ext:
[ IDivorced [ |Separated [ Iwidowed

Marital Status:[_|Married

[]single

Soc Sec:

Pager:
Cellular:

Drivers Lic:

[ 11 would like to receive correspondences via e-mail.

[ Part Time

O

[ |Part Time

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

Retired

Section 3
Referred By
Previous Dentist
Emergency Contact
Emergency Contact #
Credit Card on File
Credit Card Exp.
Credit Card Type

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Rem. D

Relationship to Insured:|_|Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

educt:

[ISpouse [ _|Child

["]Other

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Rem. D

Relationship to Insured:| |Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:
educt:

D Other

[ Ispouse [ |Child




Time 3:40 PM Maples Implant And Sedation Dentistry Date 5/5/2022
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

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, ¢

Are you under a physician's care now? (2 Yes (¥No If yes

Have you ever been hospitalized orhad a major operation? (hYes (¥ No If yes

Have you ever had a serious head or neck injury? ¥es (4 No If yes o

Arevyou taking any medications, pills, ordrugs? i¥es (Mo If yes I e a a N
Do you take, or have you taken, Phen-Fen or Redux? (ies (_iNo If yes IR n o ) )
Have you ever taken Fosamax, Boniva, Actonel or any other ™ yes ™ No If yes -
medications containing bisphosphonates? - i

Are you on a special diet? yYes ( yNo

Do youuse tobacco? ) Yes () No

Dovyouusecontrolled substances? (i¥es ( 3 Mo If yes T 7 R -

‘Women: Are you...

[ Pregnant/Trying to get pregnant? [ Nursing? 7 [ Taking oral cbntraceptiva?
Are you allergic to any of the following?
[ Aspirin ] Penicillin [~ Codeine ] Acrylic
[ Metal [ Latex [ SulfaDrugs i Local Anesthetics
Other? | If yes i -

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

AIDS/HIV Positive “i¥es ( iMNo |CortisoneMedidne iYes (1Mo |Hemophilia (C»Yes (_'No |RadiationTreatments (yYes (INo
Alzheimer's Disease iYes { iNo |Diabetes (iYes (1Mo |Hepatitis& Yes i1 MNo Recent WeightLoss (iYes { 3No
Anaphylaxis (Yes (_yNo |DrugAddiction (Yes ( ‘Mo |HepatitisBorC (i¥Yes { yMo |RenalDialysis r¥es (INo
Anemia i )Yes (_'No |EasilyWinded (3Yes ()Mo |Herpes () Yes (_3No |Rheumatic Fever (iYes (_iNo
Angina (JYes {_)MNo |Emphysema (3 Yes ()Mo High Blood Pressure (dYes ()Mo |Rheumatism () Yes {_)No
Arthritis/Gout (JYes (_iMNo |Epilepsy orSeizures (_»Yes ()Mo |HighCholesterol (hYes ('Mo |Scarlet Fever iYes ()Mo
Artificial HeartValve (J¥es ()No |ExcessiveBleeding (Yes {3Mo |HivesorRash (1Yes ()No |[Shingles ) Yes () No
Artificial Joint {J¥es (_)No |ExcessiveThirst (_3Yes ( yMo |Hypoglycemia (iYes {'MNo |SickleCell Disease () Yes () No
Asthma (i¥es (1Mo |Fainting Spells/Diziness (iYes (1Mo Irregular Heartbeat (yYes (1Mo |SinusTrouble (Yes (_JNo
Blood Disease (iYes ()Mo |FrequentCough (dYes ()Mo |KidneyProblems ()Yes {_!No |SpinaBifida y¥es (3No
Blood Transfusion (JYes (_yNo |FrequentDiarrhea (Yes (Mo |Leukemia (i¥Yes ()No |Stomach/Intestinal Disease () Yes (jNo
Breathing Problems (iYes (yNo |FrequentHeadaches () Yes (iMoo |LiverDisease (%Yes ((yNo |Stroke () Yes (H)No
Bruise Easily (dYes ( :No |Genital Herpes i Yes (iMNo |LowBlood Pressure (1Yes (_+MNo |SwellingofLimbs 1 Yes () Ne
Cancer (J¥es ()No |Glaucoma ()Yes ()Mo |LungDisease i iYes { )Mo |ThyroidDisease (iYes (INo
Chemotherapy () Yes (_iNo [Hay Fever () Yes (JMNo |Mitral Valve Prolapse () Yes (_1No |Tonsilliis Yes (Mo
Chest Pains (VYes (()No |HeartAttack/Failure (»Yes (_iMNo |Osteoporosis (iYes (Mo |Tuberculosis Yes { yMNe
Cold Sores/FeverBlisters () Yes ( )No |Heart Murmur (sYes (‘Mo [PaininJaw Joints ()Yes ()Mo |Tumors orGrowths () Yes {JNo
Congenital Heart Disorder () Yes (' No |Heart Pacemaker (iYes (1Mo |Parathyroid Dissase (iYes (3Mo |Ulcers (iYes ()No
Convulsions ()¥es (_)Ne |HeartTrouble/Disease ()Yes (_yMo |PsychiatricCare (iYes i iMNo |VenerealDisease ()Yes () No

Yellow Jaundice {_iYes ( }MNo
Haveyou ever had any serious illness notlisted above? (iYes () No If yes L - et D — A

Comments:

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

X Date:




DENTAL HISTORY QUESTIONNAIRE

Patient’'s Name Date

Please take the time to complete the following questions so that we may better meet your dental needs.

What is your primary reason for visiting today?

Are you interested in whitening your teeth? Yes No
Do you smoke? Yes No

When was your last cleaning?

What type of cleaning did you have?

Was anesthesia used to do the cleaning? Yes No

Are any specific teeth sensitive to:

Hot? Yes No
Cold? Yes No
Biting / Chewing? Yes No

Please list which teeth are currently sensitive (upper left molar, lower front, etc.)

Have you ever had in the past or do you currently have:

Orthodontic Treatment? Yes No
Night guard made by a dentist? Yes No
A gum infection or treatment? Yes No
Oral Surgery? Yes No
Serious injury to your teeth, jaw, or gums? Yes No
Oral Cancer? Yes No

Bruxism is very common subconscious habit of clenching and grinding one’s teeth that leads to
damage of teeth, their nerves, and supporting tissues (gums, jaws, muscles)

Do you clench and/or grind your teeth? : Yes No
Have you ever had a cracked or chipped tooth? Yes No
Have you ever had prolonged sensitivity following dental fillings and/or crowns? Yes No
Are you rteeth ever sensitive without an identifiable reason

Do you have TMJ disorder or jaw muscle pain? Yes No

Would you be interested in a Cosmetic consultation to discuss possible treatment options to improve
your smile? Yes No



W,

NAPLES DENTAL STUDIO

YOUR CENTER OF EXCELLENCE

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I , have received a copy of
this office’s Notice of Privacy Practices.

(Print Name)

(Signature)

(Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgment
could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgment
An emergency situation prevented us from obtaining acknowledgment
Other (Please specify)

730 Goodlette Rd N #206
Naples, FL 34102
(239) 262-4595



W,

NAPLES DENTAL STUDIO

YOUR CENTER OF EXCELLENGCE

Consent to Dental Photography

L (Patient), authorize Naples Dental Studio, to take
photographs, and/or videos of my face, jaws and teeth, before, during and after treatment.

I consent to allow the photographs to be used for the following:
e Dental Records
e Dental Research
e Dental Education including lectures, seminars, demonstrations, professional publications
such as journals or books
e Marketing material, including websites and printed materials, patient education

| further understand that if the photographs and/or videos are used, my name or other
identifying information will be kept confidential, Financial or otherwise, for the use of these
photographs.

D Check here if you do not want your full face shot used for any of the above purposes.

Signature (Patient) Date:




Credit Card on File Agreement

Naples Dental Studio has implemented a new credit card policy. Much like many other businesses such
as a hotel or car rental agency, attorneys, etc we now have a similar policy where we ask for a credit
card which may be used later to pay any balance that may be due on your bill.

Co-pays are still due at the time of service.

At check in, your credit card information will be obtained and kept securely until your insurance(s) have
paid their portion and notified us of the balance due, if any. At that time, you will be sent a statement
which you will have 30 days to pay. After 30 days, if the bill remains unpaid, we will bill your credit card.

Your ability to dispute a charge or question your insurance company’s determination of payment will
remain unchanged.

If you have any questions about our policy, please do not hesitate to ask.

By signing below, | authorize Naples Dental Studio to keep my signature and my credit card information
securely on-file in my account. | authorize Naples Dental Studio to charge my credit card for any
outstanding balances when due.

If the credit card that | give today changes, expires, or is denied for any reason, | agree to immediately
give Naples Dental Studio a new, valid credit card which will allow them to charge over the telephone.
Even though Naples Dental Studio is not processing the new card in person, | agree that the new card
may be used with the same authorization as the original card | presented.

Visa L_MasterCard L_Discover L. American Express L_

Patient's name (Print): DOB:__/ /
Name on Card (Print): CVV:
Credit Card Number: Exp. Date:_ /|

Please fill out information below for any other person(s) you authorize this credit card
for: Patient’s Full Name (Print):
DOB:_ [/ |/ Patient’s Full Name (Print):

DOB:_ / [/ Patient’s Full Name (Print):
DOB:_/ [/

Credit Card Holder’s Signature: Date:

L_Please check this box if you prefer not to receive a statement and would like us to bill your
credit card immediately for any balances due after the processing of your insurance.




