TIME 07:51 AM DATE 4/22/2026
PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:{_|Policy Holder ~ |_|Responsible Party Preferred Name:

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

Birth Date: Soc Sec: Drivers Lic:

[:; Responsible Party is also a Policy Holder for Patient ﬂPrimary Insurance Policy Holder E} Secondary Insurance Policy Holder

Patient Information
Address: Address 2:
City: State / Zip: o Pager:
Home Phone: k Wofk Phone: k Ext: Cellular:
Gender: | |Male [ |Female [ |Unknown Marital Status: [ IMarried | |Single [ IDivorced | [ ISeparated | |Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: {11 would like to receive correspondences via e-mail.

Section 2 Section 3

Employment ™ gy Time [ |Part Time [IRetired Referred By
Status: Previous Dentist

Student Status:|_|Full Time [ ]Part Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Contact #

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information
Name of Insured: Relationship to Insured:{_|Self [ISpouse [ JChild | _Other
Insured Soc. Sec: Insured Bu'th Date:
Employer: ’ Ins. Company:
Address: Address:
Address 2: ‘ Address 2:
City, State, Zip: - o City, State, Zip:

Rem. Benefits: Rem. Deduct:

Secondary Insurance Information -
Name of Insured: Relationship to Insured:{_|Self [Ispouse [ JChild [ |Other
Insured Soc. Sec: | Insured Birth Date:
Employer: - Ins. Company:
Address: ’ - Address:
Address 2: R Address 2:
City, State, Zip: City, State, Zip:

Rem. Benefits: Rem. Deduct:




Time 7:52 AM Pure Morth Dentistry PLLC

Eaglesoft Medical History
Patient Name: Birth Date:

Date 422/2026

Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is 3 part of your entire body. Hed&wm&atwumyhmxmmmﬁuatymumybetaﬁng,c%

Are you under & physician's tare now?
Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck imjury?
Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?
Have you ever taken Fosamax, Boniva, Actonel or any other
Are you on a spedal diet?
Do you use tobacco?
. Do you use controlled substances?
o
[ Pregnant/Trying to get pregnant?

m:gouﬂergictqmv&fﬁﬁ fekwing?

£ Z 335553585683 88F8G¢F¢F

Ifyes

If yes

Ifyes

Ifyes

If yes

Ifyes

yes

If yes

Hemaophilia

Hepabtis A
Hepatitis B or C
Herpes

High Blood Pressure
High Cholesterol
Hives or Rash
Hypogtycamia
Irrequiar Heartheat
¥idney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Diseasa

Mitral Valve Prolapse
Osteopaorosis
Painin Jaw Joints
Parathyroid Disease
Psychiatric Care

Recent Wieight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism
Scariet Fever
Shingles

Sickle Cedl Disease
Sinus Trouble

Spina Bifida

StomachIntestingl Disease

Stroke

Swelling of Limbs
Thyroid Dissase
Tonsillitis
Tuberaulosis
Tumors or Growths
Ulcers

Wenereal Disease
Yellow Jaundice

: To the best of my knowledge, the questions on this form have been atcurately answered, Tunderstand that providing incorrect information can be dangerous to my (or patient's) health. Ttismy
. responsibiity to inform the dental office of any changes in medical status,




PATIENT CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

* Treatment (including direct or indirect treatment by other healthcare providers
Involved in my treatment);

* Obtaining payment from third party payer (e.g. my insurance company);

* The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and secure a copy of your
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information, and my rights under HIPAA. 1
understand that you reserve the right to change the terms of this notice from time to time
and that I may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any
use of disclosure that occurred prior to the date I revoke this consent is not affected.

Signed this day of , 20

Print Patient Name:

Relationship to Patient:

Patient Signature:




