“WELCOME TO TIMMONS DENTAL”

Patient Information

Patient’s first name: Mi Last

Address:

City: State: __ Zip Code: Email:
Hm#: Cell#: Wki#

DOB: SS#: Employer:
Male/Female Single/Married/Divorced/Widowed

WHAT DO YOU DISUKE ABOUT YOUR SMILE?

ARE YOU INTERESTED IN A BRIGHTER AND WHITER SMILE? YES/NO

Responsible Party Name (if not self)

Address:
City: State: Zip:
Phone: Relationship to patient:

Primary Insurance — Subscribers name:

Relationship DOB SS#

Employer INS Company

Secondary Insurance — Subscribers name:

Relationship DOB SS#

Employer INS Company

**PLEASE PROVIDE COPY OF INSURANCE CARD & DRIVERS LICENSE**



Time 8:46 AM Timmons Dental, LLC Date 2/9/2021

Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is 3 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? Yes | No If yes I ) - l
Have you ever been hospitalized orhad a major operation? Yes | ' No If yes | o I
Have you ever had a serious head or neck infury? “i¥es (No If yes I J
Areyou taking any medications, pills, or drugs? iYes Ne If yes I ]
Do you take, or have you taken, Phen-Fen or Redux? iYes i No If yes | N |
Have you ever taken Fosamay, Boniva, Actanel or any other Yes @) No Ifyes | !
medications containing bisphosphonates? =
Are you on a special diet? ) Yes
Do you use tobacco? i Yes No
Do you use cantralled substancas? & Yes & No If yes [— o j
Women: Are you...
i Pregnant/Trying to get pregnant? |l Nursing? [ FTaking oral contraceptives?
Are you allergic to any of the following?
[ Aspirin || Penicillin A Codeaine = Acrylic
[]Metal (] Latex 1 Sulfa Drugs [JLocal Anesthatics
Other? [ If yes ’— o J
Do you have, or have you had, any of the following?
AIDS/HIV Positive i Yes INo Cortisone Medidne “iYes I No Hemophilia “iYes ( No Radiation Treatments i Yes ('No
Alzheimer's Disease 'Yes ') No Diabetes iYes ("'No Hepatitis A 1 Yes () No Recent Weight Loss T Yes (i Ne
Anaphylaxis (" Yes |1 Ne Drug Addiction " Yes " No HepatitisBorC " Yes " No Renal Dialysis ) ¥es (' Ne
Anemia o Yes No Easily Winded Yes i ) No Herpes “iYes ) No Rheumatic Fever “iYes 1No
Angina i Yes ('No Emphysema “i¥es (_'No High Blood Prassure Yes ' No Rheumatism i Yes | No
Arthritis/Gout . Yes () No Epilepsy arSeizures 'Yes «_ No High Cholesterol Yes | No Scarlet Fever i Yes () No
Artificial HeartValve i Yes (_'No Excessive Bleeding “i¥Yes () No Hives or Rash i Yes «  No Shingles TiYeas () No
Artificial Joint Yes No Excessive Thirst ‘Yes  No Hypoglycamia 'Yes  No Sickle Cell Disgase i Yes " No
Asthma “'¥Yes  No Fainting Spells/Dizzness  Yes No Irregular Heartbeat Yes | ' No Sinus Trouble “iYes (1No
Blood Disease I Yes (  No Frequent Cough 'Yes | No Kidney Problems Yes No Spina Bifida i Yes () No
Blood Transfusion " Yes ' No Frequent Diarrhea 'Yes (  No Leukemia Yes No | Stomach/Intestinal Disease Yes () No
Breathing Problems ZiYes ) No Frequent Headaches ) Yes No Liver Disaase iYes No Stroke Yes ('No
Bruise Easily Yes ' No Genital Herpas 'Yes (  No Low Blood Pressure Yes No Swelling of Limbs “iYes (. Neo
Cancer (¥Yes (' No Glaucoma “iYes (. Ne Lung Disease ‘Yes No Thyroid Disease iYes ('Ne
Chemotherapy . Yes ( 'No Hay Fever iYes ( 'No Mitral Valve Prolapse Yes | No Tensillits i Yes ) No
Chest Pains . Yes  No Heart Attack/Failure »Yes ) No Osteoporosis ' Yes  :Ne Tuberculosis i Yes () No
Cold Sores/Fever Blistars 'Yes | No Heart Murmur Yes No Pain in Jaw Joints ~'Yes | ' No Tumors or Growths i) Yes ) No
Congenital Heart Disorder . Yes ' No Heart Pacemaker ‘Yes «  No Parathyroid Disease ' Yes ' No Ulcers Yes (' No
Convulsions ' Yes ) No Heart Trouble/Disease “iYes ' Ne Psychiatric Care “iYes () No Venereal Disease “iYes (' Ne
Yellow Jaundice . Yes < iNo
Have you ever had any serious illness notlisted above? i Yes I No [fyes L
Comments:

To the best of my knawledge, the questions on this form have been acaurately anawered. [ understand that providing incorrect information can be dangerous to my (or patient's) health. [tis my
respenaibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



TIMMONS DENTAL

P.O. Box 161899 . 1821 Old Furnace Road . Boiling Springs, SC 29316
Phone : (864) 578-8344 Fax : (864)578-9255
drtimmonsdental@gmail.com

Patient Full Name (PRINT) DOB

Authorization for Disclosure of Medical Information: The privacy of your medical information is
important. We will discuss your medical condition with person(s) you designate.

DO YOU WANT TO DESIGNATE A FAMILY MEMER OF OTHER INDIVIDUAL WITH WHOM THE PROVIDER
MAY DISCUSS YUR MEDICAL CONDITION? IF YES, WHOM? (Circle and complete one)

YES- The provider may discuss my medical condition with the following family member or other
individual:

NO-The provider may not discuss my medical condition with any family member or other individual.

You may revoke/cancel or modify/change the above designation, but the revocation or modification
must be in writing.

Signature: | hereby authorize the disclosure of my medical information as described above.

Patient/Patient’s Representative Signature: Date:

PRINT Name (if Patient’s Representative:

Relationship to Patient (if Patient’s Representative:

Staff:




PATIENT CONSENT FORM

I understand that | 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
1936 (HIPAA). | understand that by signing this consent | 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 payers (e.g. my insurance company)

® The day-to-day healthcare operations of your practice

I'have also been informed 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. | understand that you reserve the
right to change the terms of this notice from time to time and that | may contact you at any
time to obtain the most current copy of this notice.

I understand that | 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 these restrictions.

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

Signed this day of ;20

Print Patient Name:

Relationship to Patient:

Signature:

Practice Name: Timmons Dental

Address: 1821 Old Furnace Road, Boiling Springs, SC 29316



Payment Agreement

Timmons Dental
P.O. Box 161899
1821 Old Furnace Road
Boiling Springs, SC 29316

We are committed to providing you with the best possible dental care. Our fees reflect our
professional commitment 10 excellence. In order to achieve these goals we need your assistance
and understanding of our payment policy. We offer the following methods of payment and fees:

¢ Payment in full is due at the time of service; with insurance, without insurance, or with a
discount plan.

s For patients with insurance, we will accept payment directly from the insurance
company, but require that the non-covered fees be paid at each visit.

e We partner with Care Credit for a financing option. To apply go to www.carecredit.com
or call 1-800-365-8295.

Important Information Regarding Your Insurance:

1. Your dental benefit program is a contract between you, your employer, and the insurance
company. We are not a party 10 that contract. This office files your insurance as a
courtesy to you.

2. Not all dental services are a covered benefit in all contracts. It is your responsibility to
know your benefits.

3. You (not the insurance company) are responsible to us for all of our fees for services
rendered to you. We do not accept Medicare, Medicaid, or any umbrella company
with them.

4. An ESTIMATE will be given of the benefits that the insurance company is expected to
pay. Remember that this is only an ESTIMATE and that the actual cost may vary.

We will gladly discuss your proposed dental treatment and answer any questions you might have
to the involvement of your dental benefit program in receiving this care. We appreciate the
opportunity to serve you.

Patient or Responsible Party Date



Timmons Dental
P.O. Box 161899
1821 Old Furnace Road
Boiling Springs, SC 29316

CANCELLATION POLICY AGREEMENT

Effective 2/11/19

Timmons Dental is committed to providing all of our patients with exceptional
care. When a patient cancels without giving enough notice, they prevent
another patient from being seen.

PLEASE call us at 864.578.8344 to give us 24 hour notice prior to your scheduled
appointment to notify us of any changes or cancellations. To cancel a MONDAY
appointment, please call our office by 12 noon Friday. We do understand that
emergencies happen; please just try to give some notice. If prior notification is
NOT given, you will be charged $30 for the missed appointment.

Please sign below to consent to these terms.

Date:

{Patient Signature/parent/guardian if under 18)



