Canal Denlistry
1930 Indianapolis Rd.
wrawiorgsville, IN 47533
(765)364-1740

Welcome to our Offica!
Patient information (Confidential)

MName Preferred Name
Fire Midcie Last [rees—
Maiden Name Any other last names we may have had for you?
Birthdate 558 Home Phone
Cell Phone Email
Street Address _
City State Zipcode
Check Appropriate Box: O Minor O single 0 Married O Divorced O Widowed O Separated
Patient ar Guardian's Employer Work Phone e
Spouse's Name Employer Work Phone
Persan to Contact in Case of Emergency Phone
Whorn may we thank for Referring you?
When was your last dental visit? What was it for? S N

Responsible Party Information (if other than salf)

Name of Person Responsible for Accaunt Birthdate

Relationship to Patient s Driver's License# }

Address City State Zipeode

Bhone Email is this person 2 patient in our office? COvYes ONo
Payment Information

For your convenience we offer the following methods of payment. Please check the option you prefer.
Payment in full is required at each appointment.
2 Cagh O Check O visa 0 tasterCard O CareCredit £ wish to discuss office payment policy

Insurance information

Name of Insured Relationship to Patient

Birthdate S5# o Date Employed

Name of Employer Union or Local 4 Work Phone__ o
Insurance Company Name Group# Palley/1D#

Do you have Secondary Insurance? OYes ONo  fyes, complete the following:

Mame of Insured Relationship to Patien:
Zirthdate = 358 Date Employed

Mame of Employer Union or Local & Work Phane
Insurance Company Name Group# Folicy/iD#

Signature X Date




T 1543 PM CHAD CAMAL DDS

Eaglesoft Medical History

Patiefit Mame: Bt Chavhe:

Diate Createck

Although dental personne primarnily treat the area n and arourd your mouth, your meuth = a part of your entre body. Health problems that you may e, of medcabon that you may be takang, o

Are you under 8 physician's care now?

CrYes (o ifyes
Have yeuever been hospitaleed or had amajor operation? 3 ves O o if yes
Have you aver had a sefious head or nack injury? 2 Yes () Mo If yes
Areyou taking any medications, pills, or deugs? Crves (O Mo If yes
Oe wou taks, ar have you Taen, Phen-Fen or Redu? U‘ res () No If yes
HMaee you ever taken Fogpmax, Boava, Artansl ar any ather £y ves ) Mo TF ye2
med cations captaning bisphasphonates? B
Are you on 8 special diet? CiYes CiNo
Do youuse tobatoo™ Chves O Ne
Do youvsecontrolled substances? Lites CiNe If yes
N ATE 00
Pregnant/Trying to get pregnant? MNursing? Taking oral contraceptives?
Are you allerges (o oy of the Frl!qui'
A% pHrE Peniciilin Codere Aervhc
Metal Latex T Sulfabrugs Local Anesthetas
Other? 1f yes
Do you huve, of have you had, any of the followng?
AIDSMIV Positive Cives (Mo | CortisoneMedidne Cives (Mo |Hemophila () fes (iho | Radiation Trestments O ves (ko
hieimer s e g Oives Mo Diataaten Cives Mo Hepatits & ) ves (1Mo BeceniWeighiLoss O Tes ]
Ar by T3 ¥es (Mo | Drug Addiction ) ves (Ciha  |HepatitisBorC () res CiNg  |Renal Dialyss Llves L[N0
Anemig CiYes (dHo | Easily Winded {i¥es (IHe |Herpes Yes ()Mo |Rheumetic Fever ) Yes [ Ha
angina (iY¥es (dNo |Emphysems (jYes (iMoo |HiphBlood Pressue () ¥es (JMa |Rheumatizm Cives (o
Erthritis Gout (Ifex (tHo | Epllepsyer Seirums {(Yes (JMa |HighCholestenl i ¥es Chho | Scariet Fewver () ves )Mo
artificial Heart Valve Cives (Mo | ExcessiveSleedng I ¥es )Mo |Hives arRash i ¥es ONo [Shingles LI Yes L) o
artificeal Jort “ives CiMa | Bwcessive Thirs ives (b |Hypoghoema Yes Mo [Sckie Cell Diseme Yo fia
kithma CiYes ino | Famting Soelis iOimness i Yes (I Ma | Erreguiat Heartbeat ¥es (WMo | Srus Trouble ) Yes ) M
Blood Disease (Y Yes (Mo |FreguentCough (7 Yes Ho |KidneyProblems I Yes (WMo | SpinaBifica () ves (na
Blood Transfusion D Yes (Mo Frequent Disrrhea Cives (YHe Leukemia Wes () Mo SRamach/Intestinal Disoae fes i
Breathing Prablems Oi¥es (Mo | Fregeent Hesdaches Cives (hho  |LiverDisease () fes (JHo |Stroke O Yes (I ho
Hriige Easlly Oy ves Mo Genital Herpes O Yes Mo |LowBlood Pressre Cyves (Mo | Swelling ofLimbs ves Mo
yCEr Dives Do | Glaucama (¥es (IMa  |Lung Desease ) Yes (Ma | Thyrald Disedse ) Yes ) Na
Chematherapy TivYes Mo HMay Fever Oy ves ) Ha Micral Valve Prolapse Y Yes ] Mg Tonsilles L) Yes i P
ChestPains Cives (O No | Heart Attack/Failume Cives (Ota | Dsteapornss (Y ¥es (iNo |Tubsrculoss O ves O
Cold Sores Fever Blisters O Yes (Mo Heart Murmur CiYes (hHo Pain inlaw Jeints 0 Yes ) i Tumoars or Growths Yes Py
Congemntal Heart Disorder ) Yes (i MNe reart Facemaker Oy Yes Ot |Parathyrobd Disosse Y Yes (Mo |Wicers Yes tio
Convul o Cives Oitio Heart Trouble/Dizsme Oives (e |Psychastric Cate Yes (Mo |VenerealDhsesse £ Yes Py
Yellow Jaundice Yes 1Mo
Have you ever had any serious iliness not listed above? (1 ves Qe IF yg

Commznta:

T the best of my knowledge, the guestons on this form have been acourately answered,

1 understand that oroniding noorrect mvformabion can be dangerous 1o my (o pavent's) heaith, Lemy
reapmnaidity to inform the dental office of any changes m medcal status.

Sgnature of Patient, Parent or Guardan:



Canal Dentistry

Gffice Policies:

Thank you for choosing us as you Dental Health Care Provider. The following is a
statement of our office policies. Please read carefuily and sign prior to treatment.

Regarding insurance:

We will file your insurance. However, you must pay your portion at the time
services are rendered. It is your responsibility to see that your insurance has paid
their portion in a timely fashion. Please notify us of any insurance changes. The
contract is hetween you and your insurance company. We will do what we can to
assist you, but it is ultimately your responsibility.

Account:
if for any reason your account is sent to a collection agency for collection, you will

be responsible for any court and/or attorney fees. A fee of $50.00 will be charged
for any returned checks.

Missed Appointments:

A fea will be charged for missed appointments or last minute canceliations. We
request a 48 hour notice for any cancelled appointments. Please keep in mind we
are closed on Friday’s.

Please inform us if your address, telephone number, insurance paolicy, or any
other pertinent information has changed since your last visit prior to your
appointment.

| HAVE READ AND UNDERSTAND THE POLICIES LISTED ABOVE:




Financial Responsibility Agreement

® By signing below, [ guarantee that the information presented above is true and
accurate. I give permission to Canal Dentistry to submit information to the insurance(s)
that I have provided information fo collect fees for services provided.

e [understand that I am responsible for all charges even those not paid by insurance. In
the event payment is not made in a timely fashion I agree to pay all collections costs
incurred by all parties such as court costs, actual reasonable attorney’s fees and
collection agency fees. My signature to this document may be used as a “signature on
file” for the appropriate billing to a third party payer. By signing this I understand my
co-pay is due when I am seen. This is an attempt to collect a debt and any information
will be used for that purpose.

Signature Date




NOTICE OF PRIVACY PRACTICES

Purpose: This form, Notice of Privacy Practices, presents the information that the
federal law requires us to give to our patients regarding our privacy practices.
(Note: this form may need to be changed to reflect the dental practice’s particular
orivacy policies and/or stricter state laws).

We must provide this notice to each patient beginning no later that the date of
our first service delivery to the patient, including service delivered electronically,
after Aprii 14, 2003. We must make a good-iaith attempt to obtain written
acknowledgement of receipt of the notice from the patient. We must also have
the notice available at our office for patients to request to take with them. We
must post the notice in our office in a clear, prominent iocation where it is
reasonable to expect any patients seeking service from us to be able to read the
notice. Whenever the notice is revised, we must make the notice available upon
request on or after the effective date of the revision in a manner consistent with
the above instructions. Thereafter, we must distribute the notice to each new
patient at the time of service delivery and to any person reguesting a notice. We
must also post the revised notice in our office as discussed above.

| HAVE READ AND UNDERSTAND THE PRIVACY STATEMENT ABOVE:

X Date




