TIME 02:40 PM DATE 5/18/2020

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 )

Last Name: Middle Initial:

Address 2:

First Name:

Address:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient | Primary Insurance Policy Holder _Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:| |Male _ |Female Marital Status:| | Married __Single _Divorced _|Separated | | Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: __[I'would like to receive correspondences via e-mail.
Section 2 Section 3
Employment [ gy Time | Part Time Retired 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 |Spouse | |Child | | Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: | Self ~|Spouse | |Child | Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Time 2:41PM Waoody L Osborn DMD PA Date 5/18/2020

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

Although dental personnel primarily u‘éat&ea!eanmdamndywnmﬁ:,mmcumssapartofm entire body, Health problems that you may have, or medication ﬁ\aiyoumaybemidwg,(é

Arz you under a physician s care now? g*;y,s Ty No Fyes | i
Have you ever beenhospitalized or had a major operation? 3 Yes i No Hyes : > : i
’ Have you ever had 3 serious head or neck injury? Y Yes {3 No fyes
Areyou taking any medications, pilis, or drugs? ives (CiNo ifyes
Do you take, or have you taken, PhenFen or Redux? s Yes {7 No fyes
e ket oy Ty e O Qe v
Arg you on 3 special diet? i Yes INe
Do you use tobacca? 3 Yes {iNo
Do you use controlied substances? £ Yes {3No Ifyes
:Wamm Are yous...
i {7 Pregnant/Trying to get pregnant? [ Nursing? {7 Taking oral contraceptives?
; A{emalaglcmmyofm following?
. {TAspinn £ Penicillin ™ Codeine {7 Acrylic
: [ Latex 2 Sulfa Drugs o L ocal Anesthetics
Other? s - s
Do you have, or have you had, any of the folowing? B _
AIDS/HIV Positive ©3Yes {3Ne |CortisoneMedidne {%Yes {3No |Hemophila {iYes (iNo |RadistionTreatments ivYes (3No
| Aizheimer's Disease {3Yes {3No |Disbetes £3Yes {3No |HepatitisA i{3Yes {(yNo [|RecentWeightloss iYes (TiNo
Anaphylaxs yYes 3No | DrugAddiction {yves (3Ne  |HepatitisBorC (iYes (Mo  |RenaiDislysis {yYes 3o
Anemia i3Yes {iNo |Easilywinded {3 ¥es {3No |Herpes {3Yes {3No |RheumaticFever Cives (3No
| Angina (iYes {3No |Emphysema {3Yes {iNo |HighBloodPressure {3Yes (O Ne |Rheumatism {iYes {iNo
| Arthritis/Gout {3Yes {3No |Epilepsy orSeizures 3 ves {4Mo |HighCholasteral iYes (3Wo | Scardet Fever {3vYes {iNo
artificial HeartValve % Yes {(3No |ExcessiveBieeding s Yes (i No |HivesorRash 5 Yes {hNo |Shingles 3Yes (HNo
| (Artificialluht CiYes (iNo |BxcessiveThirst 3 ves {3No |Hypoglycemia {ives {9No |SickieCellDisease CiYes (iNo
X Asthma {3Yes {{3No |FaintingSpells/Diziness (" Yes (iMoo |IrregularHeartbeat {sYes (3No |Sinus Trouble % Yes {3No
- Blood Disease ives (3No |FrequentCough s¥es {yNo |Kidney Problems {sYes {iNo |Spinasifids {ives (iNo
Blood Transfusion Cyves {3No |FrequentDiarthea ives TiNo |Leukemia (3Yes (3No |Stomachfintestinal Disease (%) Yes {3 No
' Breathing Problems {3¥es {{3No |FreguentHeadachss {5 Yes {3No |LiverDisease {iYes (Mo |Stroke {ves {3No
Bruise Easily Cives (3No |Genital Herpes ¢i¥es {iNo |LowBloodPressue Cives (INo |Swelling oftimbs ChYes Oy
Cancar Cives {3No |Glaucoma {3Yes {3Ne |LungDisease TavYes (o | Thyroid Disease {3Yes {3No
Chemotherapy €3Yes {yNo  |Hay Fever {3¥es CiNo |MitralValve Profapse CiYes (INo | Tonsititis O Yes iNo
| ChestPains ives (No |HeartAttack/Failure {3 ¥es {3No | Osteoporosis i¥es {jNo |Tuberculosis Cives (no
. ColdSoresfFeverBiistas  (jYes {{iNo |HeartMurmur i3 ves {3No |PaininJaw loints {iYes {3No |Tumors orGrawths {iYes {3No
‘ Congenital Heart Disorder (73 Yes {3 No |Heart Pacemaker {3Yes {3No |Parathyroid Disease {aves (DN [Ulcers (Yes (Mo
 Convulsions ives (3No |HesrtTrouble/Diseasse () Yes {iNo |PsychiatricCare {3¥es {INo |VenereaiDisease ives (3No
E Yellow Jaundice yves {iNo
Have you ever had any serious iliness notlisted above? 3 Yes {aNo wyes b e
4’ To the best of my knowiedge, the questions on this form have been acaxaadyarmered 1 understand that providing incorrect information can be dengerous to my (orpaféent’s)&dm. Itismy
. responsibiity to inform the dental office of any changes in medical status.




Woody L Osborn DMD PA

539 B Highway 80 W | CLINTON, MS 39056 | (601) 924-4751
WRITTEN FINANCIAL POLICY

Thank you for choosing Woody L. Osborn DMD PA. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the cost of optimal care as easy and
manageable for our patients as possible by offering several payment options.

Payment Options:

You can choose from:

e Cash, Check, Visa. MasterCard, Discover. or American Express

e NOINTEREST Payment Plans from CareCredit
¢ Allow you to pay over time with NO INTEREST
e Convenient, low monthly payment plans also available
e No annual fees or pre-payment penalties
Please rote:

Woody L Osborn DMD PA requires payment on or before the completion date of your treatment. If you pay for vour
treatment in full prior to the completion date. and you choose to discontinue care before treatment is complete. vour
refund will be determined upon review of your case.

Woody L. Osborn DMD PA accepts most dental benefit plans, We are happy to submit claims necessary to see that you
receive your benefits. The insurance contract is an agreement between you and your insurance company. You are
ultimately responsible for all charges. We cannot guarantee that any coverage estimated by your plan will be paid once
aclaim is filed.*

A fee 07825 is charged for patients who no show or cancel an appointment without giving 24 hours notice.

Woody L. Osborn DMD PA charges $25 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want or need.

Patient, Parent. or Guardian Signature Date

Patient Name (Please Print)

*However, if we do not receive payment from your insurance carrier within 60 days, yvou will be responsible for payment for your
treatment fees and collection of your benefits directly from your insurance carrier,



HIPAA NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you may be used and disclosed and how you can get access to this information. Please review it
carefully. The privacy of your health information is important to us.

This notice describes the: privacy practices followed by all employees at the office of Woody L. Osborn, D.M.D., P.A. We are required by law to maintain
the privacy of protected health information (your dental records) and to provide you with notice of our legal responsibility and privacy practices with
respect to your dental records. We do reserve the right to change the terms of this notice and make any revisions apply to all the dental records that we
maintain. You will be natified of any changes in our practice.

There are many reasons for which we use and disclose health information. Some of these reasons may require“you prior consent or specific
authorization. Listed below are descriptions of different reasons of uses and disclosures or your medical information that may require your consent.

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may provide information from your
dental record to our billing department, to your dental insurance plan or plans and to our business associates such as billing companies, claims
processing companies or others that assist in processing our health care claims, in order to receive payment for the health care services our clinic
provided you.

Your Authorization: [n addition to our use of your health information for treatment or payment, you may give us written authorization to use your
health information or to disclose it to anyone for any purpose. If you give us written authorization, you may revoke it in writing at any time.

To Your Family and Friends: We must disclose your health information to you. We may disclose your health information to a family member, friend,
or other person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.
Person Involved In Care: We may use or disclose heaith information to notify, or assist in the notification or a family member, or person responsible
for your care, of your lccation, your general condition, or death. If you are present, then prior to use or disclosure, we will provide you with an
opportunity to object. In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using
our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our
professional judgment to make reasonable inferences of your best interest in allowing a person to pick up x-rays or similar forms of health information.
Normal Operations of this Clinic: We may disclose parts of your dental record in the normal operations of this clinic. These may include using a
sign in sheet, providing you with appointment reminders such as voicemail messages, postcards, or letters, and calls about billing issues,

Listed below are uses and disclosures of your dental record that DO NOT require your consent.

1. For public heaith activities: we report information to the health department as it relates to any communicable disease such as tuberculosis.

2. Asrequired by federal, state, or focal law, judicial or administrative proceedings or law enforcement: we make disclosures or provide
information fiom your dental record when the law requires that we report that information to government agencies or law enforcement
personnel recarding abuse, neglect, or domestic violence.

3. For health ovarsight activities: we provide information as required to assist government agencies when they conduct an investigation or
inspection or a health care provider or organization.

4. For specific government functions: we provide information as required by military personnel and veterans in certain circumstances, which may
include national security proposes.

I give my permissior: to Woody L. Osborn, D.M.D. to disclose my or my child’s health information to the following family member,
friend, or other person. I understand that by signing this document that it will remain in effect until I revoke it in writing at any time.
(Please list these pe-sons below)

Patient Rights

Access: You have the right to look at or get copies or your health information, with limited exceptions. You must make a request in writing-to obtain
access to your health information. You may obtain a form to request access by using the contact information listed at the end of the notice.
Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must explain why the
information should be iimended. We may deny your request under certain circumstances.,

Questions and Complaints: If you want more information about our privacy or concerns, please contact us. We support your right to the privacy of
your health informatiori. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human
Services.

Contact Officer:

Melanie Osborn

Phone: 601-924-4751

Fax: 601-924-0866

Address: 539-B Hwy £0 West
Clinton, MS 39056

Signature Date




