TIME 03:38 PM

ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Chart ID:

D Responsible Party

Responsible Party ( if someone other than the patient )

Work Phone:

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 11/25/2019

Middle Initial:

Last Name:

Address 2:

Soc Sec:

|:| Responsible Party is also a Policy Holder for Patient

|:| Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex: D Male
Birth Date:

E-mail:

Employment [ ]Full Time
Status:

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

Carrier ID:

Work Phone:

D Female

Address 2:
State / Zip:
Marital Status: D Married D Single

Age: Soc Sec:

Ext:
D Divorced D Separated D Widowed

Pager:
Cellular:

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

[ |Part Time

[ |Part Time

Pref. Dentist:

Pref. Pharmacy:

[ |Retired

Pref. Hyg:

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Relationship to Insured:| | Self

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

Rem. Deduct:

[ Ispouse [ |Child [ |Other

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: || Self

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

Rem. Deduct:

[ Ispouse [_|Child [ |Other




Time 3:40 PM Lakshmi 5. Chittajallu DDS. Date 11/25/2019
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is & part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physidan's care now? ) Yes ) No If yes | |
Have you ever been hospitalized or had a major operation? ) yes ) No 1f yes | |
Have you ever had a serious head or neck injury? ) Yes ) Mo If yes | |
Are you taking any medications, pills, or drugs? ) Yes ) No If yes | |
Do you take, or have you taken, PhenFen or Redux? ) Yes ) No If yes | |
Have you ever Elf.e.n Fosamax, Boniva, Actonel or any other ) yes ) No 1f yes | |
medications containing bisphosphonates?

Are you on a spedal diet? ) Yes () MNo

Do you use tobacco? ) Yes () No

Do you use controlled substances? ) Yes )Mo If yes

Women: Are you...

|:| Pregnant/Trying to get pregnant? |:| Mursing? |:|Tak.ing oral contraceptives?

Are you allergic to any of the following?

[ Aspirin [ Penicillin "] Codeine ] Acrylic
[T metal [[Latex [ sulfa Drugs [T Local Anesthetics
COther? (] If yes |

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

ARSI D Yes Mo | Cortisone Medicine Dies (D) No  [Hemophilia TiYes () No |Radiation Treatments i ves () No
s SR D Yes Oino  |Disbetes @) Yes (OMNo |Hepatitis A TiYes (ONo |RecentWeightLoss @) Yes ) No
i (Ci¥es (DMNo  [Drug Addiction @) fes ©)No  |Hepatitis Bor C ©)Yes ©)No  |Renal Dialysis ® Yes ® No
S D Yes Mo (Easiy Winded Dives D No  [Herpes 1 Yes (T)No  |Rheumatic Fever i ves () No
Angina ) Yes (D)Mo  |Emphysema ) ¥es (Mo |High Blood Pressure TiYes I Ne |Rheumatism ® Yes ® No
Arthritis Gout ) Yes (D)Mo  |Epiepsy or Seizures T ¥es )Mo |High Cholesterol TiY¥es (T)No | Scarlet Fever ives (O No
Artificial Heart Valve ) Yes ()Mo |Excessive Bleeding ) ¥es (7)Mo |Hives or Rash )Yes (Mo |Shingles ) Yes () No
Pt ©Yes ©MNo  |Excessive Thirst (@ Yes @ Mo |Hypoglycemia iYes ) No | Sicke Cell Disease © Yes © No
Asthma i Yes (T)Mo  |Fainting Spells/Dizziness (7 Yes () Mo Irregular Heartbeat i ¥es ()Mo | Sinus Trouble ) Yes ) No
Blood Disease CiYes (D)Mo |Frequent Cough D ¥es (O No |Kidney Problems Di¥es ) No | Spina Bifida ) Yes ) No
Blood Transfusion ) Yes ()Mo Frequent Diarrhea 1 Yes ()Mo Leukemia ives ) MNo Stomach/Intestinal Disease () Yes () No
Breathing Problems TiYes (7)Mo  |FrequentHeadaches (TiYes (7)Mo |Liver Disease TiY¥es (TJNo |Stroke 1 Yes (0 No
Bruise Easily CiYes (DNo  |Genital Herpes @ ¥es (D) No |Low Blood Pressure 1¥es I No | Sweling of Limbs ) Yes ) No
Cancer ives )Mo | Glaucoma ) Yes () No Lung Disease iYes ()No  |Thyroid Disease ) yes ) No
Chemotherapy Dives (D No |HayFever ©iYes )Mo |Miral Valve Prolapse TiYes (D)No |Tonsilitis ) Yes () No
b i D Yes Mo |Heart Attack/Failure ©)tes D)Mo | Osteoporosis ©)¥es OMNo | Tuberculosis ) Yes © No
Cold Sores/Fever Blisters () Yes () Mo Heart Murmur TiYes )Mo Pain in Jaw Joints ©)Yes (UNo |Tumors or Growths ® Yes © No
Congenital Heart Disorder (7 Yes (D)Mo | Heart Pacemaker TiYes (7)Mo |Parathyroid Disease TiY¥es ()Mo |Ulcers 1 ves (0 No
P O Yes Oimo  |Heart Trouble/Disease Cies D No | Psychiatric Care i ¥es T)No | Venereal Disease O Yes ) No

Yellow Jaundice ) Yes ©) No
Have you ever had any serious ilness not listed above? @) Yes ) No fyes

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:



————

/ Siniles

State-of-the-Art Family Dentistry

Appointment Policy

Our staff at Southwest Smiles is committed to providing the highest quality of dental care and services
for our patients. Dental procedures require preparation and planning. This includes appropriate staffing,
treatment room availability and material preparation at specific times during our work day. We reserve
specific time blocks in an attempt to meet patient schedules and the urgency of the dental need. If you
have made an appointment with us, that time has been reserved exclusively for you and we have

prepared in advance for your visit. Please be advised of the following requirements:
=  We require 48 hours notice for cancellation of a scheduled appointment

= A cancellation fee of $25.00 will be added for all missed or cancelled appointments with less

than 24 hours notice. Appointments longer than 60 minutes will result in a higher fee.
= |f there are three missed or cancelled appointments without 24 hours notice appointments in a
year time frame, we reserve the right to not schedule any further appointments or to require a

deposit in order to schedule a future appointment.

=  Family emergencies will be taken into consideration.

Signature of patient (or responsible party) Date



————

/ Siniles

State-of-the-Art Family Dentistry

Patient Responsibility

Fees for treatment are due at the time of service. | understand that my insurance will be billed as a
courtesy and it is my responsibility to know and understand the exclusions and limitations of my dental
insurance policy. Should my insurance change, | understand that it is my responsibility to furnish

Southwest Smiles with the new information.

| understand the fees quoted are only an estimate and agree to pay all fees (co-pays and deductibles) in

full, as well as any portion not covered by my insurance company for ANY reason.

Patient Name

Print Name (Responsible Party)

Signature (Responsible Party) Date



————

/ Siniles

State-of-the-Art Family Dentistry

How Did You Hear About Us?

In an effort to learn more about our patient’s preference for contacting us, we would like to ask you to

please take a moment and complete this brief survey.

How did you learn about Southwest Smiles and make the decision to come to our office?

o

o

Friend/Family

Southwest Smiles Website

Web Search

Southwest Smiles Facebook Page
Your Insurance Company

Other

Did you use the website to plan your appointment? [ Yes [] No

Did you read reviews online prior to making a decision? [ Yes [J No

If yes, which one(s)? [ Yelp [ Google+ [ Facebook

] Other

If you were referred to our office by a person, we would love to thank them.

Name of Person Who Referred You:

Additional comments
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