DENTAL REGISTRATION AND HISTORY

E PATIENT INFORMATION

Date
SS/HIC/Patient ID #

DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Patient Name Insurance Co.
Last Name
Group #
First Name Middle Initial Is patient coverdlby additional insurance? [ Ye No

Address Subscriber's Namé

Eynal Birthdate

City Relationship to Patient

State Zip Insurance Co.

Sex (M [JF Age Group #

Birthdate ASSIGNMENT AND RELEASE

2 ’ ¢ . | certify that |, and/or my de{@dent(s), have insurance coverage with
] Married [] Widowed [ single ] Minor v ) v
and assign directly to

[ separated [ Divorced [ Partnered for years Name of Insurang

Patient Employer/School Dr, all insurance benefits, if
any, otherwise payabl gndered. | understand that | am

Occupation financially responsible fg Rot paid by insurance. | authorize
the use of my signat |ans.

Employer/School Address :
The above-named formation and may disclose
such informatio pany(ies) and their agents
for the purposs Of obtaining payment for services 38d determining insurance

Employer/School Phone ( ) benefits or thgfenefits payable for related services. consent will end when
my current @¥atment plan is completed or one year from¥@e date signed below.

Spouse's Name

Birthdate ignature of Patient, Parent, Guardian or Personal Rejlasentative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative

Spouse's Employer

Whom may we thank for referring you? Date Relationship to Patient

3 PHONE NUMBERS

Phone ( ) Work ( ) Ext Cell ( )

Spouse’s Work ( )

Name

Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Relationship

Home Phone ( )

Work Phone ( )

DENTAL HISTORY

Reason for today's visit

Former Dentist

have had any of the following:
Bad breath

Bleeding gums

Blisters on lips or mouth

[JYes [JNo Jaw pain or tiredness
[COYes [JNo Lip or cheek biting

Burning sensation on tongue
Chew on one side of mouth
Cigarette, pipe, or cigar smoking []Yes [ No Orthodontic treatment ClYes [No

Gums swollen or tender

[OYes [JNe Loose teeth or broken fillings

[OYes [JNo Mouth breathing [JYes []No
[COYes [JNo Mouth pain, brushing [IYes [ No

Clicking or popping jaw [JYes [JNo Painaround ear [CJYes [No
City/State Dry mouth [IYes [ No Periodontal treatment [OYes [No
Fingernail biting [JYes [[JNo Sensitivity to cold [JYes []No

| visi el
Datp gdestoon el Food collection between the teeth []Yes []No Sensitivity to heat [OYes [JNo
Date of last dental X-rays Foreign objects [Yes [JNo Sensitivity to sweets [dYes [JNo
Place a mark on “yes” or “no” to indicate if you Grinding teeth [JYes []No Sensitivity when biting [JYes []No

[ClYes [1No Sores or growths in yourmouth []Yes [J] No
[OYes [ No
[JYes []No
[JYes [JNo How often do you brush?

How often do you floss?
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Time 6:51 AM

Eaglesoft Medical History(Copy)(Copy)

Thad Pierce Johnston, DDS

Patient Name: Birth Date:
Are you under a physician's carernuw? -\__jﬂy,s Ty Mo If yes -
Have you ever been hospitalized orhad s major operation? ) yes () No fyes
Have you ever had a serlous head or nack injury? )Yes o fyes o
Areyou taking any medications, pills, or drugs? 3 Yes () No If yes B A -
Do you take, or have you taken, Phen-Fen or Redux? () Yes (INo If yes - B
Have you ever taken Fosamax, Boniva, Actonel or any other i Yes () No If yes Qo i
medications containing bisphosphanates?
Are you on a special diet? ) Yes ¢ INo
Do you use tobacco? (7 Yes ) No
Do youuse controlled substances? OiYes OiNo If yes
Women: Are you.., S - ; -
& Pregnant/Trying to get pregnant? | Nursing?
Are you al!ergic to any of the following? B - -
Aspirin Penicillin | Codeine
T Metal [ Latex [~ SulfaDrugs
~ Prophy Paste
Other? | If yes —
Do you have, or have you had, any of the following? (Check all that apply)
AIDS/HIV Positive {:Yes ('No |CortisoneMedidne {)Yes (No |Hemophilia
Alzheimer's Disease 1Yes {)No [Diabetes {)Yes (iNo |Hepatitis A
Anaphylaxs “i¥es (yNo [DrugAddiction )Yes (+No |HepatitisBorC
Anemia () Yes (()No |EasilyWinded {)Yes ()No |Herpes
Angina )Yes ('No |Emphysema )Yes (yNo |HighBlood Pressure
Arthritis/Gout TiYes _'No |Epilepsy orSeizures ‘)Yes (1 No |HighCholesterol
Artificial HeartValve (iYes (“No |ExcessiveBleeding ()Yes ( )No |HivesorRash
Artificial Joint “'Yes (“iNo |Excessive Thirst (yYes {)No |Hypoglycemia
Asthma « Yes ( )No [Fainting Spells/Diziness (") Yes ()Mo |IrregularHeartbeat
Blood Dissase ")Yes ( 1No |FrequentCough .'Yes « 'No |KidneyProblems
Blood Transfusion )Yes 'No |FrequentDiarrhea dYes (yMo |Leukemia
Breathing Problems () Yes ( »No |FrequentHeadaches . ’Yes ( )Mo |LiverDisease
Bruise Easily TiYes  :No |Genital Herpes 3Yes (INo |LowBlood Pressure
Cancer ()Yes {1No [Glaucoma (_iYes (_'No |LungDisease
Chemotherapy “iYes (jNo |Hay Fever {3Yes (1No [Mitral valve Prolapse
Chest Pains iYes (iNo |HeartAttack/Failure )Yes ( 'No |Osteoporosis
Cold Sores/FeverBlistes (™) Yes <) No |Heart Murmur {)Yes (yNo |Paininlaw Joints
Congenital Heart Disorder | i Yes « 'No [Heart Pacemaker {3Yes (No |Parathyroid Disease
Convulsions JYes (1Mo |HeartTrouble/Disease (1Yes (("No |PsychiatricCare
Yellow Jaundice (iYes | iNo
Haveyou ever had any serious illness notlisted above? O ;rzs I No Ifyes s

Comments:

Date 6/29/2022

Date Created:

Ei Takin ;ﬁ:r’al ;o}tra}eiﬁﬁs? v
[~ Acrylic
[ Local Anesthetics

{1Yes ()No |Radiation Treatments CiYes (iNo
)Yes ()No |RecentWeightLoss ()Yes (_1No
()Yes ((jMNo [RenalDialysis () Yes (3No
(O Yes (JNo |Rheumatic Fever )Yes (yNo
{)Yes {)No |Rheumatism CiYes (yNo
{1Yes (JNo |[ScarletFever (hYes (INo
iYes (aNo |Shingles ()Yes ()Mo
(iYes (iNo |Sickle Cell Disease ()Yes (INo
('Yes ()No |[SinusTrouble ) Yes ( )No
 )Yes ()No |SpinaBifida tYes ()Mo
()Yes )No |Stomach/Intestinal Disease () Yes ()Mo
(:Yes (i1No |[Stroke )Yes Mo
»Yes (JNo |Swelling ofLimbs (iYes (No
(»Yes ()No |ThyroidDisease (CiYes (iNo
(Yes ()No |Tonsillis {IYes (O No
TiYes (yNo | Tuberculosis CiYes Tito
()Yes ("iNo |Tumors or Growths ()Yes ((iNo
iYes (yNo |Ulcers iYes (ihNo
(iYes (JMo |Venereal Disease (O Yes (1No




Thad P. Johnston, DDS

Acknowledgement of Receipt
Of Notice of Privacy Practices

Patient Name & Address:

I'have received a copy of the Notice of Privacy Practices for the above
named practice.

Signature Date

For Office Use Only

We were unable to obtain a written acknowledgement of receipt of the Notice of
Privacy Practices because:

Q Anemergency existed & a signature was not possible at the time.
0 The individual refused to sign.
Q A copy was mailed with a request for a signature by return mail.

Q Unable to communicate with the patient for the following reason:

o Other:

Prepared By

Signature

Date




Authorization for Release of Information

Name of Patient Date of Birth

is authorized to release protected health
information about the above named patient to the entities named below. The purpose is to inform the
patient or others in keeping with the patient’s instructions.

Entity to Receive Information. Description of information to be released.
Check each person/entity that you approve to Check each that can be given to person/entity on
receive information. the left in the same section.
U Voice Mail O Results of 1ab tests/x-rays

_Other
QI spouse (provide name & phone number) Q Financial

Q Medical as follows:

O Parent (provide name & phone number) O Financial
U Medical as follows:

O Other (provide name & phone number U Financial
0 Medical as follows

Patient Information

I understand that I have the right to revoke this authorization at any time and that I have the right to
inspect or copy the protected health information to be disclosed as described in this document, |

understand that a revocation is not effective in cases where the information has already been disclosed
but will be effective going forward.

I'understand that information used or disclosed as a result of this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal or state law.

I understand that I have the right to refuse to sign this authorization and that my treatment will not be

conditioned on signing. This authorization shall be in effect until revoked by the patient.

Date

Signature of Patient or Personal Representative
Description of Personal Representative’s Authority (attach necessary documentation)

Revised January 2010




Thad Pierce Johnston DDS

4126 SNEW HOPE RD GASTONIA NC, 20856 (704) 864-5611
Written Financial Policy

Thank you for choosing Thad Pierce Johnston, DDS. 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 by offering several payment
options.

Payment Options:
You can choose from:
—Cash, Check, Visa, MasterCard, American Express or Discover Card

—Convenient Monthly Payment Options from CareCredit ! Healthcare Credit Card
e Allow you to pay over time

e No annual fees or pre-payment penalties
Please note:

For patients with dental insurance, we are happy to work with your carrier to maximize your
benefit and directly bill them for reimbursement for your treatment.2

However, The Patient is responsible for their portion of treatment cost at the time of service.
Please understand that we can only estimate the amount that your insurance

will pay and the amount you owe may vary once insurance has paid. Initial

A fee of $50 is charged for patients who miss or cancel an appointment without Initial
A 24 hour notice.

In case of default, patient and/or responsible party is liable for any and all

collection and/or reasonable attorney fees. Initial
Thad Pierce Johnston DDS 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)

'Subject to Credit approval

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