+09:00 AM

— ID: Chart ID:

DATE 1/4/2021

PATIENT R TRAT

Middle Initial:

Last Name:

First Name:

Patient Is: DPolicy Holder D Responsible Party

Preferred Name:

F 2

Responsible Party ( if someone other than the patient )

First Name:

Address:

City, State, Zip:

Home Phone: Work Phone:

Birth Date: Soc Sec:

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

[___] Primary Insurance Policy Holder

Last Name: Middle Initial:

Address 2: . e

Ext: Cellular:

Drivers Lic:

["]Secondary Insurance Policy Holder

Patient Information

Address:
City:
Home Phone:

Sex: D Male

Work Phone:
[JFemale
Birth Date: Age:

E-mail:

Marital Status:[_|Married

Address 2: o
Pager:

State / Zip: 7

Ext: Cellular:
[IDivorced []Separated [CIwidowed

Drivers Lic:

[Isingle
Soc Sec:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

[:] Part Time

Employment[™] pull Time [CRetired

Status:
Student Status:[_] Full Time

Medicaid ID:

[JPart Time
Pref. Dentist:

Pref. Pharmacy:

Employer ID:

Carrier ID: Pref. Hyg:

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer: o
Address: -

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Insured Birth Date:

Relationship to Insured: D Self D Spouse [ _]Child D Other

Ins. Company:
Address:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured:
Insured Soc. Sec:
Employer:
Address: . -
Address 2:
City, State, Zip:

Rem. Benefits: Rem. Deduct:

Insured Birth Date:

Relationship to Insured: [:l Self D Spouse [JcChild j[:-l Other

Is Company:
Address:
Address 2: -
City, State, Zip: e




Clever Family Dental Date 1/472021

Eaglesoft Medical History
Patient Name: Birth Date:

Time 9:00 SM
Date Created:

Although dental personne! primarily treat the area in and around your mauth, yeur mouth is & part of your entire bady. Healﬁp(oblmtﬁtymmayhave,mmeﬁcaﬁmﬁlatywmvhe
taking, coudd have an important interrelaticnship with the dentistry you will receive, Thank you for answering the following questians.

Are you under a physidan's care now? Oves OiNe If yes | |
Have you ever been hospitalized or had 2 major aperation? Oves O Fyes | |
Have you ever had 2 serious head of neck injury? Cives One Ifyes I_ HJ
Are you isking any medications, pills, or drugs? Oves One ifyes | ]
Do you take, or have you taken, Phen-Fen or Redux? Oyes Onio Ifyes | I
Have you ever taken Fosamax, Boniva, Actonel or any other If I
medications contsining bisphosphonates? Oves Oto L L
Are you on & spedal diet? Oves Ono
Do you Use tobacco? Oves One
Do you use controled substances? Oves Ote Ifyes | !
Worner: Are you...
[ JpregrantfTrying to get pregnant? [Jriursing? Orrakeng aral contraceptives?
Meyeual!ergctn any of the following?
[ aspirin [periciin Clcodsine Caeryte
[Ietal Oiatex [suifa Drugs [Ticeal Aresthesies
Cther? O Ifyes | ]
Do you have, of have you had, any of the fallening?
AIDS/HIV Positive Oves One | Cortisone Medidne Oves ONeo | Hemonhla Oves One  |Radition Treatments Oves One
Azheimer's Disease Oves ONe | Diabetes Oyves ONo  |Hepatita & Oves One  |Recentieightloss Oves One
anaphylaxis Oves (ONo |Drug Addiction Oves ONa | HepatitisBorC Cves ONe  |Reral Digiysis Oves One
Anemiz Otes ONe  |EasiyWinded Oves ONe | Herpes Oves One  |Rheumatic Fever Oves One
Angina Oves One  |Emphysema Oves Ono | High Blood Pressure Oves One  |Rhewnatsm Oves One
ArthritisjGout Oves Ono  |Epiepsy or Seizures Oves ONe | Hgh Cholesterol Ores Ono  |ScarietFever Oves Omo
Artifigal Heart Vaive Oves (ONo |Excessve Bieeding Oves ONe |HvesorRash QOves Ono | Shingles QOves Oo
Artificial Joint Oves One | Excessive Trirst Oves Ons | Hypogiyeemia Oves One | Sickie Cet Disease Ores Ota
Asthma Oves One |Fanting SpelisDizsness  (Oves ONo | Irreguiar Hearsheat Oves Onn  |SrusTradle Oves O
Elocd Disease Oves Ono  |Frequent Cough Ores Ono | Kdney Probiems Oves Ona | Spnadifica Otes Ot
Blood Transfusion Oves Qo | Frequent Tiarchea Oves Otie  |Lekemia Oves Ot |SomechiintestnalDssess. Oves O
Breathing Problems Oves One |Frequent Headaches Oves One | Uver Disease QOres One  |Sudie Oves O
Bruise Easlly Oves One  |GeritalHerpes Oves Ona | Low Bocd Pressure Oves One  |Susiing cfilimis Otes Ome
Carnger Oves ONo | Glaucema Oves One | lungDissese Oves Oie | Thyrod Dissass: Oves Onie
Chemotherapy QOves Ong  |HayFever Oves One | Mival Valve Proiapss Qves Oie |Tonsiits Otes O
ChestPains Oves One |Heart AttackFaiure Oves Onic | Ostecparesis Oves Ono  |Tuberadoss Oves One
Cold ScresFever Bisters  (Oves (ONo | HeartMurmur QOves One | Painin aw Xints QOves Ons | Tumors or Srowihs Oves Oto
Congerital Heart Disorder (O ves (Do |HeartPacemaker Otes One |Parathyroid Disease Ores Owno | Liers Oves Owe
Convilsions Otes ONo |HeartTroublefDisease  (Oves (ONo | Psychiatric Care QOves One | venereal Disease Oves Oneo
Yelovs Jaundice QOves Ot
Heve you ever had eny serious iiness nat Isted abave? Oives One Ifyes | |
Commerits:
|

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangercus to my {or patient’s) health. Itismy
responsibiiity to Inform the dental office of any dhariges in medical status.

Sigristure of Patient, Parent or Guardian:

X Date:



Clever Family Dental

Kristin Oliver, D.D.S.

6809 Hwy 14 - Suite D
Clever, Mo. 65631

417-583-2624

| understand that, under the Health Insurance Portability Act of 1996 (HIPAA), | have certain rights to
privacy regarding my protected health information. | understand that this information will be used but not

mandatory for me to sign in order to:

1. Conduct, plan and direct my treatment and follow-up among the multiple health care providers
who may be involved in that treatment directly or indirectly.

2. Obtain payment from third party payers.
3. Conduct normal healthcare operations such as quality assessments and physicians certifications.

I have been informed by this office of the Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. 1 have been given a copy of this office’s
Privacy Practices prior to signing this consent. | understand that this organization has the right to change
its’ Privacy Practices from time to time and that | may contact this organization at any time at the above
address to obtain a current copy.

| understand that | may request in writing that this organization restrict how my private information is used
or disclosed to carry out treatment, payment or healthcare operations. | also understand that this
organization is not required to agree to my requested restrictions, but if this organization does agree, then
said organization is bound by such restrictions.

I, hereby understand, that | may revoke this consent in writing at any time except to the extent this
organization may have taken action relying on this consent. -

Patient Name
Signature
Relationship to Patient
Date:




insurance and Payment Disclaimer

e Payment for professional services is due at the time dental treatment is provided. Every effort will
be made to provide a treatment plan that fits your timetable, budget, and gives you the best

possible care.

A 7% discount for payment in full at time of service with cash and a 5% discount for credit or debit
card will be provided for our patients with no dental insurance coverage for amounts over $500.
We are also excited to be able to provide third party financing through Care Credit, offering

interest free financing for 6 or 12 months. *If Care Credit is used, a discount will not be applied.

e Insurance is submitted for your convenience. We will submit charges for dental work to your
insurance company as long as we have received all of the needed information on the day of your
appointment. It is very important that you be familiar with your insurance benefits. We will collect
payment from you based on the estimated amount that your insurance is not expected to pay. By
law your insurance company is required to pay/respond to each claim within 30 days of receipt.
We file all insurance electronically so your insurance company should receive each claim within

days of the treatment.

e You are responsible for any balance on your account after 90 days, whether insurance has paid

or not. We will be glad to send a refund to you once insurance has issued us payment

I, (please print) , have read and understand the above statements regarding

the insurance and payment policy for Clever Family Dental.

Signature: Date:




Medical Information Release Form

(HIPAA Release Form)

Date of Birth: / /

Name:

Release of Information
[ 11 authorize the release of information including the diagnosis, records;

examination rendered to me and claims information. This information may be released

to:

[1Spouse

[ ] Child(ren)

[ 1 Other

[ ] Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in writing.

Messages

Please call [ ] my home [ ] my work [ ] my cell Number:
If unable to reach me:
[ 1 you may leave a detailed message

[ ] please leave a message asking me to return your call

(]

The best time to reach me is (day) between (time)
Signed: Date: / /
Witness: Date: __/ /

SLEEP APNEA QUESTIONNAIRE

[0 Have you been diagnosed with sleep apnea
O Do you currently use a CPAP Machine



