Lee Family Dental, PC

Date Who is responsible for this account?
SS/HIC/Patient 1D # Relationship to Patient
Patient Name Insurance Co.

Last Name

Group #

EliskNarte Middle Initial Is patient covered by additional insurance? [ Yes [ No
Address Subscriber's Name
E-mail Birthdate SS#
City. Relationship to Patient
State Zip

Insurance Co.

Sex (M [JF Age

Group #
Birthdate ASSIGNMENT AND RELEASE
] Married [] Widowed N Single [ Minor | certify that |, andfor my dependeni(s), have insurance coverage with
[] Separated [] Divorced [ ] Partnered for _______ years Name of Insurance Company(ies) AN sesign drectiyto

Patient Employer/School

Dr. all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
Employer/School Phone ( ) or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below,

Spouse’s Name

Birthdate Signature of Patient, Parent, Guardian or Personal Representative

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
Phone Numbers :

Home ( ) Work ( ) Ext Cell Phone ( )

Spouse’s Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

Dental History

Reason for today’s visit Burning sensation on tongue [JYes [ No Mouth breathing []Yes [ No
Chew on one side of mouth [(JYes [JNo Mouth pain, brushing JYes [INo
Cigarette, pipe, or cigar smoking [JYes []No Orthodontic treatment ClYes [JNo
Former Dentist Clicking or popping jaw [1Yes []No Pain around ear [IYes [No
City/State Dry mouth [JYes [ No Periodontal treatment [IYes [ No
. Fingernail biting [(JYes [ No Sensitivity to cold CJYes [ No
Date of last dental visit ) -
Food collection between the teeth [JYes [[] No Sensitivity to heat ClYes [JNo
Date of last dental X-rays Foreign objects [JYes []No Sensitivity to sweets JYes [JNo
Place a mark on “yes” or “no” to indicate if you Grinding teeth [(JYes []No Sensitivity when biting [JYes [ No
have had any of the following: Gums swollen or tender [JYes [No Sores or growths in your mouth []Yes [JNo
Bad breath [JYes [JNo Jaw pain or tiredness ClYes: [1NO  posananan you floss?
Bleeding gums [JYes [JNo Lip or cheek biting JYes [JNo
Blisters on lips or mouth [dYes [ No Loose teeth or broken fillings [(lYes [ No How often do you brush?

Dental Registration and History



Patient Name:

Akthough dental personnel primarity treat the area in and around your mouth, your mouth is 2 part of your entire bedy. Heakh problems that you may have, or medication

MEDICAL DOCTOR's NAME:

Lee Family Dental, PC
Eaglesoft Medical History{Copy) 2
Birth Date:

Phona Mumber:

Are you under a physician's care now?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?
Are you taking any medicatiens, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or

any other medications containing bisphosphonates?

Do you use tobacco?

WWomen: Are you... _
£ Pregnant/Trying to get pregnant?

Are you allergic to any of the folowing?

Other?

Do you use controlled substances?

Date Created:

£.1Taking cral contraceptives?

% Yes 3 Ho If yes :
&% Yas ¢ No If yes |
i3 Yes £ No If ves |
% Yes £} Mo I ves |
£ Yes £ No Ifves |
£ Yes £ Ho If ves |
£ Yes 27 No Ifves |
£ nursing?
Codeine
Sulfa Drugs
2% Yas < i No If ves |
Mo IFyes |

7 Yes ¢

Do you have, or have you had, any of the following?
3 Yes €

AIDS/HIV Positive o
Alzheimer's Disease
Anaphylaxis

Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chest Pains

Cold Sores/Fever Blisters
Congenital Heart Disorder

Convulsions
Yellow Jaundice

Have you aver had any serious iliness not listed

Commants:

Cortisone Medicine
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst

Fainting Spelis/Dizziness -

Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur

Heart Pacemaker

Heart Trouble/Disease -

£ Yes {7 Mo

Hemophilia
Hepatitis A

Hepatitis B or C
Herpes

High Blood Pressure
High Cholesterol
Hives or Rash
Hypoglycemia
Irreqular Heartbeat
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease

Mitral Valve Prolapse
Osteoparasis

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Ko

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida
Stomach/Intestinal Disease
Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis

Tumors or Growths
Ulcers

Venereal Disease

T

o

If vas

To the best of my knowledge, the questions on this form have been accurately answered, Iunderstand that providing incorect information can be dangerous to my {or

patient’s} health. It s my respanshbiity te inform the dental office of any changes in madical status,

Signature of Patient, Parent or Guardian:

X

Date:




Patient Acknowledgement and Consent Form

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) requires that this office comply with certain rules regarding the
maintenance of the privacy of your information that we have collected and will collect in the future.

To comply with one of HIPAAs requirements, we are giving you a copy of our Notice of Privacy
Practices. This Notice of Privacy Practices contains the information that HIPAA requires us to disclose
regarding our privacy practices.

Existing Michigan Law requires (in addition to our attempt to obtain your written
acknowledgement, discussed above) us to first obtain y our written consent prior to disclosing any of your
information except for our disclosures in connection with: a defense to claim challenging our professional
competence; a review entity’s functions; a claim for payment of fees; a third party payer’s examination of
our records; a court order as part of a criminal investigation; an identification of a dead body; a licensure
investigation; or a child abuse/neglect investigation.

From time to time it may be necessary for us to make disclosures of your information in
connection with your treatment. For example, we may make a referral to or consult with another dentist or
other health care professional, provide a specimen to a laboratory for testing or otherwise make disclosures
of your information in connection with providing or coordinating your treatment.

Patient Acknowledgement

Please sign this form below under the heading “acknowledgement” to acknowledge that you have today
received a copy of our notice of privacy practices.

I acknowledge that I have today received a copy of the Notice of Privacy Practices.

Patient Signature Patient Name (Please Print)

Date:

For Office use only
Patient Refused to Sign

The following circumstances prohibited the patient from signing the Acknowledgement:

An emergency situation prevented the patient from signing the Acknowledgement.

Office Personnel (Signature) Office Personnel (Print Name)
Date:

Patient Consent
Please sign this form below under the heading "“Consent” to consent to our disclosures of your information
that we deem necessary in order to provide you with proper treatment.

I consent to your disclosures of my information, which you deem are necessary in connection with my
treatment. [ understand that such disclosures may not be of the type listed above.

Patient Signature Patient Name (Please Print)

Date:




Lee () Family Dental

10700 Pelham Road Taylor, MI 48180
(313) 388-1100

FINANCIAL POLICY

CANCELLATION POLICY: Please remember that once an appointment is made, you have reserved that
time with Dr. Lee and/or our dental hygienist. If you are unable to keep an appointment, it is your responsibility
to contact our office at least 24 hours in advance so that we are able to schedule another patient for that time. We
realize that in some rare instances it is not always possible to give 24 hour notice. HOWEVER, we reserve the
right to charge a fee of $50 per hour scheduled for appointments missed or broken without 24 hours notice.

PAYMENT for SERVICES: Payment for services is due on the date services are performed, unless prior financial
arrangements have been made. We participate in programs that allow patients to finance their treatment through third
party lenders. Please ask our front desk staff for information if you are interested in this service.

PATIENTS with INSURANCE: As a courtesy, we will gladly submit third party insurance claims for our patients.
Most insurance plans include deductible and/or coinsurance amounts to be paid by the patient as well as yearly
maximums and frequency limits for some services. Based on information provided by you and your insurance
company, we will estimate to the best of our ability the amount of your co-payment. Payment of the patient’s estimated
co-insurance amount is due on the date services are performed. If the actual insurance payment received is less than
expected, you will be billed for the balance due (or credited if actual payment is more than expected). Please keep in
mind, the insurance contract is between the insurance company and the insured person/employer. Therefore, the patient
is ultimately responsible for ALL charges for services rendered. Any insurance claim not paid within 90 days from the
date of service will become the patient’s responsibility.

DIVORCE: In the case of divorce or separation, the adult who brings a minor child to the dental appointment will be
responsible for payment for services on that day, regardless of any court order or divorce decree.

PAYMENT TYPES ACCEPTED: We accept Cash, Checks, Visa, MasterCard, Discover Card and Care Credit

RETURNED CHECKS: There will be a $25 charge for all returned checks.

BILLING FEE: A $3 monthly billing fee will be charged for any account balance that is 30 days or older.

RECORDS FEE: There will be a fee for duplication of x-rays and for copying of patient records. This fee as well as
any outstanding account balance must be paid before records will be forwarded to another provider.

DELINQUENT ACCOUNTS: In the unfortunate event that your account balance becomes past due, we will take
the necessary steps to collect the debt. If payment is not resolved with this office and further collection steps are taken,
you will also be responsible for all costs associated with collecting the outstanding debt including collection agency
fees, attorney fees, and court costs.

I acknowledge that | have read, understand and agree to the above financial policies. A copy of this
signed agreement will be provided to me at my request.

Signature of Patient, Parent or Legal Guardian Date



