PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patientls: | | Policy Holder Preferred Name:

[ ] Responsible Party
Responsible Party (if someone other than the patient)

First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: ) Drivers Lic:
(O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O 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

Effective Date:
Employment Status: () Full ime (O PartTime () Retired

Family/Single Cov.:

Student Status: () Full Time (O Part Time
Medicaid ID: Pref. Dentist:
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: .00 Rem. Deduct: .00

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: .00 Rem. Deduct: .00



JAMES M. ASBELLE, DMD, LLC

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a 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 physician's care now? () Yes (O No Ifyes, please explain:

Have you ever been hospitalized or had a major operation?Q Yes O No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?o Yes O No

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Local Anesthetics [] Acrylic [ ] Metal [ ] Latex [ ] Sulfadrugs

| Other If yes, please explain:

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

AIDS/HIV Positive (O Yes O No | Cortisone Medicine (O Yes O No | Hemophilia (O Yes O No | Radiation Treatments O Yes O No
Alzheimer's Disease (O Yes () No | Diabetes O Yes O No | Hepatitis A (O Yes O No | RecentWeight Loss O Yes O No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C (O Yes O No | Renal Dialysis O Yes O No
Anemia (O Yes () No | Easily Winded O Yes O No | Herpes (O Yes () No | Rheumatic Fever O Yes O No
Angina (O Yes () No | Emphysema (O Yes (O No | High Blood Pressure () Yes () No | Rheumatism O Yes O No
Arthritis/Gout O Yes O No | Epilepsy or Seizures () Yes (O No | High Cholesterol () Yes () No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes () No | Excessive Bleeding (O Yes O No | Hives or Rash (O Yes O No | Shingles O Yes () No
Avrtificial Joint (O Yes () No | Excessive Thirst (O Yes (O No | Hypoglycemia (O Yes O No | Sickle Cell Disease O Yes O No
Asthma O Yes O No | Fainting Spells/Dizziness () Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease (O Yes () No | Frequent Cough O Yes (O No | Kidney Problems () Yes () No | Spina Bifida O Yes O No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes O No | Leukemia O Yes () No | Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches () Yes () No | Liver Disease O Yes O No | Stroke O Yes O No
Bruise Easily (O Yes O No | Genital Herpes (O Yes (O No | Low Blood Pressure () Yes () No | Swelling of Limbs O Yes O No
Cancer (O Yes () No | Glaucoma (O Yes O No | Lung Disease (O Yes (O No | Thyroid Disease O Yes () No
Chemotherapy (O Yes () No | Hay Fever O Yes (O No | Mitral Valve Prolapse () Yes () No | Tonsilitis Q Yes () No
Chest Pains (O Yes (O No | HeartAttack/Failure () Yes () No | Osteoporosis O Yes ) No | Tuberculosis Q Yes () No
Cold Sores/Fever Blisters () Yes (O) No | Heart Murmur O Yes O No | PaininJaw Joints () Yes () No | rumorsor Growths Q Yes O No
Congenital Heart Disorder () Yes () No | Heart Pacemaker O Yes (O No | Parathyroid Disease () Yes () No Ukies Q Yes () No
Convulsions O Yes O No | Heart Trouble/Disease () Yes () No | PsychiatricCare () Yes () No Yanereel Disoass Q Yes O No

Yellow Jaundice O Yes O No

Have you ever had any serious illness not listed above? () Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




DENTAL CENTER WEST
TO: ALL DENTAL CENTER WEST PATIENTS

PLEASE BE AWARE THAT THIS OFFICE GIVES ESTIMATES BASED ON WHAT YOUR INSURANCE
COMPANY HAS QUOTED US AS TO WHAT THEY WOULD PAY, WE CAN NOT BE RESPONSIBLE
FOR WHAT YOUR INSURANCE COMPANY WILL OR WILL NOT PAY.

WE ARE ACTING AS A THIRD PARTY AGENT TO HELP YOU GET YOUR INSURANCE PAYMENTS. IF
THE INSURANCE COMPANY DOES NOT PAY AS QUOTED, IT IS YOUR RESPNSIBILITY TO PAY ALL
BALANCES DUE TO DENTAL CENTER WEST. IT WILL BE YOUR RESPONSIBILITY TO ADDRESS ANY
PAYMENT ISSUES WITH YOUR INSURANCE COMPANY. WE DO NOT HAVE THE TIME NOR THE
PERSONNEL TO HANDLE ALL INSURANCE COMPLAINTS.

REMEMBER, ESTIMATES ARE ESTIMATES ONLY AND ARE BASED ON PREVIOUS
EXAMPLES OF SIMILAR TREATMENT OF PATIENTS COVERED BY YOUR INSURANCE COMPANY.

YOUR INSURANCE INFORMATION IS YOUR RESPONSIBILITY. WE ARE NOT RESPONSIBLE TO
KNOW AMOUNTS PREVIOUSLY USED THIS YEAR, ALL CLAUSES, i.e., REPLACEMENT PERIODS,
MISSING TOOTH CLAUSES, WAITING PERIODS FOR WORK, ETC.

THIS OFFICE WILL FILE CLAIMS ON YOUR BEHALF TWO TIMES ONLY. ONCE INSURANCE HAS
PROCESSED (PAYMENT OR DENIAL) THE BALANCE IS YOURS TO PAY AND IS DUE WITHIN NEXT
BUSINESS DAY. IF YOU WANT INSURANCE FILED FOR A THIRD TIME, OR IF YOU WANT TO
GO OVER EOB'S YOU RECIEVED, IT WILL REQUIRE AN APPOINTMENT ON A WEDNESDAY
OR A FRIDAY AND THERE WILL BE A CHARGE OF $50.00.

SHOULD YOU HAVE TWO INSURACE COMPANIES, ONCE YOUR PRIMARY PAYS THERE IS A
STRONG POSSIBILITY THAT YOUR SECONDARY WILL NOT PAY ANY BENEFITS. IF THAT
OCCURS, WE WILL NOT REFILE YOUR SECONDARY INSURANCE AND THE BALANCE IS YOURS TO
PAY AND IS DUE WITHIN FIFTEEN (15) DAYS. AT THAT POINT, IT WILL BE YOUR RESPONSIBILITY
TO ADDRESS ANY QUESTIONS TO YOUR INSURANCE COMPANY.

THEREFORE, ALL ESTIMATES WILL BE BASED ON YOUR PRIMARY COVERAGE. FOR YOUR
CONVENIENCE, WE WILL FILE YOUR SECONDARY INSURANCE. IF ANY PAYMENT IS
MADE TO DENTAL CENTER WEST BY YOUR SECONDARY CARRIER, IT WILL BE REFUNDED
DIRECTLY TO YOU ON THE NEXT BUSINESS DAY.

I/WE HAVE READ AND UNDERSTAND THE INSURANCE/PAYMENT POLICY OF DENTAL CENTER
WEST.

RESPONSIBLE PARTY DCW

RESPONSIBLE PARTY DATE



dews| dental center west

120 Augusta Rd., PO Box 497, Aiken, SC 29802
| (803) 643-9595

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

*YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT*

l have recieved a copy of this office's Notice on Privacy

Practices.

Please Print Name

Signature

Date

FOR OFFICE USE ONLY

LB AA AR

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practice, but
acknowledgement could not be obtained because"

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

¢ 2002 American Dental Association

All rights reserved
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of

this from by any other party requires the prior written approval of the American Dental Association.
This form is educational only, does not consitute legal advice, and covers only federal, not stae law (August 14, 2002)

Affordable Dental Cons”



