TIME 02:14 PM

DATE 2/4/2021

Medicaid ID:
Employer ID:
Carrier ID:

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

PATIENT REGISTRATION
D: Chart ID:
First Name: - - Last Name: Middle Initial:
Patient Is: D Pohcy Holder . : Respbonsible Party Preferred Name:
—— Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address:‘ o © Address 2:
City, State, Zip: Pager:
Home Phone: I Work Phone: Ext: Cellular:
Birth Date: - Soc Sec: Drivers Lic:
D Responsible Party is also a Policy Holder for Patient 1: Primary Insurance Policy Holder j Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: - State / Zip: Pager:
Home Phone: - Wo?k Phone: I-ixt: Cellular:
Sex: D Male N D fema]é Marital Statué: ] Married ISingle [Divorced [ Separated [ _|Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: - 1 would .like tc‘)v receive correspondences via e-mail.
— ‘é“e.Ct.lion 2 Section 3
Employment ™ gyjj Time IPart Time " IRetired cc#
Status: Exp Date
Student Status: [_| Full Time [IPart Time Amt

Date to charge

— Primary Insurance Information
Name of Insured:
N PRSI
—_— O
Address:, S ———
Address 2 -
iy, St Zip: e e

Rem. Benefits:

Relationship to Insured: |

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State. Zip:

Rem. Deduct:

p—

lself  [ISpouse [ _[Child [ Other

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec: ‘
Employer:

Ao S— .
Address 2: -

City, State, Zip:

Rem. Benefits:

Relationship to Insured:| |Self ISpouse

Insured Birth Date:

Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

TIchild

[_]Other




Time 9:56 AM

Patient Name:

Have you ever been hospitalized orhad a major operation? (™ ves 75 No

Have you ever had a serious head or neck injury?
Areyou taking any medications, pills, ordrugs?
Do you take, or have you taken, Phen-Fen of Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other (" ves (i No
medications containing bisphosphonates? -

Are you on a special diet?
Do you use tobacco?

Do you use controlled substances?

Kuechle Irving DDS
Eaglesoft Medical History
Birth Date:

Date Created:

Date 4/6/2021

Fyes
If yes |
£ Yes <3 No yes
{ 3 Ifyes |
i No
" No
(_»No If yes

Women: Are you...
[ Preg nant/Trying to get pragnant?

Are you allergic to any of the following?
1 Aspirin

‘Metal

Other?

| AIDS/HIV Positive

: Alzheimer's Disease

i- Anaphylaxs

: Anemiz

Angina

| Arthritis/Gout

| Artificial HeartValve
Artificial Joint

| Asthma
Blood Disease

| Blood Transfusion
Breathing Problems

Bruise Easily
Cancer

: Chemotherapy

Chest Pains

Cold Sores/Fever Blisters

Congenital Heart Disorder

: Convulsions {yves

v ave, of have you hagi, any of thg follovging?

yves (iNo
{4 Yes {3 No

CiYes (iNo

Nursing?

:F"enicillin

atex

Cortisone Medidne
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Diziness
Frequent Cough
Frequent Diarthea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur

Heart Pacemaker

Heart Trouble/Disease

"y Yes {)No

"y Yes {3 No

&

o Yes Liver Disease

s Yes Low Blood Pressure
£ Yes Lung Disease
¢yves {)No |MitralValveProlapse
{"Yes {yNo |Osteoporosis

(3Yes {{»No |PaininJaw Joints
WACE Parathyroid Disease

(iYes {JNo

" Codeine

" Sulfa Drugs

[ Taking oral contraceptives?

Acrylic

v Hemophilia
Hepatitis A
HepatitisBorC

Herpes

High Cholesterol
Hives or Rash

Hypoglycemia

Kidney Problems

Leukemia

"syes {7 Psychiatric Care

High Blood Pressure

Irregular Heartbeat

{wYes ("iNo |RediationTreatments

s ves Recent WeightLoss

{oYes (No  |RenalDiglysis

(" Yes ¢»No |Rheumatic Fever

%

{"1Yes (7yNo |Rheumatism
Scariet Fever
Shingles

Sickle Cell Disease

Sinus Trouble

Spina Bifida

Stroke

Swelling of Limbs

Thyroid Disease
{iYes (MNo |Tonsillids
()Yes (No |Tuberculosis

Tumors or Growths

Ulcers

“No |VenersalDiseass

Yellows Jaundice

StomachjIntestinal Disease

{7 ves
{3 Yes
" Yes

) Yes

Signature of Patient, Parent or Guardian:

| responsibility to inform the dental office of any changes in medical status.

Date:




Please Print

Patient Nam __ — oAbt e e e A S Date of Birth-

Address:
City: » State: ZIP Code: _ Telephone Number:

E-mail Address:

S B

Signature: - T at
Name: __..

Relationship to Patient:

v -Patierjt;Auth;drizatién;

1, , hereby authorize the release, use or disclosure of my health information as follows:

This authorization pertains to the foliowing type of medical information about me:

Kuechle and Ping D.D.3,

1 hereby authorize

Name of individual(s) and/or organization providing information

to release the above-described information to

Name of individual(s) and/or organization receiving this information

I understand that, per my request, thisa ":or‘7a‘r‘/>'- will permit the above-named parties to use or disclose the Ad tified health
information for Duvoses beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability

and Accountability Act of 1996 xm:’Ar\,.

I understand that T may revoke this authorization at any time by providing written notification to:

The revocation will be eﬂ"’e-:?v—* on the date it has been received and processed by the above-named recipient. I ¢ understand that the
revocation does not apply to actions taken i izati i ctive date of revo cat"n. T also understand

that T do not have to sign this a fm*m.h ' in order to receive treatment, payment, or to enroll or be eligible for Deneﬁt\x

G e
rto ine

13 e UPOn
reitance upon

Unless I request in writing otherwise, 1

derstand that this authorize

re On .IfTdo not
-Vpxrauon date or even.

expi

y K A, 3 ovent *h 4 QO ORI, PR .. - .|
specify an expiration date or event, this auth 90 authorization.

i 3 d Srota % o S
I understand that the information used or di
recipient, and may no lon ger be protected by

[¢]

W)

Please Print

ForOfflceUse Onvljz( -

S

Received by: Date: / /

/ This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions
‘ OMPL 'RiGHT on any specific facts or services. The information is provided with the understanding that any person or entity involved in creating, producing or distributing
' thi i

is product is not liable for any damages arising out of the use or inability to use this product. You are urg

[ ATTORNEN

d o consult an attorney concerning your particuiar

12016 ComplyRight, Inc. situation and any specific questions or concerns you may have.

( o ’ SRR TP SR (R 10 O RN ¢ NN 138, [Pt



WELCOME TO DR KUECHLE & IRVING'S DENTAL OFFICE
We hope you will find that our office takes pride in running as efficiently as possible. In order to
accomplish this, we would like to take a few minutes to review our office policies. If you have any

questions regarding these policies, please do not hesitate to ask any staff member.

APPOINTMENTS:

We will call you to remind you of all appointments as a courtesy to you. However, YOU will be held
responsible for keeping track of your appointments. It is imperative that you notify our office at least
24 hours in advance if you need to cancel your appointment. If you do not provide us with 24 hour
notification, YOU WILL BE CHARGED the missed appointment fee.

OFFICE FEES:
Unless you are covered by an insurance plan that we participate with, payment must be made at the

time of your office visit. NO EXCEPTIONS! You can pay by cash, check, money order, MC, Visa,
Discover, American Express, or debit card.

SCHEDULED APPOINTMENT TIMES:

The Doctors and Hygienists are very prompt and generally run true to their scheduled appointments.

However, there are occasional emergencies which may cause them to run late. Unfortunately, some
patients arrive late which delays the Doctor. If you are significantly (over 15 minutes) it may be

necessary to reschedule your appointment.

RETURNED CHECKS:

If your check is returned for non-sufficient funds, you expressly authorize your account to be
electronically debited or bank drafted for the amount of the check plus any applicable fees. The use of

a check for payment is your acknowledgment and acceptance of this policy and its terms and
conditions.

Thank you for your consideration. We feel that these policies will enable our office to run smoothly
and allow us to spend more time on your dental concerns.

Patient's Signature Date



