TIME 09:42 AM

1D:

First Name:

Patient Is;[_] Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

[_]Responsible Party

Responsible Party ( if someone other than the patient )

[ IResponsible Party is also a Policy Holder for Patient

Chart ID:

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 8/10/2022

Middle Initial:

Work Phone:

Soc Sec:

[JPrimary Insurance Policy Holder

Last Name:
Address 2:

Ext:

Drivers Lic:

Middle Initial:

Pager:

Cellular:

[C]Secondary Insurance Policy Holder

Address:
City:

Home Phone:

Birth Date:

E-mail:

Patient Information

Sex:[_|Male

Status:

Medicaid ID:
Employer ID:

Carrier 1D:

Employment[™] fy] Time

Student Status:[_]Full Time

Work Phone:

[CJFemale

Age:

Marital Status:|_| Married

Address 2:

State / Zip:

Ext:
[Csingle
Soc Sec: Drivers Lic:

[(]1 would like to receive correspondences via e-mail.

Section 2
[]rart Time

[C]Part Time

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

BWX

Prophy

Occl Guard
Missing Tooth
Crown

Fi2

Section 3

D Retired Pano

Pager:

Cellular:
D Divorced l:] Separated E] Widowed

Name of Insured:
Insured Soc. Sec:
Employer:
Address:

City, State, Zip:

—— Primary Insurance Information

Address 2:

Rem. Benefits:

Relationship to Insured: []self
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[C]spouse D Child

[[Jother

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured:[_]Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[Ispouse []Child

[CJother

——




Time 9:43 AM McClellanville Dental Care Date 8/10/2022

Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of entir Health
g . ey . ywwf:r your ¢ ﬂe.lebocly probielmsﬂ'ztyoumymve,ormdicaﬁmhtywmaybe

Are you under a physidan's care now? Oves ONo Ifml |
Have you ever been hospitalized or had a major operation? Oves ONo vaesi _I
Have you ever had a serious head or neck injury? Oves Ono Ifyes[ |
Are you taking any medications, pills, or drugs? Oves ONe If yes F I
Tio you take, or have you taken, Phen-Fen or Redux? OvYes ONo Ifml _I
Haveyquevehl_:e_nFomax.Boriv:,‘:mmdormoma QOves ONo [fyegl |
Are you on a spedal diet? Oves ONo
Do you use tobacco? Ofm ON"
Do you use controlled substances? O Yes ONo Ifyes J
Women: Are you,..
[JPregnant{Trying to get pregnant? [CINursing? [[JTaking oral contraceptives?
Are you allergic to any of the following?
[ aspirin [periditin [Jcodeine Caayk
COmetal Ciatex []5uifa Drugs [(Local Anesthetics
Other? O tyes [ |
Do you have, or have you had, any of the folowing?
AIDSMHIV Positive Oves ONo | Cortisone Medicine Oves ONo  |Hemophila Oves ONo |Radiation Treatments Oves ONo
Alzheimer's Disease OYes ONo |Diabetes OvYes ONo  |Hepatitis A Oves (ONo |RecentWeightloss Ov¥es ONeo
Anaphylaxis Oves ONo | Drug Addiction (OYes ONo |HepatitisBor C Oves (ONo  |Renal Dialysis Oves ONo
Anemia OYes ONo | Easily Winded Oves ONo  |Herpes OvYes ONo  |Rheumatic Fever Qves ONeo
Angina OYes ONo |Emphysema OYes (ONo |High Blood Pressure O¥es Ono  |Rheumatism QOves ONo
ArthritisfGout OvYes ONo |Epiepsy or Seizures QOves (ONo |High Cholesteral Oves ONo |ScarletFever Oves ONo
Artificial Heart Valve OYes ONo |Excessive Bleeding OvYes ONo |HivesorRash OYes ONo |Shingles Oves One
Artificial Joint OvYes ONo |Excessive Thirst OYes ONo  |Hypoglycemia Oves ONo | Sicke Cell Disease Oves Ono
Asthma OvYes ONo  |Fainting Spels/Dizziness (OvYes ONo  |Irregular Heartbeat Oves ONo | Sinus Trouble QOves ONo
Blood Disease OYes ONo |Frequent Cough OvYes ONo  |Kidney Problems Oves ONo |SpnaBifida Oves ONo
Blood Transfusion OYes ONo |FrequentDiarrhea OYes ONo  |Leukemia Oves ONo | Stomach/intestinal Disease Qves ONo
Breathing Problems Oves ONo  |Frequent Headaches OvYes ONo |Liver Disease Qves One |Stroke OvYes ONo
Bruise Easily Oves ONo | Genital Herpes OYes ONo | Low Blood Pressure Oves ONo | Sweling of Limbs Oves ONeo
Cancer OYes ONo | Glaucoma OYes Ono  |Lung Disease Oves ONo | Thyroid Disease QOves ONo
Chemotherapy Oves ONo  |HayFever OvYes ONo |Mitral Valve Prolapse Oves ONo | Tonslitis Oves Ono
Chest Pains Oves ONo |Heart Attack/Faiure OvYes ONo | Osteoporosis OvYes ONo |Tuberaosis Oves ONo
Cold SoresfFever Bisters (OYes (ONo  |Heart Murmur OYes ONo | Painin Jaw Joints (OYes ONo | Tumors or Growths Oves ONo
Congenital Heart Disorder (O Yes (ONo  |Heart Pacemaker OvYes ONo | Parathyroid Disease OvYes Ono |Ulkers Oves Oho
Convulsions Oves (ONo  |Heart Trouble/Disease OvYes ONo | Psychiatric Care QOves (ONo |Venereal Disease Oves ONo
Yelow Jaundice OvYes ONo
Havevweverhadmvmiusmtlstadnbwe? Oves ONo Ifyesr J

Comments:

Toﬁﬁbe&tofmyh»ﬁedge,ﬁnmﬂusmmfmmhw:bemmmmcd. 1 understand ﬂﬁtprmmredhfnrmﬂmmbedawmbmv{wpaﬁmﬁ)hdm. Itis my
req:onsbltyinhfumﬂ!denﬁnfﬁc:nfmvd‘ﬂmhmedd status.

Signature of Patient, Parent or Guardian:




McClellanville Dental Care
Laura Jean Varadi, DMD
New Patient Questionnaire

Name: Date:

Reason for today's visit:

Former Dentist: Date of last visit:

How often do you floss? How often do you brush?

Circle to indicate if you have any of the following:

Gums swollen or tender Bleeding gums

Loose teeth or broken fillings Bad Breath

Dry Mouth ' Food collection between teeth
Chew on one side of mouth Lip or cheek biting

Burning sensation on tongue Blisters on lips or mouth
Grinding or clinching teeth Jaw pain or tiredness
Cigarette, pipe, or cigar smoking Smokeless tobacco

Sensitivity to hot/cold Sores or growth in your mouth
TMI problems Sensitivity when biting

Pain around ear

Have you ever had the following treatment? Circle Yes/ No

Orthodontics Yes No
Periodontal Yes No
Dentures / Partials: Yes No



MCCLELLANVILLE DENTAL CARE
FINANCIAL AGREEMENT

Thank you for choosing us as your dental care provider. We are committed to your successful
treatment. The following statement explains our Financial Policy; which we require you to read
and sign prior to receiving services.

It is the policy of this office that all outstanding balances are to be paid in full upon receipt of a
current statement. We accept cash, checks, American Express, Visa, Discover, Mastercard and
CareCredit. Fees are assessed for any return checks in addition to bank fees.

INSURANCE

As a courtesy, we will submit your claim for all services to your insurance company. Please
remember your individual dental insurance policy is a contract between you and your insurance
policy.

By presenting for care, you agree that you are responsible for all services and charges, regardless
of your insurance status. Should any provided services not be covered by your insurance, We
will not alter your claim, change your diagnosis or report a different service that was performed
in order that your insurance will cover that charge. You will be responsible for the balance.

MINOR PATIENTS

The adults accompanying a minor and the parents (or guardians of the minor) are responsible for
payments and co pays.

APPOINTMENTS

We reserve the right to charge for a broken/missed or canceled appointment with less than 48
hours’ notice. This fee is $50.00.

ACKNOWLEDGMENT AND ACCEPTANCE

I have read and fully understand the above policy. Iauthorize the release of information for the
purpose of payment and insurance benefits and authorize payment directly to McClellanville
Dental Care/ Laura Jean Varadi, DMD for services rendered to me and/or my dependents.

I further accept responsibility for the payment of co-payments, deductibles, and coinsurance, as
well as any services that are not covered or paid in my plan.

Balances on my account shall be paid in full upon receipt of a current dental statement.

Patient/ Authorized Representative Signature Date



Patient HIPAA Release Form

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a
federal program that requires all medical/dental records and other
individually identifiable health information used or disclosed by us in any
form, whether electronically, on paper or orally, be kept confidential.

A copy of this policy is available to you at your request.
McClellanville Dental Care and Dr. Laura Jean Varadi,

may release information regarding my health to the
following individuals:

Name: Date:
Name: Date:
Date:

Name:




