TIME 11:46 AM

DATE 3/23/2017

PATI EGISTRATION
D: Chart 1D:
First Name: Last Name: Middle Initial:
Patient Is: Policy Holder F, Responsible Party Preferred Name:
Responsible Party { if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State. Zip: Pager:
Home Work Phone: Ext: Cellular:
Phone:
Birth Date: Soc Sec: Drivers Lic:
esponsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Work Phone: Ext: Cellular:
Phone:
Sex: ' Female Marital Status: _' Married Single | Divorced Separated _ Widowed

Birth Date:

E-mail:

Age:

Soc Sec:

Drivers Lic:

1 would like to receive correspondences via e-mail.

Section 3

Section 2

Employment T pull Time

| IPart Time
Status:

Student Status: [ Full Time © Part Time
Medicaid 1D:
Employer 1D:

Carrier 1D:

Pref. Dentist:
Prel’ Pharmacy:

Pref. Hye:

EMERGENCY CONTACT

Primary Insurance Information

Name of Insured:
Insured Soc. Sec:
Lmployer:
Address:
Address 2:

City. State, Zip:

Rem. Benefits:

Self

Relationship to Insured
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Other

Chuld

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

Rem. Benefits:

elf

Relationship to Insured
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ ISpouse | _|Child




Time 11:45 AM Mounts Dental Care Date 3/23/2017
MEDICAL HISTORY
Patient Mame: Birth Date: Date Created:

Are you under a physician's care now? iYes . Mo If ves

Have you ever had a serious head or neck injury? o Yes No If ves

Have you ever taken Fosamax, Boniva, Actonel or +Yes i Ho If yes |

any other medications containing bisphosphonates? -

Do you use tobacco? T Yes i Mo

Are you currently taking medication or over the 1 Yes [ HNo If yes ------------------------------- o

counter drugs? *PLEASE LIST™

Women: Are you...
[ | Pregnant/Trying to get pregnant? [ ' Nursing? [ITaking oral contraceptives?

are you allergic to any of the following?

[ Aspirin I Penicillin " Acrylic
| Metal I Iiatex Sulfa Drugs _ Local Anesthetics

Do you use controlled substances? - Yes :HNo If yes ;___ o o T
Other? £ Fyes -

Do you have, or have you had, any of the following?
AIDS/HIV Fositive *Yes i No | Cortisone Medicine Yes No | Hemaphilia “Yes (Mo | Radiation Treatments *. Yes . Mo
Alzheimer's Disease '~ Yes ' MNo | Diabetes . Yes Mo | Hepatitis A _ Yes | Mo |Recentweightloss . Yes Mo
Anaphylaxis “:Yes TiMNo |Drug Addiction 1 Yes Mo |Hepatitis B or C Yes Ho | Renal Dialysis  Yes - Ho
Anemia i Yes © Mo |Rheumatic Fever “Yes :No | Angina  Yes . Mo |High Blood Pressure ' Yes ::HNo
Arthritis i Yes < 'MNo |Epilepsy or Seizures ' Yes Mo |High Cholesterol "1 Yes  'No |Scarlet Fever 7+ Yes <7 Ho
Artificial Heart Valve 7 Yes i No | Excessive Bleeding Yes (Mo | Hives or Rash ¢ Yes (:HNo | Artificial Joint 3 Yes <: No
Excessive Thirst o Yes ' HNo | Hypoglycemia “iYes T HNoo | Asthma Yes (:No |Fainting Spelis/Dizziness < * Yes ' Mo
Irreqular Heartbeat . Yes  No | Sinus Trouble ‘Yes . No | Blood Disease ‘Yes (Mo |Kidney Problems 1 Yes: :No
Leukemia ' Yes  'Ho |Frequent Headaches Yes © Mo | Liver Disease Yes (Mo | Siroke £} Yes < No
Bruise Easily . Yes . No | Low Blood Pressure . Yes Mo | Syelling of Limbs o Yes (Mo | Cancer o Yes < Mo
Glaucoma i Yes Mo | Thyroid Disease . Yes ("MNo |Chemotherapy ) Yes (Mo | Mitral Valve Prolapse  Yes < Mo
Tonsillitis ' Yes © No |Chest Pains (Yes Mo |Heart Attack/Failure ' Yes (Mo | Osteoporosis < Yes 7 Mo
Tuberculosis i Yes Mo | Cold Sores/Fever Blisters © > Yes < Mo | Heart Murmur ‘Yes Mo | Pain in Jaw Joints T Yes Mo
Tumers or Growths ‘Yes Mo | Congenital Heart Disorder <" Yes < Mo | Heart Pacemaker U Yes Mo | Parathyroid Disease < Yes Mo
Ulcers ~Yes . Mo | Convulsions Yes Mo | Heart Trouble/Disease ~ Yes Mo | Psychiatric Care < Yes < :No
Have you ever had any serious illness not listed Yes: Mo If ves -

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:

X Date:



Payment is due at the time of treatment. This office files your insurance claims as a
courtesy. The insurance coverage is a contract between you, your employer, and/or the
insurance company. Our office will do our very best to maximize your dental benefits.

| understand that | am responsible for payment of services rendered and also
responsible for any co-pays, deductibles, or any amounts the insurance company does
not or will not pay. | hereby authorize payment directly to Mounts Dental Care/Dr. Jason
Mounts. | authorize the release of any information, including the diagnosis and records
of treatment or examination rendered to my insurance company. If my account has to
be turned over to a collection agency, | understand that | am responsible for any fees
incurred from this agency.

| understand that the information that | have given today is correct to the best of my
knowledge. | also understand that this information will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my
medical/dental status. | authorize the dental staff to perform any necessary dental
services that | may need during diagnosis and treatment, with my informed consent.

SIGNATURE DATE



Jason R. Mounts, D.M.D.
2512 Crestwood Rd.
North Little Rock, AR 72116
501-753-0166

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name

Patient address

Patient phone number

| authorize the professional office of my dentist named above to release health information identifying me
including if applicable, information about HIV infection or AIDS, information about substance abuse
treatment, and information about mental health services.

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you
if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us a
written or electronic note telling us that your authorization is revoked. Send this note to the office contact
person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no legal
duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as he/she
wishes. Sometimes, state or federal law changes this possibility.

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE
DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your relationship to the patient.

Relationship to Patient Print Name

| authorize the following person/persons to discuss my dental information:

1) D.O.B.
2) D.O.B.
3) D.0O.B.

4) D.O.B.




Mounts
Dental Care

Welcome to Mounts Dental Care. We are interested to know how you learned about us.

O 0o o o o

O O

Please take a minute to complete the following short survey.

I know Dr. Mounts personally

[ saw your building/signage

I received a brochure in the mail

I visited your website www.MountsDentalCare.com

I received a Care Enough to Share card

Name of Person

I saw your Facebook fan page

I was referred by another dental office

Name of Office

I found out about you on the internet

Website

Other




