FINANCIAL AGREEMENT

Eavme}ntrOp-tions:

Cash

‘Personal Checks

Visa, MasterCard, Discover

Care Credit: a third-party no interest payment plan .

Self-Pay \

Payment is due in full at the time of service unless other payment plans are made with
us.

Insurance

Please bring proof of insurance and as a courtesy we will file your insurance claims for
you. .Payments for estimated patient portions and/or deductibles are due at the
time of service. Your insurance is a contract between you, your employer and the
insurance company. .

&

Minors:

The adult that accompanies a minor chlid/chlldren to the appointment is'responsible for
any payment due. =

Appointments:

We reserve appointments specifically for you. [t is important that you keep these
appointments so that you can get the work done that you need. If you cannot keep an
appointment, it is important to give us 24 hour notice. Due to the high volume of
patients that cancel last minute or are no-shows, we have to charge $25.00 if the
appointment is not cancelled 24 hours prior. Chair time is very valuable to us and to
our patients.

Financial Consent: ~

| have read and understand the financial agreement of Dr. Gregory B. Sweeney's dental
office. Please sign and date below:

Print Name | alfe i Signature



Time 9:08 AM Gregory B. Sweeney DDS,PC Date 3/10/2016
Eaglesoft Medical History
Patient MName: Birth Date: Date Created:

Although dental personnel primarity treat the area in and around your mouth, your mouth is a part of your entire body. Hezlth 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? (3 Yes i :No If yes

Have you ever been hospitalized or had a major i Yes (3 No If yes
cperation?
Have you ever had a serious head or neck injury? 3 Yes 3 No If yes 2 = %
Are you taking any medications, pills, or drugs? 3 Yes{ i HNo Fves | =
Do you take, or have you taken, Phen-Fen or Redux? ¢ Yes © No If yes
Have you ever taken Fosamax, Boniva, Actonel or 2 Yes (2 No If yes i
any other medications containing bisphosphonates?
Are you on a special diet? ) Yest 3 No
Do you use tobacco? 3 Yes (3 Mo
Women: Are you... )
[ Pregnant/Trying to get pregnant? L Nursing?
Are you sergic any of the folownge s S TR L_ S LN LS DU AR IO Attt b N =il
[ Aspirin [ Penicillin [” Codeine
I Metal i Latex [ Suifa Drugs L Local Anesthetics
Other? 3 If ves

Do you use controlled substances? ¥ Yes ) MNo If yes

............... of the: folowing? B

AIDS/HIV Positive 1 Yes () No | Cortisone Medicine ) Yes (*No | Hemophilia J Radiation Treatments (3 Yes (G No
| Alzheimer's Disease < Yes (3 No | Diabetes ) Yes (1 No | Hepatitis A O Recent Weight Loss £ Yes (3 No
' Anaphylaxis i Yes ) No | Drug Addiction ) Yes (I No | Hepatitis B or C & Renal Dialysis i Yes (O No
Anemia ) Yes (O No | Easily Winded > Yes TINo | Herpes T Rheumatic Fever (¥ Yes (3 No
Angina ; Emphysema (3 Yes ()Mo |High Blood Pressure 1) Yes Rheumatism
jArth{itistuut Epilepsy or Seizures £ Yes (' No | High Cholesterol ) Yes Scarlet Fever
Artificial Heart Valve Excessive Bleeding 2 Yes €9 No | Hives or Rash £) Yes Shingles O Yes GiNo |
Artificial Joint Excessive Thirst ) Yes {3 No | Hypoglycemia €J Yes Sickle Cell Disease OYesOno |
Asthma £ Yes () No | Fainting Spells/Dizziness () Yes ) No Iregular Heartbeat . Yes Sinus Trouble () Yes (3 No
Blood Disease 3 Yes (i No | Frequent Cough ) Yes (U No | Kidney Problems O Yes ¢ Spina Bifida €3 Yes (i No
' Blood Transfusion (7' Yes () No | Frequent Diarrhea Leukemia 3 Stomach/Intestinal Disease ") Yes (73 No
Breathing Problems 7 Yes () No | Frequent Headaches Liver Disease % Stroke 2 Yes () No
Bruise Easily © Yes (1 No | Genital Herpes Low Blood Pressure Swielling of Limbs 3 Yes O No
' Cancer ) Yes (3 Mo | Glaucoma Lung Disease Thyroid Disease OYesGNo |
Chemotherapy 7 Yes () No | Hay Faver ’Yes (I No | Mitral Valve Prolapse Tonsillitis ) Yes (O No
Chest Pains ) Yes (Mo | Heart Attack/Failure ) Yes {1 No | Osteoporosis £ Yes (O No | Tuberculosis €3 Yes £ No
| Cold Sores/Fever Blisters (> Yes () No | Heart Murmur i) Yes () Mo | Pain in Jaw Joints O Yes O No |Tumorsor Growths (2 Yes (D No
Congenital Heart Disorder () Yes €3 Mo | Heart Pacemaker ) Yes (iNo |Parathyroid Disease ) Yes (O No  |Ulcers £3 Yes ©F No
Convulsions (3 Yes (' No | Heart Trouble/Disease . Yes CiNo | Psychiatric Care | Venereal Disease &2 Yes O No
Yellow Jaundice () yes (i o
Have you ever had any serious illness not listed . Yes i No IFyes :
o : T = -

Comments:

2R LTI Sl s el kb o= et e = S = = — - Sl

To the best of my knowledge, the questions on this form have been accirately answered. Iunderstand 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 ar Guard]




