PATIENT INFORMATION

PLEASE FILL OUT ALL INFORMATION

Date

Patients Name Age DOB
First Middle Maiden Last
Patient's address Home Phone #
Cell Phone #
City State Zip email address
(Patient’s) (Patient's) {Patient's)
Social Security # Work Phoneit Employment
(Patient’s) (Patient's)
Mr.___Mrs.___ Miss__ Ms__ Child__ Sex_ Married Single Divorce Widowed Separated
if patient is a minor/child parents name Home Phone#
Schoot patient attends
How did you hear about us ?
If an existing patient referred you to us, whom may we thank?
Incase of emergency contact
Person responsible for account Address
Relationship to patient Home # Work #
DENTAL INSURANCE
Insured Name Relationship to Patient
Insured Employment Address
City State Zip Work Phone #
Social Security # DOB Group #
Insurance Company Name Phone #

Do You Have A Second Dental Insurance? Yes_ No___if Yes, Please Fill out Information:

insured Name

Relationship to Patient

Insured Employment

Address

Work Phene #

Social Security # DOoB

Group #

Insurance Company Name

Phone #

REMEMBER: YOUR INSURANCE IS ESTIMATED. AMOUNT DUE YOU

MAY BE MORE OR LESS.



TIME 8:49 AM Concepts In Dentistry LLC DATE 1/14/2013

.MEDICAL HISTORY

PATIENT NAME Birth Date

! Although dental personnel primarily traat the area in and around your mouth, your mouth is a part of your entire bod_y. Heaith problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentlstry you will receive. Thank you for answering the
following guestions.

Are you under a physician's care now? () Yes (O No
Have you ever been hospitalized or had a major operation? (D) Yes () No
Have you ever had a serious head or neck injury? () Yes () No
Are you taking any medications, pills, or drugs? () Yes O No
Do you take, or have you taken, Phen-Fen or Redux? () Yes {) No
r sa , Boniva, or
O her maciations somairn bonalonel &1 ) ves O Mo
Are you on a special diet? () Yes () No
Do you use tobacco? () Yes {) No
Do you use controlled substances? () Yes O No

If yes, please expiain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

—Women: Are you . - - - o
Pregnant/Trying to get pregnant? O) Yes () No Taking oral contraceptives? () Yes () No Nursing? (O Yes O No

—Are you allergic to any of the following? ; y i - -
(] Aspirin [} Penicillin [ ] Cedeine [[] Local Anesthetics [ Acrylic  [[] Metal ] Latex [] Sulfa drugs
(] Other If yes, please explain:

—Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes O No | Gortisone Medicine O Yes {) No | Hemophilia O Yes (O No | Radiation Treatments O Yes O No
Alzheimer's Disease (O Yes (O No | Diabetes O Yes (O No | Hepatitis A O Yes O No | Recent Weight Loss (O Yes )} No
Anaphylaxis (O Yes (O No | DrugAddiction (O Yes O No | HepatitisBor g () Yes (O No | Renal Dialysis O Yes O No
Anermia () Yes (O No | Easily Winded O Yes O No | Herpes (O Yes (O No | Rheumatic Fever O Yes O No
Angina (O Yes O No | Emphysema (O Yes Q) No | High Blood Pressure (0 Yes (O No | Rheumatism (O Yes O No
Arthritis/Gout () Yes O No | Epilepsy or Seizures . () Yes (O No | HighCholesterol () Yes (O No | Scarlet Fever O Yes O No
Artificial Heart Valve O Yes (O No | ‘Excessive Bleeding O Yes O No | Hives o Rash (O Yes (O No | Shingles O Yes O) No
Artificial Joint (O Yes (O No | Excessive Thirst O Yes () No | Hypoglycemia (O Yes (O No | Sickle Cell Disease O Yes O No
Asthma (O Yes (O Mo | Fainting Spells/Dizziness () Yes () No | Irregular Heartbeat (O Yes (O No | Sinus Trouble O Yes O No
Blood Disease O Yes (O No | Frequent Cough (O Yes () No | Kidney Problems (O Yes (O No } Spina Bifida O Yes (O No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes (O No | Leukemia (O Yes O No | Stomach/intestinal Disease O Yes O No
Breathing Problem (O Yes O No | Frequent Headaches (O Yes (O No | Liver Disease (O Yes (O No | Stroke O Yes O No
Bruise Easily O Yes (O No | Genital Herpes () Yes (O No | Low Blood Pressure ) Yes () Mo | Swelling of Limbs (O Yes O No
Cancey - (O Yes (3 No | Glaucoma - (O Yes QO No | Lung Disease (O Yes (O No | Thyroid Disease (D Yes O No
Chemotherapy (O Yes ) No | Hay Fever O Yes () No | Mitral Valve Protapse { ) Yes O No | Tonsillitis () Yes (O No
Chest Pains (O Yes O No | HeartAttackiFailure () Yes () No | Osteoporosis (O Yes (O No | Tuberculosls () Yes (1) No
Cold Sores/Fever Blisters () Yes (O No | Heart Murmur O Yes Q) No | PaininJawdoints O Yes () No { Tumors or Growths Q) Yes 8 No
Congenital Heart Disorder() Yes () No | Heart Pacemaker () Yes (O No | Parathyroid Disease O Yes O No Ulcers Q Yes () No
Convulsions O Yes O No | Heart Trouble/Disease () Yes (O No | PsychisticCare () Yes O No Venereal Disease (2 Yes ) No

Yellow Jaundice ) Yes O No
Have you ever had any serious iliness not fisted above? () Yes (O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered,
dangerous to my {or patient's) health, It is my responsibility to inform the dental office of a

| understand that-providing incorrect information can be
ny changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Office Policy and Financial
Consideration

ASSIGNMENT AND RELEASE

I, the undersigned, have insurance with

Name of Insurance Company({ies)
and assign directly to Shane M. Zerlngue DDS all benefits, if any, otherwise payable to me for services
rendered. Insurance coverage is estimated — your actual indemnity may be more or less. I the patient or
Gaurdian understands that I am financially responsible for all amounts whether or not covered by my
insurance carrier .1 hereby authorize the doctor to release all information necessary to secure the payment of
benefits. I authorize the use of this signature on all my insurance submissions whether manual or electronic.

Date Signature of insured

MINOR/CHILD
I, being the parent or guardian of do hereby

Name of minor/child '
request and authorize Shane M. Zeringue, DDS to perform necessary dental services for my child, including but
not limited to x-rays, and administration of anesthetics which are deemed advisable by the doctor, whether or not
I am present at the appointment when the treatment is rendered. I understand that as the parents/guardians I
am responsible for all fees and services rendered for treatment of a minor/child.

Date Signature of Guardian

FINANCIAL AGREEMENT

[ acknowledge that payment is due at time of treatment, unless other arrangements are made.

[ accept financial responsibility for all charges not covered by insurance. If Shane M. Zeringue, DDS finds it
necessary to place my account with an agency for collection, 1 agree to pay collection fees up to a rate of 50% of
the total fees and amount owed at time of placement. In addition, [ also agree to pay any and all attorney fees at
the rate of 40% and amount owed at time of placement

We reserve the right to charge for appointments canceled or broken without 24-hour notice.

We call ail our patients the day before their appointments. If we do not hear from you by the end of the day we
reserve the right to reschedule your appointment.

If we have to bill you for payment and your account is 30 days past due a finance charge of 1.5% per month will
be added.

For your convenience we take  cash __ check __check-debt cards__ visa __ master card __discover__

I have read, understand and fully agree to the above information and consideration for dental service
performed.

Signature of Patient/Guardian (if minor)




Concepts In Dentistry Shane M. Zeringue D.D.S. LLC

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A PATIENT GIVING CONSENT

Name:
Address:
Telephone: . E-maif;
Patient Number: - Social Security Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREEULLY,

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out
treatment, payment activities, and healihcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make
of your protected health Information, and of other Important matters about your protected health Information. A copy of our Notice
accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent,

We reserve the right to change ohr privacy practices as described in our Notice of Privacy Practices. If we change-our privacy practices, we

will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health
information that we maintain.

You may obtain a copy of our Nolice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person: Angela

Telephone: 985-851-7905 Fax: 985-851-5006
E-iail: - skipsmz@cajun.net

Address: 855 Belanger St. Suite 211 Houma, LA 70360

' Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitied to
the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance con this

Consent before we recelved your revocation, and thfxt we may decline to treat you or to continue treating you If you revoke this
Consent. % :

SIGNATURE

|, , have had full opportunity to read and consider the contents of this Consent
form and your Nofice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent {0 your use and
disclosure of my protected health information to carry out treatment, payment activities and heath care operations.

Signature: Date:

If this Consent Is signed by a personal representative on behalf of the patient, complete the following:
3
Personal Representative’s Name:

Relationship to Patient:




Concepts In Dentistry Shane M. Zeringue D.D.S. LLC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I, , have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 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

O o o o

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reprodugtion and use of this form by dentists and their staff is pemmitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form |Is educational enly, does nof constitute legal advice, and covers only federal, not state, law {August 14, 2002).



