TIME 11:31 AM DATE 2/13/2013
PATIENT REGISTRATION
ID: Chart ID:
First N\ame: Last Name: _ Middle Initial: -
Patient Is: [:] Policy Holder Preferred Name: -
[ ] Responsible Party

Responsible Party (if someone other than the patient)

First Name: ~ LastName: B _ Middle Initial:

Address: ~ Address 2:

City, State, Zip: e Pager: .

Home Phone: __ Work Phone: n Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder O secondary Insurance Policy Holder

Patient Information -~~~ -~ - -

Address: Address 2: o _ -
City: State / Zip: - Pager: o
Home Phone: o Work Phone:  BExt . _Cellular: ___ .
Sex: O Male O Eemale Marital Status: () Married () Single O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: __ Drivers Lic:
E-mail: o [ ] 1'would like to receive correspondences via e-mail.
Section 2 e — Section 3
Employment Status: () Full Time () PartTime () Retired Additional Comments:
Student Status:  (7) Full Time (O Part Time
Medicaid ID: ___ Pref. Dentist: o
Employer ID: ~__ Pref Pharmacy: .
Carrier ID: ~ Pref Hyg. . ; ‘
Primary Insurance Information -~~~ — - -
Name of Insured: Relationship to Insured()) Self (O Spouse (O Child (O Other
Insured Soc. Sec: Insured Birth Date: o
Employer: B Ins. Company: o
Address: o Address: o o
Address 2: Address 2:
City,State,Zip: o ) City,State,Zip:
Rem. Benefits: .00  Rem. Deduct: .00
Secondary I'nsrurra'n'ce lnfo;n{ation
Name of Insured: Relationship to Insured:0) Setf (O Spouse (O Child (O Other
Insured Soc. Sec: o Insured Birth Date:
Employer: i Ins.Company: -
%
Address: S - i Address:
Address 2: B - Address 2: _
City,State Zip: - | CityState,Zip:

Rem. Benefits: .00  Rem. Deduct: .00




TIME 11:32 AM Rene M Polis DMD DATE 2/13/2013

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health 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? O Yes O No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes (O No
Have you ever had a serious head or neck injury? () Yes (O No

Are you taking any medications, pills, or drugs? O Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? O Yes O No

Are you on a special diet? O Yes O No
Do you use tobacco? (O Yes () No
Do you use controlled substances? () Yes () No

If yes, please explain:

If yes, please expiain:

If yes, please explain:

~~\Women: Are you

[ ] Pregnant/Trying to get pregnant?
[ ] Taking oral contraceptives?

[ Nursing?

Are you allergic to any of the following?
[] Aspirin [ ] Penicillin [ ] Codeine
D Other If yes, please explain:

[ ] Aerylic

[ ] Metal

[ ] Latex

[ ] Local Anesthetics

[ ] Sulfa Drugs

Do you have, or have you had, any of the following?
[ ] AIDS/HIV Positive [T] Chest Pains
[ ] Alzheimer's Disease [] cold Sores/Fever Blisters

[[] Arthritis/Gout

[ ] Artificial Heart Valve
] Artificial Joint

[ ] Asthma

[] Biood Disease

. [_] Blood Transfusion
[ Breathing Problem
[ Bruise Easily

[ ] Cancer

[] chemotherapy

[_] Diabetes

[ brug Addiction

[] Easily Winded

[] Emphysema

[] Epilepsy or Seizures

[] Excessive Bleeding

[T] Excessive Thirst

[] Fainting Spells/Dizziness
[] Frequent Cough

[] Frequent Diarrhea

(] Heart Murmur
[_] Hemophilia
] Hepatitis A

[ Herpes

[] Hives or Rash

] Frequent Headaches
[7] Genital Herpes

] Anaphylaxis [] congenital Heart Disorder | Glaucoma
(] Anemia ] Convulsions ] Hay Fever
[ ] Angina [] Cortisone Medicine ] Heart Attack/Failure

[] Heart Pacemaker
[] Heart Trouble/Disease
] Hepatitis Bor C

] High Blood Pressure
[] High Cholesterol

] Hypoglycemia

[] Leukemia
[] Liver Disease

[] Low Blood Pressure

[] Lung Disease

[ ] Osteoporosis

] Pain in Jaw Joints
[] Parathyroid Disease
[] Psychiatric Care

[_] Radiation Treatments
[_] Recent Weight Loss

[_] Renal Dialysis

Have you ever had any serious iliness not listed above?O Yes O No If yes, please explain:

[] Irregular Heartbeat
(] Kidney Problems

[] Mitral Vaive Prolapse

[ ] Rheumatic Fever
[] Rheumatism

[] Scarlet Fever

[] Shingles

[] sickle Cell Disease
[] Sinus Trouble

] Spina Bifida

[_] Stomach/lntestinal Disease
[] stroke

] Swelling of Limbs
[] Thyroid Disease
[] Tonsiliitis

[ Tuberculosis

[} Tumors or Growths
[] Ulcers

[] Venereal Disease
1 Yellow Jaundice

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. 1t is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Rene M. Polis, D.M.D.
3534 Rhoads Ave.
Newtown Square, PA 19073

Financial Policy

As a courtesy to our patients, the office works with many insurance companies.

It is important that you fully understand your insurance coverage, deductibles,
special clauses and co-pays which may or may not apply to your plan. Your dental
insurance is based upon a contract between your employer and the insurance
company. Should questions arise regarding your dental insurance benefits, it is
best for you to contact your employer or the insurance company directly. Please
be advised that co-pays and deductibles are due at the time of your visit. Our
office accepts cash, checks, Mastercard, Visa, Discover, and CareCredit. Any
outstanding balances are due within 30 days. All balances that reach 90 days past
due will be assessed an interest fee and/or sent to a collection agency. If you
have questions regarding a bill or our policy, please contact our billing office at
(610)356-9388.

| have read and agree to comply with the policy listed above:

Signed:

Print Name:

Date:




Rene M Polis, D.M.D
3534 Rhoads Avenue
Newtown Square, PA 19073
610-356-9388

Consent for Use or Disclosure of Health Information

Our Privacy Pledge

We are very concerned with protecting your privacy. While the law requires us to give you this disclosure, please
understand that we have, and always will, respect the privacy of your health information.

There are several circumstances in which we may have to use or disclose your health care information.

¢ We may have to disclose your health information to another health care provider or a hospital if it is necessary to
refer you to them for the diagnosis, assessment, or treatment of your health condition.

¢ We may have to disclose your health information and billing records to another party if they are potentially
responsible for the payment of your services.

* We may need to use your health information within our practice for quality control or other operational purposes.

We have a more complete notice that provides a detailed description of how your health information may be used or
disclosed. You have the right to review the notice before you sign this consent form. We reserve the right to change our
privacy practices as described in that notice. If we make a change to our privacy practices, we will notify you in writing
when you come in for treatment or by mail. Please feel free to call us at any time for a copy of our privacy notices.

Your Right to Limit Uses or Disclosures

You have the right to request that we do not disclose your health information to specific individuals, companies, or
organizations. If you would like to place any restrictions on the use or disclosure of your health information, please let us
know in writing. We are not required to agree to your restrictions. However, if we agree with your restrictions, the
restriction is binding on us.

Your Right to Revoke Your Authorization

You may revoke your consent to us at any time; however, your revocation must be in writing. We will not be able to honor
your revocation request if we have already released your health information before we receive your request to revoke your
authorization. If you were required to give your authorization as a condition of obtaining insurance, the insurance
company may have a right to your health information if they decided to contest any of your claims.

I have read your consent policy and agree to its terms. | am also acknowledging that | have received a copy of this notice.

Printed Name

Signature

Date



Rene M. Polis, D.M.D.
3534 Rhoads Ave.
Newtown Square, PA 19073

No Show/Cancellation Policy

The office is responsible for providing timely care to many patients. Late
cancellations and/or missed appointments adversely affect our ability to provide
needed care for our patients. It is extremely important to keep your appointment
and to be on time. We require at least 24 hours advance notice for all
cancellations. Failure to provide that notice will result in us sending a letter
notifying you of the missed appointment. Two or more missed appointments
may result in dismissal from the practice. Please be advised that a fee will be
assessed for no-show appointments depending on the length of the missed
appointment.

| have read and agree to comply with the policy listed above:

Signed:

Print Name:

Date:




