TIME 02:37 PM DATE 4/13/2015
PATIENT REGISTRATION
ID: Chart ID: N
First Name: Last Name: Middle Initial:
Patient Is:[_]Policy Holder  [_|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:
Pthnm: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers'Lic:
D Responsible Party is also a Policy Holder for Patient D Primary Insurance Policy Holder D Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Pthi:: Work Phone: Ext: Cellular:
Sex:[]Male [Female Marital Status:[_|Married  [_]Single [pivorced D Separated [_| Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [J1 would like to receive correspondences via e-mail.
Section 2 Section 3
EmploymemD Full Time [JPart Time [Retired Premed for dentist?
Status: Wheelchair non-trans
Student Status:[_] Full Time [Jpart Time Wheelchair transfer
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured:D Self [Ispouse [:] Child
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: - Rem. Deduct:

[Jother

Secondary Insurance Information

Name of Insured: Relationship to Insured:[_] Self [Ispouse D Child
Insured Soc. Sec: Insured Birth Date:
Employer:r Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

[Jother




Time 2:35 PM Raymond J Beaudoin Jr, DDS Date 4/13/2015
Eaglesoft Medical History for Dr. Raymond J. Beaudoin Jr. D.D.S. and Dr. Paul E. Beaudoin D.M.D.
Patient Name: Birth Date: Date Created:

~

Akthough dental personnel primardy treat the area in and around your mouth, your mouth s a part of your entre body. Health problems that you may have, or
medication that you may be taking, could have an important interreltionship with the dentistry you wilf recerve. Thank vou for answering the following questions.

Are you under a physician's care now? Yes  Ho If yes

Have you ever been hospitalized or had a major Yes  No If yes

operation?

Have you ever had a serious head or neck injury? Yes  No fves

Are you taking any medications, pills, or drugs? Yes  Ho If ves S

Have you ever taken Fosamax, Boniva, Actonel or Yes  HNo If ves B
any other medications containing bisphosphonates? o .

Are you on a special diet? Yes  Ho

Do you use tobacco? Yes  HNo

Women: Are you...
Pregnant/Trying to get pregnant? Nursing? Taking oral contraceptives?

Are you alergic to any of the folowing?

Aspirin Penicillin Codeine Acrylic
Metal Latex Sulfa Drugs Local Anesthetics
Other? If ves

Do you have, or have you had, any of the following? PLEASE CHECK YES TO THE ONES THAT APPLY TO YOU.

AIDS/HIV Positive Yes No [Cortisone Medicine Yes  No |Hemophilia Yes  No |Radiation Treatments Yes  HNo
Alzheimer's Disease Yes No |Diabetes Yes No |Hepatitis A Yes . No |Recent Weight Loss Yes _ No
Anaphylaxis Yes No |Drug Addiction Yes 'No [Hepatitis B or C Yes  No |Renal Dialysis Yes  No
Anemia Yes No |Easily Winded Yes Mo |Herpes Yes  No |Rheumatic Fever Yes  HNo
Angina Yes No |Emphysema Yes  No [High Blood Pressure Yes  No |Rheumatism Yes  No
Arthritis/Gout Yes No |Epilepsy or Seizures Yes No [High Cholesterol Yes No [Scarlet Fever Yes - No
Artificial Heart Valve Yes No | Excessive Bleeding Yes No |Hives or Rash Yes Ho |Shingles Yes HNo
Artificial Joint Yes  No |Excessive Thirst Yes ~ No |Hypoglycemia Yes  No |Sickle Cell Disease Yes  No
Asthma Yes MNo |Fanting Spels/Dzzness  Yes No |Irreqular Heartbeat Yes  No |Sinus Trouble Yes  No
Blood Disease Yes No |Frequent Cough Yes  No |Kidney Problems Yes No |Spina Bifida Yes  No
Blood Transfusion Yes  No |Frequent Diarrhea Yes Mo |Leukemia Yes  No |Stomach/Intestinal Disease Yes  No
Breathing Problems Yes  No |Frequent Headaches Yes  No |Liver Disease Yes No |Stroke Yes  Ho
Bruise Easily Yes No |Genital Herpes Yes  No |Low Blood Pressure Yes  No |Swelling of Limbs Yes  No
Cancer Yes  No |Glaucoma Yes  No |Lung Disease Yes  No |Thyroid Disease Yes _ Ho
Chemotherapy Yes No [Hay Fever Yes  Ho |Mitral Valve Prolapse Yes  No |Tonsillitis Yes  No
Chest Pains Yes No |Heart Attack/Failure Yes Mo | Osteoporosis Yes  No |Tuberculosis Yes  Ho
Cold Sores/Fever Bisters  Yes  No | Heart Murmur Yes  No |Pain in Jaw Joints Yes No |Tumors or Growths Yes  No
Congenital Heart Disorder ~ Yes  No | Heart Pacemaker Yes Mo |Parathyroid Disease Yes  No |ulcers Yes  No
Convulsions Yes No |Heart Trouble/Disease ~ Yes  No |Psychiatric Care Yes  No |Venereal Disease Yes  No
Yellow Jaundice Yes Ho

Have you ever had any serious iliness not listed Yes HNo Fyes ) :

Comments:

To the best of my knowledge, the questions on this form have been accurately answerad. Iunderstand that providing mcorrect information an be dangerous to my (or
patient's) health. It is mv responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



Time 2:36 PM Raymond J Beaudoin Jr, DDS Date 4/13/2015
Dr. Raymond J. Beaudoin Jr. D.D.S and Dr. Paul Beaudoin D.M.D (dental history)
Patient Name: Birth Date: Date Created: M

Patient Dental History

Do you have any specific problems? Yes  No If ves

Do you have pain in or near your ears? Yes  No If ves N

Do you have any unhealed injuries or inflamed Yes  No Fyves -
areas in or around your mouth? o S

Have you experienced any growth or sores spots in Yes  No If yes .
your mouth? o R
Does any part of your mouth hurt when clenched? Yes Mo If ves . )

Have you ever had Novocaine anesthetic? Yes  No If yes

Any reactions or allergic symptoms to novocaine? Yes _ No Ifyes -

Any difficult extractions in the past? Yes No If ves - -

Have you had prolonged bleeding following Yes  HNo Fves

extractions in the past? N o

Do your gums bleed? Yes <> No If ves

Have you ever been instructed on the correct Yes HNo If yes

method of brushing your teeth? o o o
Have you ever been instructed on the care of your Yes ~ No If yes B

gums?

Do you chews on only one side of your mouth? Yes  No If ves o

Do you habitually clench your teeth during the night Yes No Fves o

or day? SERT— o

When was your last full mouth X-RAY taken?  And Yes  No If yes '

where? -
Any part of your mouth sore to pressure or irritants Yes  No If yes .

(cold, sweets, ect)? Is so, locate?

Have you ever been told you have periodontal Yes  No If yes
disease or gingivitis?

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can
be dangerous to my ( or patient's) health. It is my responsiblity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE
USED AND DISCLOSED AND HOW YOU CAN GET ACESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996(HIPAA) is a federal program
that requires that all medical records and other individually identifiable health information used
or disclosed by us in any form, whether electronically, on paper, or orally, are,kept properly
confidential. This Act gives you, the patient, significant new rights to understand and control
how your health information is used. "HIPAA" provides penalties for covered entities that
misuse personal health information.

As required by "HIPAA", we have prepared this explanation of how we are required to maintain
the privacy of your health information and how we may use and disclose your health
information.

We may use and disclose your medical records only for each of the following purposes:
treatment, payment and health care operations.

e Treatment means providing, coordinating, or managing health care and related services by
one or more health care providers. An example of this would include teeth cleaning services.

e Payment means such activities as obtaining reimbursement for services, confirming
coverage, billing or collection activities, and utilization review. An example of this would be
sending a bill for your visit to your insurance company for payment.

e Health care operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internal quality
assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment
alternatives or other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may
revoke such authorization in writing and we are required to honor an abide by that written
request, except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can
exercise by presenting a written request to the Privacy Officer:



“

o The right to request restrictions on certain uses and disclosures of protected health
information, including those related to disclosures to family members, other relatives, close
personal friends, or any other person identified by you. We are, however, not required to
agree to a requested restriction. If we do agree to a restriction, we must abide by it unless
you agree in writing to remove it.

e The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

e The right to inspect and copy your protected health information.

e The right to amend your protected health information.

o The right to receive an accounting of disclosures of protected health information.

e The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to
provide you with notice of our legal duties and privacy practices with respect to protected health
information.

This notice is effective as of and we are required to abide by the terms of
the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of
our Notice of Privacy Practices and to make the new notice provisions effective for all protected

health information that we maintain. We will post and you may request a written copy of a
revised notice of Privacy Practices from this office.

You have the recourse if you feel that your privacy protections have been violated. You have the
right to file a written complaint with our office, or with the Department of Health & Human
Services, Office of Civil Rights, about violations of the provisions of this notice or the policies
and procedures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA or to
file a complaint:
The U.S. Dept. of Health & Human Services
Office of Civil Rights
200 Independence Avenue, S.W.
Washington, D.C. 20201
(202) 619-0257
Toll Free: 1-877-696-6775



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
**You May Refuse to Sign This Acknowledgement**

L . 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
e Communications barriers prohibited obtaining the acknowledgement
e Anemergency situation prevented us from obtaining acknowledgement

o Other(Please Specify)




