TIME 09:23 AM

DATE 2/3/2023
PATIENT REGIST N
D: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:[_| Policy Holder [iResponsible 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 Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
[ |Responsible Party is also a Policy Holder for Patient [j Primary Insurance I’Slicy Holder [} Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:[_|Male [ |Female Marital Status:{_|Married [ | single | IDivorced { Iseparated || Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [ 11 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment| ™| Full Time [IPart Time [ IRetired
Status:
Student Status:[_| Full Time [ JPart Time

Medicaid ID: Pref. Dentist:
Employer [D: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
—— Primary Insurance Information
Name of Insured: Relationship to Insured: [_| Sell [Ispouse [ JChild [ ]Other
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:
Secondary Insurance [nformation
Name of Insured: Relationship to Insured: ]Self [ ISpouse [ | child { "} Other
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:




Time 9:20 AM Bruce D, Schulman, D.D.S., P.A. Date 2/3/2023
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental persannel 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, ¢

Are you under a physidan's care now?

Cives GNo ffves| depecemscapusnda B
Have you ever been hospitalized or had a major operation? “IYes #1No If yes | e SRl ) |
Have you ever had a sa'inLLs'read or neck injury? “ives ¢iNo If yes 777 ) o . l
Are you tak'ing any medicaﬁon:_l, pﬂls. or drugs? Yes Mo If yes | s 1 - 7 P o e :
i = L - — !
Do you take, or have you taken, Phen<en or Redux? Yes Mo If yes :r - o =
2 LS N = Ut L ot ) B |
Have you ever taken Fosamax, Boniva, Actonel or any other “ivYes 1Mo If yes } e ol i TS o ST ) N
medications containing bisphosphonates? -
Are you on a spedial diet? i Yes i No i
Do you use tobacco? “iYes Mo
Do you use controlled substances? 'Yes | 1Mo fyes \ : “IA g it R Thn s - . St .., _ TN —;
\Yomen: Are you...
7. Pregnant/Trying to get pregnant? " INursing? [ Taking oral contraceptives?

Are you allergic to any of the following?

™ Aspirin Trenicilin ] Acryiic
7 Metal I Latex 7 Local Anesthetics
Other? = Bty | "L B |

Do you have, or have you had, any of the following?

AIDS/HIV Positive Yes «No |Cortisone Medicne ‘Yes (Mo - [Hemophiia ‘Yes « Mo |Radiation Treatments 7 Yes iNo
Alzheimer's Disease " Yes ©iNo |Diabetes " Yes Mo |Hepattis A _'Yes Mo |RecentWeight Loss “Yes £ No
Anaphylaxis i Yes (I No Drug Addiction " Yes 7 MNo Hepatitis B or C Yes Ha Renal Dialysis 7 Yes ' No
Anemia 7 Yes {7 MNo Easily Winded i "Yes 7 Mo |Herpes Yes Mo Rheumatic Fever i, Yes Mo
Angina T Yes (N0 Emphysema Yes . Ne High Blood Pressure Yes No Rheumatism & Yes Mo
Arthritis/Gout " Yes ) No Epilepsy or Seizures iYes © No High Cholesteral Yes ' MNo Scarlet Fever oYes i Ne
Artificial Heart Valve “i¥es {:No Excessive Bleeding “iYes 7 No Hives or Rash Yes Mo Shingles “iYes « No
Artifical Joint 7 Yes () No |Excessive Thirst ““iYes ¢ No |Hypoglycemia " Yes Mo Sickle Cell Disease Yes ¢ ho
Asthma T Yes 0 No Fainting Spells Dizziness 7 Yes ' No Irregular Heartbeat Yes Mo Sinus Trouble < Yes o+ Mo
Blood Disease iYes Mo Fregquent Cough « Yes Mo Kidney Problems Yes Mo Spina Bifida Yes Mo
Blood Tramsfusion " Yes No |FrequentDiarrhea Yes Mo |Leukemia _Yes Mo |Stomach/Intestnal Disease . Yes Mo
Ereathing Problems " Yes ¢iNo Frequent Headaches  Yes Ko Liver Disease _fes ' | No Stroke i Yes v i MNo
Bruise Easiy ‘Yes i No |Genital Herpes “Yes ¢ No |Low Blood Pressure CiYes 7 No | Sweling of Limbs i Yes 41 MNo
Cancer i Yes I No |Glaucoma "7Yes ") No |LungDisease “iYes iNo |Thyroid Disease i Yes Mo
Chemotherapy “Yes ()No |HayFever i Yes i No |Mitral Valve Prolapse iYes (i No  |Tonsilitis i Yes 7)Mo
Chest Pains “iYes “iNo |HeartAttack/fFailure (ives ©)No |Osteoporosis T Yes ¢ No |Tuberculosis iYes T)No
Cold SoresFever Blisters T Yes T No Heart Murmur Wiyes 7 No Pain in Jaw Joints Yes Mo Tumors or Growths s Yes . Mo
Congenital Heart Disorder ™ Yes ()Mo Heart Pacemaker Yes ' Mo Parathyroid Disease Yes Ho Ulcers [ Yes Mo
Convulsions 7 Yes « 1No Heart Trouble Disease i Yes Mo Psychizstric Care " Yes o “enereal Disease _fes _ Mo
) ‘ Yellow Jaundice " Yes )Mo
Have you ever had any serious illness not listed above? TiYes T No If yes '77 o 7_7__ wete | SN - i e
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, Itis my
respansibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



PATIENT CONSENT FORM

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), |

have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to: '

¢ Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.
+ Obtain payment from third-party payers.

* Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have been informed by you of your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | have been given the right to
review such Notice of Privacy Practices prior to signing this consent. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that | may

contact this organization at any time at the address below to obtain a current copy of the Notice of
Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are not

required to agree to my requested restrictions, but if you do agree then you are bound to abide by
_ such restrictions.

I understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient:

Date:




INFORMED CONSENT

Endodontic Treatment (Root Canal Therapy) is usually performed to remove
infected or damaged tissue from inside a tooth. This tissue, called the pulp, contains
nerves and blood vessels. After the pulp is removed, the pulp chamber and root
canals are cleaned, shaped, and filled. After treatment is completed, in most cases,
the patient will need to have the tooth restored, usually with a post and crown, by
the patient’s dentist. Endodontic treatment cannot be guaranteed and sometimes,
further (surgical) intervention or extraction may be necessary. Other treatment
options included no treatment, waiting for more definitive symptoms to develop or
extraction. Possible complications include pain, swelling, loss of tooth.

Signature Date

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of dental benefits to Dr. Bruce D. Schulman, for
services rendered by him. I understand that I am financially responsible for any
balance not covered by my insurance.

Signature Date




