Lane Eddleman, D.D.S., L.L.C.            2511 Broadmoor Blvd, Monroe, LA 71201                   Michael F. Nolan, DDS, LLC


Patient Registration

Name, First _______________________ Last ___________________________Middle Initial____ Preferred _____________
Address _________________________________________________________ City, State, Zip ______________________
Home Phone _______________ Work ________________ Cell________________ Email ___________________________
Birth Date _____________ SSN #___​​​​​​​​​​​​​_________________ Drivers Lic # _________________

I prefer to be contacted for appointment reminders by:  Phone □Home □Work □Cell       □ Text Message        □ Email
Marital Status: □Single □Married □Divorced □Widowed □Separated    Student: □Full □Part-time. School: __________

Patient’s (or Parent’s) Employer _______________________________________________ Work # ____________________
Spouse Name_________________________ Employer ____________________________ Work # ____________________
Name & Ages of Children/Siblings: _______________________________________________________________________
Person to Contact in Case of Emergency_________________________ Relationship__________ Phone #______________
Preferred Pharmacy_____________________________ Approx Date of Last Dental visit: ________ Dentist:_____________
Who Referred You (How did you hear about us)? _________________________________________

Responsible Party

Person Responsible for this Account_____________________________________ Relationship to Patient_______________
Address____________________________________________ City__________________ State______ Zip_____________
Employer___________________________________ SSN# __________________   Phone #_________________________
Dental Insurance Information

Policy Holder _______________________________________ Birth Date ___________ Relationship to Patient___________

Name of Employer ___________________________ City_______ ____State ___________Work # ____________________

Insurance Company ________________________________________ Group # ___________________________________

Policy Holder SSN# ____________________________ Policy Holder Member ID# _________________________________

Secondary Insurance Co. ____________________________________ Group # ___________________________________

Policy Holder SSN# ____________________________ Policy Holder Member ID# _________________________________

I agree that the above information is accurate and that by signing below, I understand & accept the following: 
Payment is due in full as treatment is rendered.  This practice does not have a contract with my insurance company, but I do.  Insurance payment and coverage is my responsibility.  We file your claim as a courtesy to you.  If your insurance does not pay within 90 days, denies your claim, or does not pay the full estimated portion, we will request immediate payment in full from you, but still assist you in collecting your insurance reimbursement.  In the event that my account becomes delinquent and/or is turned over to a third party for collection, I am responsible for any and all billing fees, finance charges, legal fees, and collection costs incurred.  When necessary, this practice emails dental x-rays, records, and/or dental photographs to your insurance company and dental specialists or laboratory technicians involved in your treatment, via a non-encrypted web source.  My signature below gives this practice permission to email my dental records when necessary without encryption.
SIGNATURE of PATIENT (PARENT or GUARDIAN
) 





              DATE
MEDICAL HISTORY

PATIENT NAME__________________________________________
DOB_____________
DATE________________________

Although we primarily treat the area in and around your mouth, your mouth is a part of your entire body.  General health problems that you may have, or medication that you may be taking, could have an important interrelationship with the dental treatment we will recommend for you.  Thank you for answering the following questions thoughtfully and completely so we may better care for you!
                                 Are you under a physician’s care now?   O Yes   O No    If yes, explain__________________________________

 Have you ever been hospitalized or had a major operation?   O Yes   O No    If yes, explain__________________________________
             Have you ever had a serious head or neck injury?  O Yes   O No    If yes, explain________________________________
Are you taking any medications, drugs, or supplements?  O Yes   O No    If yes, explain__________________________________
    Have you taken Fosamax, Boniva, Actonel or any other

         
                            medications containing Bisphosphonates?   O Yes   O No    If yes, which & how long? ________________________
    Do you use tobacco?   O Yes   O No    If yes, what? _________ How much?  _______________
           Do you use controlled substances?   O Yes   O No    If yes, what? _________ How much?  _______________

Women: Are you?  Pregnant/Trying to get pregnant? OYes  ONo    Taking oral contraceptives? OYes  ONo      Nursing? OYes  ONo             
Are you allergic to any of the following? 
O Aspirin     O Penicillin     O Codeine     O Local Anesthetics     O Acrylic   O Metal     O Latex    O Sulfa Drugs    
O Other  If yes, please explain: __________________________________________________________________________________
Do you have, or have you had, any of the following?

AIDS/HIV Positive     O Yes O No

Alzheimer’s Disease   O Yes O No

Anaphylaxis                O Yes O No

Anemia                        O Yes O No

Angina Arthritis/Gout O Yes O No

Artificial Heart Valve  O Yes O No

Artificial Joint             O Yes O No

Asthma                        O Yes O No

   Induced by:  O Allergy O Stress
Blood Disease             O Yes O No

Blood Transfusion      O Yes O No

Breathing Problem      O Yes O No

Bruise Easily               O Yes O No

Cancer                         O Yes O No

Chemotherapy             O Yes O No

Chest Pains                  O Yes O No

Cold Sores/Fever Blister  OYes O No
Congenital Heart Disorder OYes ONo
Convulsions                 O Yes O No

Cortisone Medicine     O Yes O No

Diabetes                       O Yes O No

Drug Addiction            O Yes O No
Easily Winded             O Yes O No

Emphysema                 O Yes O No 
Epilepsy or Seizures    O Yes O No

Excessive Bleeding     O Yes O No

Excessive Thirst          O Yes O No

Fainting Spells/Dizziness O Yes O No
Frequent Cough           O Yes O No

Frequent Diarrhea        O Yes O No
Frequent Headaches    O Yes O No

Genital Herpes             O Yes O No
Glaucoma                    O Yes O No

Hay Fever                    O Yes O No

Heart Attack/Failure    O Yes O No

Heart Murmur             O Yes O No

Heart Pacemaker         O Yes O No

Heart Trouble/Disease    O Yes O No
Hemophilia                  O Yes O No

Hepatitis A                  O Yes O No

Hepatitis B                  O Yes O No

Hepatitis C                  O Yes O No

Herpes                         O Yes O No

High Blood Pressure   O Yes O No

High Cholesterol         O Yes O No

Hives or Rash              O Yes O No

Hypoglycemia             O Yes O No

Irregular Heartbeat      O Yes O No

Kidney Problems         O Yes O No

Leukemia                     O Yes O No

Liver Disease               O Yes O No

Low Blood Pressure    O Yes O No

Lung Disease               O Yes O No

Mitral Valve Prolapse  OYes O No
Osteoporosis                O Yes O No

Pain in Jaw Joints        O Yes O No

Parathyroid Disease     O Yes O No

Psychiatric Care          O Yes O No

Radiation Treatment    O Yes O No

Recent Weight Loss    O Yes O No

Renal Dialysis             O Yes O No

Rheumatic Fever         O Yes O No

Rheumatism                 O Yes O No

Scarlet Fever                O Yes O No

Shingles                         O Yes O No

Sickle Cell Disease        O Yes O No

Sinus Trouble                O Yes O No

Spina Bifida                   O Yes O No

Stomach/Intestinal Disease O Yes ONo
Stroke                            O Yes O No

Swelling of Limbs         O Yes O No

Thyroid Disease            O Yes O No

Tonsillitis                      O Yes O No

Tuberculosis                  O Yes O No

Tumors or Growths       O Yes O No
Ulcers                            O Yes O No

Venereal Disease           O Yes O No

Yellow Jaundice            O Yes O No

Have you ever had any serious illness not listed here?  O Yes O No   Explain: 
DENTAL HISTORY

Have you had any recent dental treatment?  O Yes O No    If yes, what & when? ______________________________        Do you have anxiety about your dental visit? O Yes O No   If yes, please explain? _____________________________
What do you like the MOST about your smile? _________________________________________________________

What do you like the LEAST about your smile? ________________________________________________________

What would you like to CHANGE about your smile? _____________________________________________________

Do you have any TMJ (jaw) problems?  O Yes O No   If yes, please explain? _________________________________
What is your MAIN DENTAL CONCERN? ____________________________________________________________

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

_______________________________________________________________________________________________________
SIGNATURE OF PATIENT, PARENT, or GUARDIAN





DATE

HIPAA NOTICE OF PRIVACY PRACTICES
The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a federal program that requires that all dental records and other individually identifiable health information used or disclosed by us in any form, are kept confidential.  This Act gives you significant new rights to understand and control how your health information is used.  "HIPAA" provides penalties for misuse of 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/disclose your medical records for the following purposes:

· Treatment - providing, coordinating, or managing your dental care and/or related services by one or more health care providers.

· Payment activities - such as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review.  An example is filing an insurance claim for your visit.

· Health care operations - include the business aspects of running our practice, such as quality assessment and improvement activities, auditing functions, cost-management analysis, and customer service.  

· Electronic Communication Consent - when necessary, we email dental x-rays, records, and/or dental photographs to other dental professionals, such as specialists or laboratory technicians, via a non-encrypted web source.  My signature below gives the Practice permission to email my dental records when necessary without encryption. 

· 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 and abide by that written request.

· You have the following rights which you can exercise by presenting a written request:

· 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 requested restriction.

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

· The rights to inspect, copy, amend, or receive an accounting disclosure of your health information.

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

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES and CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

· By signing below, I consent to this practice’s use and disclosure of my protected health information to carry out treatment, payment activities, and healthcare operations.

· I have had the opportunity to carefully and completely read the Notice of Privacy Practices (above) before I decided to sign this consent.    

· I have the right to revoke this Consent at any time by giving the practice written notice.  I understand that revocation of this Consent will not affect any action the practice took in reliance on this Consent before they received my written revocation, and that they may decline to treat me if I revoke this Consent.

· My signature below acknowledges receipt and understanding of this Notice of Privacy Practices and my Consent for the Use and Disclosure of my Health Information:

Print Name: __________________________________________ Relationship if other than patient: ______________
Signature: ______________________________________________________________ Date: __________________
