DR. LAURA PHELPS

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.

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

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? O Yes O No

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

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

Do you take, or have you taken, Phen-Fen or Redux? ) Yes (O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?o Yes (0 No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use confrolled substances? O Yes O No

Taking oral contraceptlves‘? O Yes (O No

—-Women: Are you-

Pregnany/Trying to get pregnant” () Yes O No Nursing? () Yes () No

- Are you allergic to any of the following? —

- [ Aspirin [ 1 Penicillin [ Codeine [7 Local Anesthetics [ ] Acylic [ Metal ] Latex [7] sulfa drugs
D Other  [f yes, please explain:
Do you have or have you had any of the foltowing?-— e
. AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes (O No | Hemophilia (O Yes (O No | Radiation Treatments O Yes O No ,
© Alzheimer's Disease () Yes (O No | Diabetes (O Yes {O No | Hepatitis A {7} Yes () No | Recent Weight Loss O Yes (O No -
. Anaphylaxis O Yes O No Drug Addiction O Yes o No Hepatitis B or C O Yes O No | Renal Dialysis O Yes O Mo
Anemia O Yes (O No | Easily Winded () Yes (O No | Herpes () Yes (O No | Rheumatic Fever O Yes (O No
Angina () Yes () No | Emphysema () Yes () Mo | HighBleod Pressure () Yes {C No | Rheumatism (O Yes (O No
Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes (O No | High Cholesterol () Yes () No | Scarlet Fever C Yes O No
Artificial Heart Valve (O Yes () No | Excessive Bleeding (O Yes {OJ No | Hivesor Rash (3 Yes () No | Shingles (O Yes (O No
Arlificial Joirt (O Yes (O No | FExcessive Thirst {7 Yes () No | Hypoglycamia () Yes (O No | Sickle Gell Disease O Yes O No
Asthma O Yes O Mo | Fainting Spe[ls,fDizzinessO Yes O No Ireguiar Heartbeat O Yes O No | Sinus Troubls O Yas O No
Blood Disease (O Yes () No | Frequent Cough () Yes (O No | Kidney Problems () Yes () No | Spina Bifida O Yes O No .
Blood Transfusion (O Yes (O No | Freguent Diarthea (O Yes (O No | Leukemia (O Yes O No | Stomachintestinal Disease () Yes () No
Breathing Problem (3 Yes () No | FrequentHeadaches () Yes ((} No | Liver Disease (O Yes () No | Stroke ) Yes (O No
Bruise Easily (O Yes (O No | Genital Herpes (O Yes (O No | LowBlood Pressure () Yes () No | Sweliing of Limbs (O Yes (O No'!
. Cancer (O Yes {O No | Glaucoma (O Yes {J No | Lung Disease { Yes (O No | Thyroid Disease () Yes (O No
Chemotherapy () Yes () Ne | HayFever ) Yes () No | Mitral valve Prolapse () Yes () No | Tonsillitis (O Yes (O No~
. Chest Pains () Yes {) No | Heart Attack/Failure (O Yes (O No | Osteoporosis O Yes {) No | Tubsrculosis (Q Yes () No -
Cold Scres/Fever Blisters () Yes { No | Heart Murmur {3 Yes (O No | PaininJaw Joints () Yes {) No Tumors or Growths ) Yes () No i
- Congsnital Heart Disorder () Yes () No | Heart Pacemaker {7) Yes () No | Parathyroid Disease () Yes () No &Zeerrseal Disease Q l:: Q :g _
" Comvulsions {3 Yes () No | Heart Trouble/Disease  {_} Yes () No | Psychiatic Care O Yes ) No Yollow Jaundice 8 Yos 8 No |

Have you ever had any serious illness nof listed above?o Yes O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. 1| understand that providing incorrect information can be
it is my responsibility to inform the dental office of any changes in medical status.

|
T dangerous to my {or patient's) health.
I

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




DR. LAURA PHELPS

PATIENT INFORMAIION (CONFIDENTIAL) h
NAME FIRST Mi EAST DATE

ADDRESS cny POV, pel

E-MAIL CELL PHONE HOME PHONE

55#/SIN BIRTHDATE

CHECK APPROPRIATE BOX: | | MinoR I siNnoLe I marriee U pivorceo |1 winowen | J SEPARATED

ltam 051-5767/27000 Palterson Office Supplles 800-837-1140

IF COLLEGE STUDENT, 1. / P.T., NAME OF SCHOOL CITY. PROV
PATIENT’S OR PARENT'S/GUARDIAN’S EMPLOYER WORK PHONE
SIATE/ ZiP/
BUSINESS ADDRESS CIty, PROV. P.C.
SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
kPERSON 10 CONTACT IN CASE OF AN EMERGENCY PHONE
N

RESPONSIBLE PARTY

RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PAIIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHCNE

\IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES L] NO

INSURANCE INFORMATION h

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

STATE/ Z1p/
EMPLOYER ADDRESS CITY. PROV. PC,
INSURANCE CO. TEL. # GRP # POLICY / LD. #

STATL/ ZIp/
INS. CO. ADDRLSS qay. PROV. PC.
HOW MUCH i35 YOUR DEDUCT!BLE'7 HOW MUCH HAVE YOU USED'? MAX ANNUAL BENEFIT?

DO YOU HAVE ANY ADD§TIONAL INSURANCE'P [ ] vEs D NO IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDAIE $S#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

STATE/ ZIP/
EMPLOYER ADDRESS city. PROV. .C.
INSURANCE CO. TEL. # GRP # POLICY / LD, #

STATE/ LI/
INS. CO. ADDRESS cily, PROV. P.C.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEHFT?

A

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINGR

PATIENT NUMBER




Dr. Laura G. Phelps DDS, PA
112-A Harmon Lane
Rernersville, NC 27284

Late Cancellation/ Broken Appointment Guidelines

‘ :"_::We understand\ that Jast minute changes in your schedule may be unavoidable and we will try to
"__:"-:.accommodate those changes as best we can. Please understand that when we make an appointment we are
_'.'settmg aS|de enough tlme to do our best work and that each appointment is for only one patient. We do not

'overbook expectmg some of our patients to not show for their appointments. Therefore, a broken
'-'-":appomtment w:thout adequate notice results in wasted time for us, adding to the cost of providing care for all

-".:_;:'Df our patlents

"“:,'.Due to the hlgh demand for dental appointments and the number of broken appointments and late
fcancellations we have had to tnstltute a late cancellation/no-show fee. All broken appointments and
ﬂ-.j-gcanceIIatlons wrt\h less'thari a 48 hour notice will be assessed a fee of $50 per appointment. For all Monday
. '.:appomtments, please caII by Thursday at 1:00 pm to avoid the $50 fee. .Please note that insurance will not
- .cover fe_,.?S; asspr_:lated w1__th late cancellatlons/ no-shows.

‘ ‘_ We WI” work thh you to try to schedule times that are best for you. Patients who habitually reschedule for
o 'madequate reason wrll be referred to an office which does not work by appointment or which can

:,'-‘.Taccommodate a.n unpred:_c_table schedule.

R R the unders:gned have read and understand the broken/ late cancellation guidelines. 1 agree to pay any fees
‘_that are charged should I fall to keep an appointment.

.._Na"rh‘e; e

_S_,.igr']atur‘_e: '

_Date;_

C Cell:




.

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM

YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT & AUTHORIZATION. IN REFUSING WE MAY NOT BE
ALLOWED TO PROCESS YOUR INSURANCE CLAIMS. :
THE UNDERSIGNED ACKNOWLEDGES RECEIPT OF A COPY OF THE CURRENTLY EFFECTIVE NOTICE OF PRIVACY
* PRACTICES FOR GREGORY R. SOUTH, DMD, PA.
A COPY OF THIS SIGNED, DATED DOCUMENT SHALL BE AS EFFECTIVE: AS THE ORIGINAL.
MY SIGNATURE WILL ALSO SERVE AS A PH!I DOCUMENT RELEASE SHOULD P REQUEST TREATMENT OR
RADIDGRAPHS BE SENT TO OTHER PROVIDERS / FACILITYS IN - THE FUTURE

PLEASE PRINT YOUR NA'ME ' PLEASE SIGN YOUR NAME DATE

LEGAL REPRESENTATIVE’ IF UNDER 18 YEARS OF AGE OR AUTHORIZED CAREGIVER

PLEASE LIST ANY OTH ER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION
{THIS INCLUDES STEP PARENTS, GRANDPARENTS AND ANY CARE TAKERS WHO CAN HAVE ACCESS TO THIS

PATIENT’S RECORDS)

NAME: - RELATIONSHIP: - p@@#.ﬁ_

NAME: . RELATIONSHIP:

! AUTHORI!ZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS TREATMENT & BILLING

INFORMATION VIA: .
@ CELL PHONE ‘NUMBER: ' TEXT MESSAGE TO MY CELL PHONE

2 HOME PHONE NUMBER: o WORK PHONE NUMBER:

EMAIL CONFIRMATION ADDRESS:

ANY OF THE ABOVE

OFFICE USE ONLY
AS PRIVACY OFFICER, | ATTEMPTED TO OBTAIN THE PATIENT’S (OR REPRESENTATIVES) SIGNATURE ON THIS ACKNOWLEDGEMENT

BUT DID NOT BECAUSE:
IT WAS EMERGENCY TREATMENT | COULD NOT COMMUNICATE WITH THE PATIENT

| COULD NOT COMMUNICATE WITH THE PATIENT _ THE PATIENT REFUSED 'lr'O SIGN
THE PATIENT WAS UNABLE TO SIGN BECAUSE ‘

OTHER (PLEASE DESCRIBE) _
SIGNATURE OF PRIVACY OFFICER




