1D: Chart ID:
First Name:

Patient Is:|_|Policy Holder [ IResponsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

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:
[ TResponsible Party is also a Policy Holder for Patient [ |Primary Insurance Policy Holder || Secondary Insurance Policy Holder
Patient Information
Address; Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone; Ext: Cellular:
Gender: [ |Male [ |Female [ |Unknown Marital Status:|_|Married [ |Single [ IDivorced [ |Separated | |Widowed

Birth Date: Age:

E-mail:

Section 2

Soc Sec:

Drivers Lic:

[ ]t would like to receive correspondences via e-mail.

Employment[™ pyj| Time [ |Part Time
Status:
Student Status:| |Full Time | |Part Time

Medicaid ID:
Employer 1D:
Carrier ID:

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

[ IRetired

Section 3

notes
notes
notes

notes

HSA #

Credit Card #

Exp date, CVC code

Primary Insurance Information

Name of Insured: Relationship to Insured:[ | Self [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 Information
Name of Insured: Relationship to Insured: }::] Self [ ]Spouse LJ Child [_1 Other

Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits: Rem

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

. Deduect:




Time 11:30 AM Catherine Streegan, D.M.D, Date 8/12/2024
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental persornel primarily treat the ares 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 & physician's care now? Yes Mo Ifyes o
Have you ever been hospitalized or had & major operation? Yei (3 Mg Ifyes h S T o
Have you ever had & serious head or neck injury? V¥es ¥ Nb fyes i T - -
Are you taking any medications, pills, or drugs? Yes « Mg If ves = T - . B -
Do you take, or have you taken, Phen-Fen or Redux? Vs € Ne yes 7 - )
Have you ever taken Fosamax, Boniva, Actonel or any other CiYes [ Mo If yes D T “ T o
medications containing bisphosphonates? :
Are you on a special diet? “Yes (iNo
Do you use tobacco? " Yes MNa
Do vou use controlled substances? TiYes (Mo If yes 7 T i B o

Women: Are you.., i
| Pregnant/Trying to get pregnant? | Mursing? [ Taking oral contraceptives?

Are you allergic to any of the following?
| Aspirin  Penicilin | Codeine [ Acrylic
T Metal ! Latex | " 8ulfa Drugs | Local Anesthetics
palelo C gy R A b e s

Do you have, or have you had, any of the following?
AIDS/HIV Positive (_iYes { 1Mo |Cortisone Medicine (iYes (Mo [Hemophilia (Yes ()Mo |Radiation Treatments 3Yes () No
Alzheimer's Disease ()¥es {_'No |Disbetes _Yes « 1Mo [Hepatitis A (1 Yes ()Mo |RecentWeightLoss (YYes (‘Mo
anaphylaxis {)Yes Mo |Drug Addiction iYes | No |HepatitisBor C _iYes (Mo |Renal Dialysis i hYes ()No
&nemia (iYes « Mo |Easily Winded ) Yes Mo |Herpes i¥es (WMo |Rheumatic Fever {_1Yes ( "Moo
Angina (_iYes ( 'No |Emphysema _ Yes Mo | High Blood Pressure (_1Yes (Mo |Rheumatism C)¥es i Ne
Arthritis/Gout (iYes . Mo |Epilepsy or Seizures _'Yes Mo |High Cholesterol (OY¥es (Mo |ScarletFever iYes Mo
Artificial Heart Valve (i¥es | ‘Mo |Excessive Bleeding _Yes | Mo |Hives or Rash _¥es (_yNo |Shingles (_tYes | VNo
Artificial Joint (iYes « ‘Mo |Excessive Thirst (ifes Mo |Hypoglycemia (i¥es ()Mo | Sickle Cell Disease {(Yes (Mo
Asthma (_iYes (Mo |Fainting Spells/Dizziness ' Yes « ' No |Irregular Heartbeat _iYes (‘Mo |Sinus Trouble (iYes i Mo
Blood Disease (1¥es (Mo |Frequent Cough ' Y¥es (Mo |Kidney Problems (Yes () No |SpinaBifida TiYes | ) Ng
Blood Transfusien ()fes (‘Mo |FrequentDiarrhea (iYes ( iNo |Leukemia (iYes ()Mo |StomachfIntestinal Disease | i Yes Mo
Breathing Problems (i ¥es ( iMo |FrequentHeadaches Yes ' 1Mo |Liver Disease i i¥es (_iMo |Stroke 'Yes (' No
Bruise Easily (_Yes | Mo |Genital Herpes {1Yes « ‘Mo |Low Blood Pressure ()¥es Mo |Swelling of Limbs (IYes i Ne
Cancer i Yes Mo | Glaucoma 'Yes « Mo |Llung Disease (i¥es ( Mo |Thyroid Disease ) Yes (I No
Chemotherapy iYes (Mo |HayFever Yes « 1Mo |Mitral Valve Prolapse _i¥es (Mo |Tonsilitis Yes Mo
Chest Pains ( i¥es « Mo |Heart Attack/Failure _ 'Yes "Moo |Osteoporosis Yes (hNo | Tuberculosis ‘Yes | No
Cold Sores/Fever Blisters  ("iYes oMo |Heart Murmur Yes « iNo [Painin Jaw Joints (i¥es ()Mo | Tumors or Growths L es Mo
Congenital Heart Disorder % Yes Mo |Heart Pacemaker Yes « 1Mo  |Parathyroid Disease (Yes (JNo |Ulcers (' Yes Mo
Canvulsions [ Yes 1Mo |HeartTroubleDisease Yes /Mo |Psychistric Care ()Yes (sMNo |Venerzal Disease iYes (i No

Yellow Jaundice 1¥es « Mo

Have you ever had any sericus illness not listed above? i'fes (1 No 1f ves S T T

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, 1 understand that providing incorrect information can be dangerous to my (or patieni's) health, Itismy
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



Dr. Catherine Streegan’s Office Policies

Missed Appointment Policy

We understand that some appointments need to be rescheduled. Our office requires that you give us 48 hours notice to
reschedule your appointment. Failure to do so compromises our ability to help those we could have seen in your place.
Missed appointments or cancelled appointments without adequate notice are subject to a $75.00 missed appointment
fee. | have read and understand Dr. Streegan’s missed appointment policy and agree to the above conditions.

Print Name Signature Date

Financial and Insurance Policies

Payment in full for services rendered is due at the time services are provided. Our office accepts cash, checks, and
credit cards.

All returned checks are accessed a $10.00 fee, above the value of the check. Balances older than 60 days will be
subject to finance charges at the rate of 3.0% per statement cycle.

All charges our patients incur are the responsibility of the patient regardless of the insurance coverage. Your insurance
policy is a contract between you and the insurance company. As a courtesy to you, we will help you submit your insurance
claims. As Dr. Catherine Streegan is an out of network provider with all insurance companies, the insurance company will

be directed to pay benefits directly to the policy holder. In order for our office to file your insurance claims, you must bring
proof of insurance at the time of your appointment.

If you have any questions regarding our financial or insurance policies, please ask.

Print Name Signature Date

Optional:

PERMISSION TO HOLD CREDIT CARD ON FILE

| , Bive permission for Dr. Catherine Streegan to hold my credit card information on file for the
convenience of account balances for services rendered for myself and other members of my family.

TYPE OF CARE: (please circle) CREDIT CARD # : EXPIRATION
VISA  MC DISCOVER AMX | : DATE:
CARECREDIT

SECURITY CODE FROM CARD :

YOUR

SIGNATURE:




PATIENT HIPPA CONSENT

I understand that as part of my healthcare, this organization originates and maintains health records describing my
health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or
treatment. | understand that this information serves as:

e a basis for planning my care and treatment

¢ a means of communication among the many health professionals who contribute to my care
* a source of information for applying my diagnosis and surgical information to my bill

* a means by which a third-party payer can verify that services billed were actually provided

* and a tool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare professionals

I understand and have been provided with a Notice of Privacy Practices that provides a more complete description
of information uses and disclosures. | understand that | have the right to review the notice prior to signing this
consent. | understand that the organization reserves the right to change their notice and practices and prior to
implementation will mail a copy of any revised notice to the address I've provided. | understand that | have the
right to object to the use of my health information for directory purposes. | understand that | have the right to
request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or
healthcare operations and that the organization is not required to agree to the restrictions requested. | understand

that | may revoke this consent in writing, except to the extent that the organization has already take action in
reliance thereon.

Patient/Guardian Signature: Date:

ACKNOWLEDGEMENT OF RECEIPT OF DENTAL MATERIALS FACT SHEET

| acknowledge that | have received and reviewed the Dental Materials Fact Sheet provided by Dr. Catherine
Streegan.

Patient/Guardian signature: Date:




