TIME 04:17 PM

DATE 9/29/2022
PATIENT REGISTRATION
ID: Chart ID:

First Name: Last Name: Middle Initial:

Patient Is:[_| Policy Holder [JResponsible 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: Cellutar:

Birth Date: Soc Sec: Drivers Lic:

DResponsible Party is also a Policy Holder for Patient

[ ]Primary Insurance Policy Holder

[_Isecondary 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 [ _]Separated [ Iwidowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [T]1 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment [} Fyll Time [Jrart Time [IRetired Referred by
Status: Emergency Contact
Student Status: [_|Full Time []Part Time Emergency Contact #

Medicaid ID: Pref. Dentist: Guardian/ Caregiver
Guardian/Caregiver #
Employer ID: Pref. Pharmacy: Primary Physician
Carrier ID: Pref. Hyg: Physician #
Primary Insurance Information
Name of Insured: Relationship to Insured:[_|Seif [ ]Spouse [_]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:

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Rem. Deduct:

Relationship to Insured: [CIserf

[Ispouse [_|Child
Ins. Company:
Address:
Address 2:
City, State, Zip:

D Other

————




Time 10:39 AM Bridgeman Dental Date 8/15/2022
Eaglesoft Medical History

Patient Name: Birth Date: Date Created:

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.

Are you under a physidan's care now? OYes ONe [fyesl ]
Have you ever been hospitalized or had a major operation? OYes ONo Ifygsl I
Have you ever had a serious head or neck injury? OYes ONo Ifyesl I
Are you taking any medications, pills, or drugs? OYes OnNo Ifygsl I
Do you take, or have you taken, Phen-Fen or Redux? OvYes ONo Ifygsl I
Have you ever taken Fosamax, Boniva, Actonel or any other Oves Oho Ifyesl ]
medications containing bisphosphonates?

Are you on a spedial diet? OYes ONo

Do you use tobacco? OvYes ONo

Do you use controlied substances? OYes ONo Ifyes
Women: Are you...

() Pregnant/Trying to get pregnant? (O Nursing? {OTaking oral contraceptives?
Are you allergic to any of the folowing?

() Aspirin (D Penidilin (O cCodeine O Aayiic

O Metal OLatex (Osuifa Drugs (O Local Anesthetics

Other? 0] Ifyes | |
Do you have, or have you had, any of the following?

AIDSMIV Positive OvYes ONo | Cortisone Medicdne OvYes ONo | Hemophiia Oves OnNo  |Radiation Treatments Oves ONo
Alzheimer's Disease OYes ONo  |Diabetes OvYes ONo |Hepatitis A OYes ONo |Recent WeightLoss Oves ONo
Anaphylaxis OvYes ONo | Drug Addiction OYes (ONo |HepatitisBor C OYes (ONo |Renal Dialysis Oves ONo
Anemia OvYes ONo |Easily Winded OYes ONo |Hemes Oves ONo |Rheumatic Fever Oves ONo
Angina OYes ONo  |Emphysema (OYes (ONo |High Blood Pressure Oves ONo |Rheumatism QOves ONo
Arthritis/Gout (OYes (ONo |Eplepsy or Seizures (Oves (ONo |High Cholesterol OvYes ONo |ScarletFever OvYes ONo
Artificial Heart Valve (OvYes (ONo |Excessive Bieeding (OvYes (ONo |Hivesor Rash OvYes ONo |Shingles Oves ONo
Artificial Joint OvYes ONo |Excessive Thirst OYes ONo | Hypogiycemia OYes ONo | Sidde Cell Disease Oves ONo
Asthma OvYes ONo |Fainting SpellsDizziness  (OYes (ONo  |Irregular Heartbeat OvYes ONo | Sinus Trouble Oves ONo
Blood Disease Oves ONo  |Freguent Cough OvYes (ONo | Kidney Problems OvYes ONo |SpinaBifida Oves ONo
Blood Transfusion (OvYes (ONo |FrequentDiarrhea OYes ONo |Leukemia (OvYes (ONo |StomachfIntestinal Disease (O ves (ONo
Breathing Problems (OvYes (ONo |FrequentHeadaches OvYes ONo |Liver Disease OvYes Ono | Stroke Oves ONo
Bruise Easily OvYes (ONo |Genital Herpes (OYes (ONo  |Low Blood Pressure OvYes ONo |Sweling of Limbs Oves ONo
Cancer OvYes ONo |Gavcoma OYes ONo |LungDisease OvYes ONo |Thyroid Disease OvYes ONo
Chemotherapy OvYes ONo  |Hay Fever OvYes (ONo  |Mitral vaive Prolapse OvYes ONo |Tonsilitis Oves ONo
Chest Pains OvYes ONo |Heart AttackfFaiure OYes ONo |Osteoporosis OYes Ono  |Tuberadosis OvYes Ono
Cold SoresfFever Blisters  (OYes (ONo | Heart Murmur OvYes ONo |PaininJaw Joints OYes ONo |Tumors or Growths Oves ONo
Congenital Heart Disorder (O Yes (ONo  |HeartPacemaker (OYes ONo | Parathyroid Disease OvYes ONo |Uicers OvYes ONo
Convuisions (OYes ONo |HeartTrouble/Disease OvYes ONo | Psychiatric Care OvYes ONo |Venereal Disease Oves ONo
Yellow Jaundice OYes ONo

Have you ever had any serious iliness not listed above? Oves ONo Ifyesl ]

Comments:

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

Signature of Patient, Parent or Guardian:

X Date:




Preferred Pharmacy Form/Pre-Antibiotic Form

Name of Preferred Pharmacy:

Address Line 1: Address Line 2:

City: State: Zip Code:

Pharmacy Phone:

Do you currently have or have ever had any of the following?

Yes No Unsure if yes, when?

Prosthetic Valve(s)

Prosthetic Patch(es)

Prosthetic Device(s)

History of Endocarditis

Heart Transplant w/ Abnormal Results

Shunt(s)

Conduit(s)

Hip Replacement(s) indicate left or right

Knee Replacement(s) indicate left or right

Elbow Replacement(s) indicate left or right

Shoulder Replacement(s) indicate left or right

= | (= || (=]

Screw(s)

Plate(s)

Bolt(s)

Pin(s)

If you only answered “no” to the prompts above, then you can skip the rest of this page.

Who is your surgeon/doctor?

First Name Last Name
Name of Practice:
Address Line 1: Address Line 2:
City: State: Zip Code:

Office Phone:

Did your doctor advise you to take a pre-antibiotic prior to dental visits? Yes No Unsure circle one

Do you give us permission to speak to your surgeon/doctor about your pre-antibiotic status?

Yes No circle one



Bridgeman Dental Inc.

Financial Agreement

Welcome to our family practice!

Please take a moment to review the following, and we will be happy to answer any of your questions.
Dental Insurance
Because we are committed to providing you the best possible care available, our office is not contracted

as provider to any insurance company due to the limitations they attach to treatment, regardless of the
diagnosis. Our commitment is to you, our patient, not an insurance company.

Your insurance benefits have been negotiated and purchased by your employer and offered as a benefit to
you. We are not a party to that contract and have limited information regarding your benefits, but we will
do everything we can to help you. As a courtesy, we will assist you in filling your claims to receive the
maximum “out of network”™ benefits you are eligible to receive.

Missed Appointments and Cancelations

A specific amount of time is reserved especially for you, and we encourage all patients to keep their
appointments. If you must change your appointment, we request at least 24 hours’ notice to avoid a
$50/hour cancelation fee.

Flexible Payment Options
- Plan A: Payment Courtesy

We offer a 6% accounting courtesy for all treatment when the estimated amount due is $100.00 or more is
paid in full (cash, check, or card) at the time of service.

- Plan B: Major Credit Cards
We accept MasterCard, Visa, and Discover. We offer a two-payment option when the treatment requires

more than one visit to complete. We ask that you pay half the balance at the first appointment and the
remainder at the final appointment.

- Plan C: Term Loan

By arrangement with Care Credit or Chase Health Advance, we offer our patients, upon approval, an
interest-free term loan (up to 12 months) with no down payment, no annual fee, ad no pre-payment
penalty. Please ask us for an application.

Note: Patients with an outstanding balance for 60 days or more must make arrangements for payment prior to scheduling future
appointments.

I have read and understand the financial policy of Bridgeman Dental. I agree to assign insurance benefits
to Bridgeman Dental when necessary. I also agree that should it become necessary to forward my account
for collection proceedings, in addition to the amount owed, I will also be responsible for the fees
associated with the costs of collection.

Signature of Responsible Party Date Witness




Bridgeman Dental, INC.
1605 Ave. G Suite 100, Plano, Texas, 75074 — 972.424.751

frontoffice@bridgemandental.com

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION

PLEASE REVIEW THIS CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFOMRATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect 01/01/2022 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and new terms of
our Notice effective for all health information we maintain, including health information we created or received
before we made changes. Before we make significant change in our privacy practices, we will change this Notice
and make the new Notice upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for your treatment, payment, or other healthcare operations. For
example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence
or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing, or credential activities.

Your Authorization: In addition to our use of your health information for treatment, payment, or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us authorization, you may revoke it at any time. Your revocation will not affect any use or
disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To You Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend, or other person to the



extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
do so.

Persons Involved in Care: We may use or disclose health information to notify or assist in the notification of
(including identifying or locating) a family member, your personal representative, or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to the use or disclosure of
your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event
of your incapacity or emergency circumstances, we will disclose health information based on a determination using
our professional judgement disclosing only health information that is directly relevant to the person’s involvement in
your healthcare. We will also use our professional judgement and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required By Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials’ health information requires for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or
law enforcement official having lawful custody of protected health information pf inmate or patient under certain
circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, e-mail, text messages, or letters.)

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format that you request unless we
cannot practicably do so. You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us a
letter to the address at the end of this Notice. If you request copies, we will charge you a small fee to locate and copy
your health information, and postage if you want the copies mailed to you. If you request an alternative format, we
will charge you a cost-based fee for providing your health information in that format. If you prefer, we will prepare
a summary or an explanation of your health information for a fee. Contact us using the information listed at the end
of this Notice for a full explanation of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations, and other
certain activities, for the last six years. If you request this accounting more than once in a twelve-month period, we
may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency.)



Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or alternative locations. (You may make your request in writing.) Your request
must specify the alternative means or location and provide satisfactory explanation how your payments will be
handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.

Electronic Notice: If you receive this Notice on our website or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request that you made to amend or restrict the use or disclosure
of your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information at the end of this Notice. You also may submit a written complaint
to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint
with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to
file a complaint with us or the U.S. Department of Health and Human Services.

Contact the Office Manager at Bridgeman Dental for additional information.

Sign below acknowledging that you have read the Notice above and that you understand it completely.

Signature Date



