DATE

PATIENT REGISTRATION

ID: ) Chart ID:
First Name: ___ lLastName: _____Middle Initial:

Patientls:  Policy Holder Preferred Name:
~ Responsible Party
Responsible Party (if someone other than the patient) — - —_—

First Name: 7 o . . LastName: =

Middle Initial:

Address: ) e e e e | o CRGHRORR - o e e s s e T

City, State, Zip: R S a2 e Mo Duf vl mPRgEE - A . = L, _
HomePhone: ~ Work Phone: - Bt Celular_ . e
Birth Date: = Socsec: Drivers Lic: A e

O Responsible Party is also a Policy Holder for Patient QO Primary Insurance Policy Holder

O secondary Insurance Policy Holder

Patient Information —— — — -
Address: - ~_ Address2:

City: B e ~____ State/zZip:

_ Pager: .

Home Phone: ~_____ Work Phone: Ext: ~___ Cellular:

~ Sex: Male " Female Marital Status: ~ Married ~ Single _ Divorced  Separated  Widowed

Birth Date: ) ) - ~ Age: _ Soc.Sec:  Drivers Lic:

Email: ______ _lwould like to receive correspondences via e-mail.
se¢ton2 —mF ——F77=-—-—"F57- —-—--—"——  _ Section3d —————

- - Please tell us:
Employment Status: Full Time Part Time _ Retired —_—
howyou heard:

Student Status: Full Time '~ Part Time —_— REE

Medicaid ID: L — = Pref. Dentist: m

Employer ID: . Pref Pharmacy:

Carrier ID: i . Ppref Hyg:

Primary Insurance Informaton —87 ——m —o—— T

Name of Insured: Relationship to Insured: ~ Self =~ Spouse ~ Child  Other

Insured Soc. See: ____ Insured Birth Date:

|
Employer. B R T Ins. Company: e . 1 B
Address: ) Y S . ST e St : Address: R . o N E
Address2: e A B M e e Address 2: e e Mt )

City,State,Zzip: ) City,State, Zip:

Rem. Benefits: o ~ .00 Rem.Deduct: .00

Secondary Insurance Information ————— ——————

Name of Insured: Relationship to Insured:  Self _ Spouse  Child  Other ’

Insured Soc. Sec: . Insured Birth Date:

Employer: e . .| Ins.Company:

Address: Address:

Address 2. ol Address 2:

City,State,Zip: | CityState,zip:

Rem. Benefits: .00 Rem.Deduct: .00




Implant Cosmetic Dental Center DATE

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.

Are you under a physician's care now?  Yes  No If yes, please explain:

Have you ever been hospitalized or had a major operation? ~ Yes  No If yes, please explain:

Have you ever had a serious head or neck injury?  Yes No If yes, please explain:

Are you taking any medications, pills, ordrugs? ~ Yes  No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? Yes No

Are you on a special diet? ~ Yes  No

Do you use tobacco?  Yes  No
Do you use controlled substances? = Yes  No
Women: Are you SRS g s G % > T g o i PSSR
Pregnant/Trying to get pregnant?  Yes  No Taking oral contraceptives?  Yes  No Nursing?  Yes  No
Are you a"erg'c to any ofthe f0||OWIng7 " SO A ARSI RO
Aspirin ~ Penicillin ~ Codeine ~ Acrylic ~ Metal ~ Latex ~ Local Anesthetics

Other If yes, please explain:

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

AIDS/HIV Positive Yes No Cortisone Medicine Yes No Hemophilia ~Yes No Renal Dialysis Yes
Alzheimer's Disease Yes No | Diabetes ~ Yes No | Hepatitis A ~ Yes No | Rheumatic Fever ~ Yes
Anaphylaxis Yes No | Drug Addiction Yes No | Hepatitis BorC ~ Yes  No | Rheumatism Yes
Anemia Yes No | Easily Winded Yes No | Herpes ~ Yes  No | Scarlet Fever Yes
Angina Yes No Emphysema ~ Yes No High Blood Pressure Yes No Shingles Yes
Arthritis/Gout Yes No | Epilepsy or Seizures ~ Yes No | HivesorRash ~ Yes  No | Sickle Cell Disease Yes
Artificial Heart Valve Yes No | Excessive Bleeding ~ Yes No | Hypoglycemia ~ Yes  No | Sinus Trouble ~ Yes
Artificial Joint Yes No Excessive Thirst ~ Yes _ No Irregular Heartbeat ~ Yes  No Spina Bifida Yes
Asthma Yes No | Fainting Spells/Dizziness Yes  No | Kidney Problems Yes No | Stomach/Intestinal Disease  Yes
Blood Disease Yes  No | Frequent Cough ~ Yes  No | Leukemia ~ Yes ~ No | Stroke ~ Yes
Blood Transfusion Yes No | Frequent Diarrhea ~ Yes  No | LiverDisease " Yes No | Swelling of Limbs ~ Yes
Breathing Problem Yes No | Frequent Headaches Yes No | LowBlood Pressure ~ Yes  No | Thyroid Disease _ Yes
Bruise Easily Yes No | Genital Herpes Yes No | LungDisease ~ Yes _ No | Tonsilitis Yes
Cancer Yes No | Glaucoma Yes No | Mitral Valve Prolapse = Yes ~ No | Tuberculosis ~ Yes
Chemotherapy Yes No Hay Fever Yes No Pain in Jaw Joints ~ Yes No. | Tumors or Growths Yes
Chest Pains Yes No | HeartAttack/Failure ~ Yes No | Parathyroid Disease Yes No | Ulcers ~ Yes
Cold Sores/Fever Blisters  Yes  No | Heart Murmur Yes ~ No | Psychiatric Care ~ Yes  No | Venereal Disease ~ Yes
Congenital Heart Disorder  Yes  No | Heart Pace Maker ~ Yes No | Radiation Treatments Yes ~ No | Yellow Jaundice Yes
Convulsions Yes No | Heart Trouble/Disease =~ Yes No | RecentWeightLoss ~ Yes ~ No

Have you ever had any serious illness not listed above?  Yes  No If yes, please explain:

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Comments:

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

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Implant Cosmetic Dental Center
Gregori M. Kurtzman, DDS, MAGD, FPFA, DICOI
3801 International Drive, Suite 102
Silver Spring, Maryland 20906

Thank you for selecting us to serve your dental needs. We will make every effort to protect the privacy of
your healthcare information, in accordance with HIPAA regulations and have provided you with a copy of
our privacy practices, our legal duties, and your rights concerning your health information. Please take a
copy of our HIPAA document from the clipboard at our front desk.

Acknowledgement of Receipt of Our Notice Of Our Privacy Practices
L , have received a copy of your
Notice of Privacy Practices for my review from our front desk clipboard.

Our Financial Policy

Payment in full is due on the date of service, the day treatment has begun. Payment can be
made by cash, check or credit cards. We accept MasterCard, Visa, American Express and
Discover. Please ask about financing options, if desired.

Any outstanding balances will be billed on the 20th of the month. There will be a billing fee
of $8.00 per billing. In addition any outstanding balances of 30 days or more will be billed a
monthly interest rate of 1.5% or 18% annually. Our billing service will automatically apply these
charges to all accounts with balances on the 20th of each month.

We will gladly file your insurance claim form for your reimbursement, provided you have
supplied complete information for us to do so. We make no guarantee of your benefits or
insurance levels. We apply all benefits when the explanation of benefits or EOB is received.

Broken appointments will be billed fifty dollars unless we receive 24 hours notice. Returned
checks will be charged Thirty Five Dollars.

I understand that whatever amounts you do not collect from insurance proceeds (whether it be all or
part of what is due) I personally agree to pay in a current manner. In the event my account is overdue, I
understand 1 will be subject to any and all reasonable attorney fees, costs and miscellaneous costs incurred
in the process of collecting a debt. Accounts outstanding at 45 days may be referred to collections.

By signing below I have read and agree to the financial terms and I have received your HIPAA document.

Signature date

——



