TIME 03:37 PM DATE 6/520148
P GIST

1 Chart ID:

First Name: Last Name: Middle Initial:
Patient s:|_|Policy Holder [ | Responsible Party Preferred Name:

L

— Responsible Party { i someone other than the paticnt )
First Mame: Last Mame: Middle Tnitial:
Address: Address 2:
City, State. Zip: Pager:
Home Phong: Work Phone: Fxt: Cellular:
Birth Date: Soc Sec; Drivers Lic:

|| Responsible Party is also a Policy Holder for Patient [ IPrimary Insurance Policy Holder [ ISecondary msurance Policy Holder

Patent Information
Address: Address 2:
City: State [ Lip: Pager;

Home Phone: Work Phone; Ext: Cellular:

Sex: [ [Male || Female Marital Status: || Marricd

[ ] single [Ibivorced [ |Separated | | Widowed

Birth Dhuane: Ape: S0¢ Sec: Drivers Lic:

E-miail: E I'would like 1o receive cormespondences via e-mauil.

Section 2 Section 3
Employment ™ Eull ‘Time U TPant Time [ Ikectired Emergency ¥
Status: Cuardian Mame
Student Statws: || Full Time [ IPan Time Parcnts Last Name

Medicaid 10 Pref. Dientist: Carcgiver

Emplover 11 Prel. Pharmacy:

Carrier 1D; Pref. Hyg:

Primary Insurance Information
Name of Insured: Relutionship to Insured: || Selr [Ispouse [ |Child [ JOther
Insured Soc, Scc: Insured Birth Date;
Emplover: Ins, Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City. State, Zip:

Rem. Benefits: Rem. Deduct:

Secondary Insurance [nformation

Mame of Insured: Relationship to Insured: | | Self U |Spouse [ ]Cnild hher

Insurcd Soc. Sec: Ingured Birth Date;
Employer; Ins. Company;
Address: Address:
Address 2 Address 2;
Cily, State. Lipe Cily, State. Zip:

Rem. Benefits: Rem. Deduct;




Time 5258 AM Brett Strumwaczer Diake §,/12/2018
Eaglesoft Medical History-referred by
Patent Mame: Barth Date: Diate Creafed:
Refemred By
wizre youreferred to our office? & Yes FiMo Wyes [ 7 e g
Although dental personnel primarily reat 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
Laking, Mmmwnhﬂdﬂmﬁhhmmﬂrﬁuw Thank you for answering the follewng questions.

Are you under @ physican's care now? Pives BN [fyes : B
Have you ever been haspitalized or had a major operation? P Yes ) Mo Fyes | g B N S i
Have you ever had a senpus head o nedk injury? 3Yes @ No REE
Are you taking any medications, pills, or drugs? i Yes NG s
Do you take, o have vou taken, Phen-Fen or Redus? R ves % No =i gy o Bl
Have you ever laken Fosamar, Boniva, Actonel or any other B ves £ Mo L e I
ining biphooed - : : -
&re you on & spedal det? ™ Yes Mo
Do vou use tobacco? FiYes ™ No
Women: Are you...
[T Pregnant{Trying to get pregnant? [ Mursing? 7 Taking oral confraceptives?
Are you allergic 1o any of the folowing?
1 Aaspirin || Pericilin ] Acryic
= metl FLatex | Local Anesthetics
Do you use confroled substances? Yes 9 Mo yes | e R
" 'L tyes | -—_ i e I LR R —
Do you have, or have you had, any of the following?
AIDSHIV Posithve Ti¥es Mo |Cortisone Medicioe o v¥ms Ping | Hemophia "I Yes FrMo  |Radation Treatments “u¥as 07 Ng
Alzhemer's sease Ti¥es Mo Ciabetes Fives Mo Hepatitis & ™i¥es FIMo  |Recent Weight Loss L ]
anaphylaxis Fi¥es $Np | Drug Addiction Fives FHMo |HepatitisBor C fes no  |Renal Dalysis ‘Yes 5o
Aremia Fives @ No | Easly Winded Tives ThNo  |Herpes T¥es N0 |Rheumatic Fever Ve Ho
Anigna TivYes Mo |Emphysema Tives Mo | HighBiocod Pressre i ¥es Tinp  |Rheumatism Yes 7 Ho
ArthritisGout TiYez 1% Mo Epllepsy or Seimres I Yes Mo High Cholesteral " % N GSraret Feyer Yes 0 Mo
Artificial Heart Vahve i Yee & No Excessive Beeding PrYes ™Mo Hrves oF Riash % rag Shingles Ve (T
Artificial Joint T res i Mo Excessive Thirst P Yes FiMa Hypoghycemia ik Sikie =l Disease Yes Mo
Asthma “iYes %Mo Fainting SpelsDizzness i Yes 17 Mo Irrequiar Heartheal Yes % Ho Sinus Trouble g Mo
Blood Disease ilves Mo Freguent Cough ' Yes 47 No Kidney Prablems Yes oMo Spira Fifida Yes Mg
Bload Transfusion ‘Yes (TNo |FreguentDiarrhes Fives TiNe  |Leukemia “Yes FiNo | Stomach/Intestnal Disease Yes Mo
Breathing Problems: T Yes TiNo | Frequent Headaches ‘Yeg © Mo |Lher Disesse TiYes iMoo |Stoke Yas ko
Bruise Easly ¥es T No | Genilal Herpes Yes (T Ng  |Low Bood Pressure i Yes ) Mo Sweitng of Lmbs TYes 7t ho
Cancer T ¥es 7 Mo Glaucoma r Yes FONo Lung Disease Yes Mo Thyroid Diseasa ‘Yes Mo
Chematherapy “ives 9 No Hay Fever Aves TiNo Mitral Vahe Profapse T Yes 7 Mo Tonsifits T
Chest Pains i ves I No Heart Attack/Failure 5 Yes 5 No Osleoponosis Ci¥es §hnNg  Tuberouloss *Yes ]
Cold SoresFever Blisters uYes O Ng Hear t Murmur YTee Mo Fam in Jaw Jomis “¥es Tnp Tumors or Growths 1 ¥ae Mo
Congenital Heart Disorder ™) Yes 4% Mo Heart Pacemaker Yes ™ No Farathyroid Digsase “iYes 7 Mo Wicers ™ Yag o
Comadsons Ti¥es Mo Heart Trouble Disease i Yes Mo Powchiatnic Care Fiv¥es @iko Venereal Disease i ves ¢ Ma
Wellow Jaundice Yes 3 Ho
Herve you ever had any serious ilmess not isted abave? ) Y 3 Mo If yes | ---------------- o
Coenments:

Ta the best of my knowledge, the questions on this 'Fﬂ'mhm‘cbamacmulzl

responsibiity 1o nform the dental office of any changes in medical sta

Signature of Patient, Parent or Guardian:

X

¥ answered. | understand that providing incorrect infrmaneon can be dangerous to my (or patent's) health, It is my



Brett Strumwasser DMD, MS

2300 McDermott Suite 250 » Plano, TX 75025

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAAT),
| have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to:

« Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
indirectly.

s Obtain payment from third-party payers.

« Conduct normal healthcare operations such as quality assessments and
physician certification.

| acknowledge that | have received your Notice of Privacy Practices that is available in the office
containing a more complete description of the uses and disclosures of my health information. |
understand that this organization has the right to change its Nofice of Privacy Practices from
time to time and that | may contact this organization at any time at the address above to obtain
a current copy of the Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are
not required to agree to my requested restrictions, but if you do agree then you are bound to
abide by the restrictions.

Patient Name:

Relationship to Patient:

Signature:

OFFICE USE ONLY

Attempted to obtain the patient's signature in acknowledgement for receipt of the Notice of
Privacy Practices Acknowledgemerit, but was unable to do so as documented below:

Initials: Reason:




Brett Strumwasser, DDS
2300 McDermott Suite 250  Plano, TX 75025

OFFICE FINANCIAL POLICY

Patient Name: Date:

Basic Policy: Payment for services rendered is due in full at the time of service.
Our office accepts cash, personal checks, and most credit cards. Thereis a
$25.00 returned check fee due and payable from you for each check payment
returned to us by your bank.

Patients With Insurance: \We will be happy to file any insurance claims as a
courtesy to you. As a service to our patients we accept “Assignment of Benefits”
and will bill your insurance carrier, provided that all paperwork and all insurance
information is provided to us. We also assist you in billing secondary insurance
carriers, if applicable, and in researching unpaid claims. Every effort will be
made to closely estimate your co-payments and deductibles, which are due at
the time of service. Remember that these are estimates to the best of our
ability, but the ultimate responsibility for any unpaid balance rests on you.

Please understand that insurance is a contract between you and your
insurance company. We make no claims or guarantee that your
insurance will pay for any dental treatment. Initial:

We rely solely on the information your insurance provides to us. This information
is not always up-to-date and accurate when we receive it. We have the ability to
submit a predetermination of dental benefits to your insurance carrier as a
courtesy. If an insurance carrier has not paid within 60 days of billing, any unpaid
professional fees are due and payable in full from you.

Non-Covered Charges: Any charges not paid by your insurance carrier will
require payment in full at the time services are rendered or upon notice of
insurance claim denial.

Cancellation of Appointments: Our goal is to provide high quality care to our
patients and in fairness to other patients, and the office staff. If you need to
cancel an appointment, we require at least a 24 hour notice or a $50.00 fee may
be charged to your account. | have read, understood and agree to the above
financial policy for payment of professional fees. | understand that | AM
ULTIMATELY RESPONSIBLE FOR ALL FEES FOR SERVICES PROVIDED
TO ME OR MY FAMILY.

Patient's Signature: Date:




