ID:

First Name:

PATIENT REGISTRATION

Chart ID:

Last Name:

Patient Is:[_] Policy Holder

First Name:

[ JResponsible Party

Responsible Party ( if someone other than the patient )

Preferred Name:

Middle Initial:

Last Name:

Address:

Address 2:

City, State, Zip:

Home
Phone:

Birth Date:

["IResponsible Party is also a Policy Holder for Patient

Ext: Cellular:

Work Phone:

Soc Sec: Drivers Lic:

[ Primary Insurance Policy Holder

D Secondary Insurance Policy Holder

Patient Information

Address:

Address 2:

City:

State / Zip: Pager:

Home
Phone:

Sex:[_|Male
Birth Date:

[JFemale

Work Phone: Ext: Cellular:

Marital Status:[_|Married [ ]Single

Age: Soc Sec: Drivers Lic:

[T IDivorced [ ]Separated [ |Widowed

E-mail:

["J1 would like to receive correspondences via e-mail.

Section 2

Employment ™ y]1 Time
Status:

Student Status:[_] Full Time
Medicaid ID:

Employer ID:

Carrier ID:

[ ]Part Time

[JPart Time

Section 3

["IRetired Referred By

Previous Dentist

Emergency Contact

Pref. Dentist: Emergency Contact #

Pref. Pharmacy:

Pref. Hyg:

Primary Insurance Information

Name of Insured:

Relationship to Insured:[_|Self [ _]Spouse [ _]Child

Insured Soc. Sec:

Insured Birth Date:

[TJother

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 [ISpouse [ _JChild

Insured Soc. Sec:

Insured Birth Date:

[ Jother

Employer:

Ins. Company:

Address:

Address:

Address 2:

Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:




Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Atthough dental personnel primarly 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 I ves {: - o . o : : |
Have you ever been hospitalized or had a major ) Yes @ No Fves| j ' L , !
operation?

Have you ever had a serious head or neck injury? @ Yes & No ]fvesL s _ : : i ;

Are you taking any medications, pills, or drugs? & Yes &) No Ifyes! o .
Do you take, or have you taken, Phen-Fen or Redw® ) Yes § No vaesr”r o

Have you ever taken Fosamax, Boniva, Actonef or @ Yes & No Fves| 1

any other medications containing bisphosphonates? .

Are you on a special diet? & Yes & No

Do you use tobacco? @ Yes &) No

Women: Are you... e .
] Pregnant/Trying to get pregnant? ] nursing? i) Taking oral contraceptives?
Are you allergic to any of the folowing? -

4 Aspirin 7] Penicillin [l codeine ] Acrylic

] Metal 1 Latex Sulfa Drugs 1 tocat Anesthetics

Other? If ves | - ]

Do you use controlled substances? @ Yes ) No I ves E : : i

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

AIDS/HIV Positive @ Yes (JNo | Cortisone Medicine @ Yes @ No | Hemophilia @ Yes @ No | Radiation Treatments & Yes @I No

Alzheimer's Disecase @ Yes €y No | piabetes @ Yes @ No | Hepatitis A ¢ Yes D No | Recent WeightLoss & Yes ) No

Anaphylaxis @ Yes (I No | brug Addiction @ Yes @ No |HepatitisBor C @ Yes D No | Renal Dialysis & Yes HNo

Anemia & Yes (i No | Easily Winded & Yes @& No | Herpes @ Yes ©No | Rheumatic Fever @ Yes ©No

Angina @) Yes @ No  |Emphysema € Yes @ No | High Blood Pressure & Yes ) No | Rheumatism @ Yes H No

Arthritis/Gout @ Yes @ No | pilepsy or Seizures &) Yes @ No | High Cholesterol @ Yes @ No | Scarlet Fever & Yes §H No

Artificial Heart Vaive @ Yes ©No | Excessive Bleeding @ Yes & No | Hives or Rash @ Yes @ No | Shingles B Yes {No

Artificial Joint @ Yes ©No | Excessive Thirst @ Yes @ No | Hypoglycemia @ Yes @ No | Sickie Cell Disease © Yes @ No

 Asthma @ Yes @ No | Fainting Spelis/Dizziness @ Yes (3 No | Iregular Heartbeat @ Yes @ No | Sinus Trouble £ Yes & No

 Blood Disease #) Yes ©No | Frequent Cough @ Yes @3 No | Kidney Problems € Yes @3 No | Spina Bifida & Yes ) No

Blood Transfusion & Yes ©)No | Frequent Diarrhea @ Yes @3 No  |Leukemia € Yes @ No |Stomadh/Intestinal Dissase ) Yes & No

‘Breathing Problems ) Yes 3 No | Frequent Headaches @ Yes @) No | Liver Disease © Yes @ No | Stroke £ Yes @i No

Bruise Easily - @ Yes (I No | Genital Herpes @ Yes @3 No | Low Blood Pressure 0 Yes i No | Swelling of Limbs © Yes @ No

Cancer @ Yes £ No | Glaucoma @ Yes @ No | Lung Disease &) Yes @ No | Thyroid Disease & Yes  No

- Chemotherapy @ Yes @i No | Hay Fever © Yes @3 No | mitral Valve Prolapse 0 Yes © No | Tonsillitis @ Yes ®No

Chest Pains @ Yes &iNo | Heart Attack/Failure ) Yes @ No | Osteoporasis & Yes ©No | Tuberculosis & Yes HNo

Cold Sores/Fever Bisters &) Yes {3 No | Heart Murmur & Yes @ No | Pain in Jaw Joints © Yes ©No |Tumorsor Growths  © Yes @ No

' Congenital Heart Disorder & Yes {3 No | Heart Pacemaker @ Yes @) No | Parathyroid Disease ) Yes @ No | Ulcers & Yes £ No

Conwulsions &) Yes (DNo | Heart Trouble/Disease € Yes & No | Psychiatric Care @ Yes &) No | Venereal Disease & Yes ©No
Yellow Jaundice £ Yes @ No

Have you ever had any serious illness not fisted & Yes &) No Fves| o : o |

Comments:

- To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my {or
patient’s) health. It is my responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




CEDAR PARK FAMILY DENTAL
REBECCA E. SEPPALA, DMD
JEFFERY J. EGGER, DMD
2375 SW Cedar Hills Bivd
Portland, Oregon 97225
(503) 941-5869
FAX (503) 941-5982
cedarparkfamilydeﬂnfal@comcast.net

AUTHORIZATION FOR RELEASE OF IDENTIE_YING HEALTH INFORMATION

Patient name

Patient address

Patient phone number

| authorize the professional office of the dentist named above to obtain health information identifying me
[including if applicable, information about HIV infection or AIDS, information about substancq gbuse :
treatment, and information about mental health serVices}'_pnde‘r the following terms and conditions: -

1. Detailed description of the information to be released:

2. Towhom may the information be released [nawme(,s)"’ or élass(eS} of recipients]:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to
state "at  the request of the individual" as the purpose; if desired by the individual):

4. Expiration date or event relating to the individual or purpose for the release:

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat
you if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us
a written or electronic note telling us that your authorization is revoked. Send this note to the office
contact person listed at the top of this form. '

When your health information is disclosed as provided in this authorization, the recipient often has no
legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as
he/she wishes. Sometimes, state or federal law changes this possibility.

I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE
THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated Patient signature

If you are signing as a personal representative of the patient, describe your relationship to the patient and
the source of your authority to sign this form:

Relationship to Patient Print Name




JEFFERY J. EGGER, DMD PC
REBECCA SEPPALA |
CEDAR PARK FAMILY DENTAL CARE

Patient Financial Responsibility Agreement

As a patient, it is in your best interest to know and understand your insurance plan benefits and
your responsibility for any deductibles, co- insurance, or co-payment amounts prior to any visit.
Not all services are covered in all insurance contracts. In addition, you should be sure that your
physician is listed as a participating provider by your insurance company. If your insurance plan
does not cover a service or procedure, you are responsible for payment of these charges.

In the event that your insurance is not valid or vour coverage was terminated at the time the
services are rendered, you will be solely responsible for the full amount of your office visit

and/or any procedures rendered.

In addition, if your insurance plan determines a service or procedure to be “not covered”, you
will be responsible for the complete charge of such services.

| agree to be responsible for the payment of all unpaid services rendered on my behalf or my
dependents, including any fees for collection service needed.

PATIENT/GUARDIAN (print)

PATIENT/GUARDIAN SIGNATURE: ' Date:



