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TIME 10:57 AM DATE 9/27/20%;}‘

PATIENT REGISTRATION

ID: Chart ID:

First Name: ~ LastName: ___ Middle Initial:

PatientIs: [ | Policy Holder Preferred Name: Rty - B
|_] Responsible Party
~Responsible Party (if someone other than the patient)————————

_ LastName: Middle Initial:

First Name:

Address: ] - . Address 2:

‘ City, State, Zip: - e Pager:
' Home Phone: B B ~ Work Phone: - CExt: Cellular: o o

Birth Date: Soc Sec: - Drivers Lic:

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

e £ W e S

s

Address: - - Address 2:
City:

|

State / Zip: o ~ Pager

Home Phone: ~ Work Phone: Ex: ~~ Cellular:

Sex: ) Male (") Female Marital Status: () Married () Single (") Divorced () Separated () Widowed

BithDate: B Age: ~ Soc.Sec: Drivers Lic:

E-mail: D o ~[] I'would like to receive correspondences via e-mail.

| ———— Secton2 — e ' SEClION.3 "
Referred By:

' Employment Status: ) Full Time ) Part Time () Retired
| Previous Dentist: e

| Student Status: () Full Time (_) Part Time Emergency Contact:

_ Pref. Dentist: ) ) Emergency Contact#:

| Medicaid ID:

EmployerID: ____ Pref. Pharmacy:

CarrierID: . PrefHyg:

—;Primary Insurance Information—— SO T - = = G
| Name of Insured: 7 7 Relationship to Insured:") Self () Spouse ( ) Child () Other

Insured Soc. Sec: _ Insured Birth Date:

| Employer: Ins. Company:

Address: - - - i Address: - - -

Address 2: R T 7 - Address 2: -

{ A .
|
i
|

City,State,Zip: City,State,zip: P L

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

rSecondary Insurance Information——————— e o SO
Name of Insured: Relationship to Insured: ) Self () Spouse () Child () Other

e e |

Insured Birth Date:

J Insured Soc. Sec:

i Employer: ] ] en RS Ins. Company:

I Address: ) ) B Address: nl f TSI PR

Address 2: o et Address 2: -

|

\
City,State,Zip: , i CityStateZip: e e
| Rem.Benefits: .00 Rem.Deduct .00 |





image2.jpeg
. A
TIME 10:58 AM Royal Dental Care DATE 9/27/201%=

MEDICAL HISTORY

FOR

D.0.B

Although dental personnel primarily treat the area in and around yQur m"ogth, 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 intefrelationship with the dentistry you will receive. Thank you for answering the
| following questions.

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

Have you ever been hospitalized or had a major operation?  Yes No [flyes, please explain:

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

Are you taking any medications, pills, or drugs? 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 e ;
Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? *~  Yes No

Are you allergic to any of the following?

Aspirin Penicitin 7 Codeme 1 Acyke . Metal Latex Locai 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 i

| Alzheimer's Disease Yes  No Diabetes Yes No - Hepatitis A Yes No Rheumatic Fever ~ Yes

| Anaphylaxis Yes  No | DrugAddiction 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 Hives or Rash Yes No Sickle Cell Disease " Yes

i Artificial Heart Valve Yes No Excessive Bleeding Yes  No Hypoglycemia Yes No Sinus Trouble ~ Yes
Artificial Joint Yes  No | Excessive Thirst " Yes  No | lIrregular Heartbeat ' Yes  No | Spina Bifida  Yes:
Asthma Yes  No | Fainting Spells/Dizziness:  Yes  No | Kidney Problems " Yes  No | Stomach/ntestinal Disease ' Yes _
Blood Disease " Yes  No | FrequentCough Yes  No Leukemia ' Yes  No | Stroke Yes
Blood Transfusion Yes No Frequent Diarrhea Yes No Liver Disease Yes No Swelling of Limbs Yes
Breathing Problem Yes No Frequent Headaches ~ Yes No Low Blood Pressure  Yes No Thyroid Disease Yes
Bruise Easily Yes No Genital Herpes Yes No Lung Disease ~ Yes No Tonsillitis 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 Recent Weight Loss " 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
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ROYAL @ DENTAL CARE

PATIENT PRIVACY POLICY
DOCUMENTATION OF INFORMED CONSENT

| UNDERSTAND THAT | HAVE CERTAIN RIGHTS TO PRIVACY REGARDING
PROTECTED HEALTH INFORMATION. THESE RIGHTS ARE GIVEN TO ME
UNDER THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY
ACT OF 1996 (HIPAA). | UNDERSTAND THAT BY SIGNING THIS CONSENT |
AUTHORIZE YOU TO USE AND DISCLOSE MY PROTECTED HEALTH
INFORMATION TO CARRY OUT

¢ TREATMENT (INCLUDING DIRECT OR INDIRECT TREATMENT BY OTHER
HEALTH CARE PROVIDERS INVOLVED INMY TREATMENT).

o OBTAINING PAYMENT FROM THIRD PARTY PAYERS (E.G. MY
INSURANCE COMPANY)

+ THE DAY-TO-DAY HEALTHCARE OPERATIONS OF YOUR PRACTICE

| HAVE ALSO BEEN INFORMED OF, AND GIVEN THE RIGHT TO REVIEW AND
SECURE A COPY OF YOUR NOTICE OF PRIVACY PRACTICES. WHICH
CONTAINS A MORE COMPLETE DESCRIPTION OF THE LSES AND
DISCLOSURES OF MY PROTECTED HEALTH INFORMATION, AND MY
RIGHTS UNDER HIPAA. [ UNDERSTAND THAT YOU RESERVE THE RIGHT TO
CHANGE THE TERMS OF THIS NOTICE FROM TIME TO TIME AND THAT |
MAY CONTACT YOU AT ANY TIME TO OBTAIN THE MOST CURRENT COPY
OF THIS NOTICE

 UNDERSTAND THAT | HAVE THE RIGHT TO REQUEST RESTRICTIONS ON
HOW MY PROTECTED HEALTH INFORMATION IS USED AND DISCLOSED TO
CARRY OUT TREATMENT. PAYMENT, AND HEALTH CARE OPERATIONS,
BUT THAT YOU ARE NOT REQUIRED TO AGREE TO THESE REQUESTED
RESTRICTIONS. HOWEVER, IF YOU DO AGREE, YOU ARE THEN BOUND TO
COMPLY WITH THIS RESTRICTION.

| UNDERSTAND THAT | MAY REVOKE THIS CONSENT. IN WRITING. AT ANY
TIME. HOWEVER, ANY USE OR DISCLOSURE THAT OCCURRED PRIOR TO
THE DATE | REVOKE THIS CONSENT IS NOT AFFECTED

SIGNED THIS DAY OF 20

PRINT PATIENT NAME: —
RELATIONSHIP TO PATIFNT: _
SIGNATURE.:
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OUR OFFICE AND FINANCIAL POLICIES
ROYAL DENTAL CARE. ZAIN DABBAS, D.D.S.

Thank you for choosing us for all of your dental needs. We are committed to providing
you with excellent care and convenient financial arrangements in order to insure the best
possible experience. Our financial arrangements are based on an open and honest

discussion of recommended treatment plans. Please read the following, sign and return.

FINANCIAL CONSENT/ PAYMENT

Payment in full of services planned for that treatment day 1s expected at the time of
service unless prior arrangements have been made with our financial coordinator. Please
ask about our several ‘payment options. We accept personal checks. Visa, MasterCard,

Discover and American Express. The patient or responsible party agrees to be fully
responsible for the total treatment performed in this office.

INSURANCE

Our office is committed to helping our patients maximize their insurance benefits. As
vou may be aware, dental insurance is extremely complex. We are always available to
answer your questions, however, your insurance policy is an agreement between you
and your employer/insurance carrier and as a dental provider, we are not party to
that agreement. Your patient portion must be paid before or at the time of service.
We ask our patients to provide us with their complete dental insurance information.
If the information provided is incorrect, you will be responsible for payment in full
immediately and submission of claims for any treatment rendered. Asaservice to
our patient, we will process all primary and secondary insurance claims for services and
allow them 45 days to render payment in full. After 60 days, the patient is responsible
for the entire balance and it will be due in full. The qualities of insurance policies vary
greatly; therefore we can estimate your coverage in good faith. but cannot guarantee
coverage due to the complexities of insurance contracts '

MINORS

Payment for services for the treatment of minors is the responsibility of the adult
accompanying that minor.

SERVICE CHARGES

We will charge a 1.5% monthly (18% annual percentage rate) or billing charge which
will be applied to all accounts over 30 days past due. We will charge $50.00 for all
returned checks. Any fees incurred to collect payment from a professional agency will be
billed to and payable by the patient or the patient’s responsible party.

| understand and agree to this Office and Financial Policy and Agreement.

Sig—nature of PatienURé.s—pbnsible Parny Date
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ROYAL DENTAL CARE
Z&IN DABBAS, D.D.S.

2594 Loganville Highway e Suite 102 o Grayson. Georgia 30017

Notice of Appointment Cancellation Policy

Here at ROYAL DENTAL CARE. our goal is to spend individual quality tme
with our patients. When vou call to schedule an appointment, that time is
reserved for vou. We ask that when vou book an appointment you mark it on
your calendar and make every effort to keep that scheduled appointment time.

If you absolutely need to cancel an appointment, we require that you give us a 24
(twenty-four) hour advance notice. By informing us in a timely manner of a

change in your schedule, it allows for another patient 1o take advantage of the
available time.

In the event our office does not receive adequate, 24 hour notice, your
account will be subject to a $40.00 late cancellation fee. Payment will be
required before another appointment can be made.

By signing below, you are acknowledging that you have read and understand
the above policy. Thank you, ROYAL DENTAL CARE.

== : :
Signature of Patient/Responsible Party Date





