Welcome !

REGISTRATION FORM

Michael T. Jones DMD, P.A.
Gentle Family Dentistry

Thank you for selecting our dental healthcare team.

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this
form completely in ink. If you have any questions or need
assistance, please ask us — we will be happy to help you.

Section I:

Patient Information Date

Name: | Prefer to be called:
Address: City: State: Zip
Phone ( ) Work Phone ( ) Cell Phone ( )

The best time to contact me is:

Email address:

[JAM.[]P.M. on my[_]Home phone[ ] Work phone [ ] Cell phone

You may leave a message [_| with family member [_Jon voice mail [Jemail

Date of Birth:

Check Appropriate Box: [_]Minor
If Student, Name of School

Socia! Security Number:

[ ]single

Spouse or Parent’s Name:

[ JMarried [ |Widowed []Separated [ ]Divorced
City/State [T [JPT
Employer Work Phone

Whom may we thank for referring you?

Person to contact in case of emergency

Phone

Section Il Responsible Party

Relationship to Patient: [ |Self []Spouse [ ]Parent [ |Other

Same as above [ ]

Name: Relationship to Patient:
Address:

City: State: Zip: Phone: { )
Employer Work Phone ( ) SSN#

Section Il Insurance Information

Name of Insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )

Subscriber/Member id #

Address of Employer:

City State: Zip

Insurance Company

Grp # 1D#

Ins Co Address:

Ins Co. Phone:




atient Medical Hi<tory -
Physician : e - .. Office Phone . o B ews s e Date of Last Fxam . —
Yes No 9 Are ” P ; f ) .
: you allergic to or have you had any reactions to the following?
1. Are you under medical treatment NOW?. ..o, O O £ ’ J Yes %Vo

Local Anesthetics (e.g. NOVOCIND .......omercicireiiimecrioinnes

Penicillin or any other ANtDIOCS couovuvvivvivecenivisenrosiirerene

Barbiturates ...

T e Scdatives ...
T0dINe s
Any Metals (e.g. nickel, mercury, €1c ). ..o vvmnnvccnnveconnnn:
Lattex RUDDEE....covvnevev e
Other (please list) ..-,‘

10. Do you have a persistent cough or throat clearing not
associated with a known illness (lasting more than 3 weeks)

2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years?...... O O

If yes, please explain

3.4Are you taking any medication(s)
including non-prescription medicine?........ooovvveivsseiicensssiinnnse
If yes, what medication(s) are you taking?

O
O

4. Have you ever taken Fen-Phen/Redux? ... ..ovveeveveeecciviiiiiinenns

5. DO yOu USE tODACCO?. .. vivuiisicisivimmincsicsiiecississisinassass i ssisssenssesioss

good
oogoo

6. Do you use controlled SUBSEANCES? vuvcvveuivcicuiiniiniinesinisasesssiinnas 11. Women Only:
7. Are YOU Wearing Contact lenSes?.. ..o oo e o a) Are you pregnant or think you may be pregnant?......
/ = b) Are you NUISING s
. ] o) Are you taking oral contraceptives?..........c.ccccoen.
8 Do you have or have you had any of the following?
Yes No Yes No
High Blood Pressure ....cccovevnno. Heart DIisease ... Chest Pains ...,
Heart Attack .., Cardiac Pacemaker.....e..uee. Eagsily Winded ...
Rheumatic Fever ... Heart MUrmur e Stroke

Hay Fever / Allergies ........ccoooen.
Tuberculosis
Radiation Therapy ...
GlaUCOMA ..civirinrsireisemieriinsiinsiesins
Recent Weight LOSS ...o.cooevviveinienns
Liver DisSeasc .

ANGING ..cs. cinsormive inissssrsssssassissse
Frequently Tired ...
ANemnid sommsmsasssstoyssne
EMpRYSEMQ cooveeeieiiiiiconnnnses
Cancer ...
PoV 11 TR

Swollen Ankles ..o,
Fainting / Seizures c....cooiceeivei
ASthimd .cccoceeecin
Low Blood Pressure ..o
Epilepsy / Convidsions ......c......
LEURENUU oot

o O 6 O
0000000000000 000 0 OO0o00oodgon

] o [
0 O O
0 [ [ | o
(0 [ [ [ 0 [

Diabetes wusi. . csssmimiisessisninss Joint Replacement or Implant ....... Heart Trouble........
Kidney DiSeases ........msn Hepatitis / Jaundice ... Respiratory Problems..................
AIDS or HIV Infection .....cccocconee. Sexually Transmitted Disease ... Mitral Valve Prolapse ..................
Thyroid Problem ... Stomach Troubles / Ulcers......... Other
Patient Dental History
Name of Previous Dentist and Location_____ : i Date of Last Exam_______ .
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ....ccccovovvvcvcenn O O 8. Do you have frequent headaches? ... [J
2. Are your teeth sensitive to hot or cold liquids/foods? ................. O O 9. Do you clench or grind your teeth? ............. O O
3. Are :yom’ teeth sensitive to sweet or sour liquids/foods? .............. O O 10. Do you bite your lips or cheeks frequently? ............... O O
4. Do you feel pain (o any of YOur teeth? ..........cvvmmmmmmeereriicnes L1 [ 11 Have youever had any difficult extractions
5. Do you have any sores or lumps in ov near your mouth? ... O O 11 he PASE? i sivevibiiaisvensssvammiibsssiscsiviiass O O
6. Have you had any head, neck or jaw injuries? ...................... (1 [ 12 Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Sollowing extractions? .....oncinsiniinns H
problems in your jaw? 13. Have you had any orthodontic treatment? ................... 0 O
CHERING oo s O O 14. Do you wear dentures or partial_s?l. .................. st erveren i O O
Pain (joint, ear, side of face) ... 0O O If yes, date of placement
Difficulty in opening or closing ... (1 [ 15 Have you ever received oral hygiene instructions )
Difficulty in chewing ......... S ppse et = =] regarding the care of your teeth and gums? O O
16. Do you like your SMile?......cociiiiininvmmiisinncinnins O O

Authorization and Release

[ certify that I have read and understand the aboyve information to the best ?j my knowledge. The abave questions have been accurately answered.
1 uneerstand that providing incorrect information can be dangerous tomy walth, I authorize the dentist to release any information including the
dicgmasis and the records of any treatment or examination rendeved to me oy my child during the Fcﬁ od of such Dental care to thivd party payors
ancfor health practitioners. 1 authorize and request my insurance conpany to pay dirvectly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental inswrenice canvier may pay less than the actual bill for services. I agree to be responsible

Jor payment of all services rendered onmy behalf ov my dependents

X ' e afre - wEng - — e P— —

Signature of patient (or parent/guardian if minor)

| : . : - }

Doctor’s Comments e ——— x =

Date

TER A7 AG1IAT AN EANR @ 1GG7 COMAAEL L 1 Onn e3T7 1140

_Signauue —




MICHAEL T. JONES, D.M.D., P.A. & ASSOCIATES

1201 Ridge Road e Raleigh, NC 27604 « (919) 835-1710

e Fax: (919) 828-8939
914 N.E. Maynard Road sCary, NC 27513 (919) 468-2030  Fax: (919) 468-2613

OFFICE POLICY

Thank you for choosing us as your dental care
you with the finest and most comprehensive de
to assist you in optimizing the benefits you obt
minimizing your concerns about the cost of the services you receive. In order to achieve

these goals, your assistance is needed. We will gladly file your Primary Insurance for
you when the following requirements are met:

provider. We are committed to providing
ntal care services today. We would like
ain from your insurance carrier and in

o ltis verified by us that you have current dental insurance coverage, and
e Your Insurance company agrees to pay us directly.

Insurance:

However, all deductibles, co-payments and estimated amounts not covered by your
insurance company are due at the time services are rendered. We are not res sible
for any exclusion(s) that may cause your claim to be denied in full, or in part.
Your insurance policy is a contract between you and your insurance company.
We are not a party to that contract. Patients who carry a PPO, PDP, or PDO type of
insurance program, are responsible for certain co-payments set by your insurance
company.- These payments are due at the time service is rendered. Any changes in
your insurance must be called in prior to any scheduled appointment, so that we may
have time to verify your new benefits. Inform us if there is a change in your address,

employment, home and work numbers so that we may update our records and keep
your account information current,

Children & Minors:

An adult must accompany any minors under the age of 18, or treatment will be denied.
The adult accompanying the minor is responsible for payment. We as your
caregivers cannot enter into domestic disputes. For unaccompanied minors, non-
emergency treatment will be denied unless payment arrangements have been made.

We suggest you send your child with a signed, blank check, or supply us with your credit
card number and expiration date, which we can keep on file for their use.

NOTE: Due to health & safety reason, children under the age of 10 will not be allowed

in the operatory room(s). Children under the age of 10 will not be left unattended in the
waiting area. Childcare arrangement(s) must be made prior to patients’ appointment.

Appointment:

An appointment written in our schedule with your name on it is a bond of trust that we
will be here to serve you, and you will be present for that appointment. We reserve the
right to cancel an appointment that has not been confirmed 48 hours prior to scheduled
appointment. We reserve the right to charge for all cancellations made less than 48
hours in advance, for broken appointments, and short notice changes.

(Over)



A $35.00 broken appointment fee will be charged to your account should you break a
hygiene appointment and a $75.00 per hour will be charged to your account should you

Payment Options:

In order to assist you with your dental care investment, we offer long term dental
inancing with an outside financing company. Upon qualifying you will be extended a

Collection:

. Ifyou have an outstanding balance on your account beyond 120 days, your account will
""automatically be turned over to a collection agency. The responsible party will be liable

for any collection fees that the account may incur,

Dental Record / X-ray(s):

There is a fee of $35.00 for dental record transfer or obtaining duplicate copies of
X-ray(s). '

Agreement: /

Patients who carry dental insurance do hereby agree to assign the benefits that he/she
is eligible to receive for the care rendered in this office to Michael T.Jones, D.M.D, PA
and you understand and agree that you will be responsible for any expenses not paid by
your insurance company.

| HAVE READ, UNDERSTAND, AND AGREE TO THE STATEMENTS OUTLINED
ABOVE, - _

Signature Date

. Print Name;




MICHAEL T. JONES, D.M.D., P.A. & ASSOCIATES
5613 Duraleigh Road, Suite 121 Raleigh, NC 27612 » (919) 835-1710 « Fax: {19) 828-8939
914 N.E. Maynard Road «Cary, NC 27513 e (319) 468-2030 « Fax: (919) 468-2613

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

].understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAAY, 1 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.

® Obtain payment from third-party payers. .

® Conduct normal healthcare operations such as quality assessments and physician
certifications.

| acknowledge that | have received your Notice of Privacy Pra clices containing a more complete
description of the uses and disclosures of my health information. | understand that this organization
has the right to change its Notice 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 {o cany out treatment, payment of 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
guch restrictions.

Patient Name

Relationship to Patient:

Signature:

Date

M
OFFICE USE ONLY
| attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:

(TR 035-5962/25050 & MAY 42



