PATIENT REGISTRATION

ID: Chart ID:
First Name:

Patient Is:[_|Policy Holder [ _|Responsible Party

Last Name:

Preferred Name:

Middle Initial:

Responsible Party ( if someone other than the patient )
First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

Work Phone:
Soc Sec:

DResponsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

Ext

[ ] Primary Insurance Policy Holder

Middle Initial:

Pager:

Cellular:
Drivers Lic:

[} Secondary Insurance Policy Holder

Patient Information

Address:
City:

Home
Phone:

Sex: ﬂ Male
Birth Date:

Work Phone:

3 Female
Age:

E-mail:

Section 2

Marital Status:|_| Married

Address 2:
State / Zip:

Ext:

[ |Single

Soc Sec:

e
|_IDivorced

Pager:
Cellular:
[::é Separated | | Widowed

Drivers Lic:

[]1 would like to receive correspondences via e-mail.

Employment [:! Full Time

Part Time
Status: l:!

Student Status: || Full Time
Medicaid 1D:

aPaﬂ Time
Pref. Dentist:
Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hvg:

[ IRetired

Section 3

Primary Insurance Information

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits: $0.00

Rem. Deduct:

Relationship to Insured:| | Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:
$0.00

[ ISpouse [ IChild [ |Other

Secondary Insurance Information

Name of Insured:
Insured Soc. Sec:
Emplover:
Address:
Address 2:

City, State, Zip:

Rem. Benefits: $0.00

Rem. Deduct:

Relationship to Insured:|_|Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:
$0.00

[ISpouse [ |Child [ |Other




Stephen Kurt Harkey, D.M.D.
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Akhough dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems thalt 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 folowing questions.

Are you under a physician's care now? " Yes i No If ves - - — ]
Have you ever been hospitalized or had a major ~'Yes ' No Fyes| - s |
operation? - T

Have you ever had a serious head or neck injury? _Yes _No If yes N -

Are you taking any medications, pills, or drugs? T Yes  No Fyes| B - ,

Do you take, or have you taken, Phen-Fen or Redux? Yes  No Ifves| B o .
Have you ever taken Fosamax, Boniva, Actonel or +Yes 7' No Fyes - B . P
any other medications containing bisphosphonates?

Are you on a special diet? " Yes _No

Do you use tobacco? Yes . No

Women: Are you...
[ Pregnant/Trying to get pregnant? " Nursing? [ Taking oral contraceptives?

Are you allergic to any of the folowing?

| Aspirin [ penicillin [ Codeine [ Acrylic

[ Metal _ Latex [ sulfa prugs | ILocal Anesthetics

Other? i Tves | - ]
Do you use controlled substances? " Yes "' No If ves | _______ N _

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

AIDS/HIV Positive _Yes _No |Cortisone Medicine ~ Yes T No | Hemophilia - Yes  No |Radiation Treatments Yes  No
Alzheimer's Disease . Yes _ No | Diabetes ~ Yes ' No |Hepatitis A  Yes " No | Recent Weight Loss Yes _ No
Anaphylaxis Yes ' No |Drug Addiction _Yes " No |Hepatitis B or C Yes  No |Renal Dialysis _ Yes - No
Anemia ~'Yes No |Easily Winded ~Yes T'No |Herpes Yes " Mo |Rheumatic Fever Yes " No
Angina ~Yes _ No |Emphysema _'Yes ' 'No |High Blood Pressure Yes . No |Rheumatism Yes - No
Arthritis/Gout Yes Mo |Epilepsy or Seizures ' Yes . No |High Cholesterol Yes MNo |Scarlet Fever T1¥es (¥No
Artificial Heart Valve ' Yes ' No | Excessive Bleeding _ Yes . No |Hives or Rash  Yes _ Ho |Shingles _' Yes 1:No
Artificial Joint ' Yes " No |Excessive Thirst _'Yes Mo | Hypoglycemia "Yes 'No |sickle Cell Disease _ Yes [ No
Asthma “'Yes  No |Fainting Spels/Dizziness . Yes <_ No Irregular Heartbeat “-Yes '\ No |Sinus Trouble Yes  No
Blood Disease ' Yes  No |Frequent Cough _ Yes T'No |Kidney Problems “-Yes . 'No |Spina Bifida 2 ¥Yes i3k No
Blood Transfusion _Yes _No | Frequent Diarrhea _ Yes No |Leukemia _ Yes ' No |Stomachfintestinal Disease Yes  No
Breathing Problems ~ Yes " No |Frequent Headaches < Yes _'No |Liver Disease _ Yes 'No |Stroke > Yes ' No
Bruise Easily “Yes " No | Genital Herpes _Yes "/ No |Low Blood Pressure  ~ Yes ~ NoO | Swelling of Limbs Yes -~ No
Cancer ~Yes _ No |Glaucoma ~ Yes . Noe |Lung Disease " Yes ' No |Thyroid Disease Yes - - No
Chemotherapy . Yes . No |Hay Fever " Yes " No |Mitral Valve Prolapse ' Yes - No | Tonsillitis Yes . No
Chest Pains ‘Yes ' No |Heart Attack/Failure _ Yes - Ne | Osteoporosis _Yes ' No |Tuberculosis Yes . No
Cold Sores/Fever Bisters ' Yes _ No | Heart Murmur _ Yes _No |Pain in Jaw Joints _Yes _ No | Tumors or Growths Yes ' No
Congenital Heart Disorder ~ Yes  No | Heart Pacemaker _ Yes Mo |Parathyroid Disease ~ Yes _ No |Ulcers Yes _ No
Convulsions " Yes "~ No |Heart Trouble/Disease <. Yes .” No |Psychiatric Care ~ Yes . No |Venereal Disease Yes i No

YYellow Jaundice Yes - No
Have you ever had any serious illness not listed " Yes " No If ves - - 1
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 responsbilty to inform the denta! office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



~
OWCOUNTRY DENTAL ARTS
J f~ii Stephen Kurt Harkey, DMD

776 Daniel Ellis Dr, Suite 2B | Charleston, SC 29412 | Phone: (843) 795-5652
CONSENT FOR SERVICES

As a condition of treatment by this office, the practice depends upon collection from patients for the
costs incurred for their care. An estimate of financial responsibility on the part of each patient will be
determined before treatment.

All emergency dental services, or any dental services performed without previous arrangements, must
be paid for at the time of service.

Any treatment recommendations are made based on what is best for you our patient treatment is not
recommended based on what will or would not be covered by your insurance. As a courtesy, we will Bill
your dental insurance for services rendered. We will do our best to give you an accurate estimation for
what will be paid by your dental insurance, but we cannot guarantee what they will pay.

In consideration for the professional services rendered to me by this practice, | agree to pay the charges
for the services at the time of treatment. Any annual percentage rate of 18% will be applied monthly to
any balance not paid within 60 days, unless written financial arrangements have been established.

| have read and understand the above conditions of treatment and payment; | agree and give my

consent for treatment.

Patient/Guardian Signature: Date:

MISSED APPOINTMENTS/SHORT NOTICE CANCELLATIONS

The missed appointment fee must be paid prior to future office visits. (please initial)



~~
OWCOUNTRY DENTAL ARTS

J fm=yii Stephen Kurt Harkey, DMD

776 Daniel Ellis Dr, Suite 2B | Charleston, SC 29412 | Phone: (843) 795-5652

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. THE PROCESS
OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information.
We are also required to give you this Notice about our Privacy Practices, our legal duties, and your rights
concerning your health information. We must follow the Privacy Practices that are described in this
Notice while it is in effect. This Notice takes effect on May 1, 2017, and will remain in effect until we
replace it.

We reserve the right to change our Privacy Practices and the terms of this Notice at any time provided
such changes are permitted by applicable law. We will change this Notice and make the new Notice
available upon request. You may request a copy of our Notice at any time you make contact us to
request more information about our privacy practices.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use or disclose your health information to a physician or other health-care provider providing
treatment to you. We may use or disclose your health information to obtain payment for services we
provide you. We may use and disclose your health information with our Healthcare operations.
Healthcare operations include quality assessment and Improvement activities, reviewing the
competence or qualification certification, licensing or credentialing activities.

Patient/Guardian Signature: Date:
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OWCOUNTRY DENTAL ARTS
\f f~it Stephen Kurt Harkey, DMD

776 Daniel Ellis Dr, Suite 2B | Charleston, SC 29412 | Phone: (843) 795-5652

HIPAA COMPLIANCE

In compliance with Federal HIPAA policy, we are requesting your permission to sent out appointment
reminders via postcards to the address on file. These postcards will have your name, address, time and
date of the appointment viewable by the post office.

| give Low Country Dental Arts permission to send appointment reminders via postcards.

Patient/Guardian Signature: Date:




