ID: Chart ID:
First Name:
Patient Is:[_|Policy Holder [ _]Responsible

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

[ |Responsible Party is also a Policy Holder for Patient

Responsible Party ( if someone other than the patient )

Work Phone:

PATIENT REGISTRATION

Last Name:

Party Preferred Name:

Middle Initial:

Last Name:
Address 2:

Ext:

Soc Sec:

[]Primary Insurance Policy Holder

Middle Inital:

Pager:
Cellular:

Drivers Lic:

I:]Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex:[_|Male
Birth Date:

[JFemale

E-mail:

Section 2

Employment (] Fyll Time
Status:

Student Status: [_| Full Time
Medicaid ID:
Employer ID:
Carrier ID:

Work Phone:

[JPart Time

[JPart Time

Address 2:

State / Zip:
Ext:
Marital Status:[_]Married

[Single

Age: Soc Sec:

Pager:
Cellular:

Drivers Lic:

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

Section 3

D Retired

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Employer
Emergency contact:
contact phone #
Employer phone #
Credit card:

Exp and Code:
Employer address

[IDivorced [ |Separated [ |Widowed

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: [_]Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[Ispouse [ ]Child

[JOther

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured:[ | Self
Insured Birth Date:
[ns. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[CChitd

[CIspouse

D Other




Time 8:37 AM

Robert Sanderson D.M.D Date 7/20/2023
Eaglesoft Medical History new
Patient Name: Birth Date: Date Created:

Are you under a physician's care now? {iYes () No If yes i o B o -
Have you ever been hospitalized or had a major operation? )Yes ()No If yes C - . I i
Have you ever had a serious head or neck injury? ) Yes () No Ifyes o o o )
Areyou taking any medications, pills, ordrugs? () Yes ()No If yes o N T T ) S
Do you take, or have you taken, Phen-Fen or Redux? O)Yes CiNo Ifyes ) )
Have you ever taken Fosamay, Boniva, Actonel or any other ™ yas (") No If yes — T o - - i
medications containing bisphosphonates? N
Do you use tobacco? ) Yes (jNo

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

Are you allergic to any of the following?
~ Aspirin » Penicillin : Codeine f'AcwIic
kkkkk Metal [ Latex [ SulfaDrugs [ Local Anesthetics
Do you use controlled substances? C)Yes O)No fyes 7
Other? | If yes e o - B

Do you have, or have you had, any of the following?
AIDS/HIV Positive ()Yes ()No |Cortisone Mediane () Yes ()No |Hemophilia (3Yes ()No |Radiation Treatments (1Yes ()No
Alzheimer's Disease ()Yes ()No |Diabetes (iYes ()No [Hepatitis A (7Yes ()No |RecentWeightLoss )¥es )No
Anaphylaxs {3Yes ()No |DrugAddiction “iYes ()No |HepatitisBorC Yes ()No |RenalDialysis )Yes (_)No
Anemia “iYes ()No |Easily Winded iYes ( )No [Herpes ()Yes ()No |Rheumatic Fever iYes ( )No
Angina {JYes ()No |Emphysema )Yes ()No |HighBlood Pressure (iYes ()No [Rheumatism 1Yes ()No
Arthritis/Gout {)Yes ()No |Epilepsy orSeizures 3Yes ()No |HighCholesterl iYes ()No |[Scarlet Fever iYes (1 No
Artificial Heart Valve VYes { )No |ExcessiveBleeding “iYes (yNo |HivesorRash {)Yes (INo |Shingles () Yes (INo
Artificial Joint iYes ('No |BxcessiveThirst (»Yes ()No |Hypoglycemia {iYes ()No |SickleCell Disease )Yes iNo
Asthma Yes | yNo |Fainting Spells/Dizzness ") Yes No |IrregularHeartbeat ()Yes ()No |SinusTrouble {)Yes ()No
Blood Disease “Yes (JNo |FrequentCough iYes ()No |KidneyProblems (Yes ()No |SpinaBifida {JYes () No
Blood Transfusion (iYes ()No |FrequentDiarrhea “i¥es ()No |Leukemia {3 Yes ()No |[Stomach/Intestinal Disease (7 Yes () No
Breathing Problems ")Yes ('No |FrequentHeadaches ()Yes (No [LiverDisease (iYes ()No |Stroke “iYes (1No
Bruise Easily {iYes ()No |Genital Herpes (7Yes ( 1No |LowBloodPressure “iYes ()No |Swelling ofLimbs {)Yes { iNo
Cancer ()Yes {)No |Glaucoma (JYes ( )No [LungDisease (1Yes ()No |Thyroid Disease {)Yes ( JNo
Chemotherapy () Yes ()No |Hay Fever {)Yes ()No |Mitral Valve Prolapse (1Yes ()No |Tonsillitis ()Yes () No
Chest Pains ()Yes ()No |HeartAttack/Failure (yYes ()No |Osteoporosis (3Yes ()No |Tuberculosis {)Yes (Mo
Cold Sores/Fever Blisters \Yes ('No |Heart Murmur “iYes ()No |PaininJaw Joints () Yes ()No |Tumors or Growths Yes ()No
Congenital Heart Disorder () Yes () No |Heart Pacemaker )Yes ( iNo |Parathyroid Disease (Yes ()No |Ulcers {}Yes ()No
Convulsions ) Yes () No Heart Trouble/Disease _)Yes ()No [PsychiatricCare (_rYes () No Venereal Disease ) Yes () No
Yellow Jaundice (iYes ()No
Haveyou ever had any serious illness not listed above? iYes O No If yes i o ) o o - T




Robert E. Sanderson DMD
2112 Lynngate Drive
Hoover, AL 35216

CONSENT:

The undersigned herby authorizes Dr. Robert E. Sanderson to take x-rays, study models, photographs, or
any other diagnostic aids deemed appropriate by Dr. Sanderson to make a thorough diagnosis of the
patient’s dental needs. | authorize the practice to perform any or all forms of treatment, medication and
therapy, that may indicated in connection with (Name of Patient) and
further authorize and consent that Dr. Sanderson choose and employ such assistance as deemed fit. |
also understand the use of anesthetic agents embodies certain risk.

COSMETIC DENISTRY:

Insurance companies for the most part refuse to pay for “cosmetic procedures”. In the situation of
replacing amalgam (silver) restorations with composite (tooth colored, white) restorations, most
companies will pay their usual percentages of amalgam fees. Composite fees are higher than amalgam
fees. The balance owed between the amount paid by your insurance company and the composite feeis
your responsibility.

FINANCIAL AGREEMENT:

As a courtesy to you this office will file your insurance for you. Any remaining balance after 45 days will
be your responsibility. You are also responsible for any services not covered by your insurance company.
Insurance patients are expected to pay the annual deductibles (when applicable) and estimated co-
payments the day of service. Please realize that insurance companies cover only certain portions of
costs incurred and that is between you and your insurance company. In the event that any insurance
company insuring the patient issues a check(s) made payable to the patient, the patient agrees to
endorse said check(s) over to the office of Robert E. Sanderson, DMD.

Account balances that are 60 days past due may be assessed a $5.00 per month re-billing fee. Account
balances that are 90 days past due are subject to being assigned to a collection agency. The patient
hereby agrees to waive any and all rights to claim personal property as exempt from levy under the law
of the State of Alabama.

In the event of default | (we) promise to pay legal interest on indebtedness, together with such
collection cost and reasonable attorney fees as may be required to effect collection of this balance.

Signature: Date:




ROBERT E. SANDERSON DMD
2112 LYNNGATE DRIVE
HOOVER, AL 35216

205 822 0155

Cancellation Policy/No Show Policy
Appointments

1. Cancellation/ No Show Policy for Doctor Appointment
We require that you give our office 24 hour notice in the event that you need to
reschedule your appointment. This allows for other patients to be scheduled into that
appointment. If you miss an appointment without contacting our office within the required time,
this is considered a missed appointment.
If an appointment is not cancelled at least 24 hours in advance you will be charged a

twenty-five ($25) fee; patient will be responsible for this fee as it is not covered by insurance.

2. Scheduled Appointments/ Large Block appointment
We understand that delays can happen however we must try to keep the other patients
and doctors on time. Please call us if you are running late.
If a patient is 20 minutes past their scheduled time, we will have to reschedule the
appointment.

3. Large Block Appointments: Deposit/ Cancellation/ No Show Policy

A 25% deposit is required for any large block appointment that needs 2 hours or more.
the deposit is added toward your dental services.

Due to the large block of time needed for this appointment, last minute cancellations can
cause problems and added expenses for the office.

If a large block appointment is not cancelled at least 3 days in advance you will be
charged a one-hundred-dollar ($100) fee; this is will not be covered by your insurance company
but by your deposit.

4. Account balances
We will require that patients with any balances do pay their account balances to zero (0)
prior to receiving further services by our practice.
Patients who have questions about their bills or who would like to discuss a payment plan
option may call and ask to speak to a business office representative with whom they can review
their account and concerns.

I if

Print Name (patient) Signature (patient/guardian) Date




Robert E. Sanderson
2112 Lynngate Drive
Hoover AL 35216
205-822-0155
HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health
information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your
signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment
or healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this
agreement. The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of
information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and
potentially anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you.
However, such a revocation will not be retroactive.

By signing this form, | understand that:

e Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

e The practice reserves the right to change the privacy policy as allowed by law.

e The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.

e The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

e The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES - NO
May we leave a message on your answering machine at home or on your cell phone?  YES - NO
May we discuss your medical condition with any member of your family? YES - NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME OF PATIENT OR LEGAL GUARDIAN )

Signature: Date:




