TIME 02:37 PM

1 Char IDx:

First Mame:

Patient 1s:{ | Policy Holder E|R.esponsj!:!= Purty

First Name:
Address:
City, State, Zip:

Home .
Phime: i

Birth Date:

Responsible Party { il someone other than the paticat )

Work Fhone: Ext

[ TRespansible Party is also a Policy Holder for Patient

DATE 6/11/2018

TRATION

Last Mame: Middle Imbial:
Prefermed Name:
_____ Lase Narme: Middle Initial:
Address It B
= = e P.ﬁgﬂ: o 4
Cellular:

Soc Sec: Drrivers Lic;

[]Primary Insurance Policy Holder

[ 1Secondary Insurance Policy Holder

Patient Information

Address:
Cily:

Home
Phone:

Sex:[ |Make
Birth Date:

[ ]Female

F-mail:

Section 2

Employment [ ] pull Time
Status:
Student Status:[_|Full Time
Medicaid ID:
Emplover 1D: .

Carrier ITX:

Work Phone: Ext;

Address 2:
State / Zip: Pager:

Cellular

Marital Status: [ [Mamried [ |Single
Ay Soc Sec: Drivers Lic:

[t would like to receive comespondences via e-mail

{_]Pan Time
] Part Time
Pref. Dentist:

Pref. Pharmacy;

Section 3

Emerpency Contact
Emergency Contact #

[CIretired

Pref. Hyg:

[Cmivorced [ Separated [ | Widowed

Primary Insurance Information

Name of Insured;

Insured Soc. Sec;

Employer:

Address:
o

City, State, Zip:

Rem. Benefits:

Relatiomship to Insured; [ Sclf
Imsured Hirth Date:

[ISpouse [ ]Child
Ins. Company:
Address:
Aulidress 20
City, State, Zip:

Rem. Deduct:

[ Jther

— Secondery Insurance Information
MName of Insured:
Insured Soc. Sec:
Employer:

R

Address 2:
City. Staee, Zip:
Rem. Benelits:

Relationship to lnsured: || Self
Insured Birth Date:

[Ispouse [ |Child

Ins. Company:
AddE
Address 2:
City, State. Zip: o

Rem, Deduct:




Time 2:22 PM

mummmm . primaiy
medication that you may be taking, could have

Are you under 2 physician's carg now?
Have you ever been hospitalized or had a major

operation?

Have you ever had a serous head or nack injury?
Are you taking any medications, pilis, or drugs?

Do you take, or have you taken, Phen-Fen or Redu?
Have you ever taken Fosamax, Boniva, Actonel o

Patlent Name:

treat the area in and around

Canal Town Farmdy Dental

Eaglesoft Medical History
Bath Dats:

any other medications containing bisphosphonates?
Are you on a special diet?

Do you use tebacco?

Waoman: Are you...

[T pregnant/ Trying to get pregnant?

Are you allergic to any of the folowing?

I Aspirin
1 metal

Other?

Do you use controfled substances?

Date Created:

Date 6/11/2018

nd your mouth, your mouth & 2 part of your entire body. Health prablems that you may have, or
an mporiant nterebtionship with the dentistry you will receive. Thank you for answering the folowing gquestions.

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

ADS/HIV Posilive & Yes & No
Alzheimer's Disease ) Yes @ Np
Anaphylais 2 Yes & No
Anermia & Yes @ No
Angina @ Yes @i No
Arthritis/Gout & Yoo G N0
Artificial Heart Valve 0 Yes (D No
Artificial Joint @ Yo @ No
Asthma T Yor O Mo
Blood Dissas= i Yes [ Mo
Blood Transfsion I Yes © Mo
Breathing Froblems £ Yas @ Mo
Bruise Easify 0 Yas 3 No
Canger £ Yas @ No
Chemotherapy £ Yas i) No
| Chest Paing ) Yas & No
 Cold Sores/Fever Blsters ©) Yes & No

Congerital Heart Disorder €5 Yizs @7 Mo

| Convulzions

Have you ever had any serlous illness not isted

£ Yes ) No

& Yes @ No 1 ves | 1

@ Yes ©iHo  fyes| s |

0 Yes BNo  Ifyes | ; i

@ Yes THe  Tves| 7 |

# Yes BiMa  Ifyes| RS ;

@ Yes ®Ho  Hves| & ]

£ Yes §i Mo

&) Yes (5 Mo

F hursing? 3 Taking oral contraceptives?
I3 Pericitin. 5 Codeine Elaayke
] Lt 9 sulfa Dregs MLocal Anesthetics

Tk T . iy

H Wres o

© Yes@MNo  fyes] = !
Cortsone Mediioe €1 Yes ©Ha | Hemophia ©Yes ©Mo | Radaton Treatments & Yes & o
Dinbetes £ Yes M0 | Hepatitis A £ Yes 5 ND | Recent Weight Loss 0 Yes &) e
Drug Addiction i Yes i@ No | vepatdis B or C £ Yes E N0 | Renal Dialysis @ Yes & o
Easlty Winded @ Yes iiNo  |nerpes £ Yes Mo | Rheumatic Fever i Yes £ lo
Emphysema 2 Yes & No  |igh Blood Pressure £ Yes &1 HD | Rheumatism &7 Yes &5 He
Eptiepsy or Semures (7 Yes T N0 | igh Cholesterol i Yes S Mo | Scarlet Fever & Yes & Fo
Excessive Bleeding 0 Yes {0 Mo | Hives or Rash @ Yes © N0 | Shingles & Yes £ No
Exressive Thirst O Yes D No | Hypoglycemin @ Yes D Mo | Sickle Cell Disease & Yes S Mo
Faintng Spels/Diziness ) Yes © No | krequiar Heartbeat @ Yes © No | Sinue Trouble & Yes & o
Fraquent Cough ) Yes Mo | Kidney Problems FiYes @ Mo | spina Bifida i Yes £ Mo
Frequent Diarrhea ) Yes &3 Wo | Leukamia & Yos @IND  |Stomachiintesting Disease ) Yoz ) Mo
Frequent Headaches &0 Yes #1No | Liver Disease © Yes & No | Stroke i Yes S No
Genital Herpes 0 ¥es @ N0 |Low Blood Pressure ) Yes @ No | Swelling of Limbs £ Yes £ Mo
Glaucoma £ Yes @ Mo | Lung Disease £ Yes @ Mo | Thyroid Disease 5 Yes & Nao
Hay Faver @ Yes @MNo | mitral Valve Profapse & Yes @ Ho | Tonsillitis £ Yes & Mo
Heart Attack/Failure 7 Yes @ No | Dsteoporosis @ Yes © N0 | Tuberculosis € Yes 5 Mo
Heart Murmisr 0 Yes @D No | Pain in Jaw Joints @ Yes @ W0 | Tumors or Growths € Yes S Mo
Heart Pacemaker 0 fes MNe | Parethyroid Dissase & V&5 & HO | Ulcers & Yes @ No
Heart Trouble/Disease ) Yoz (U Ne | Pychiatric Care 2 Yes @9 Mo [Vanereal Disease €5 Yazs £ No

Yellow Jaundica & Yas & No
% Yes #) No fves EEGR e 2 : 1

“‘heﬂﬂfﬂfwﬁmmﬂﬂﬂﬁﬁamMMam answered. 1undsrstand that providng 0 ect: ;
patient’s] heafth. Rhmmmmmammﬂﬂmhm u providng incorrect infermation can be dangerous to my {or

Signature of Patiert, Parent or Guardan:

Date:



Canal Town Family Dental

402 West Main Street

Palmyra, NY =14522

315-597-4581
canaltownlamilvdental @ gmail.com

Financial Policy

Thank you for choosing Canal Town Family Dental. Our primary mission is to deliver
the best and most comprehensive dental care available. An important part of the mission
is making the cost of optimal care as easy and manageable for our patients as possible by
offering several payment options.

Payment options:

You can choose from:
e (Cash, Check, Visa, MasterCard. American Express or Discover Card
¢ Convenient Monthly Payment Options from Care Credit Healthcare Credit
Card: *
-Allows you to pay over time
-No annual fees or pre-payment penalties

Please note;
Payment for services is expected at the time service is provided.

For patients with dental insurance we are happy to work with your carrier to maximize
your benefit and directly bill them for reimbursement for your treatment. We will
estimate your deductible, which is due at the time of treatment, **

Missed Appointments: If you are unable to keep a scheduled appointment please give
24 hour notice. A fee of $25 may be assessed for patients who do not give a 24 hour
notice. A credit card will need to be on file after the first missed appointment to reserve
the 2™ appointment.

Canal Town Family Dental charges $20 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the
dentistry you want and need.

Patient, Parent or Guardian Signature Date

Patient Name {Please Print)

*Subject to credit approval
**However, il we do not receive payment from your insurance carrier within 30 days, you will be responsible for
payment of your treatment fees and collection of your benefits direetly fram your insurance carrier.,



