PATIENT MEDICAL HISTORY

Patient's Name:

For Office Use Only

Address: Today's Date: Date of Last Visit: Date of Med. History:
City State Zip: Email:

Home Phone: Work Phone: Birth Date: Social Security No.: Marital Status:
Primary Dental Guarantor: Home Phone: Work Phone:

Secondary Dental Guarantor: Home Phone: Work Phone:

Physician Name: Physician Phone:

Pharmacy: Pharmacy Phone:

For Office Use Only

Medical Alerts:
Sex: If female please answer the following: Please answer the following:

Y N Y N .
[ [J Are you taking Birth Control Pills? [ ] Do you smoke or use tobacco? Height: :I
[ ] Are you pregnant? If Yes, # of weeks |:| For Office Use Only .
[1[] Are you nursing? BP |:| Heart Rate: |:| Weight: :I

Y N Conditions Y N Conditions Y N Conditions

O Artificial Heart Valve O[O0 Heart Surgery o

OO Hiv(#) O[O0 Hemophilia o

O[O0 Exposure To HIV O[O0 High Blood Pressure o

O[O0 Hepatitis A O Low Blood Pressure o

[0 Hepatitis B O[O Kidney Problems o

O[O0 Hepatitis C [0 Liver Disease o

O[O0 Congenital Heart Defect O[O0 Mitral Valve Prolapse

O[O0 Bisphosphonate Treatment O Pace Maker

O[O Diabetes (Type I) O[O0 Psychiatric Problems Y N Allergies

O[O0 Diabetes (Type ) O[O Radiation Therapy OO0 Aspirin

O[O0 cCancer- Chemotherapy [0 Rheumatic Fever [0 Codeine

O[O0 Abnormal Bleeding [ Seizures O Dental Anesthetics

[ Alcohol Abuse O[O0 Shingles O Erythromycin

O[O0 Drug Abuse [ Sinus Problems OO Jewelry

O[O0 Angina Pectoris [ Stroke OO Latex

OO Asthma O Thyroid Problems OO Metals

OO Arthritis O Tuberculosis OO Penicillin

O[O Difficulty Breathing O Ulcers O[O0 Tetracycline

OO0 Emphysema o0 Other

[0 Fever Blisters o

OO0 Glaucoma o

O Heart Attack o




Medications:

Y N

[] [ Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:

(If Under 18, Parent or Guardian Signature Required)



Denial cenier

of Deerwood
Andrew Zerbinopoulos, DMD

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

*You May Refuse To Sign This Acknowledgement

I have received a copy of this office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice Of Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign
O Communication barriers prohibited obtaining the acknowledgement
O Anemergency situation prevented us from obtaining acknowledgement

O Other (Please specify)




Dental Cenier
And rE'.'-jj;E::I.:nei;T;DDi los, DD

7899 Baymeadows Way, Suite 3
Jacksonville, FL 32256
(904) 731-5200

FINANCIAL POLICY

Thank you for choosing us as your health care provider. We are committed to your treatment being successful. Please
understand that payment of your bill is considered a part of your treatment. The following is a statement of our
Financial Policy, which we require you to read, and sign prior to any treatment.

-Full payment of your estimated portion after insurance is due at the time of service
-We accept cash, checks, or Visa/MasterCard
-We offer financing through Care Credit (Credit approval required)

Regarding Insurance

WE WILL FILE YOUR INSURANCE AS A COURTESY TO YOU. THE BALANCE IS YOUR
RESPONSIBILITY WHETHER YOUR INSURANCE COMPANY PAYS OR NOT. We cannot bill your
insurance company unless you give us your insurance information with a valid address and a phone number. Your
insurance policy is a contract between you and your insurance company. We are not a party to that contract. If your
insurance company has not paid your account in full within 45 days, the balance will automatically become your
responsibility and should be paid within the following 30 days. If the balance is not paid within the 30 days, a finance
charge of 1806 APR will be applied to your account until it is paid. Please be aware that some and perhaps all of the
services provided may be non-covered services and not considered reasonable and necessary. All co-pays and
deductibles are due prior to treatment.

Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary
for our area. You are responsible for payment regardless of any insurance company’s arbitrary determination of usual
and customary rates.

Adult and Minor Patients

Adult patients are responsible for their financial obligation at the time of treatment. The adult accompanying a minor
and the parents (or guardians of the minor) are responsible for payment at the time of treatment. For unaccompanied
minors, prior financial arrangements should be made with a parent or legal guardian before treatment.

Missed Appointments
Unless canceled at least 24 hours in advance, our policy is to charge $ 25 for missed appointments. PLEASE HELP US
SERVE YOU BETTER BY KEEPING SCHEDULED APPOINTMENTS.

Thank you for understanding our Financial Policy. Please let us know if you have questions or concerns. I have read
the Financial Policy, and I understand and agree to this Financial Policy.

X Date
Signature of Patient or Responsible Party




