TIME 09:57 AM

ID:
First Name:

Patient Is:[_| Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

{:IResponsible Party is also a Policy Holder for Patient

D Primary Insurance Policy Holder

DATE 7/21/2020
AT T
Chart ID:
Last Name: Middle Initial:
[:] Responsible Party Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Work Phone: Ext: Cellular:
Soc Sec: Drivers Lic:

[ ]secondary Insurance Policy Holder

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

E-mail:

Employment[™] gyll Time
Status:

Medicaid ID:
Employer ID:
Carrier ID:

E:] Female

Section 2

Student Status:| |Full Time

State / Zip:

Work Phone:

Marital Status: [j Married

Age:

Address 2:
Pager:
Ext: Cellular:
[Isingle [ |Divorced [ |Separated [ Iwidowed
Soc Sec: Drivers Lic:

{1 would like to receive correspondences via e-mail.

D Part Time !:} Retired
[ part Time
Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

Section 3

emergency contact #
emergency contact
employer

employer #

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

City, State, Zip:

Rem. Benefits:

— Primary Insurance Information

["Ispouse [ Jchid

[ ]Other

Relationship to Insured: [ Iself

Insured Birth Date:

Rem. Deduct:

Ins. Company:
Address:
Address 2:

City, State, Zip:

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

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: []setf ["spouse [Jcnild

[Tother

Insured Birth Date:

Rem. Deduct:

Ins. Company:
Address:
Address 2:

City, State, Zip:




Time 9:54 AM Matthew P, McMasters,DDS,PC Date 7f21/2020
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of vour entire body, Health problems that you may have, or medication that you may be
taking, could hawve an important interrelationship with the dentistry you will receive. Thank you For answering the Following questions.

Are you under a physician's care now?  Yes Mo If yes R T T
Have vou ever been hospitalized or had a major operation? " ¥es " No 1F ves i

Have you ever had a serious head or neck injury? “Yes «No IF ves il b )
are yvou kaking any medications, pills, or drugs? _Yes «_No If yes .

Do you kake, or have you taken, Phen-Fen or Redux? 7 oves Mo 1f yes N ) i
Have yvou ever taken Fosamax, Boniva, Actonel or any other T Wes «  No If ves e e T

medications containing bisphosphonates?

Are you on a special diet? Yes [

Do ywou use tobacco? Yes «  No

Do you use controlled substances? ives  No IF ves 3

Women: &re you,.,
[ Pregnant Trying to get pregnant? [ Nursing? | Taking oral contraceptives?

are vou allergic to any of the following?

[ Aspirin [ Penicillin ‘Codeine I Acrylic
Metal | Latex Sulfa Drugs Local Anesthetics
Other? - 1f yes

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

AIDS{HIV Positive " Yes  No |Cortisone Medicine " ¥es Mo |Hemophiia " ¥es Mo |Radiation Treatments T ¥es _ No
alzheimer's Disease ¥es ' No |Diabetes “i¥es Mo [Hepatitis A _Yes _No |Recent Weight Loss _1¥es () No
Anaphylaxis " ¥es 'No |Drug Addiction “iYes 'No |HepatitisBor C T Yes No  |Renal Dialysis Ti¥es (O No
Anemia _ Yes (+Mo |Easily Winded " Yes Mo |Herpes _/¥es «_No |Rheumatic Fever _Yes Mo
&ngina (Yes (_:No |Emphysema “'Yes ' No |High Blood Pressure i ¥es «_No |Rheumatism “i¥es (_No
Arthritis/Gout Yes « Mo |Epilepsy or Seizures ‘¥es « Mo |High Cholesterol . iYes « ‘Mo |Scarlet Fever ( Yes (Mo
Artificial Heart Yalve '¥es «_'No |Excessive Bleeding “Yes « ‘Mo |Hives or Rash “i¥es «_'No |Shingles _iYes _No
Artificial Joint _ Yes | ‘Mo |Excessive Thirst ‘¥es « Mo |Hypoglycemia Yes No  |Sickle Cell Disease ‘Yes  No
asthma " ¥es  :No |Fainting SpellsjDizziness Yes Mo |Irregular Heartbeat Yes Mo |Sinus Trouble ‘Yes Mo
Blood Disease “iYes Mo |Frequent Cough i¥es Mo |Kidney Problems i ¥es « Mo |SpinaBifida i¥es ()Mo
Blood Transfusion Ti¥es Mo |Frequent Diarrhea T ¥Yes Mo |Leukemia " ¥es  No |StomachiIntestinal Disease “ives ( No
Breathing Problems “ ¥es  ‘No |Frequent Headaches “'Yes « Mo [Liver Disease 'Yes 'No |Stroke “iYes (o No
Bruise Easily “.¥es Mo |Genital Herpes " ¥es Mo |Low Blood Pressure " ves Mo |Sweling of Limbs iv¥es Mo
Cancer i Yes Mo |Glaucoma “Yes Mo |lung Disease “¥es No |Thyrcid Disease TiYes (No
Chemotherapy " Yes  No |Hay Fever “¥es Mo |Mitral valve Prolapse ¥es Mo | Tonsilits Tiv¥es Mo
Chest Pains “i¥es Mo |Heart AttackfFailure _Wes Mo |Osteoporosis "~ Yes Mo |Tuberculosis i¥es () No
Cold Sores/Fever Blisters  ~ ¥es « 'No  |Heart Murmur ¥es « No |Painin Jaw Joints “.¥es - No | Tumors or Growths “iYes « No
Congenital Heart Disorder ¥es  No  |Heart Pacemaker " Yes Mo |Parathyroid Disease Ti¥es Mo |Ulcers “ives O No
Convulsions ¥es  'No |Heart Trouble/Disease " Yes Mo |Psychiatric Care Yes « 'No |venereal Disease  i¥es  'No

ellow Jaundice “i¥es i No
Have you ever had any serious illness not listed above? T ¥es Mo 1f ves

Comments:

To the best of my knowledge, the questions on this Form have been accurately answered. I understand that praviding incorrect information can be dangerous to my {or patient's) health. Itis my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:




MATTHEW P. McMASTERS, DDS
26741 MAIN STREET
ARDMORE, TN 38449

(931) 427-2116

PAYMENT POLICY

ALL PATIENTS ARE RESPONSIBLE FOR FULL PAYMENT OF THEIR ACCOUNT(S)
AT THE TIME SERVICES ARE RENDERED UNLESS PRIOR CREDIT ARRANGEMENTS
ARE APPROVED. PAYMENTS MAY BE MADE WITH CASH, CHECK, OR CREDIT CARD,

To insure that we understand how you wish your account to be handled, please check the
payment method you prefer and sign on the space indicated. If you have questions,
please ask the receptionist before you make your choice,

CASH/PERSONAL CHECK ____ INSURANCE __ CREDITCARD

As a courtesy to our patients, we will be happy to file insurance forms relative to treatment,
however, the payment for services are rendered to you not the insurance provider, you are
directly responsible to us for your financial obligations. Dr, Matthew McMasters does not
accept responsibility for the collection of patient insurance payment,

You ate financially responsible for services not covered by your insurance.

Overdue accounts may be placed with an attorney or collection agency. In the event an
account is turned over to an agency or attorney, the patient or person responsible for the

patient's account agrees to pay a collection fee, court costs and any other reasonable costs
of collection.

A service fee of $30 will be charged for all returned checks.

DATE SIGNATURE




R S el

u\/@d" »*:@ew E*v ,,Lum' TR R
ACKl\-OWLEDGL.VENT OF | ECF'PT OF
HIPAA NOTICE OF PRIVACY PRACTICES

(! .L\c.~\n-:>v-./leclgx=x. ané"}

| acknowledge that | have received a copy of this Drma. Practice's HIPAA Motice of
Practices.

Patiant Name (Please Print)

Patient Signature Date

OR

Signature of Personal Represeniative

Authority of Personal Representative to Sign for Patient (check ons):

Meiva

e et

= Parent « Guardian = Power of Attorngy = Other: e

Please Note; It is your right to refuse to sign this Acknowledgement.

'Dental Office Use Only

| tried to obtain writtien Acknowladgement by the individual noted sbove of recaint of our {

of Privacy Practices, but it could not be bmm d hacauss!
An emergency prevented us from obtaining acknowledgament.
A communication barrier prevented us from obtaining acknowledgemant.

—  The indivicdual was unwilling to sign.

Qiher:

Staff Mamber Signaturs Data



