TIME 02:08 PM

10 Chart TD;
First Name:
Patient Is:|_ | Policy Holder || Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Mame:

DATE 12/26/201

Middle Initial:

3 Responsible Party ( if someone other than the patient )
First Namec;
Address:

City, State, Zip:

Home
Phone:

Birth Date:

| |Responsible Party is also a Policy Holder for Patient

Work Phone:

Soc Sec:

Last Name:

Address 2:

Middle Initial;

Pager;

Ext:

Dirivers Lic:

| Primary Insurance Polizy Holder

Cellular;

.-_ Secondary Insurance Policy Holder

Patient Information

Address:
City:

Home
Phone:

Sex:[ Male
Birth Date;

|| Female

E-mail:

Work Phone:

Age:

Address 2:
State / £ip:
Ext:
Marital Status:| |Married || Single
Soc Seo: Drivers Lic:

J [ would like to receive correspondences via e-mail.

Section 2

Employment [y Time
Statos: —

Student Status:| | Full Time

| |Part Time

[ |Part Time

Moedicaid 1D:

Emplover 1D:
Carrier 1D:

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

Section 3

Pavment Method:
Credit Card #
Expiration Date:

Secruity (3 Digit) &

|| Retired

Pager:
Cellular:

| IDivorced [ Separated | | Widowed

Primary Insurance Information

Mame of Insured:
Insured Soc. Sce:
Employer:
Address:
Address 3:

City, State, Zip:
Rem. Benefits:

_ |Spouse [ |Child

Eelationship o InSmed.'__ES:[f
Insured Birth Diate:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem, Deduct:

| Orher

— Secondary Insurance Information
MName of Insured:
Insured Soc. See:
Employer:
Address:
Address 2:
City, State. Zip:
Rem. Benefits:

Helationship to Insured:| | Self
Insured Birth Diate:

| |Spouse | |Child
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

| Crther




Time 2:04 P Dana Samet, D.D.S., Inc.

Eaglesoft Medical History
Birth Date:

Date 12/26/2017

Patient Name; Date Created:

Atthough dentzl personnel primarily treat the area in and around your mouth, your mauth & a part of your entire body. Heakh problems that you may have, or
medication that you may ba taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the folowing guestions,

Are you under a physician's care now? Yees 7 Na Fyas
Have you ever been hospitalized or had a major \Yes B N0 IFyes | e 5 d k
operation? = -
Heve you ever had a serlous head or neck injury? Yes 3 No I ves |
Are you taking any medications, pills, or drugs? Yes 1 Ho Fyes [ = - e
Do you take, or have you taken, Phen-Fen or Redux? ) Yes I Ne Wyes| TR i e =F N
Have you ever taken Fosamax, Boniva, Actonel or Yas & No ST e |
any other medications containing bisphosphonates? 5 S S S S i ===
Are you on & special diet? o Yes 2 Mo
Do you use tobacce? Yag (7 No
Wamen: Are you...
" Pregnant/Trying to get pregnant? " Hursing? | Taking eral contraceptives?
Are vou abergic To any of the folowing?
I Aspirin [ penieilin ["] codeine  Aerylic
Metal Latex " Sulfa Drugs Lacal Anesthetics
Other? a Fves| T TR s il
Do you use controlled substances? Yes 1 Ho If ves __ = T e bt

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

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis
Anemia

Angina
Arthritis/Gout
Artificial Heart Vahe
Artificial Joint
Asthma

Blood Disease -

Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chast Pains

Congenital Hesrt Disarder
Comvulsions

Hawve you ever had any serious iliness not listed

Comments:

Ta the bast of my knowledge, the questions on this form have been accurately answered. Tunderstand that providing incorect nfomration can be dangerous to my (of

Yag
i Yas
Yar
Yz
Yas
Yes
Yes
Yes
Yes
Yes

Yas ©

Yas
Yes
Yes
Yes

_ Yes
Cold Sores/Fever Blstars &

Yes
Tes
Yes

_ ho

Mo | Cortisone Medicing
Mo | Diabetes
No | Drug Addiction
No | Easily Winded
Emphysema
Mo | Epilepsy or Seizures
'No | Excessive Bleeding
/Mo | Excessive Thirst
Ho |Faintng Spels/Dezness
N2 | Frequent Cough
N2 |Fraguent Diarrhea
'Ne | Frequent Headaches
Ho | Genital Herpes
No | Glaucoma
Mo | Hay Fever
No | Heart Attack/Failure
Ho | Heart Murmur
Mg | Heart Pacemaker
No | Heart Trouble/Disease

Yag

Yas
Yaz
Yas
Yes

0 Yes
Yas

| Yas

Yag ¢

Yes
Yas
Yas
Yas
Yas
Yas
‘a5
Yas
Yes
Yas
‘Yes

HNa

o Mo | Hemophilia
Mo |Hepatitis A
2 Ne | Hepatitis B or C
‘Mo |Herpes
' Mo | High Blood Pressure
Mo High Cholesterol
Mo |Hives or Rash
Mg | Hypoglycemia
Mo |Irregular Haartbeat
Ho | Kidney Problems
He | Leukemia
Ho | Liver Disease
I N2 | Low Blood Pressure
M2 | Lung Disease

Ha | Mitral Valve Prolapse

Mo | Osteoporosis

Ho | Pain in Jaw Joints
Ho | Parathyroid Disease
Ho | Psychiatric Cara

patient’s} health. It is my responsbiity to inform the dental office of any changes in medical status.

Signature of Patient, Perent or Guardian:

X

Yes . Mo |Radiatien Treatments Yes
Yes 0 Mo |Recent Weight Loss Wes
¥es 0 No | Renal Dialysis ves
' Yes ' No | Rheumatic Fever ves
1Yes © Ho o | Rheumatism es
Yes T No | Scarlet Fever es
Yes T No | Shingles veg
Yes O No  |Sickle Cell Dicease Tes
Yes © Mo | Sinus Trouble Yes
Yes " No | Spina Bifida Ves
Yas  No | StomachiTstestnagl Disease Yas
Yes & Mo  |stroke Yes
Yes 7 No | Swelling of Limbs es
Yes . Mo | Thyrold Disease Yes
Yes  No | Tonsillitis Yes
Yes O No | Tuberculosis Yes
Yes (0 Mo | Tumors or Growths Yes
Yas Mo Ulcers Yes

Yes (Mo |venereal Disease Yias |
Yallow Jaundice Yes

Date:

Ho
Mo
Mo
Ha
Ho
Mo
Ha
No
MNa
la
No
Na
Ha
Ha
Na
No
Ma
]
N
Ho



DATE

SLEEP SCREENING QUESTIONNAIRE

Please answer each question accurately and to the best of your knowledge, to help us obtain an accurate picture of your
health and sleep issues, only this way will we be able to provide you with the best treatment solution.

FIRST NAME _| MIDDLE LAST NAME

AGE BIRTH DATE GENDER s8¢
[CImae [JremaLe

ADDRESS EMAIL

CITY | STATE | ZIP

CELL PHONE HOME PHONE WORK PHONE
" FAMILY PHYSICIAN FAMILY DENTIST

PHONE NUMBER PHONE NUMBER

oY eIy

PLEASE LIST ALL OTHER HEALTHCARE PROVIDERS SEEN IN THE LAST  MONTHS

REFERRED BY EMPLOYED BY

WHAT ARE THE MAIN COMPLAINTS FOR WHICH YOU ARE SEEKING TREATMENT?
PLEASE CHECK OFF YOUR COMPLAINTS

DI HAVE BEEN TOLD THAT | "STOP BREATHING" WHEN SLEEPING DNIGI—I‘I’TIME CHOKING SPELLS
DFEELING UN-REFRESHED IN THE MORNING D MORNIMNG HOARSENESS
[C1SIGNIFICANT DAYTIME DROWSINESS DMGRMNG HEADACHES

D DIFFICULTY FALLING ASLEEP DTEETH GRINDING

DFREQUENT HEAVY SNORING DJAW CLICKING

[} AFFECTS OTHERS? [ JAWPAIN

] OTHER COMPLAINTS:

| undarstand that | am not being treated by the doctors af for any dentsl diseazes or conditions of the mouth. | am anly

seeling treatment for Snoring and/or Sieep Apnea. | see a regular dentist for all my dental care. | authorize the release of a full report of examination
findings, diagnosis, freatment programs, etc., to any referring or freafing dentist or physician. | authorize the release of any medical information fo
insurance companies or for legal documentation fo process clsims, | understand fhat | am responsible for all fees for treatment regardiess of insurance
eoversge.

PATIENT SIGNATURE DATE
ENTIE
=l B s, e ey ey et e reae
=g SR e b e R & TN ek o — ngﬁ ks e
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