DATE 2/19/2018

TIME 11:44 AM
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: |:| Policy Holder |:| Responsible Party Preferred Name:
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
|:| Responsible Party is also a Policy Holder for Patient |:| Primary Insurance Policy Holder |:| Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:[ |Male [ ]Female Marital Status:[ | Married [ _|Single [ |Divorced [ |Separated [ |Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [ ]1 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment| ] Fyl] Time [ ]Part Time [ IRetired Referred By
Status: Previous Dentist
Student Status: |:| Full Time |:| Part Time Emergency Contact

Emergency Contact #

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured: || Self [Ispouse [ |Child [ |Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: || Self [ Ispouse [ |Child [ |Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Time 11:45 AM Watermark Dental Powell Date 2/19/2018
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is 3 part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive, Thank you for answering the following questions.

Are you under a physician's care now? Cives (CiMo If yes | |
Have you ever been hospitalized or had a major operation? (Oves (Mo If yes | |
Have you ever had a serious head or nedk injury? (Cives (Mo If yes | |
Are you taking any medications, pills, or drugs? Tives (Mo If yes | |
Do you take, or have you taken, Phen-Fen or Redux? (Cives (Mo If yes | |
Ha\n_a you ever Ial_ce_n Fl:a_san'l.a)(r Boniva, Actonel or any other (Oves (Mo If yes | |
medications containing bisphosphonates?

Are you on a spedial diet? (Tives (Mo

Do you use tobacca? Cives (Mo

Do you use controlled substances? (Cives (Mo If yes

Women: Are you...
[JPregnant,Trying to get pregnant? [Imursing? [JTaking oral contraceptives?

Are you allergic to any of the following?

[] aspirin [JPenidillin [] Codeine [ acrylic
Imetal CLatex [ sulfa Druags [Local Anesthetics
Other? Ol If yes | |

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

AIDS/HIV Positive (OYes (Mo | Cortisone Medicine Oes (ONo  |Hemophilia (J¥es ()No |Radiation Treatments Oves ONo
Alzheimer's Disease (Oves (Ono  |Diabetes (Oves (OMo | Hepatitis A (Cves (OMo  |Recent Weight Loss Oives O
Anaphylaxis Des OMo Drug Addiction (Oves (ONo Hepatitis B or C (Jves (JNo Renal Dialysis OiYes ONo
Bnemia Des (ONo | Easily Winded (Oves (ONo  |Herpes {Ov¥es (ONo  |Rheumatic Fever OYes ONo
Angina (tes (Mo |Emphysema (Oives (OMo | High Blood Pressure (Ciyes (Mo |Rheumatism Tives (OiNo
Arthritis/Gout Dves OiNo Epilepsy or Seizures Cives (Mo High Cholesterol (¥es ()No Scarlet Fever (ives (CJNo
Artificial Heart valve (Oves (Mo |Excessive Bleeding (Oives ()Mo |Hives or Rash (Oi¥es (ONo | Shingles DOves ONo
Artificial Joint Oives Oivo Excessive Thirst Cives (OMo Hypoaglycemia Cives (Mo Sickle Cell Disease Oves ONo
Asthma Des OMo Fainting Spells/Dizziness ~ (_)Yes ()Mo Irregular Heartbeat Oves ONo Sinus Trouble Oes ONo
Blood Disease (Oes (Mo |Frequent Cough (Oives (ONo | Kidney Problems (¥es (O)No | Spina Bifida (DYes (No
Blood Transfusion (OYes (OMo  |Frequent Diarrhea Cives (Mo | Leukemia (Cives (Mo  |Stomach/Intestingl Disease ()Yes ()Mo
Breathing Problems (¥es (Mo |Frequent Headaches (ives (Mo |Liver Disease (Ciyes (()No |Stroke ives (No
Bruise Easily OYes (Mo | Genital Herpes {Ofes (Mo |Low Blood Pressure (ves (ONo | Swelling of Limbs Oves ONo
Cancer (Oves (OiMo | Glaucoma (Oives (OMo | Lung Disease (Cives ()Mo |Thyroid Disease Oives ONo
Chemotherapy (Yes (Mo |Hay Fever (Cives (Mo Mitral Valve Prolapse (Ci¥es ()No |Tonsilits Cives (ONo
Chest Pains (Oves (OMo  |Heart Attack/Failure Oves ONo Osteoporosis (Oves (OnNo | Tuberculosis Oes ONo
Cold Sores/Fever Blisters  (Ovyes (ONo | Heart Murmur (Oives (OMNo | Painin Jaw Joints (JYes (Mo | Tumors or Growths Oives ONo
Congenital Heart Disorder () ves ()Mo |Heart Pacemaker (ives (Mo | Parathyroid Disease (Cives (Ne  |Ulcers Cives (ONo
Convulsions (Oves (Mo |Heart Trouble/Disease Oves ONo Psychiatric Care ()Yes ()No |Venereal Disease Oves ONo

Yellow Jaundice DOives ONo

Have you ever had any serious illness not listed above? Oives (OiNe 1f yes | |
Comments:

To the best of my knowledge, the questions on this form have been accurately answered, I understand that providing 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:



Watermark
| ‘?,ﬁ”’“?ﬂ POLICIES AND AUTHORIZATIONS

Appointment Cancellation Policy

At Watermark Dental, the time scheduled for your dental appointment is yours alone. We only double book for
emergency appointments. Consequently, when an appointment is canceled, especially at the last minute, our entire
practice is affected. We understand that cancellations are sometimes unavoidable, but the scheduling time lost is costly to
any practice.

We utilize emails and text messaging to remind you of upcoming appointments. A reminder is sent two weeks prior to
your appointment so that you may choose to reschedule if needed. And on the day before your appointment, an additional
email and/or text message is sent, allowing you to confirm the appointment by email or a return text message response.

Since we schedule our routine exams and cleanings six months in advance, it can be difficult to reschedule an
appointment on short notice. We strive to provide the very best dental care to all of our patients and ask that you make
changes to your appointments dates as soon as practical.

We value your time...please offer the same respect by giving at least one full business day of advanced notice when you
need to cancel an appointment so that we can offer that time to other patients.

Because of the costs involved in having the appointment time available for you, there is a missed appointment
charge of $45 per forty-five minutes of appointment time scheduled, if we do not receive that advanced notice and
you miss your appointment or arrive too late to be seen for a scheduled appointment. Any charges must be paid
prior to scheduling the next appointment.

Financial Responsibility

It is the patient’s responsibility to know what their insurance will or will not cover. By signing this disclaimer, | accept
responsibility for payment of any and all expenses that are not covered by benefits of my insurance. | agree that, if for any
reason, my insurance company fails to reimburse any portion of a claim for services at this office it is my responsibility to
pay what is owed to Watermark Dental. Please note that quotes obtained for services are not a guarantee of coverage. Co-
pays are due at the time of service.

Authorization to submit insurance claims

I authorize Watermark Dental to submit my insurance claims for payment of services rendered to me. This includes
submission of x-rays, treatment notes or any other information requested by my insurance company.

I have read the Appointment Cancellation Policy, Financial Responsibility and Authorization to Submit
Insurance Claims, and agree to the terms outlined above.

Printed name:

Sigature:
Date:




Wa te 'ma r|( Jason T. Culley, D.D.S.

|:| 1225 Dublin Road

D .t l Columbus, OH 43215
c i a (614) 488-9050
(7] ]-'-‘t‘.".i.!.-‘:'.l'.|

f '\L'('.'-:‘I‘-.':' in Contempt rary

|:| 9745 Fairway Dr.
Powell, OH 43065

(614) 766-5722
DENTAL RECORDS RELEASE FORM

Patient Name: Birthdate:

Other Family members to transfer:

Previous Dentist or Practice Name:

Address:

Phone: Fax: E-mail:

Please forward the following information:

[] Bitewings and/or Panorex [] Charting
[1PA’s [l Photographs
[] Periodontal charting ] Other:

| hereby give my permission to release any and all dental records to Watermark Dental. | also release the

practice and staff of from any laws related to disclosure of

confidential or privileged information.

Patient Signature:

Please send completed forms to: infowatermarkdental@gmail.com



