Time 8:17 AM Bozeman Family Dentistry Date 2/3/2023
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician’s care now? O Yes (O No If yes

Have you ever been hospitalized or had a major operation? yYes O)No If yes R

Have you ever had a serious head or neck injury? o Yes O No If yes E=S st
Are you taking any medications, pills, or drugs? () Yes () No If yes |

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No If yes 7 0

Have you ever taken Fosamax, Boniva, Actonel or any other O ves O No Ifyes | 5
medications containing bisphosphonates?

Are you on a special diet? OiYes (i No

Do you use tobacco? O Yes O No

Doyou use controlled substances? ) Yes O No If yes

Women: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing? [~ Taking oral contraceptives?

Are you allergic to any of the following?

[ Aspirin - :-P.eni:illinm - : C-Codejnem o i [ Acrylic
[ Metal [ Latex [ SulfaDrugs []Local Anesthetics
Other? E] If yes i

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

| AIDS/HIV Positive OYes (ONo |CortisomeMediane () Yes (DNo |Hemophila  ()Yes ()No |RadiationTreatments () Yes ()Mo
Alzheimer's Disease (Yes (i No Diabetes ) yes (D No Hepatitis A O Yes (O No Recent WeightLoss O Yes (O No
Anaphyladis (Yes (3No |DrugAddiction ) ves (ONo [|HepatitisBorC (yYes ()No |RenalDialysis ) Yes () No
Anemia O Yes (3No |Easily Winded ) Yes (ONo |Herpes (O Yes (INo |RheumaticFever O ves (O No
Angina () Yes ((h)No |Emphysema () Yes () No |HighBlood Pressure "y Yes (JNo |Rheumatism () Yes ()No
Arthritis/Gout () Yes (JNo |Epilepsy or Seizures ) Yes {3No |HighCholesterol C)Yes (JNo |Scarlet Fever Oy Yes INo
Artificial HeartValve (»Yes ((yNo |ExcessiveBleeding () Yes {)No |HivesorRash yYes (JNo |Shingles ) Yes () No
Artificial Joint (O Yes (O No |ExcessiveThirst (i Yes (O No |Hypoglycemia () Yes (JNo |SickleCellDisease O Yes (iNo
Asthma () Yes (O No |Fainting Spells/Dizziness () Yes {J}No |IrregularHeartbeat () Yes () No |SinusTrouble ) Yes (O No
' Blood Disease () Yes (JNo |FrequentCough (O Yes (JNo |KidneyProblems () Yes (3No |SpinaBifida O Yes () No
Blood Transfusion () Yes () No |FrequentDiarrhea O Yes (ONo |Leukemia () Yes () No |Stomach/Intestinal Disease () Yes () No
Breathing Problems (¥Yes 3No |FrequentHeadaches () Yes (JNo |LiverDisease (yYes () No |Stroke QO Yes ONo
Bruise Easily ) Yes (JNo |Genital Herpes (hyes (ONo |LowBlood Pressure () Yes () No |Swelling ofLimbs i ves () No
Cancer yves (3No |Glaucoma () ves CINo |LungDisease () Yes (INo |Thyroid Disease Cives ONe
Chemotherapy yYes (3No |Hay Fever yves (yNo | Mitral Valve Prolapse O Yes (INo |Tonsillitis O Yes (O No
Chest Pains (O Yes (O No |Heart Attack/Failure () Yes (JNo |Osteoporosis O ves (I MNo |Tuberculosis O Yes O No
Cold Sores/FeverBlisters () Yes (J}No |Heart Murmur () Yes ()No |Paininlaw Joints (3 Yes (INo |Tumors or Growths ChYes ()No
Congenital Heart Disorder () Yes () No |Heart Pacemaker () ves (O No |Parathyroid Disease (O ves (O No |Ulcers O yes ) No
Convulsions (yYes (INo |HeartTrouble/Disease () Yes {{)No |PsychiatricCare (bYves (INo |VenerealDisease O Yes (O No
Yellow Jaundice () Yes (3 No

Haveyou ever had any serious iliness notlisted above? i Yes O No If yes |

——

To the best of my knowledge, the guestions 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.

"¢ Date:




Financial Policy — Please read and initial each section

Bozeman Family Dentistry

At Bozeman Family Dentistry we feel that insurance can be a great benefit for many patients and want you to know we
will do everything in our ability to ensure you get every benefit provided to you based on your insurance contract, we
work 100% for our patients, not the insurance company, the treatment recommended, and the fee charged will always
be based on your individual needs.

We are considered “Out of Network”, and will gladly submit insurance claims on your behalf, we ask that you provide
current and correct insurance information. Without this we cannot submit correctly, your insurance coverage is a
contract between you and your insurance company. You are responsible for all fees, regardless of your insurance
coverage. We do not have any control in how your insurance pays, the fees they charge or the timeliness of their
process, we do promise to do everything in our ability to expedite this process for you.

Bozeman Family Dentistry will provide you with a treatment plan and a cost estimate for all treatment recommended.
We accept all major credit cards and have easy payment options through Care Credit or Lending Point financing.

Payments is due at time of service, We will submit and file all necessary paperwork with your insurance
company, your carrier will reimburse you directly.

Jinitial here.

We do ask that you provided us a copy of your Debit/Credit card to keep on file for your appointment reservation.

No Show or late cancelation policy: (1 business days’ notice to not be charged).

The time you reserve is exclusively for you, if you fail or cancel late, you are not allowing enough time to offer this
reservation to another patient, it directly impacts other’s ability to receive care.

If you fail your reserved time your credit/debit card will be charged $150.00. If you cancel your appointment same day
or less than 24-hour notice (business day) you will be charged $150.00.

iy e

We must have a personal phone call to cancel or change an appointment, the automated system does not allow for
those messages to be received.

We understand that circumstances and emergencies do come up, this will be determine on a case-by-case basis.

3 documented no shows or late cancellations will constitute, full payment of the treatment to reserve time in the
schedule.

| agree that as a parent of a minor child | am responsible for all fees and services rendered for treatment of
the child. If | am not a minor and | am on my parent’s insurance, | agree to make arrangements for payment
with my parent or | understand | am responsible for the full amount due for services received. (. tia

i ]

here

| understand the financial policy above and agree to comply with it.

In the case of payment default and an outside collection agency is needed | agree to pay all cost incurred including but not limited to collection fees
up to 50% of any unpaid balance and all attorney fees and court costs in the collection proceeding

Signature / / Date




