Time 4:10 PM Zirker Family Dentistry Date 10/26/2016
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental persannel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problemns that you may hawve, or medication

Are you under a physician's care now? ) Yes ) No If yes | |
Have you ever been hospitalized or had a major ) Yes ) No If yes | |
operation?

Have you ever had a serious head or neck injury? ) Yes () No If ves | |
Are you taking any medications, pills, or drugs? ) Yes () No If yes | |
Do you take, or have you taken, Phen-Fen or Redux? () Yes () No If ves | |
Have you ever taken Fosamax, Boniva, Actonel or ) Yes (0 No If ves | |
any other medications containing bisphosphonates?

Are you on a special diet? ) Yes () No

Do you use tobacco? © Yes © No

Women: Are you...
] Pregnant/Trying to get pregnant? ] Mursing? DTaking oral contraceptives?

Are you allergic to any of the following?

[C] Aspirin [Tl Penicillin [T] Codeine [T Acrylic

[T metal [T Latex [T sulfa Drugs [T] Local Anesthetics

Other? [ If ves | |
Do you use controlled substances? ) Yes () No If ves | |

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

AIDS/HIV Positive ) Yes (' No | Cortisone Medicine ) Yes @) No | Hemophilia ) Yes (0 No | Radiation Treatments ) Yes (0) Mo
Alzheimer's Disease 0/ Yes () No | Diabetes ) Yes () No | Hepatitis A (D) ¥es (' No | Recent Weight Loss ) Yes () No
Anaphylaxis () Yes (O No | Drug Addiction ) Yes ) No | Hepatitis B or C ) Yes (' No | Renal Dialysis ) Yes ) No
Anemia ) Yes ) No | Easily Winded ) Yes @) No | Herpes ) Yes (' No | Rheumatic Fever ) Yes () No
Angina ©) Yes (O No | Emphysema ) Yes ) No | High Blood Pressure () Yes () Mo | Rheumatism ) Yes (0) No
Arthritis/Gout @) Yes () No | Epilepsy or Seizures ) Yes () No | High Cholesteral @) Yes @ No | Scarlet Fever ) Yes () No
Artificial Heart Valve 0 Yes (D) No | Excessive Bleeding ) Yes () No | Hives or Rash (D) ¥es (0 No | Shingles 2) Yes () No
Artificial Joint () Yes () No | Excessive Thirst ) Yes ) No | Hypoglycemia ) ¥es (' No | Sickle Cell Disease ) Yes (0 No
Asthma ) Yes ) No | Fainting Spells/Dizziness ) Yes (O Mo | Irreqular Heartheat () Yes ) No | Sinus Trouble @ Yes (0 No
Blood Disease () Yes D No | Frequent Cough ) Yes ) No | Kidney Problems ) Yes () No | Spina Bifida ) Yes () No
Blood Transfusion @) Yes ) No | Frequent Diarrhea 0 Yes (O No | Leukemia ©) Yes () No | Stomach/Intestinal Disease () Yes (©) No
Breathing Problems ) Yes () No | Frequent Headaches ) Yes (' No | Liver Disease ) Yes ) No | Stroke ) Yes () No
Bruise Easily () Yes (0 No | Genital Herpes ) Yes @) No | Low Blood Pressure () Yes (Mo | Swelling of Limbs ) Yes () No
Cancer ) Yes @) No | Glaucoma ) Yes ) No | Lung Disease ) Yes ) No | Thyroid Disease ) Yes () No
Chemotherapy ) Yes ) No | Hay Fever ) Yes @) No | Mitral Valve Prolapse ) Yes (O Ho [ Taonsillitis ) Yes ) No
Chest Pains ) Yes () No | Heart Attack/Failure ) Yes (0 No | Dsteoporosis @ Yes @ No  |Tuberculosis ) Yes () No
Cold Sores/Fever Blisters () Yes (0 No | Heart Murmur ) Yes (2 No | Pain in Jaw Joints ) Yes ) No | Tumors or Growths ) Yes () No
Congenital Heart Disorder () Yes () No | Heart Pacemaker ) Yes ) No | Parathyroid Disease () Yes O No [ Ulcers ) Yes () No
Convulsions () Yes () No | Heart Trouble/Disease ) Yes () Mo | Psychiatric Care ) Yes ) No | Venereal Disease ) Yes ) No
Yellow Jaundice @ Yes (0 No
Have you ever had any serious illness not listed ) Yes (0 No If ves |
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. Tunderstand that providing incorrect information can be dangerous to my (or
patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




TIME 04:12 PM

ID:

First Name:

Patient Is: D Policy Holder

First Name:
Address:

City, State, Zip:

Home
Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION

Chart ID:

Last Name:

D Responsible Party Preferred Name:

DATE 10/26/201

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

|:| Responsible Party is also a Policy Holder for Patient |:| Primary Insurance Policy Holder

Middle Initial:

Pager:

Ext: Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Address:
City:

Home
Phone:

Birth Date:

E-mail:

Patient Information

Sex: D Male

Status:

Employment[ ] Fy]] Time [ |Part Time [ Retired

Student Status:| | Full Time [ |Part Time

Address 2:
State / Zip:

Work Phone:

Marital Status: D Married D Single

Age: Soc Sec:

Pager:

Ext: Cellular:

D Divorced D Separated D Widowed

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Contact person
Contact number

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:




APPRECIATED PATIENT LETTER

To My Appreciated Patient,

This year marks the beginning of many exciting changes in my office in my effort to
improve service and quality of care for you so that you can regain and maintain your
health as quickly, efficiently, and inexpensively as possible.

| have a purpose — and that purpose is to get sick people well and to prevent the well
from getting sick. | also have a personal, professional, and ethical responsibility to care
for your health to the best of my ability. Missed appointments and failure to comply with
recommended treatment schedules and/or procedures prevent me from achieving my
goal of optimum health for you.

If you cannot keep your appointments and adhere to my treatment recommendations, |
will not be able to continue treating you in good conscience.

Therefore, the following policies must be agreed upon:

1. No-shows are not acceptable. Failure to make an appointment not only
compromises your health but inconveniences other patients who may have requested an
office visit during your scheduled appointment. If you cannot make an appointment
(except in the case of an emergency) you are expected to call within 48 hours of your
appointment to reschedule. There is a $100.00 fee for all no-show appointments and this
fee is not covered by insurance. This money will be matched by Dr. Krieger and donated
to St. Jude’s Children’s Hospital.

2. Timeliness is required. We will see you on time and get you out on time unless
there is an emergency. We request that you be on time for your visits. If you are more
than 10 minutes late, you may have to reschedule your appointment.

3. Cleanliness and infection control are of the utmost importance. We have the latest
sterilization technology and disinfect each treatment room after every patient. This is
another important reason we demand timeliness of you and ourselves. We request that
you brush your teeth prior to being seated in a treatment room. Toothbrushes, paste,
mouth rinse, and floss will be provided for you if needed.

4. If you miss an appointment you must make it up. It is critical to your health to do
so to avoid setbacks in the care and maintenance of your teeth and gums.

5. Insurance: Treatment recommendations are based on your health not on your
insurance or lack thereof. If you have insurance it is your responsibility to be aware of
what your benefits are. Remember insurance companies are not concerned about your
health or well being — we are. We will provide you with an estimate of benefits; however
you are fully responsible for any treatment performed. Your benefits are a contract
between you and your insurance company. We cannot be responsible for what your
insurance will or will not cover.



6. We run a Zero Balance office. We expect payment in full prior to or at the time
treatment is provided. We have several financial options available for all of our patients.
Please speak to (designated team member) if you have any questions.

7. In order to schedule an appointment with Dr. Client, we require 50% of the total
patient out-of-pocket expense as a deposit and a signed financial agreement.

8.  Our policy is to make your experience in our office an exceptional one. When we
succeed, we would appreciate you telling your family and friends about our office.

9. Upsets: Itis our company policy to ensure the complete satisfaction of all of our
patients with the service and care they receive at our office. However, it is possible on
occasion that there may be a misunderstanding or miscommunication between you and
our office. We will do everything in our power to make things right by you should an
upset occur provided you bring it to our attention in an appropriate, cordial manner at a
time that we can give the matter the proper attention it deserves for effective resolution.
You can expect that my staff will treat you with the same professional demeanor and
efficiency, as you would expect from them. Please see our office manager to resolve
immediately any upsets you may have with my office or one of my team.

10. Emergencies: It is our goal to eliminate all of the potential dental emergencies you
may have by providing care for you before it becomes a problem. In the rare instance
that you do have an emergency we want you to be assured that we will take care of you.
In order to do this we would like to define what a true emergency is. Swelling, bleeding,
severe pain that has kept you up at night or requires medication, or a restoration in a
visible area that falls out are all considered emergencies. If you have any of these
symptoms we ask that you call us right away. We will provide you with the next
available emergency appointment. We do set aside time each day for emergencies.

| greatly appreciate your cooperation.

Yours in Health,

Dr. Jed Zirker

(Patient Signature) (Office Signature)
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