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TODAY’S DATE

PATIENT REGISTRATION SHEET

DATE OF BIRTH

PATIENT’S NAME Preferred Name

SOCIAL SECURITY NUMBER AGE SEX: M F
PHYSICAL ADDRESS

CITy STATE ZIP

HOME PHONE CELL PHONE

EMPLOYED BY WORK PHONE

Please help us save trees and provide your email address

EMERGENCY CONTACT (Other than spouse) PHONE

How did you hear about our office? 8 Person: B Google/Online @ Insurance Company

B Our Website B Sign outside B Another Provider B Radio Ad EYelp @ Other-

BILLING AND INSURANCE INFORMATION - Please bring your insurance card, or a copy of it, along with this form.

PRIMARY INSURANCE

POLICY HOLDER NAME

MEMBER NUMBER

GROUP NUMBER

SECONDARY INSURANCE

POLICY HOLDER NAME

MEMBER NUMBER GROUP NUMBER
RESPONSIBLE PARTY IF DIFFERENT FROM THE PATIENT

NAME PHONE
ADDRESS

SOCIAL SECURITY NUMBER

DATE OF BIRTH




Time 10:03 AM Boyd E. Newsome, DMD Date 11/30/2016

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, 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? ) Yes () No If ves Ei_ii 7 . "W ]
Have you ever been hospitalized or had a major ' Yes ) No If yes a e |
operation?

Have you ever had a serious head or neck injury? " Yes (' No If yes !
Are you taking any medications, pills, or drugs? ' Yes ' No If yes f ' ; |
Do you take, or have you taken, Phen-Fen or Redux?  Yas  No If ves | ) - =y - I |
Have you ever taken Fosamax, Boniva, Actonel or O Yes ©) No Tf yes | - ) - i o _7:
any other medications containing bisphosphonates? - o - '

Are you on a special diet? Yes ) No

Do you use tobacco? Yes " No

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

Are you allergic to any of the following?

"] Aspirin [1 penicillin ("] codeine [ Acrylic

[ Metal [l Latex [") sulfa Drugs "I Local Anesthetics
Other? IF ves | e

Do you use controlled substances? ' Yes ' No If yes }_7_”7 - st

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

AIDS/HIV Positive Yes (. No | Cortisone Medicine Yes ( No | Hemophilia Yes ' No [Radiation Treatments  Yes . No
Alzheimer's Disease Yes (/ No |Diabetes o Yes . No | Hepatitis A Yes . No |Recent Weight Loss Yes ©) No
Anaphylaxis . Yes . No |prug 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 (1 No
Angina " Yes [ No |Emphysema 'Yes © No | High Blood Pressure Yes  No |Rheumatism Yes () No
Arthritis/Gout ) Yes () No |Epilepsy or Seizures ' Yes © No | High Cholesterol Yes ' No |Scarlet Fever ' Yes . No
Artificial Heart Valve Yes " No | Excessive Bleeding Yes (" No |Hives or Rash Yes _ No |Shingles Yes (" No
Artificial Joint ) Yes (' No |Excessive Thirst " Yes © No | Hypoglycemia Yes ' No |Sickle Cell Disease Yes (' No
Asthma ' Yes (' No |Fainting Spells/Dizziness  Yes - No | Irreqular Heartheat Yes _ No |Sinus Trouble ' Yes ' No
Blood Disease " Yes ' No | Frequent Cough Yes . No |Kidney Problems Yes " No | Spina Bifida Yes <) No
Blood Transfusion " Yes (' No |Frequent Diarrhea Yes  No |Leukemia Yes ' No |Stomach/Intestinal Disease ' Yes (. No
Breathing Problems  * Yes (. No | Frequent Headaches 'Yes © No | Liver Disease Yes © No |Stroke © Yes O No
Brulse Easily . Yes "/ No |Genital Herpes Yes ' No |Low Blood Pressure Yes ' No | Swelling of Limbs 'Yes ©) No
Cancer Yes ( No |Glaucoma ' Yes . No | Lung Disease ' Yes " No | Thyroid Disease ) Yes i) No
Chemotherapy Yes ' No |Hay Fever Yes (. No | Mitral Valve Prolapse Yes  No |Tonsillitis ' Yes 1 No
Chest Pains Yes ' No |Heart Attack/Failure Yes ( No | Osteoporosis Yes ' No |Tuberculosis ) Yes ) No
Cold Sores/Fever Blisters © Yes ' No | Heart Murmur Yes [ No | Pain in Jaw Joints Yes . No | Tumors or Growths ) Yes (0 No
Congenital Heart Disorder Yes . ' No |Heart Pacemaker Yes (. No | parathyroid Disease 'Yes ' No |Ulcers © Yes &) No
Convulsions Yes . No |Heart Trouble/Disease ~ Yes ' No |pPsychiatric Care ' Yes  No |Venereal Disease Yes ) No

Yellow Jaundice © Yes © No
Have you ever had any serious illness not listed " Yes ) No IFves | B — ot %, .

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. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:
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Welcome to our Dental Office Family!

Thank you for choosing Riverpoint Family, Cosmetic, & Implant Dentistry for your dental care.
We look forward to taking care of your oral healthcare needs such as helping you develop and/or
maintain healthy gums and a nice smile. We appreciate you choosing our dental practice are
honored that you have given us this opportunity. Our office policies and procedures are designed
for your best long-term interests and to keep you informed regarding the dental care you may
receive at our office. All of our patients and/or guardians must complete, agree to, and sign our
office policy forms prior to any treatment.

GENERAL INFORMED CONSENT TO DENTAL TREATMENT

By signing this form, you do hereby consent to be a patient at Riverpoint Family, Cosmetic,
and Implant Dentistry and receive treatment and also agree that your initial visit may require
radiographs and gum probing, which may require additional charges, in order to complete the
examination, diagnosis, and treatment plan.

Accurate medical histories are essential for the delivery of safe and appropriate dental
treatment; therefore, you agree to provide a thorough and complete medical history, supply a full
list of your medications with accurate dosage amounts, and consent to our office personnel
communicating with any medical or other dental practitioner(s) to inquire about any aspect(s) of
your medical and/or dental health history.

You do hereby agree and understand that although our office providers strive very hard to
perform predictable and comfortable dental treatment, no guarantees can be made about dental
treatment outcomes, the longevity of restorations, and/or the prognosis of any oral healthcare
condition due to the extreme variability of patients’ DNA, overall health conditions, diet choices,
and oral hygiene habits. However, our dentists typically replace any problematic dental treatment
completed within a one-year time period but any decision to do so will be at their sole discretion.

Consequently, by signing below, you hereby understand that any dental treatment you
receive at this office can have unanticipated results and that the recommended treatment plan(s)
that you have initially received from our oral healthcare practitioner(s) and the associated costs
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may change at any time due to such unanticipated results or due to any updated information
regarding your medical or dental health condition(s).

For example, the removal of deep tooth infections (cavities) may sometimes cause a tooth
to become sensitive and need endodontic therapy (a root canal) to correct such sensitivity, which
is an additional charge or that the extraction of teeth may sometimes cause a gum infection needing
further treatment and expense to resolve. Consequently, by signing below, you agree to accept
these types of risks associated with dental treatment.

We welcome and encourage you to ask questions about any aspects of your recommended
dental care. By signing below, you agree to ask any of our office staff for more information if you
are confused or need more information to fully understand the recommended dental treatment
plan(s), the reasons for such treatment and the estimated costs to have such treatment provided
to you.

MINOR PATIENTS

An adult parent or guardian must accompany minor patients, which is anyone under the age
of 18 or who is not mentally competent if older than 18 years of age. If a patient is accompanied by
a non-guardian, a signed note authorizing dental treatment must be provided by the guardian stating
the name of the other adult (with their photo ID) who is bringing the minor patient along with an
immediate contact phone number. By signing below, you agree to NOT leave your children or any
minors that you are responsible for alone or unattended in our office.

| have read and fully understand these policies and | fully agree to them.

Date / /

Patient Signature Printed Name

Date / /

Guardian Signature Printed Name
(if patient is a minor)
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Riverpoint Family Dentistry Patient Benefits

FREE Movie Tickets for LIFE!

FREE Teeth Whitening & VEL-Scope Oral Cancer Screenings for LIFE!

Free Movie Tickets - One of the greatest compliments our practice can ever receive is to have you refer

one of your friends or family members to our practice; therefore, as a token of our appreciation for

such a compliment, we would like to offer you a free movie ticket for every referral you send to our

practice. Please ask a member of staff for further details or if you have any questions.

Free Lifetime Teeth Whitening or Free Velscope Advanced Oral Cancer Screenings

These benefits are really easy to earn every year; for instance, every patient who purchases or who has
already purchased a teeth whitening kit (with custom trays for a nominal cost) from our office and who
keeps their bi-annual cleaning and all other dental appointments in compliance with our appointment
cancellation policy* (see below please) will receive one FREE booster whitening kit OR one FREE

Velscope Oral Cancer Screening EVERY YEAR that they remain a patient and are in annual compliance

with our appointment cancellation policy. We sincerely thank you for choosing Riverpoint Family

Dentistry! Please let us know if we can ever improve our service to you.

MISSED/LATE APPOINTMENT POLICY REMINDER

We want your experience at our dental practice to be positive in every way; therefore, it is our
pledge to care for your dental needs in as a timely a manner as possible. As a courtesy to you and

because we value your time as well as ours, our staff will attempt to remind you of your dental

appointments via text messages, phone calls, and/or emails several weeks and days before your next

appointment. Because we have reserved this time especially for you, we must expect that you will be
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able to keep your dental appointment(s) as well as arrive on time so that we will be able to offer timely
care to all of our patients as we would like to do for you; therefore, please be reminded of our

Appointment Cancellation Policy as stated below.

If you must cancel or change your appointment, we require that you contact us by phone or

email at least 24 hours in advance (we would prefer 48 hours advance notice if at all possible).

However, if you do not keep your appointment and have not contacted us to cancel or reschedule with

at least 24 hours’ notice, you will be charged a missed appointment fee of $50.00. If you are late to

your appointment by more than 15 minutes, we reserve the right to automatically cancel your
appointment and charge a $50 fee to your account. Multiple missed appointments will result in
dismissal from our practice and any balance not paid within 30 days will be sent to collections. A waiver
of this fee may possibly be approved if documentation can be provided for extenuating circumstances

or if due to a sudden illness.

Thank you for taking the time to review our missed appointment policy, which is in the best
interest of all of our patients, including you and your family. We hope that by making these policies

very clear, we can eliminate any possible misunderstandings in the future. Again, thank you kindly for

choosing Riverpoint Family Dentistry for your dental care!

| agree to the above policy including a $50.00 fee for missed appointments or for arriving 15

minutes late to my dental appointments.

Patient Name Patient Signature Date
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Oral Cancer Screening Consent Form

The incidence of Oral Cancer continues to rise in the USA. Alarmingly, 25% of the new Oral Cancer
cases are people that do not have any of the traditional life style risk factors, such as elderly age, tobacco, and
alcohol use, etc. We do not yet fully understand why this recent trend seems to be different from the historical
data.

Traditionally, dentists and hygienists have done Oral Cancer screening with the naked eye, but recently a
new technology, using a VEL-Scope Camera has received FDA approval for use as a Visually Enhanced Lesion
Scope proven to detect abnormal changes in the gums and other oral soft tissues before a visual examination from
even the most experienced oral healthcare practioners can do so.

A VEL-Scope examination is similar to other early cancer detection procedures like a colonoscopy,
mammography, etc. but is a completely painless procedure as the dentist uses this camera to simply shine a
specialized UV light into your oral cavity, which illuminates possible cancerous tissue or any abnormal changes
which may or may not need to be further evaluated. This examination usually only takes 1-2 minutes to perform.

Therefore, we would like to offer this service to you at a nominal fee in hopes that will help us to pinpoint
and identify any suspicious tissue at an earlier stage before such conditions may become life threatening
situations. As part of our standard of care and because we care about you, we strongly recommend that you choose
this additional screening procedure.

However, this camera is expensive to purchase and this service is in addition to our traditional visual Oral
Cancer Screening and is usually (unbelievably) NOT covered by dental insurances as of today. The fee for this
enhanced examination is $25.00. Once again, we feel that this breakthrough technology is very important to the
enhanced quality of care we can offer to our patients.

Please sign the area below and circle “YES” if you would like to have this examination performed
and to accept the financial responsibility for this procedure.

NO -1 do not authorize the assigned oral healthcare practioner to perform the VEL-Scope Examination.
YES -1 do authorize the assigned oral healthcare practioner to perform the VEL-Scope Examination.

Print Name:

Signature: Date:
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FINANCIAL POLICIES AND ARRANGEMENTS

We accept cash, checks (subject to approval), & major debit & credit cards such Visa,
MasterCard, Discover, & American Express with a valid form of ID. If you need dental care outside
of your immediate financial ability to pay for, our office offers extended payment plans through
third party lenders such as Care Credit or Lending Club with prior credit approval. Our office does
not offer in-house extended payment plans.

Full payment or estimated insurance copays are due at time of service. If dental insurance
applies, due diligence estimates are provided to you as a courtesy from our office, but such
estimates are based on information provided to us by your insurance company and unfortunately,
within the last several years, some dental insurance companies have transferred dental office
customer service, including verification of your benefits, to locations outside the United States that
are NOT dedicated to the dental profession and therefore lack the expertise on how to provide
accurate and timely information regarding dental coverage.

Therefore, by signing below, you agree that ANY DENTAL INSURANCE INFORMATION our
office provides to you regarding fees, coverage, etc. is only an estimate and not a guarantee of
coverage or fees for service; furthermore, you agree to pay in full for any and all dental services
rendered to you or your dependents regardless of dental insurance coverage or not.

Any other financial arrangements for dental treatment must be made in advance with the
office manager prior to scheduling any appointments to receive such care. Please feel free to ask
us any questions regarding your financial responsibility.

Please initial here as your agreement to this policy as stated above.

At this time, we are providers for Aetna PPO, Aetna Access, Ameritas, Assurant, BCBS PPO/
Federal, Careington, Cigna PPO, Connection Dental, Delta Dental, Dental Source, DNOA, Humana,
GEHA, Guardian, MetLife, Principal PPO, Total Dental Administrators, United Concordia and some
Medicaid plans (BCBS, Molina, Presbyterian). All other insurance companies are considered out
of network but as a matter of convenience and courtesy for our patients, we will submit your
insurance claim and accept assignment of benefits for most out of network plans.

However, in order for us to accept assignment of benefits, we require that you pay any
deductibles (or provide proof that you have done so) and pay the estimated portion of your bill at
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time of service. If your insurance company has not paid within forty-five (45) days, and all efforts
to collect from them have been exhausted, the unpaid balance will become your liability and you
will be responsible for payment, regardless of any insurance company’s analysis of the unpaid
services or arbitrary determination of coverage or non-coverage of dental treatment. Any charges
are due in full within 60 days regardless of insurance matters.

By signing below, you understand and agree that any balance due over 60 days will be
assessed a monthly finance charge of 1.5% APR and that any accounts due over 90 days are subject
to collection proceedings by third parties outside of our control and you further agree to pay for
any and all such collection related expenses and to have any outstanding financial balances

reported to any credit monitoring agencies after 90 days past the date of service regardless of any
insurance related decisions.

By signing below, you authorize Dr. Boyd Newsome and/or DentaMax Dental Services, LLC,
DBA Riverpoint Family, Cosmetic, & Implant Dentistry to release any information requested,
including medical & dental information, to any insurance company, employer, third party payer or
administrator for the purposes of processing your dental claims and you further agree to pay for
all provided services in full at time of service or if dental insurance applies, you agree to pay in
full for any estimated insurance copayments at the time of service and to be held liable for any
balances owed according to the financial policies as described above.

| have read and fully understand these policies and | fully agree to comply with them.

Date f /

Patient Signature Printed Name

Date f g

Guardian Signature Printed Name
(if patient is a minor)
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HIPPA Consent & Protecting Your Confidentiality

At Riverpoint Family & Cosmetic Dentistry, we are committed to maintaining the confidentiality of
our patients’ sensitive information. We will collect and maintain the information we need to administer to
your dental care requirements in a way that protects your privacy. In addition, we will comply by all state
and federal laws regarding confidentiality. To help better understand how we protect your confidentiality,
we are providing answers to some frequently asked questions about our confidentiality policies.

What Types of Information Do We Receive?
We may use and disclose your health information about you for your treatment, payment, and healthcare

operations. For example:

Treatment: We may use and disclose your health information to a physician or other healthcare provider
providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide for
you.

Healthcare Operations: We may use or disclose your health information in connection with our
healthcare operations. Healthcare operations include quality assessment and improvement activities,
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing, or credentialing
activities.

Your Authorization: In addition to authorizing the use of your health information for treatment,
payment of healthcare operations, you may give us written authorization to use your health information or
to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any
time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in
effect. Unless you give us a written authorization, we cannot use or disclose your health information for any
reason except those described in this notice.

To Your Family and Friends: We may disclose your health information to a family member, friend or
other person to the extent necessary to help with your healthcare or with payment for your healthcare, but
only if you agree that we may do so. By signing immediately below, you agree that we can do so.

Please print name of recipient

Signature for approval Date

Persons Involved In Care: We may use or disclose health information to notify, or assist in the
notification of (including identifying or locating) a family member, your personal representative or another
person responsible for your care, of your location, your general condition, or death. If you are present, then



prior to use or disclosure of your health information, we will provide you with an opportunity to object to
such uses of disclosures. In the event of your incapacity or emergency circumstances, we will disclose health
information based on a determination using our professional judgment disclosing only health information
that is directly relevant to the person’s involvement in your care. We will also use our professional judgment
and our experience with common practice to make reasonable inferences of your best interest in allowing a
person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Privacy Practices And The Law: We may use or disclose your health information to courts or attorney
who serve us with a subpoena. We may disclose your health information to appropriate authorities if we
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible
victim of other crimes. We may disclose your health or safety of others.

Appointment Reminders: We use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

All our patients have the right to review their medical records by submitting a written request to our office.
We strive to insure all information is accurate and complete. Our employees may not disclose information
to other employees except when it is needed to conduct healthcare operations.

We are required by applicable federal and state law to give you this notice about our privacy practices, our
legal duties, and your rights concerning your health care information. We must follow the privacy practices
that are described in this notice while it is effect.

We reserve the right to change our privacy practices and the terms of this notice at any time, provided
changes are permitted by applicable law.

Acknowledgement of Receipt of Notice
*You may refuse to sign this acknowledgement*

I, , have received/reviewed a copy of
Riverpoint’s office privacy practices.

Patient/Guardian Signature

Please Print Name

Date / /

FOR OFFICE USE ONLY

__Individual refused to sign

__Communication barriers prohibited obtaining the acknowledgement
__Emergency situation prevented us from obtaining acknowledgement
____Other (Please Specify)




