TIME 9:09 AM DATE 7/15/2011

PATIENT REGISTRATION
ID: Chart ID:
First Name: LastName: ) o ~Middle Initial:
Patient Is: || Policy Holder Preferred Name: ) -
|| Responsible Party
—Responsible Party (if someone other than the patient) e
First Name: ) Last Name: Middle Initial:
Address: - Address 2: _
City, State, Zip: L B __ Pager
Home Phone: Work Phone: Extt ~ Cellularr
Birth Date: Soc Sec: Drivers Lic:
i O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder
—Patient Information - S—
} Address: Address 2:
| city: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex; 7\ Male " Female Marital Status: « ' Married ) Single () Divorced ) Separated (' Widowed |
|
Birth Date: Age: Soc.Sec: ~  Drivers Lic: *
E-mail: [ ] 'would like to receive correspondences via e-mail.
—— Section 2 - Section 3 — . R
- - - Referred By:
Employment Status: ) Full Time (") PartTime ) Retired y
: Previous Dentist:
Student Status: (" Full Time {1 Part Time Emergency Contact: _
Medicaid ID: Pref. Dentist: o Emergency Contact #:
Employer ID: Pref. Pharmacy: o
Carrier ID: Pref. Hyg.:
:Primary Insurance Information B
Name of Insured: Relationship to Insured; ) Self . ) Spouse () 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: .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of insured: Relationship to Insured:_* Self i ) Spouse { ) Child . ) Other
Insured Soc. Sec: Insured Birth Date:
' Employer: o < Ins. Company:
Address: : Address:
Address 2: . Address 2: o o o o 3
City,State, Zip: i City,State,Zip:
Rem. Benefits: .00  Rem. Deduct: __ .00




TIME 9:09 AM Aesthetic Plus DATE 7/15/2011

MEDICAL HISTORY
FOR

Birth Date:

‘ Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health probiems 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 [f yes, please explain:

Have you ever been hospitalized or had a major operation? : i Yes (:1 No If yes, please explain:
Have you ever had a serious head or neck injury? : i Yes (.:) No If yes, please explain:

Are you taking any medications, pills, or drugs? ¢ ' Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? © ) Yes( ) No

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

Do you use tobacco? ¢ ' Yes (i No

Do you use controlied substances? « ' Yes¢  No

..... Women: Are you- —— F R —— .

Pregnant/Trying to get pregnant'7' 0 Yes( No Taklng oral contraceptlves’?\ " Yes ' No Nursing? « ' Yes: : No

~~Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Acrylic [ ] Metal j Latex [ ] Local Anesthetics

__] Other If yes, please explain:

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

| AIDS/HIV Positive 1 Yes{_1 No | Cortisone Medicine ‘1 Yest 1 No | Hemophilia _i Yesi_1No | Renal Dialysis _+Yesi iNo |
Alzheimer's Disease i Yesi ) No | Diabetes () Yes!_1 No | Hepatitis A i1 Yes(_» No | Rheumatic Fever it Yesi_i No

i Anaphylaxis 1 Yest_) No | Drug Addiction i_1Yes( ) No | Hepatitis BorC i Yes( 1 No | Rheumatism .1 Yest 1 No

{ Anemia ‘"1 Yes: 1 No | Easily Winded ( ' Yest i No | Herpes '~ Yes () No | Scarlet Fever Yesrv‘ No

| Angina "1 Yes({_' No | Emphysema _+Yesi_) No | HighBlood Pressure ' Yes! ' No | Shingles ‘_*Yes( i No

| Arthritis/Gout ") Yest ) No | Epilepsy or Seizures i Yest ) No Hives or Rash i Yes( ' No | Sickle Cell Disease " Yes! i No

| Artificial Heart Vaive “1Yesi ) No | Excessive Bleeding ("1 Yes( 1 No | Hypoglycemia ';y Yes( ' No | Sinus Trouble " Yes{ 1 No

| Artificial Joint ‘1 Yest ) No | Excessive Thirst "* Yes'Al No | Irregular Heartbeat Yesfr No | Spina Bifida _+Yesi_i No

i Asthma ‘:\ YeS(:‘ No Fainting Spells/Dlzzmessl ) Yesx I No Kidney Problems V:‘ Yest ' No Stomach/Intestinal Disease | Yes( ) No

| Blood Disease "1 Yes(_i No | Frequent Cough “iYes' ) No | Leukemia '_/ Yes(_1 No | Stroke {_Yes(_i No

| Blood Transfusion 1 Yesi_) No | Frequent Diarrhea 1 Yesi_1 No | Liver Disease 1 Yest¢ 1 No | Swelling of Limbs i Yesi{ : No

| Breathing Problem ') Yesi_1 No | FrequentHeadaches ' 1 Yes( | No | LowBlood Pressure « ' Yes( ) No | Thyroid Disease "1 Yest  No

. Bruise Easily {_1 Yes{ 1 No | Genital Herpes ("1 Yesi_1 No | LungDisease ") Yesi ) No | Tonsilitis ' Yesi_:No !

| Cancer ") Yest_1 No | Glaucoma ") Yes: ) No | Mitral Valve Prolapse( ® Yes: | No | Tuberculosis " Yes( ' No |

. Chemotherapy "1 Yest » No | HayFever "1 Yes(_1 No | PaininJaw Joints > Yes<vr No | Tumors or Growths ~:Yest 1 No ;

. Chest Pains 1 Yes(_1 No | Heart Attack/Failure .1 Yest_) No | Parathyroid Disease i ' Yes« 1 No | Ulcers “iYesi i No |

i Cold Sores/Fever Blisters : ) Yes« » No | Heart Murmur 1 Yesi + No | Psychiatric Care i ' Yes( i No | Venereal Disease " Yesi v No |

I Congenital Heart Disorder: ; Yes( » No | Heart Pace Maker ‘) Yes(_: No | Radiation Treatments: ' Yes: ) No | Yellow Jaundice '+ Yes: ' No |
Convulsions ) Yesi_1 No | Heart Trouble/Disease ) Yes: : No | RecentWeightLoss i ' Yes( | No

Have you ever had any serious illness not listed above’7( i Yes  No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | 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 DATE




ﬂest/ietic Plus

Office Financial Policy

In an effort to maintain treatment fees at a minimum while maintaining a high level of professional care, we have
established the following financial policy for our office. Please feel free to discuss our fees with us at any time.
Before any dental treatment is begun, the patient and/or responsible party will receive a consultation regarding treatment
plan and cost.

We require payment in full for the portion, not covered by dental insurance, of dental services to be rendered. For
procedures that take multiple appointments to complete, payment may be split up over the number of appointments
required. Any other financial arrangements shall be made only at the manager's discretion. We accept cash, checks,
Visa, MasterCard, Discover and American Express and, upon request, we can also provide information regarding
financial companies to help assist with the cost of your dental procedures such as Chase Health Advance, Capital One
or Care Credit. Credit applications for each financing option are available upon request. Any cash, credit, or check down
payment or financial deposit towards cosmetic treatment or general dentistry work paid to our office is NON-
REFUNDABLE.

The patient will be responsible for 'return items fee' for any checks returned to our office due to insufficient funds
or otherwise in the amount of $25.

As a courtesy to our patients with insurance, we will file your insurance claim, allowing you to pay only your deductible
and/or estimated co-payment as services are rendered. Any cosmetic dental procedures scheduled for the patient will
be paid in FULL prior to the appointment. Please remember that the contract is between you and you insurance
company and your total balance in our office is always your responsibility. Please note that we allow 60 days for
dental claim to be paid. We make every effort to give you an accurate estimate of what your portion of our fees will be,
based on the information provided to us. However, we have no way to guarantee the actual terms of your policy. If
for any reason there is a balance remaining after your insurance company's payment, you will be sent statement. Any
dispute regarding reimbursement or the amount of reimbursement is between you and your insurance carrier. By agreeing
to this policy you agree to all such conditions.

We schedule our appointments to provide each patient with our undivided attention. In order to accomplish this, please be
advised that you will be charged for cancellations with less than 24 hours notice at the rate of $50.00 for
examination/hygiene appointments and $75.00 for dental procedures appointments. Also note that any type of deposits
and/or payments towards the cosmetic cases will not be refunded.

We appreciate your confidence in choosing our practice. Please do not hesitate to inquire with a staff member should
you have any questions regarding this policy.

I have read, understood and agree to the Office Financial Policy stated above. I understand that my insurance
is an agreement between me and my insurance company. I also understand that I am responsible for my balance regardless of my
insurance payments.

Date:
Patient Name:
Responsible Party:

Signature:



Aesthetic Plus, The Smile MakeOver
2304 Midway Rd., Ste. C
Plano, TX 75093
972.473.8880
972.473.8882 fax

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name:
Patient number: ( ) -
Patient address: Plano

| authorize the professional office of my dentist named above to release health information identifying me [including if applicable,
information about HIV infection or AIDS, information about substance abuse treatment, and information about mental health
services] under the following terms and conditions:

1. Detailed description of the information to be released: dental x-rays and information pertaining to dental work
2. To whom may the information be released: referring doctors for treatment and myself

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to state "at the request of
the individual" as the purpose, if desired by the individual): for dental and medical treatment and or diagnosis

4. Expiration date or event relating to the individual or purpose for the release: as long as | am a patient of Aesthetic Plus or
7 years, which ever is longer

It is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you if you choose not to
sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we have already acted in
reliance upon the authorization. If you want to revoke your authorization, send us a written or electronic note telling us that your
authorization is revoked. Send this note to the office contact person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect its
confidentiality. In many cases, the recipient may re-disclose the information as he/she wishes. Sometimes, state or federal law
changes this possibility.

If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your
authority to sign this form:

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE THE DISCLOSURE OF MY
HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Dated:
Patient Name:
Responsible Party:

Signature:



