CHERRYDALE DENTAL ASSOCIATES PATIENT REGISTRATION

FIRST NAME: LAST NAME: MIDDLE IN. ___
MALE: __ FEMALE: ___ DATE OF BIRTH: MARITAL STATUS:

SSN: - - EMAIL:

MAILING ADDRESS: Apti#:

CITY: STATE: ZIP:

HOME PHONE: CELL PHONE:

Responsible Party- Insurance Policy Holder (only complete if someone else other than the patient)

FIRST NAME: LAST NAME: MIDDLE IN. ___

MALE: ___ FEMALE: ___ DATE OF BIRTH: SSN: - -

MAILING ADDRES:

CITY: STATE: ZIP:

INSURANCE INFORMATION: Please let patient coordinator know if you have secondary coverage

NAME OF EMPLOYER: INSURANCE CARRIER:

POLICY NUMBER: INSURANCE PHONE:

EMERGENCY CONTACT: I have read the following policies (laminated in the back):
NAME: Consent for Treatment and Financial Policy:

PHONE: SIGN:

How did you hear about us: DATE.:




Cherrydale Dental Associates
Dr. Lamrav Cuwrie, DMD
105 State Pavrk Roads  Greevwille, SC 29609
P:864-271-1156 F: 864-271-8951

CANCELLATION/DOWN PAYMENT POLICY

Appointment/Cancellation Policy

If you need to change your appointment a 24-hour notice is expected. Monday

appointments need to be changed by Thursday afternoon.

If you do not cancel your appointment and fail your appointment, there is a
$35.00 cancellation fee that will need to be paid before you are rescheduled.

We reserve the right to refuse to reschedule you for failed appointments, as well
as for multiple cancelled appointments.

If you are a new patient and you fail your first appointment, we will not
reschedule you.

We reserve the right to reschedule your appointment if you arrive late.

Down Payment

For any procedure that is more than a 40-minute appointment block, we may
require a 20% down payment of the total cost. This includes: crowns/bridges,

implants, dentures/partials, root canals and periodontal procedures. If you no
show or cancel this appointment the $35 cancellation fee will deducted from your
down payment.

SIGN: DATE:

Cherrydale Dental Associates

Cherrydale@carolinadentalalliance.com



Time 1:47 PM Cherrydale Dental Assodates, LLC Date 12122022
Medical and Dental History Form({Copy)
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, ¢

Medical Information

Are you under a physician's care now? List provider: ) Yes () No If yes

Please rate your overall health:

[ Excellent [ Good [ Fair [ Poor
Date of last physical exam: i Yes 7 No If yes
Have there been any health changes in the past year? ) Yes ) Na If yes
Fleaze describe: - -

Hawve you had a serious illness, operation or been i Yes Y No If yes
hospitalized inthe past 5 years? Please describe: B -

Have you ever had a serious head or neck injury? Please ) Yes () No If yes
describe: = e

List all PRESCRIPTION medications, pills, or drugs Ti¥es (3 Mo If yes
(name/dose/amount): - N

List all OVER-THE-COUNTER medications, pills or drugs i Yes ()Y Na If yes
(name/dosefamaount): = e

Da you take any vitamins or natural supplements? Please () Yes () Mo If yes
list: - N

Do you take, or have you taken, Phen-Fen or Redux? ) Yes )Mo If yes

Do you currently take medications that thin your blood, such as {check all that apply):

EWarfarin[Coumadin) O Eliquis E){arelto O Pradaxa
] Effient [T Aspirin O Other

Are youon a special diet? If yes, please describe: TiYes (I Mo If yes

Do you have an ARTIFICIAL JOINT? What was replaced ) Yes )Mo If yes

and date of replacement?

Bisphosphonate Therapy

Are you currently, or have you ever, taken oral or IV bisphosphonates such as those listed below or any other medications for ostecporasis or Paget's disease?
[ Aledronate {(Fosama) [ Ibandronate (Boniva) [ Risedronate (Actond) [ Zoledronicacid (Reclast)
[T Aredia [ Zometa [ Other
If yes to above question, pleaselist Ty Yes Y Na If yes

{name/dosefamount/start date):

Substance Use

Do you use tobacco products or marijuana?

[ Cigarettes [ Cigars [CPipe [~ Smokeless tobaowo/dip
E E-Cigarettes/vape [ Marijuana

If answered about question yes, how much per day? ) Yes Oy MNo If yes

Do youdrink alcoholic heverages? ) Yes ) No

If you drink alcohol, how many drinks per week? ) Yes () MNo If yes

Doyou use controlled substances? If yes, describe: ) Yes O Mo If yes

Do you have a histary of substance abuse or drug addiction? (%) yes () No If yes

If yes, please describe:

Women Cnly
Please indicate if you are:

EPregnant CTryingtogetpregnant CNursing ETakingoraIcontracepti\'e

[~ None



Allergies

Are you allergic to any of the following?

_ Aspirin

| Latex

[~ Penidillin

[~ Sulfa Drugs

If answered yes to any of the above, please describe your

reaction:

Medical Conditions

() Yes (I Mo If yes

Do you currently, or have you in the past, had any of the following:

Cardiovascular disease

Angina/chest pain

Arrhythmiafirregular heartbeat

Arteriosclerosis

Congestive heart failure (CHF)

Damaged heartvalves
Heart attack

Heart murmur

Other congential heart defects

Mitral valve prolapse
Heart pacemaker
High blood pressure
Low blood pressure
High cholesterol
Stroke

Rheumatic fever
Rheumatic heart disease
Abnormal bleeding
Excessive bleeding
Hemophilia

Anemia
Lowironlevels
Blood transfusion
AIDS/HIV+

Arthritis
Autoimmune disease
Gout

Rheumatoid arthritis

Cortisone medication

(i¥es ()Mo
(J¥Yes () No
TiYes ()Mo
() Y¥es () No
iYes ()Mo
i¥es ()Mo
(i¥es ()Mo
(iYes ()Mo

Yes () No
JYes () Ne
“iYes ()Mo
() Yes ()Mo
(¥Yes ()Mo
i¥es ()Mo
(i¥es ()Mo

Yes () No
(i¥es ()Mo
(J¥es () MNo
iYes () No
() Y¥es () No
(¥es ()Mo
“iYes ()Mo
(iYes (Mo
(i¥es () No
(i¥es ()Mo
(J¥es () MNo
“iYes ()Mo
1'Yes () No
(I¥Yes ()Mo

Hawve yau ever had any serious iliness nat listed abave? IF

yes, please describe:

Diabetic Patients Only

Mostrecent Alcorblood glucoselevel:

Cancer Patients Only

Type of cancer, date of diagnosis?

Treatment:

Systemiclupus erythematous
Dermatologic condition
Asthma

Bronchitis

COPD

Easily winded
Emphysema
Tuberculosis

Cancer

Leukemia

Tumaors or growths
Chemotherapy treatment
Radiation treatment
Diabetes Type 1
Diabetes TypeII
Hypoalycemia

Pancreatic disease
Artificial joint
Osteoporosis

Pain in jaw joints

Spina bifida

Eating disorder
Gastrointestinal disease
GIreflux/persistent heartbum
Ulcers

Hyperthyroid
Hypothyroid

Parathyroid disease

TMI1 Disorder

) Yes I No If yes

O Acrylic

[~ Local Anesthetics

I Yes
) Yes

() Yes

) Yes

J¥es O

) Yes
) Yes

) Yes

|.-.|Yeg (9]

() Yes

Chyes

() Yes
) Yes

() Yes

() Yes
) Yes

() Yes

ChYes

() Yes

TiYes )

) Yes
) Yes

lYes

Cives O

() Yes

Chyes

Chves

'-.'NO
) No

|j|NO

Mo
Mo
(Mo
(i MNo
'-.'ND
Mo

.r.Ng

(I No
Mo
(i No
(i MNo
'-.'NO

)Mo

(I No
Mo
(Mo
(i MNo

'-_-NO

| Metal

[~ Codeine

Hepatitis A

HepatitisBorC

Liver disease

Yellow jaundice

Kidney problems

Renal dialysis
Epilepsy/seizures

Fainting or dizziness
Neurological disorder
Chranic pain/fibromyalgia
Mental health disorder
Depression

Alzheimer's disease/dementia
Severe headaches/migraines
Anaphylaxs

Sexually transmitted dissase
Glaucoma

Recurrent infections

Scarlet fever

Hay fever

Seasonal allergies

Shingles

Cold sores/fever blisters

Persistent =wollen glands in nedc

Tansillits
Severe orrapid weightloss
Excessive thirst orurination

Immunosuppression

() Yes

() Yes

) Yes

) Yes

() Yes

() Yes

) Yes

() Yes

() Yes

() Yes

() Yes

) Yes

(1 Yes

) Yes

ChYes

L) Yes §

Yes (O

O ves

OYes O

L) Yes §

) Yes O

L) Yes §

Tives O

O ves

--..\fes .:

O Yes C

() No

") No

) No

1 No

(i No

'-_-ND

Mo
") No

I No

(I No
1 No
(i No
(i No
'-_-NO

() No

I No

I No

(I No

Mo

(i No

'-_-NO

(1 No

I No

| No



Dental Information

Do your gums bleed whenyou brush or floss? ) Yes )Mo
Teeth sensitive to hot, cold, sweets or pressure? O Yes o
Is your mouth dry? Ci¥es OhMNo
Hawe you had any periodontal {gum]) treatments? i¥es ) MNo
Is your home water supply fluoridated? ) Yes ) Mo
Are you currently experiencing dental pain? ) Yes Mo
Clicking, popping or discomfort in the jaw? ) ves )Mo
Do you brux or grind your teeth? i Yes Mo
Do you have sores orulcers in your mouth? ) Yes )Mo
Do you wear partials or dentures? O Yes O No
Serious injury to your head or mouth? Cies Oy Mo

Date of your last dental exam:

What is the reason for your dental visittoday?

Signature

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



Carolina Dental Alliance

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I
have received a copy of this office’s Notice of Privacy Practices.

(Please Print Name)

(Signature)

(Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

D Individual refused to sign
|:| Communications barriers prohibited obtaining the acknowledgement
|:| An Emergency situation prevented us from obtaining the acknowledgement

|:| Other (Please Specify)




HIPAA Communication Permissions

By law, without your authorization, we are unable to communicate with your spouse, adult children,
caregivers, or parents if you are over 18.

We will need your permission to communicate with your family or caregivers in the following
circumstances:

1. Making appointments

2. Confirming appointments

3. Discussing treatment needed or performed
4. Account or Financial information

Please indicate below the names of people and their relationship to you, who we may communicate

with and what information we are allowed to communicate:

Person 1:

CJAppointments [ODental/Health/Treatment COAccount/Financial
Person 2:

CJAppointments [JDental/Health/Treatment OAccount/Financial

(11 do not wish to allow my information to be shared with anyone including my spouse or other
family member and/or guardian.

Please select your preferred methods of communication:

[J You may contact me at my home telephone number:

[J You may contact me at my mobile telephone number:

[ You may text my mobile telephone number.

[J You may contact me at my work telephone number:

[J You may send me an unencrypted email at:

Printed Name: Date:

Patient/Legal Guardian Signature:
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