Welcome to our officel

Name S M D W
Las First MI Nickname Marital Siaws
SS# Birthdars Home #
Mailing Address Cell #
Work &
Ciry Stae Zip
Employer Occupation
General Dentist .Ernai]
Spouse or Significant Other ] Birthdaze
Em';gieyer Occupation

Parisnr’s Nams Birthdate

Denial Insurance Information

PRIMARY

Insured’s Name S5#% or ID&

Insurance;&ampany Group £

[nsurance Co Address Phone &

SECONDARY

Insured’s Name SS# or ID#

Insurance Company Group #

insurance Co Address -' Phone #
Emergency Information

Name (other than spouse) Phone &

Relationship 1o Patienz City / Stawe

*Fees must be paid in full at the completion of Treatment, All returned checks will add a 520 fee 1o YOur account.
Method of Paymeni: [ Cash O Cheek O Visa 0O MC O Debit

{ understand thai although this office files insurance claims asa courtesy service to the patient, the insurance contact is
benween the patient and the insurance company. This office has no control over the insurance company’s method of
payment or amount of payment, any difference of payment is entirely the responsibility of the patient, IT it is necessary i
extend credit on my account, 1 agree to a credit check and/or employment verification.

All informarion sbove is rue and complete. Signature:




Time 8:23 AM Dean Burnett D.D.S., M.S., P.S. Date 7/16/2015
Eaglesoft Medical History
Patient Name: Birth Date: Date Creatad:

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.

7 Yes 7 No If yes | |

Are you under a physician's care now?

Have you ever been hospitalized or had a major 1 Yes 7 No I ves | ]
operation?

Have you ever had a serious head or nack injury? <) Yes 7 No If yes | |
Are you taking any medications, pills, or drugs? 3 Yes 2 No If ves | |
Do you take, or have you taken, Phen-Fen or Redux? 73 Yes ) No yas| f
Have you ever taken Fosamay, Boniva, Actonel or ) Yes 7 No If yes | ]
any other medications containing bisphosphonates?

Are you on a special diet? 7 Yes <7 No

Do you use tobacco? " Yes i No

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

Are you allergic to any of the following?
] Aspirin I Penicillin [ codeine [l Acrylic
I Latex "] Sulfa Drugs [ Local Anesthetics

Other? {5 If ves |

Do you use controlled substances? i1 Yes ) No If yes |

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

AIDS/HIV Positive 2 Yes i No | Cortisone Medicine 7 Yes i) No Hemophilia 71 Yes CiNo  |Radiation Treatments > Yes © No
Alzheimer's Disease 7 Yes N0 | piabetes ' Yes O No | Hepatitis A T Yes (N0 |Recent Weight Loss € Yes £ No
Anaphylaxis T Yes ) No | Drug Addiction ' Yes " No  |Hepatitis B or C (2 Yes 71 No | Renal Dialysis © Yes @ No
Anemia 2 Yes (3 No | Easily winded 2 Yes i No | Herpes ' Yes () No | Rheumatic Fever 3 Yes () No
Angina 2 Yes I No  |Emphysema Yes T No | High Blood Pressure ' Yes T No | Rheumatism 2 Yes O No
Arthritis/Gout ' Yes No | Epilepsy or Seizures (' Yes ) Ho High Cholesterol 1 Yes TiNo | Scarlet Fever > Yes () No
Artificial Heart Valve 7 Yes I No | Excessive Bleeding ' Yes {:No | Hives or Rash {0Yes ' No | Shingles i Yes 7 No
Artificial Joint ) Yes TiNo | Excessive Thirst ! Yes (I No | Hypoglycemia iYes (2 No | Sickle Cell Disease ) Yes 7 No
Asthma €2 Yes ) No Fainting Spells/Dizziness < Yes (' No Irreqular Heartbeat ' Yes 7' No | Sinus Trouble ' Yes 7 No
Blood Disease 0 Yes (N0 | Frequent Cough 1 Yes C:No  |Kidney Problems i) Yes 72 No | Spina Bifida & Yes @ No
Blood Transfusion ©Yes CiNo | Frequent Diarrhea ) Yes CUNo | Leukemia +Yes " No | Stomach/intestinal Disease (7 Yes (7 No
Breathing Problems ) Yes () No | Frequent Headaches  Yes < Ne | liver Disease “rYes ) No | Stroke i Yes 7 No
Bruise Easily ) Yes TiNo | Genital Herpes “2Yes N0 |Low Blood Pressure Yes ) No Swelling of Limbs 7 Yes 7 No
Cancer ©2Yes T No | Glaucoma ' Yes (2 No  |Lung Disease ) Yes i No | Thyroid Disease ) Yes < No
Chemotherapy 1 Yes TiNo | Hay Fever ) Yes CNo [ Mitral Valve Prolapse ' Yes @ No | Tonsillitis ) Yes 0 No
Chest Pains ©iYes Ty No | Heart Attack/Failure ) Yes ™ No Osteoporosis 2 Yes (*No | Tuberculosis ) Yes 723 No
Cold Sores/Fever Blisters 7 Yes < No | Heart Murmur £ Yes () No | Pain in Jaw Joints 7 Yes O'No [ Tumers or Growths 2 Yes ) No
Congenital Heart Disorder ) Yes ) N0 | Heart Pacemaker ’Yes T'No |parathyroid Disease ' Yes 7 Ho | Ulcers iZ1 Yes 7 No
Convulsions CiYes 'No | Heart Trouble/Disease  Yes 7 No Psychiatric Care ©Yes (U No | Venereal Disease 1 Yes 7 No

Yellow Jaundice 7 Yes 7 No
Have you ever had any serious iliness not listed i Yes (7} No If yes ,h_ #

Comments:

| s

] B

To the best of my knowledge, the questions on this form have been accurately answered, 1 understand that providing incorrect information can he dangerous to my (or
patient’s) health. It is my responshilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:




Dean A. Burnett, DDS, MS, PS
1200 112th Avenue Northeast #C-245
Bellevue, WA 98004
(425) 641-3300

Acknowledgement of Receipt of Notice of Privacy Practices

| acknowledgement that | have been given the opportunity to read the Notice of Privacy Practices for
the offices of Bellevue Commons Endodontics. The notice of Privacy Practices describes the type of
uses and disclosures of my protected health information that might occur in my treatment, payment for
services and in the performance of the office's health care operations. The Notice of Privacy Practices
also describes my rights and the responsibilities and duties of this office with respect to my protected
health information. The Notice of Privacy Practices is also posted in the facility.

Bellevue Common Endodontics reserves the rights to change the privacy practices that are described
in the Notice of Privacy Practices. If privacy practice changes, | will be offered a copy of the revised
Notice of Privacy Practices at the time of my first visit after the revisions become effective. | may also
obtain a revised Notice of Privacy Practices by requesting that one be mailed to me.

In the course of treatment at Bellevue Commons Endodontics, it may be necessary to share your
protected health information with your spouse, family members and doctors involved in your care. If
there is anyone specific whom you do not want to have access to this information please list it below

Print Patient Name:

Signature of Patient: Date:

Signature of Parent or Guardian (If needed):




