McCulloch Family Dentistry

1194 Holtville Road
Wetumpka, AL 36092
(334)567-7232

NAME:
First Middle Initial Last
DOB: SSN:
Primary phone:{ ) Cell:{( )
Address:
City: State: Zip:
Email:
Employer: Phone:( )
please circle: Minor Single Married Divorced Widowed
Parent/ Spouse: Phone( )
Emergency contact: Phone( )
Responsible Party (if not self):
Name:
First Middle Initial Last
DOB: SSN:
Phone:( ) Relationship:
Address:
City: State: Zip:
Dental Insurance Information
Primary insurance company:
Policy holder name:
b First Middle Initial Last
DOB: SSN:
Address: City, State, Zip:
Secondary insurance company:
Policy holder name:
First Middle Initial Last
DOB: SSN;
Address: City, State, Zip:.

Dr. Stephen P. McCulloch, DMD

Dr. Lee Woodall, DMD, MPH




Time 12:35PM fcCullach Family Dentistry Date 4/8/2025
Eaglesoft Medical History 2025{Copy)
Patient Name: Birth Date: 'Date Created:

Disdaimer
Thank you for answering the following questions.
Praferred Pharmacy | Hyes

Are you under a physican's tara now? Cives (it Hyes

Have vou ever been haspitafized or had a major operation? O ves {iNo Ifves
»

Are you teking any medications, pils, or drugs? D) ves o Ifyes
Have you ever iak:en Fosamax, Beniva, Actonel ar any other CiYes (HNa Ifyes
medications containing bisphosphonates?

Do you use tobacco? €3 Yes {3 No

Do yaou use controfled substances? ives INe Ifyes
Are you aking any blood thinners? ives Do Ifyes

Have you ever taken (PREMED) zntibiofics prior to having any ) ¥es $INa Ifyes”
dental procedure dona?

* E]

B ot e ke T R B o -

\Womernt: Are yoll,.,

[~ Pregnant F7 Mursing? [ Trying to get Pregnant

PSP —

Are you allergic to any of the folowing?

£ Aspiin £ Pericilin (Ceodene ™ Metal :
[ Latex [ Sulfa Drugs [ Local Anesthetics
Other? 3% | Ifyes

Do you ha\re. or have  you had, any uf ihe ful{mmg?

AIDSﬂ-E\v' Positive {3 Yes @ Mo |Corfisone Medidne 3Yes ONo  |Hemophiia £)Yes €3N0  |Radation Treatments Q Yes {3} No
Alzheimer's Disease fiYes $)No |Disbetes Otes (3o | Anaphylaxis T-Cy¥es {INo | Drug Addicton £iYes {IMo
Hepatitis Bar C TiYes C3No  |RenalDialysis £)Yes TiNo | Aneria  {3Yes Otic  |righBlood Pressure Lives o
Eplepsy or Seizures €i¥es OINo |AtfidalHeartValve  (Yves (INo |Artfical Joint ¢ “E)Yes (INo | Hypogiycenia $ives 3o
Sickle Cell Disease Oi¥es (Mo |Asthma CiYes (INo | Iregqular Heartheat Ci¥es (Mo |Blood Dissase Dives Gt
Kidhey Problems O)¥es (INo  |Levkemia O)Yes (INo |Liver Disease OYes ONo  |Stroke Oves G
Low Blond Pressure CiYes Opo | Cancer {QvYes Mo |LngDisease ives OINo | Chemotherspy Oifes Go
Mitral Valve Prolapse {iYes (N0  |ChestPains Oes ONo  |HeartAttack/Falire €3 Yes )Mo | Ostecporosis TyYes (iMo
Cold Sores/Fever Blisters (™ Yes (Mo  |HeartMurmur 3Yes ©)No  |Peinin Jaw Joinis .3Yes {¥No  |Congersial HeartDisorder &) Yes (Mo
Heart Pacemaker Yes {HNo  |Parathyroid Disease ¥es N0 |Ulcers OiYes {INo  |HeartTrowblefDisease  (Yes O}
Yellow 3aundica CiYes {HNo |AoricValveReplacement ¢7Yes (3No

Haveyoueverhadmysmomiﬂnessnntﬁstedabove? ) Yes Do Ifyesi ‘ ) L

Commentst T

To the best of my knowledge, the questions on this form have been acaurately answered. Iunderstand that providing mccrrect information czn be dangerous o my {or patient’s) health, Itis
my responsibiity to inform the dental office of any changes in medica] stahus,

Sgrature of Paﬁe:nt, Parent o Guatﬁm *

.

"X Date:




Stephen P. McCulloch, DMD
1194 Holtville Road Wetumpka, AL 36092 {334) 567-7232

CANCELLATION POLICY:

We kindly ask that you give our office a 48 business hour notice to cancel or change an appointment. !f no notice has been given, we reserve
the right to charge you for the unrecovered time. The fee will be determined on the amount of time reserved with our Poctor/Hyglenist and
can rangeanywhere from $40-5150.

FINANCIAL POLICY:

Wa recognize that excellent modern dental care Is not an inexpensive item in some family budgets but It remains an outstanding healthcare
value., We assure you that our fees are continuously reviewed to reflect regional and natlonal averages and account for our expertise and
experience, As a team, we are committed to providing the highest quality careand in usingthe mast modern materials and techniques
avallable today, We give each of our patients the option for the best treatment plan and level of care.

INSURANCE POLICY:

Dr. MeCulloch will dlagnose what is in your best interest regarding your oral health and does not let the Insurance benefits dictate his
evaluation and recommendation of your personal needs. Please keep In mind that your insurance policy is a contract between you and your
Insurance company. Claims are submitted promptly after treatment is rendered and daes not absolve the patient of responsibility for the
charges in full for treatment rendered. All estimated out of pocket amounts are due will be requested at the time of service unless prior
arrangements have been made.

PAYMENT POLICY:

- = Paymentis due at the time services are rendered.
e  Woe accept cash, personal checks, Visa, MasterCard, Discover and AMEX.
e We offer extended and 0% Interest payment options through a third party corporation.
e We encourage you to discuss any financial concerns that you may have so that we may assist you In the effective management of
your account,
. Balances over 30 days will be subject to addltional Interest charges (1.5% per month, 18% annually). Balances over 60 days wili be
outsourced to a third party coliection agency and credit reporting agency.

AGREEMENT TO PAY: ], the undersigned, accept the fee charged as a legal and lawful debt and agree to pay sald fee, Including any/all collecticn
agency fees, {33.33%), attorney fees and/or court costs, If such be necessary. | waive now and forever my right of exemption under the laws of
the constitution of the State of Alabama and any other Siate.

You agree, In order for us to service your account or to collect monies you may owe, Dr. Stephen P, McCulloch, DMD and/or our agents may
contact you by telephone at any telephone number associated with your account, including wireless telephone nuzmbers, which could resuit in
charges to you. We may also contact you by sending text messages or emalls, using any email address you provide to use, Methods of contact
may include using pre-recorded/artificial volce messages and/or use of automatlic dialing device, as applicable.

1/We have read this disclosure and agree that Stephen P, McCulloch, DMD, its employees and/or agents may contact me/us as described above.

Responsible Party Signature Date




Stephen McCulloch, D.M.D.
1194 Holtville Road
Wetumpka, Al 36092

Acknowledgement of Receipt
of Notice of Privacy Practices

{NAME OF PRACTICE]

*You May Refuse to Sign This Acknowledgment*

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

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:

[0 Individual refused to sign

[0 Communications barriers prohibited obtaining the acknowledgement

[0 Anemergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)

3
Reproduction of this material by dentists and their staff is permitted, Any other use, duplication or distribution by any other party requires the prior written
approval of the Amerfcan Dental Association This matarial is for generat reference purposes only and does not constitute legal advice. It covers
only HIPAA, not other faderal or state law. Changes in applicable laws or regulations may require revislon. Dentlsts should contact qualified
legal counsel for legal advice, including advice pertalning to HIPAA compliance, the HITECH Act, and the U.5. Department of Health and Human
Services rules and reguiztions.

© 2010, 2013 American Dental Association. All Rights Reserved.




