Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care. To help us meet all your

dental healthcare needs, please fill out this form completely in ink. If you have any questions Patient #
or need assistance, please ask us - we will be happy to help. . SS#/SIN.

> f ® Date
Patient Information (conrpentan) raesse or on
Name Birthdate SHt?x?ef Phone Zi%/
Address City Prov. PC.
Email Cell Phone

Do you prefer to receive calls at your: (] Home O Work (] Cell Phone
Check Appropriate Box: [IMinor [ISingle [IMarried UDivorced [ Widowed [ Separated

If Student, Name of School/College City lrgtv. U %rge U irge
Patient or Parent/Guardian’s Employer \é\{%%/?hone 7
Business Address City Prov. P.pC.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone

@
Responsible Party .
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Drivers License# Birthdate Financial Institution
Employer Work Phone SS#/SIN.

Is this person currently a patient in our office? [Yes  [INo
For your convenience, we offer the following methods of payment. Please check the option you prefer: Payment in full at each appointment.

Ul Cash U Personal Check Credit Card [JVISA [ MasterCard U1 wish to discuss the office’s payment policy.
Insurance Information
Relationshi
Name of Insured toePcclztIig?lf i
Birthdate SS#/SIN Date Employed
Name of Employer Unionorilocal# ______ Work Phone :
. tate. i
Address of Employer i City Prov. P
Insurance Company Group # golicyﬂD # S
{
Ins. Co. Address City Pr%? Ig.pC .
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? Oves ONo IF YES, COMPLETE THE FOLLOWING:
Name of Insured tlf)ellﬁ’%t%?e}}'tsthtp
Birthdate SS#/SIN Date Employed
Name of Employer Unionorlocal#________ Work Phone
State/ i
Address of Employer City Prov. P% .
Insurance Compan Group # Policy/ID #
i g St 7
Ins. Co. Address City Prov. PpC .
How much is your deductible? How much have youused? _____ Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
E No
® Are you under medical treatment nowW? ..o, ® Aie you wearing contact lenses? ....... e - U
e Have you ever been hospitalized for any R o Aieyoudlergic toor frave you had any feactions to the followmg! -
surgical operation or serious illness within the last 5 years? .. [ ] Local Anesthetics e.g. NO‘tOL_‘ﬂl_“) s L
If yes, please explain Penicillin or any other Antibiotics .. E"
Sulfa Drugs .........c...... L
® Are you tahing any medication(s} L B‘“'b‘f“"““fs
mcluding non-prescription medicine? ..o LI SOV s csnsuomsansesssssarsisscosessncosssssmsnspyesssevsossssssvssins
If yes, what medication{(s) are you taking? FOAIRE ..o
Aspirin
o ¢ e s . 3
® Have you ever taken Fen-Phen/Redux? U S Any Metals (e.g. nickel, mercury, etc.)
® Have you ever iaken Fosamax, Boniva, Actonel or any cancer . Latex Rubber
medications containing bisphosphonates? . ..., L oo Other s e
) ® Do you have a persistent cough or thioat clearing not .
associated with a hmown illness {lasting more than 3 weeks)?. [ [
~ Women Only:
® Do youiuse lobacc? :‘ ® WA you g}regnans or think you may be pregnant? ....... Lo
® Do you use controtled substances? - b) Are you nm"sz'ug? .......................................................... O
® Do you have o have you had any of the following? c) Are you taking oral contraceptives?.................... C 4
Yes No s No
High Blood Pressuie ... OO Heart Disease oooeiceeee. Lo Chest Pains ...
Heart Attacl O 0 Cardiac Pacemaker ... . Easily Winded
Rhenmatic Fever - O Heart Murimur ..o i SUORE o e
Swollen Ankies § Angina . [t Hay Fever / Allergies
Fainting / Seizures ..o Frequently Tived ... il L Tuberculosis
ASTHINA v AREDUA 0O Radiation [herapy
Low Blood Pressuie Emplysema oo L O Glaucoma oo
Epilepsy / Convulsions Cancer ... Ll il Recent Weight Loss
Leithemitt s snssinnmimcerrssnns Arthritis . D L: Liver Disease ...
Diabetes ..o Joint Replacement or Impl N Heart Trouble ...
Kidney Diseases ........c..ccc........... Hepatitis / Jaundice ... ] ; Respiratory Problems .
AIDS or HIV Infection Sexually Transmitted Disease ... | L Mitral Valve Prolapse ...
Thyroid Problem ... Stomach Trowbles / Ulcers ... 1 Other

Naine of Previous Dentist and Phone #

Date of Last Exam & X-Rays .

L. Do your gums bleed while biushing or flossing? ...
- Are your teeth sensitive to hot o cold liquidsifoods? ...............
- Ave your tecth sensitive to sweet or sour liquids/foods?
- Do you feel pain to any of your teeth?
- Do you have any sores or lwnps in or near your mouth
. Have you had any head, necl or jaw imjuries?. ...
- Have you ever experienced any of the following
problems in your jaw?
Clicking
Pain (joint, eay; side of face)
Difficulty in opening or closing
Difficuity in chewing

A I

~

thorizatic

No
8. Do you have frequent headaches? [;’J
9. Do you clench or grind your teeth? J
L0. Do you bite your lips or cheeks frequently? . L
{1 Have you ever had any difficult extractions .
1 ERE PASI? oo RN

12.Have you ever had any prolonged bleeding
Jollowing extractions?
- Have you had any orthodontic treatment?
- Do you wear dentures or pariials?
If yes, date of placement
15. Have you ever received oral hygiene instructions
regarding the care of your teeth and gums? ..
16. Do you like your smile?

P

i

12

12

14

o
et RS

Payment is due in full at the time of treatment unless 2
This office accepts insurance, I understand

deductibles that my insurance does not cover: I fhereby author
to me. Lunderstand that Tam responsible for all costs of dental treatment.
records of treaiment or examination rendered to my insurance company.
Lunderstand that the information that I have given today is corre
the sis
necessary dental services that T may nee

d during diagnosis and s

X

that T am responsible for payment of services rendered and
ze payment diiectly to the Dental Office

¢t to the best of my hnowledge. I also und
ictest confidence and it is my responsibility to niform this office of anry changes ¢
eatment, with my informed consent,

‘ior arrangements have been approved.

also responsible for paying any co-payment and
of the group inswrance benefits othervise payable
i hereby authorize release of any information, including the diagnesis and
erstand that this information will be held in
1 my medical status. [ authovize the dental staff to perform any

Signatuiz of patiens (or parent/gnardi

PATTERSON OFFICE SUPPLIES 1.800.637.1140 064-4849/17006



Stephen P. MicCulloch, DMD

101 E Commerce St. 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. If 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 Doctor/Hygienist and
can range anywhere from $40-$150.

FINANCIAL POLICY:

We 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 national averages and account for our expertise and
experience. As a team, we are committed to providing the highest quality care and in using the most modern materials and technigues
available today. We give each of our patients the option for the best treatment plan and level of care.

INSURANCE POLICY:

Dr. McCulloch will diagnose what is in your best interest regarding your oral heaith 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 does not 2hsolve 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:

e Payment is due at the time services are rendered.

° We accept cash, personal checks, Visa, MasterCard, Discover and AMEX.

° We offer extended and 0% interest payment options through a third party corporation.

° 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 additional interest charges (1.5% per month, 18% annually). Balances over 60 days will be
outsourced toa third party collection agency and credit reporting agency.

AGREEMENT TO PAY: |, the undersigned, accept the fee charged as a legal and lawful debt and agree to pay said fee, including any/all collection
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 State.

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 telephonz at any telephone number associated with your account, including wireless telephone numbers, which could result in
charges to you. We may also contact you by sending text messages or emails, using any email address you provide to use. Methods of contact
may include using pre-recorded/artificial voice messages and/or use of automatic dialing device, as applicable.

I/We have read this disciosure 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.
101 E Commerce Street
Wetumpka, Al 36092

Acknowledgement of Receipt
of Notice of Privacy Practices

{NAME OF PRACTICE}

*You May Refuse to Sign This Acknowledgment*

I 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:

O Individual refused to sign
00 Communications barriers prohibited obtaining the acknowledgement

L1 Anemergency situation prevented us from obtaining acknowledgement

|

Other (Please Specify)

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 American Dental Association. This material is for general reference purposes only and does not constitute legal advice. It covers
only HIPAA, not other federal or state law. Changes in applicable laws or regulations may require revision. Dentists should contact qualified
legal counsel for legal advice, including advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of Health and Human
Services rules and regulations.

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



