David Oliver, DMD

INFORMED DENTAL CONSENT

| agree to the administration of necessary dental anesthetics to which my dentist deems advisable in the
planned dental treatment. | understand that dentistry is not an exact science; therefore a reputable
practitioner cannot properly guarantee anyone regarding the dental treatment | will authorize and receive. |
understand that each dentist is an individual practitioner and is individually responsible for the dental care
they have rendered to me.

DENTAL X-RAYS AND PHOTO CONSENT

| hereby authorize Dr. Oliver and his designated staff to take x-rays, study models, photographs and other
diagnostic aids deemed appropriated by the dentist to make a thorough diagnosis of the dental needs for me or
my dependents. Further, | authorize the practice to take my picture for my electronic health record.

AUTHORIZATION TO PAY BENEFIT TO PROVIDER

| understand that my insurance carrier may pay less than the actual bill for dental services rendered. | agree to
be responsible for the payment of all services rendered on my behalf or on behalf of my dependents. |
understand that payment is due at the time of service unless other arrangements have been made. In the event
that the insurance company directs payment to me, | understand that | am responsible to immediately remit
such payments to Dr Oliver's office.

APPOINTMENT CANCELLATION AND FAIL POLICY

Patients are expected to arrive on time for all scheduled appointments. If a patient is more than 10 (ten)
minutes late, the appointment will be marked as a failed appointment. If you need to cancel an appointment
please give, at least, 24 hours advanced notice. We reserve appointment times specifically for each patient.
If you cancel or fail your appointment this causes a scheduling conflict for, not only this office, but for other
patients. For this reason, we reserve the right to dismiss a patient based on multiple canceled or failed
appointments. This office does provide courtesy reminder calls, but is ultimately the patients’ responsibility

to keep track of all appointments.

CONTACT INFORMATION CHANGES

It is your responsibility to notify us of any contact information changes. If unable to confirm to your
appointment due to a disconnected phone number or a full mailbox, your appointment may be cancelled due
to our inability to contact you.

Patient (or Guardian) Signature Date

171 Sloan Rd, Franklin NC 28734 828-349-1469 e-mail: info@drdavidoliverdmd.com



TIME 11:12 AM

ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

|:| Responsible Party is also a Policy Holder for Patient

Chart ID:

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 6/18/2021

Middle Initial:

Work Phone:

Soc Sec:

[

Last Name:

Address 2:

Ext:

Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex: D Male
Birth Date:

E-mail:

Employment [ Full Time
Status:

Student Status:[_| Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Work Phone:

D Female

Age:

Address 2:

State / Zip:

Ext:
D Divorced D Separated D Widowed

D Single

Marital Status: D Married

Soc Sec:

Pager:
Cellular:

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

[

[ |Part Time

|:| Part Time

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

Retired

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Rem. D

Relationship to Insured:| | Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

educt:

[ Ispouse [ |Child [ |Other

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: || Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Ispouse [_|Child [ |Other




Time 11:0 AM David Oliver, DMD PLLC
Eaglesoft Medical History

Birth Date:

Date 6/18/2021

Patient Name: 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, c

Are you under a physician's care now? Yes No If yes
Have you ever been hospitalized orhad a major operation? Yes No If yes
Have you ever had a serious head or neck injury? Yes No If yes
Areyou taking any medications, pills, ordrugs? Yes No If yes
Do you take, or have you taken, Phen-Fen or Redux? Yes No If yes
Have you ever taken Fosamax, Boniva, Actonel or any other Yes No If yes
medications containing bisphosphanates?
Are you on a special diet? Yes No
Do youuse tobacco? Yes No
Do you use controlled substances? Yes No If yes
Women: Are you...
Pragnant/Trying to get pregnant? Nursing? Taking oral contraceptives?
Are you allergic to any of the following?
Aspirin Penicillin Codeine Acrylic
Metal Latex Sulfa Drugs Local Anesthetics
Other? = If yes
Do you have, or have you had, any of the following?
AIDS/HIV Positive Yes No | Cortisone Medidne Yes No |Hemophilia Yes No |Radiation Treatments Yes No
Alzheimer's Diseasa Yes No Diabetes Yes No Hepatitis A Yes No Recent WeightLoss Yes No
Anaphylaxs Yes No Drug Addiction Yes No HepatitisBorC Yes No Renal Bialysis Yes No
Anemia Yes No Easily Winded Yes No Herpes Yes No Rheumatic Fever Yes No
Angina Yes No Emphysema Yes No High Blood Pressure Yes No Rheumatism Yes No
Arthritis/Gout Yes No Epilepsy or Seizures Yes No High Cholesterol Yes No Scarlet Fever Yes No
Artificial HeartValve Yes No Excessive Bleeding Yes No Hives or Rash Yes No Shingles Yes No
Artificial Joint Yes No Excessive Thirst Yes No Hypoglycemia Yes No Sickle Cell Disease Yes No
Asthma Yes No Fainting Spells/Dizziness Yes No Irregular Heartbeat Yes No Sinus Trouble Yes No
Blood Disease Yes No Frequent Cough Yes No Kidney Problems Yes No Spina Bifida Yes No
Blood Transfusion Yes No FrequentDiarrhea Yes No Leukemia Yes No Stomach/Intestinal Disease Yes No
Breathing Problems Yes No Frequent Headaches Yes No Liver Disease Yes No Stroke Yes No
Bruise Easily Yes No Genital Herpes Yes No LowBlood Pressure Yes No Swelling of Limbs Yes No
Cancer Yes No Glaucoma Yes No Lung Disease Yes No [Thyroid Disease Yes No
Chemotherapy Yes No Hay Fever Yes No Mitral Valve Prolapse Yes No Tonsillitis Yes No
Chest Pains Yes No Heart Attack/Failure Yes No Osteoporosis Yes No Tuberculosis Yes No
Cold Sores/Fever Blisters Yes No Heart Murmur Yes No Pain inJaw Joints Yes No Tumors or Growths Yes No
Congenital Heart Disorder Yes No Heart Pacemaker Yes No Parathyroid Disease Yes No [Ulcers Yes No
Convulsions Yes No Heart Trouble/Disease Yes No Psychiatric Care Yes No Venereal Bisease Yes No
YellowJaundice Yes No
Haveyou ever had any serious illness notlisted above? Yes No If yes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my {or patient's) health. Itis my
responsibility »e inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:



David Oliver, DMD

Your Privacy Is Important to Us

Acknowledgement of Notice Privacy Policies

| hereby acknowledge that a copy of the office's Notice of Privacy Practice has been made available to
me. | have been given the opportunity to ask questions | may have regarding the Notice. | hereby
authorize, as indicated by my signature below, to use and to disclose my protected health information for
any necessary clinical, financial, and insurance purposes, as authorized in the Patient Consent form.

The following family members/friends have my permission to accompany the patient to his/her dental
appointments, and to disclose the patient's dental/medical protected health information:

1. Date Added Removed
2. Date Added Removed
3. Date Added Removed
4, Date Added Removed
5. Date Added Removed
| consent to receive text messages: Yes / No

Please check your preferred means of communication:
Can we leave message?

O You may contact me at home telephone number Yes/No

O You may contact me on my mobile number Yes / No

O You may contact me on my work telephone number Yes / No

QO Other Yes / No
Patient or Guardian Print Name Relationship to Patient
Patient or Guardian Signature Date

171 Sloan Road, Franklin NC 28734 828-349-1469 e-mail: info@drdavidoliverdmd.com



David Oliver DMD
General Dentistry
171 Sloan Road
Franklin, NC 28734
Phone (828) 349-1469 Fax (828) 369-2931
droliverdmd@aol.com

Release of Records Form

l, born on do here by

retroactively and presently release and waive any patient records which may include the following:

e All Dental Service occurring within the past 5 years

e Entire Dental Record

e Notations typed or handwritten

e Completed or proposed treatment plan

e Dental X-rays or any privileges afforded to by the state or federal law

To:

From:

The information for which | am authorizing disclosure of, will be used for continuance of dental
treatment. This release is binding the heirs, executors or any assignee. Witness my

signature on this day of

Patient Signature:

Witness:
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