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Date
Patient’s Name Nickname
Address
City State Zip
Social Security Number Date of Birth
Home Phone Work Phone + Extension Cell Phone
E-Mail Address
Who can we thank for referring you?
INSURANCE

Name of Person Responsible for Account if Different Than You
Relationship to Patient Birthdate SS#

Insurance Company Phone#

Address



Contact for Emergency:

Name Relationship

Home Phone Work Phone + Extension Cell Phone

Dental Health History

Date of Last Exam Dental X-rays

Former Dentist Phone Number

Are your teeth sensitive to: (check all that appty) Cold Hot Sweets Biting Pressure

Do your gums bleed when brushing? Yes No

Is there any unusual swelling in your mouth? Yes No

Have you at any time in your life worn braces? Yes No

Do you or have you ever had periodontal disease? Yes No

1 hereby authorize payment directly to Dr. Russell Boyd, DMD, PC for all insurance benefits otherwise payable to me for services

rendered. | understand that I am financially responsible for all charges, whether or not paid by the insurance, and for all services
rendered on my behalf or my dependents. | authorize the above doctor, provider, or any supplier of services in this office to
release the information required to secure the payment of benefits. | authorize the use of this signature on all insurance
submissions.

Signature of Responsible Party Date

Revised 6/16



Tmme 11:05 AM Russefi L. Boyd, OMD, PC
Eaglesoft Medical History(Updated)

Birth Date:

Date 7/21/2017

Patient Name: Date Created:

Although dental personnel primardy treat the area in and around your mouth, your mouth is a part of your entre body, Health problams that you may have, or medication that you may be
takng, coudd have an mportant interrelatonshp with the dentistry you wil receive. Thank you for answering the follovang questions.

Are you under a physigan's care now? ' Yes : iNo If yes | .
Have you ever been hospitaized or had a major operation? i Yes iNo Ifyes | a J
Have you ever had a serious head or neck injry? T Yes ‘No If yes [
Are you taking any medications, p3s, of drugs? TiYes T No If yes |
Do you take, or have you taken, Phen-Fen or Redux? ‘i¥es i No 1f yes f JV
Have you ever taken Fosamax, Boniva, Actonel or any other © Yes - ' No If yes ’ i
medcatons containng xsphosphonates? ) ’ - - - - '
Are you on a specal det? Yes N
Do you use tobacco? i :Yes . ;No
\Women: Are you...
. lPregnant/Tryng to get pregnant? CJraureng? {_iTaking oral contracepbves?
Are you 2lergic to any of the folowing?
e {IPenictin [_iCodene { JAoyic
Tinetal {Juatex " }5ufa Drugs {JLocal Anesthetics
Do you use controlied substances? “Yes _iNo 1f yes [
Other? l tfyes | i
Do you have, or have you had, any of the folowng?
AIDS/HEV Positive “7Yes i 'No |Cortiscne Medicne iYes 'No |Hemophia -iYes yNo |Radation Treatments :Yes iiNo
Alzhemer's Disease “‘Yes iNo |Dwbetes _'Yes - No |Hepatitis A ;Yes - _:No |Anaphylaxs *Yes _'No
Drug Addiction Yes " :No |HepabbsBorC iYes [iNo |RenalDialyss ‘:Yes 'No |Anemid *Yes “No
Easly Winded 1Yes )No |Rheumatic Fever Yes No |Angna 'Yes "‘No |Emohysema “iYes :No
Hgh Elood Pressure 'Yes ‘iNo |Arthribs/Gout ..iYes :No |Eplepsy or Seizures :iYes ;No |Hgh Cholesterol 'Yes 'No
Artfical Heart Valve Zifes (No |Excessive Bieedng iYes {*No |Shngles 1¥es iNo ]Aruficdal Joint 1Yes Mo
Hypoglycemia “:Yes 'No | Sidde CelDisease "Yes +No |Asthma iYes (yNo |FantngSpelsuzness . Yes - No
Iirequiar Heartbeat iYes “iNo |SnusTrouble " Yes _‘No |Blood Disease sYes [iNo |Kcdney Problems *Yes Mo
Elood Transfuson Yes INo |leukemia Yes ":No |StomachfIntestnalDisease . :Yes ."'No |BreathngProblems Yes . No
Liver Disease . Yes ‘_iNo |Stoke Yes ':No |BnuseEasly “iYes {"No |LowBloodPressure “Yes _ MNo
Sweling of Limbs .Yes No |Cancer -Yes No |Glaucoma +¥es iNo |lung[nsease -Yes iNo
Thyroid Disease “iYes “iNo |Chemotherapy “:Yes i No |Mtral valve Prolapse _iYes ‘D No |ChestPans “:Yes - :No
Heart AttackFature ‘iYes ['No ]Osteoporosis 3Yes 'No |Tuberadosis “IY¥es “1No |ColdSores/FeverBisters < Yes © /No
Heart Murmur _iYes ‘'No |Panin law Jonts _iY¥es iNo |Tumers or Growths -Yes '_}No |CongenitaiHeartDsorder Yes . No
Heart Pacemaker 'Yes . No |Parathyrcd Disease 'Yes iNo |Ucers iYes ‘Ko |HeartTrouble/Disease i Yes TiNe
Psychuatric Care Yes No
Have you ever had any serious iness not ksted above? 1Yes © :No If yes f i

Comments:

To the best of my knowledge, the questions on this form have been acarately answered. Iunderstand that providng mcorrect mformation can be dangerous to my (or patent's) heaith. Itismy
respansbity to mform the dental office of any changes in medical status.

S:gnature of Patient, Parent or Guardian:

Date:
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Please read and sign this statement before we agree to accept assignment directly from your
insurance company. This avoids any misunderstanding and facilitates processing of your
insurance claim. If you have any questions, please ask us.

Thank you.

[ understand and agree that I am responsible for the payment of all treatment fees on my account
if my insurance company fails to make payment within 90 days, I will be responsible for the full
amount owed to Dr. Russell L. Boyd, D.M.D.

As a courtesy we will try to verify your benefits by phone and estimate the amount not paid by
the insurance company. We cannot be responsible for exact verbal verification. Therefore |
understand and agree that I am responsible for the amount not paid by the insurance company.

I understand that after the insurance company pays Dr. Russell L Boyd, D.M.D. there could be a
balance remaining, for which I am responsible.

I understand and agree that if upon payment by the insurance company, there is a remaining
balance I am responsible for the amount in full at that time.

Date

Signature of Responsible Party

Russell L. Boyd, D.M.D., P.C.
Lake Ridge 400 Office Park
7000 Peachtree Dunwoody Road - Building 2 - Suite 100 - Atlanta, GA 30066

770-351-9222 - E-mail: info@boydfamilydentistry.com



Acknowledge of Receipt of Notice of Privacy Practices

-
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NORTHM/SPRINGS

Russell L. Boyd, D.M.D., P.C.

*You May Refuse to Sign This Acknowledgement*
| have received a copy of this office’s Notice of Privacy Practices.

Print name:

Signhature:

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:

L] Individual refused to sign

[J communication barriers prohibited obtaining the acknowledgement

] An emergency 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 HIPPA, 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 HIPPA compliance, the HITECH Act, and the U.5. Department of Health and Human Services rules and regulations.

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