TIME

1D

PATIENT REGISTRATION

Chart ID:

DATE "

First Name: Last Name: Middle Initial:
Patient Is: DPolicy Holder 7 [ JResponsible Party Preferred Name:r h
Responsible Party ( if sonmeone other than the patient }
First Name: East Name: Middle Initial:
e . Addmssz:...... e .
City, State, Zip: Pager:
Home Phone: Work Phone; Ext: Cellular;
Birth Date: Soc See: Drivers Lic: .
D Responsible Parly is also a Policy Holder for Patient [ ]Primary Insurance Policy Holder [J$econdary Insurance Policy Holder
Paticnt Information
Address: Address 2:
City:. “ State / Zip: Pager o
Home Phone: Work Phone: Ext: Cellular;
Sex: Ei}Maie [_Female Marital Status:[_|Married [ Single [} Divoreed [ ]Separated [] Widowed
Birth Date: Age: Soc Sec: Privers Lic:
E-mail: N [H would like to receive ;:orrés”pm.l.dences via e-mm;i".” .
Section 2 Section 3
Employment[7] pyll Time [ 1Part Time [ |Retired Pager #
Status: Cell phone #
Student Status:[_]Full Time [JPart Time credit card info
Medicaid 1D Pref, Dentist: Fax #
Family Doctor
Employer 1D; . Pref, Pharmacy: Previons Dentist
Care Credit #

Carrier ID;

Pref. Hyg:

Primary Insurance Information
Name of Insured:
Insured Soe. See:
Employer:
Address:
Address 2:

Cily, State, Zip:

Rem, Benefits:

Relationship to Insured:[_]Self

Insured Birth Date:

Ins., Company:
Address:
Address 2;
City, State, Zip: .
. Reu.i. D.Cdli.cli .

[ Ispouse [ JChild [ JOther

Seceondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer: |
Address:. |
Address 2: |
City, State, Zip:

Rem. Benefits:

Relationship to Insured:| ] Self

Insured Birth Date:

ins, Compa.ny:
Address;
Address 2;
City, State, Zip;

Rem. Deduct:

[)spouse [ Jchitd [ ]Other




Tmat Smies By Doclor B Data =7
Eaflesoft Medical History
Patientfame: Birth Date: Date Created:

Attt dentd persane! primardy trest the area in and around your moasth, yoor maoath s 2 part of your entire body, Health problems that yee may have, or medication that ye may ba
taking, ensdd have an impertant interrelationship with the dentistry you wilf ceceive. Thark you for anewering the fodostg questions.

e yoos under a physidan's care nos? ) ¥es Crhio Hyes | e ]
Have you ever been hosgitatzed or had a major operation? Ci¥es (il Hyes [ E
Have you ever had & serious head or ned ipary? Fives ) Ho Ifyes l E
Are you tekireg any medications, pls, o druge? e il tFyes [ ]
Bo your take, o have you taken, Phen fen or Reduc? Eives Mg IFyes l l
e oo an e Bt froodersny ot Ot Ot i | ]
Are you on a spedal dist? Tives o
Do yeas uee tohacm? Fyves Mo
Do yexd e controlied substances? ) ¥as ©1Ho Fyes

. iomen: Are you..,
T lPregnantfTrying io get pregnant? TMursing? ] Taking oral contraceptives?

| Are you allergic to any of the folowing?

[lasgirn [Jpericiin () Codeine [aayie |
Irtetal Ftatex ) suifa Drugs MLecal Anesthetios :
Other? ! 1f yes | |

Do you have, o have you had, any of the folowing?

AIDSHIY Positive yves YRo  Cortisone Medidna () fes (Mo  |Hemophiia (Crves (DrMo  jRadiation Treatments (i tes (Mo
Alzheimer's Disease ("s¥es CiMo |Diabetes () ¥es (iMo [Hepabtis A ©)Yes CIho  [RecentWeght Loss TIves Mo
Anaphylaxis iYes (htlo | Drug Addiction Ty¥es (GNo  [HepaliisBer C CyYes (Yo  |Renal Dislysis O ves Mo |
Anamia CiYes (Ot |EasiyWinded (yfes Tito |Herpes ()Yes ()Mo |Rheumatic Fever O)Yes OHo
Angina ) Yes {9Ho |Emphysema CiYes ("pto  |HghBlood Pressure Ti¥es ("JHe  |Rheumatism Ci¥es OiHo |
Artiwitis/Gout (CiYes (Mo |Eplepsy or Seinres T5fes (oMo |Hgh Cholesterdl )Yes (OINo  |ScarletFever Cives (I No
Artfidal Heart Valve ) Yes (yHo  |Excessve Bleedig Cives (Mo [Hvesor Rash Cives Cxto  |Shingles 'y ¥es yHo
Artfidal Jot CiYes (Mo  |Excesshve Thirst (r¥es (yHo  |Hypoglyoenia (I¥es (yHo  |Sidle Cel Disease CyYes ¢ Ho
Asthma i¥es (Mo jFantng SpelsfDizaness (O Yes (Oho  |Imeguisr Heartbeat (r¥es ©rHo  |Snwus Trouble rves CiHo
Blood Disease ) ¥es 3No  [Frequent Cough €)¥es TaMo  |Fadney Problems 1fes yMo  |Spina Bifida yves (OHe
Blood Transfusion yes Mo |FrequentDisrhea ("y¥es "iho  {tedkenia Cyfes C)Ho  ]StomachfIntestinal Disease (ves (G Mo
Breatting Problems ©ifes (Do |FrequentHeadaches ) fes Citle  jliver Disease (y¥es (OHo |Stoke Crves (rhe
Bruise Easly T1¥es e |GeritalHerpes FrYes Cytlo  |bowBlood Pressure Cives CiMo | Swelng of Limbs Crves (o
" Cancer “ives (OHo |Glaucoma Mi¥es it |bung Disease CiYes (Mo |ThyreidDisease CiYes ()l
Chemotheragy Tites (yNe  |HayFever YYes (Mo | Mitral Yalve Prolapse ClYes (OHa  |Tonsiitis "3¥es (MTHo
Chest Pairs y¥es CoHe  |HeartAttadfFature Crves DHo  |Ostesporosk ) ¥es (Mo |Tuberodosis CiYes (Mo
Cold SoresfFever Blisters  (Mi¥es (Mo  |HeartMurmur Ci¥es (D Ma  |PainkiJaw Joints ) ¥es (OHe  |Tumers or Grenths 31¥es (Mo
-Congenital Heart Disorder Ty Yes (T3Hp  {HeartPacemaker (yYes YMo  |Parathyrold Disease “ives Ol jlloers £11es (I Ho
Corpvdlsions Cyfes (e |Heart TroublaDisease (¥ea TiMo | PeydiatricCare Y¥es Citle  [Veneresl Disease ) ¥es (OHo
Yelow Jaondica OyYes (Mo
Have yous ever had any serous Bness not isted above? ) ves CiHo If yes |
Comments:

* To the best of my knesdedge, the questions on thia form have been acourately ansvered. | understand that providing incorvect information can be dangerous to my {or patients) health, tis my
responsibiity 1o nform the dental office of ary dhangas i medical stabis,

Signabare of Patient, Parent o Guardian:

X Date:




Snctes By Doctor &

Anthony DiCostanzo, DDS, PC
1123 Joliet Street

Dyer, IN 46311

Phone: 219-865-3303

Patient Name:

In an effort to provide you with flexible payment arrangements, we have expanded our payment policy.
PAYMENT ARRANGEMENTS ARE REQUESTED AT THE TIME OF YOUR VISIT
We now offer the following payment options:

____Payment by cash

___Payment by check

___Payment by credit card {we accept most major credit cards)

___Automatic monthly billing to your credit card

__Guarantee any amount not covered by insurance with your credit card
___Payment by Care Credit or Lending Club

___Other (Please specify your intentions)

Dental Insurance is a benefit and not a guarantee of payment. Patient is responsible for any and alf

treatment not covered or paid by your insurance,
I agree to pay any attorney fees, court costs and collection costs incurred by Dr. DiCostanzo in collection

and enforcement of the debt.

Please make your choice, sign below and return to office manager before treatment.

sign below
X

Date:




