TIME 11:33 AM

DATE 3/10/2022

PATIENT REGISTRATION

ID: Chart 1D:
First Name:

Patient Is:[_|Policy Holder ~ {_]Responsible Party

Responsible Party ( if someone other than the patient )

Last Name:

Preferred Name:

Middle Initial:

D Responsible Party is also a Policy Holder for Patient

I::l Primary Insurance Policy Holder

First Name: Last Name: Middle Initial:
Address: Add;éss 2:
City, State, Zii): ............. l:;agcr:
Home Phone: - Work Phone: Ext: Cellular: o
Birth Date: Soc Sec:

Drivers Lic:

[ "]Secondary Insurance Policy Holder

Patient Information

Status:

Student Status: [_|Full Time [|Part Time

Medicaid 1D: Pref. Dentist:
Employer 1D: Pref. Pharmacy:

Carrier 1D: Pref. Hvg:

Address: Address 2:
i - e e U . B e
e S g wor].(.;';,.ﬁ;.).ﬁc: ............ - - Dd : e
Sex: D Male : D ;e.r.nalé“ f.V.le;r.i.t.al. Status ] Maﬁied 3 [ Isingle i Di;f:orced [|Separated [ Twidowed -
Birth Date: Age: Soc Sec: Drivers Lic:
o S S [ wuﬁi& like ‘to. receiw; coﬁéspondcnces via e-mail.
...... Séciion 2 = Section 3
Employment[™] Ful| Time []Part Time [IRetired Referred By

Previous Dentist
Emergency Contact

Emergency Contact #

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:
City, State, Zip:
Rem. Benefits: Rem. Deduct:

[Ispouse [ _]Child

Relationship to Insured: ﬁSclf

D Other

Insured Birth Date:

Address:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Relationship to Insured: [Iself

" B Spouse [_|Child

E:} Other

Insured Blnh Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:




Time 11:34 AM

Patient Name:

Aynor Family Dental
Eaglesoft Medical History
Birth Date:

Date Created:

Date 3/10/2022

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
interrelationship

taking, could have an important

with the dentistry you will receive. Thank you for answering the following questions.

Ono

.-Signature of Patient, Parent or Guardian:

Are you under a physin‘anxs care now? ) Yes If yes E _ i
Have you ever been hospitaiized orhad amajor operation?  (Thves (DiNo If yes l i
Have you ever had a serious head or neck injury? Oves ONo If yes | I
Are you taking any medications, pills, or drugs? Oves ONo If yes { 1
Do you take, or have you taken, Phen-Fen or Redux? Oves Do 1f yes I ]
Have you ever tak_e;g Fosamax, Boniva, Actonel orany other (Dves (ONo 1f yes | !
medications containing bisphosphonates?
Are you on a special diet? Ofes (OMNo
Do you use tobacco? Oyes (ONo
Do youuse controiled substances? Oives ONo if yes £ |
‘Women: Arevw_.____
| Pregnant/Trying tnge't pregnant? [[nursing? UT&k‘zng aral contraceptives?
weyoadlogic oarporthe Sllowia? e ois i e s s
DAspim DPemuiim DCodeine DAcryli(
[Metal [Jtatex []suifaDrugs [[]Locai Anesthetics
Other? O 1f yes E i
Domm WMWMM mynrnﬁ;e ....... = - S
| AIDS/HIV Positive Oives O Mo |CortisoneMedidne Oves (ONo  |Hemophilia (Oves (Ono  |Radiation Treatments Oves ONo
Rlzheimer's Disease OYes (ONo |Diabetss (OvYes (ONo |Hepatitis A Oives ((UJMo  |RecentWeightLoss Oves ONa
| Anaphylais Cives (ONo | Drug Addiction (Cives (ONo  |HepatitisSorC (ives (CiNo  |RenaiDialysis Cives One
' Anemia (Cives (ONe  |Easily Winded (Oves (ONo  |Herpes (Oves ()Mo |Rheumatic Fever Oves ONo
Angma O ves (ONo |Emphysema (Oves (ONe |HighBlood Pressue (Oves {ONo  |Rheumatism Oves ONe
;A;thﬂﬁs{m (OYes (ONo | Epilepsy or Seizures Oves (ONo  |High Cholesterd! Oves {ONo  |Scarlet Fever Oves One
Artificial HeartValve (OYes (CiNo |ExcessiveBleading (O Yes (ONo |HivesorRash (OvYes (Mo |Shingles Oyes (UNo
| Artificial Joint (Oves (Mo |ExcessiveThirst Oives (Mo |Hypoglycemia (Oves (OMo | SickieCell Dissase Oives (No
asthma (Otes (ONo |Fainting Spells/Dizmness (D Yes OMo Irregular Heartbeat Oives ONo Sinus Troubie Oves ONo
. Blood Disease (O ves (ONo  |Frequent Cough (O ves (ONo  |Kidney Problems Oves ONe | SpinaBifida Oves Oho
Blood Transfusion Cives (ONo |Frequent Diarrhea OvYes ONo  |Levkemia (C)Yes (ONo  |Stomach/Intestinal Disesse (Oves (ONo
Breathing Problems Cives (ONo  |Frequent Headaches (Cives (Mo |LiverDisease (Oves (Mo | Stroke Cives (Mo
Bruise Easily (ives (ONo  |Genital Herpes (vYes (OMo |LowBlood Pressure {¥es (Mo | Swelling ofLimbs Oives ONo
Cancer OYes Ohio Glaucoma (O ves (ONe |LungDisease (ves (ONo | Thyroid Disease OvYes ONo
Chemotherapy Oives ONo | Hay Fever Oves (ONo | Mitral vaive Prolapse Oves ONo | Tonsillis Oves Oio
Chest Pains Cives (ONo  |Heart Attack/Failure (OYes (ONo |Osteoporcsis (Oves (ONo |Tuberculosis Oives OiNo
gc‘,,dsmﬁ,;“ﬂm (Oites (ONo  |Heart Murmur )ves (ONo  |Pain inlaw Joints (Oves (ONo | Tumors or Growths O¥es ONo
Congenita Heart Disorder  (()¥es (OMNo  |Heart Pacemaker (Oves (ONo | Parathyroid Disease O ves (ONo  |Ulcers O ves Ono
Convulsions OvYes (ONo |HeartTrouble/Disesse  (Oves (Mo | PsychiatricCare (ves (OMo |venerealDisease Ovyes ONo
Yellow Jaundice Oves ONo
Have you ever had any serious iliness not listed above? Oves ONo 1fyes | I
|
\
|
To the best of my knowledge, the questions on this form have been ac.uxateiv answered. Tunderstand that providing incorrect information can be dangerous to my (or patient's) health. Ttis my
 responsibility to inform the dental office of any changes in medical status.




Aynor Family Dental
400 8™ Ave Ext.
Aynor, SC 29511

Welcome to Aynor Family Dental. We know that choosing a dentist is a big decision and we
are glad you have chosen our office. Our goal is to provide quality dental care in a comfortable and
relaxing atmosphere. We offer the latest technology and try to recommend the best possible treatment
options for you and your family at all times.

We are not an in network provider, but as a courtesy we do file your insurance for you. We will
try to provide you with the best insurance estimate possible, but your insurance company may not
always give us an accurate estimation of what will be paid. Because insurance companies do not
always pay for the best dental treatment; all procedures that are recommended may not be covered.

IT IS ULTIMATELY YOUR RESPONSIBILITY TO PAY FOR ANY PROVIDED TREATMENT
NOT PAID FOR BY YOUR INSURANCE COMPANY.

If you do not have dental insurance coverage we kindly ask that your account be paid in full at
time services are rendered.

We do have financial assistance available, so please ask someone at the front desk if you are
interested in assistance or have any questions.

Again, we thank you for choosing our office for your dental care and if there is anything that we can do
to make your visit more pleasant please let us know.

Thank you,
Dr. Joshua Hardwick, DMD
I have read and understand the Welcome Letter, the Consent Form, and Office Policies included

in my new patient packet. I am aware that I may obtain copies at anytime by request.

Patient Name (Please Print):

Guardian Name (Please Print):

Patient/ Guardian Signature:

Date:




Aynor Family Dental
400 8" Ave Ext.
Aynor, SC 29511

Office Policies:

1.) Patients who miss multiple appointments without a 48 hour notice will be
dismissed as patients from Aynor Family Dental.

2.) Patients who miss appointments without a 48 hour notice will be subject to a
$50.00 missed appointment fee.

3.) A 7.5% finance charge will be added to past due accounts.
4.) Unpaid accounts can lead to your debt being turned over to the Horry County

Magistrate or the Collection agency, and dismissal as a patient of Aynor Family
Dental.

Patient Name:

Guardian Name:

Signature: Date:




Joshua Hardwick, DMD
CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

PATIENT:

Name:

Address:

Telephone:

PLEASE READ THE FOLLOWING CAREFULLY:

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to
carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide to sign this
consent. Our Notice of Privacy Practices provides a description of our treatment, payment activities, healthcare operations,
the use and disclosure we may make of your protected health information, and of other important matters about your
protected health information. A copy of our Notice of Privacy Practices is available at the front desk. We encourage you to
read over it carefully and completely before signing this consent.

We reserve the right to change our policy practices as described in our Notice of Privacy Practices. If we change our privacy
practices we will issue a revised Notice of Privacy Practices which will contain the changes. Those changes may apply to
any of your protected health information we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of your notice at any time by contacting:
Aynor Family Dental
400 8™ Ave.
Aynor, SC 29511

Right to Revoke: You have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the contact person listed above. Please understand that the revocation of this Consent WILL NOT affect any
action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to
continue to treat you if you revoke this consent.

I, have had full opportunity to read and consider the contents of this Consent
(Patient/ Representative)

form and Notice of Privacy Practices. I understand that by signing below. I am giving consent to your use and disclosure of

my protected health information to carry out treatment, payment activities, and healthcare operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, please complete the following:

Personal Representative's Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
A COPY OF THIS COMPLETED CONSENT IS TO BE INCLUDED IN THE PATIENT'S CHART




