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Thank you for tj*us;,mg us with your dental-care.

- ‘We promise to'do our best to provide you with

b éhgfnpe; care avm,lﬂérie vI? yauifza?.? any « ¢

‘' questions ﬁlétﬁé do rmt }ws":itas:: to call us:
TO OUR Patient # : ;

PRACTICE SS # ]
Date
PATIENE INFORMATION, 1123353053500 sidibanspawnarrerzosaneooy 0,

Marme ____ Birthdate Home Phone (.}
Address =i City State Zip
Sex (1M [1F [ Married [ Widowed [ Single [ Minor

[ Separated [ Divorced [ | Partheredfor __ years
E-mail . ) Cell Phone #1 ( ) CellPhone #2(_ )
Employer/School Employer/School Phone | )
Employer/School Address Gity State Zip
Spouse or Parents Name Employer Work Phone ( )
Whom may we thank for referring you?
Person to contact in case of emergerncy Phone { )
HRESPONSIBLE BARTN + s oisdsrddntaindgidbivenean i s it iels
Name of Person
Responsible for this Account — _ Relation to Patient
Address S __ Home Phone { )
Driver's License # _ Birthdate Bank o
Employer Work Phone ( ) - =
Currently a patient in cur office? [|¥as [ MNo E-mail = . Cell Phone { Y
- INSURANCE INFORMATION © 55 c 00 fiiiiiiiiiocieeiiesortoniiinsz,
Name of Insured — — Relation to Patient
Birthdats _ Social Security # Date Employed
Employer WorkPhone () i
Employer Address City __ State Zip P
Insurance Company Group # Union or Local #
Address City State Zip
How much is vour deductible? _ How much have you used? Max. Annual Benefit
. ADDITIONAL INSURANCE - $aee PLUSB G esssrerers et s taeen s
Name of Insured L. ) Relation to Patiend o B
Birthdate __ Social Security # e _ Date Employed
Employer = — - Work Phone { ) -
Employer Address _ City State __Ip
Insurance Company __ Group # i Unionor Local #
Address City i State Zip
How much is vour deductible? How much have you used? __ Max. Annual Benefit

[Vers.D2335504) #20588 - @ 2004 Medical Arts Prass™ 1-800-328-2173



Tme 317 PW James H. VWells, D.D.S., P.A Dete 3/21/2017
Eaglesoft Medical History(Copy)(Copy)(Copy)(Copy)
Patient Name: Bith Date: Date Created:

Although dental personnel prirmanly treat the area in and around your mouth, your mouth is 3 part of your entire body. Heatth problems that you may have, or medication

Dantal History
Former Dentiist 21 Yas (0 Mo If vac | |
Date of Last Visic ] IFyas | |
Date of las dental xrays I If ves | |
Arg you under a physcian's care now? ) Yoo 1 Mo If wac | |
Have you ever been hospitalized or had a major ) Yes (0 No If was | |
opergtion?
Do you take, or have you taken, Phern-Fen or Redux? ) Yes () No If yas | |
Have you ever taken Fosamax, Bonive, Actonel or i Yes ) Mo If ves | |
any other medications containing bisphosphonates?
Are you on a special diet? @1 Yas 0 Mo
Have you used or currently using tobacco products? @ Yes (& No If yas | |
If so, how long and how much?
Are you pregnant or nursing? 1 Yes 70 Mo
Are you taking in Medications? ) Yes (0 No If yas | |
Do yau have any additional allergies ether than @ Yes & Mo If was | |

listed below?

Are you allergic to any of the folowing?

[T aepirin [T Penicillin [Tl codeine 1 acrylic
[T Metal 7] Latex I Sulfa Drugs "I Lacal Anesthetics
Do you have, or have you had, any of the fallowing?
AIDS/HIV Positive ) Yes ) Mo | Cortisone Medicine 1 Yes (O No | Hemaphilia ) Yes (0 No | Radiation Treatments () Yes () No
Alzheimer's Diceage (7 Yes () Mo | Diabetes "1 Yes I No | Hepatitis A 1 Yes (T Mo | Recent Weight Loss »
Anaphylaxis 0/ ¥es (2 No | Drug Addiction 1Yes (N0 | Hepatitis B or C 1 ¥es Mo | Rheumnatism
Anemia ) Yes Mo |Herpes ) Yes (0 No | Rheumatic Fever ) Yes U Me | Angina
Emphysema (0 Yes () Mo | High Blood Pressure () Yes ) No | Arthritis/Gout (0 Yes (Mo | Epilepsy or Seizures
High Cholesterdl ) Yes (0 Mo | Scarlet Fever L s (I Mo | Artificial Heart Valve @) YES ©NO | Excessive Bleeding
Hives ar Rash 0 Yes {0 Mo | Shingles Mo | artificial Joint ) Yes Mo | Excessive Thirst
Hypoglycemia ) Yes (T Mo | Asthma Fainting Spells/Dizzness () Yes © Mo | Irregular Heartbeat
Sinus Trouble ) Yes (O Mo | Blood Disease Fraquant Cough ) Yes (D No | Kidney Problams
Blood Transfusion ) Yes (2 Mo | Stomach/Intestinal Disease Breathing Problems ) Yas VU No | Frequent Headaches
Liver Disease © Yes T Mg | Stroke Bruise Easily ) Yes (Mo | Genital Herpes
Low Blood Pressure (0 Yes D Me | swelling of Limbs Ccancer ) Yes (Mo | Glaucoma
Lung Disease ) Yes (0 Mo | Thyroid Disease Chemotherapy 0 Yes (D1 MNo | Hay Fever
Mitral Valve Prolapse ) Yes &) Me | Tansillitis Chest Pains ) Yes ()Mo | Heart Attack/Failure
Osteoporosis T Yes (21 Mo | Tuberculosis Cold Sormes/Fever Bisters (0 Yes (N0 | Heart Murmur
Pain in Jaw Joirts ) Yes i) Mo | Congenital Heart Disorder Heart Pacemaker ) Yes (D)Mo | Parathyroid Disease
ulcers ) Yes 2 Mo | Canvulsions Heart Trouble/Disease () Yes Mo | Psychiatric Care
Venereal Disease 1 Yes () No | Headaches Asthma 0 Yes (UM | Rash/ Hives
Back Problems ) Yes (0 Mo | Circulztory Problems Respiratory Disease (0 Yas (0 Mo | Tuberculosis ) Yes @) No
Hernia Repair & Yes © No
Do you have any histary of sleep aphea? ) Yes & Mo If ves | |
Have you ever worn 2 CPAP Machine or been told 0 Yas (2 No If vas | |
that you need ane?
Have you ever had any illness net listed? O yes O Mo If wes | |

Comments:

To the best of my knowledge, the guestions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my (or
patient's) hezlth. I is my responsibiity to inform the dental office of any changes in medicl status.

Signature of Patiznt, Parert or Guardian:

X Date:



James H. Wells, D.D.S., P.A.

Practice Financial Policy
08/18/2020

We would like to welcome you to our practice. With all the changes and different
dental care coverage options, we ask that you take the time to read and sign our
financial policy form. Please do not hesitate to bring any questions or concerns to our
attention so that we can better serve you.

OQUR POLICY: Payment in full is expected for your estimated portion at the time
of your visit. Any charges over 90 days will accrue an interest fee of 18% APR.

OFFICE PROCEDURES: Wwhile we will file your insurance for all services

provided, you are responsible for the amount your insurance will not cover. We will
estimate what percentage your insurance should pay for the services rendered.

PLEASE NOTE: Your insurance coverage is an agreement between you and your
insurance company. The balance on your account is ultimately your responsibility.
While we strive to maintain our charges to remain fair and within normal limits with
other practices in the area, sometimes insurance companies will state charges are
“beyond reasonable and customary charges™ in this area. Again, you are responsible for
the balance. We request a 24 hour notice for cancelled appointments or you will be

charged.

PATIENT AGREEMENT:

I, , have read and understand the financial policy
for James H. Wells, D.D.S., P.A. I agree to pay the required amount at the time service
is rendered in the office. I understand that I will receive a statement of my account
balance that may or may not reflect charges not covered by my insurance company. [
accept full responsibility for any balances owed on my account. In the event of default
of my account, I agree to pay all collection fees as allowed by law to collect any monies
owed. [ agree that this information can be released to any agency for collections.

Signature of Responsible Party

Date




Notice of Privacy Practices Acknowledgement
James H. Wells, D.D.S., P.A.
1284 Newsome Street
Mt. Airy, NC 27030

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), |
have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to:

o Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be invalved in that treatment directly and indirectly

o Obtain payment from third-party payers

o Conduct normal healthcare operations such as quality assessments and physician
certifications

| acknowledge that | have received your Nofice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that |
may contact this organization at any time at the address ahove to obtain a current copy of the
Notice of Privacy Practices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are
not required to agree to my requested restrictions, but if you do agree then you are bound to
abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

nnnnnnnnnnnn FrhhrbeckAoioiok * ke Aok hekeke

Information regarding the above named patient including diagnosis, records, examination
and treatment rendered can be released to the following people:

Billing, claims, and account information can be released to the following people:

nnnnnnnnnnnnnnnnnn LR FehAririnihokok Aririokoinhokok Fedededcieicohoiok dekedeok

Office Use Only

| attempted to obtain the patient’'s signature in acknowledgement on this Notice of Privacy
Practices Acknowledgement, but was unable to do so as documented below:

Date Initials Reason




