
Secondary Insurance Information 

Name of Insured: 

Insured Soc. Sec: 

Employer: 

• ' Relationship to Insured:0 Self 

Insured 9iith Date: 

Ins. Company: •___•_ _ 

❑Spouse ❑Child ❑Other 

Address: 

Address 2: 

City, State, Zip: 

Rem. Benefits: 	 Rem. Deduct: _ .." 

Address: 

Address 2: 

City; State, Zip: 

Primary Insurance Information 

Name of Insured: 

Insured Soc. Sec: 

Employer: 

Address: ...- 
Address _ — 

City, State, Zip: 

Rem. Benefits: 

  
  

  

  
 

Relationship to Insured: 0 Self 	❑Spouse 	 [Other 

  

Insured Birth Date: 
. 	. 	- 

•at. Company: 

  

  
  

  

  
 

Address: 

•Address 2: 

City! State, tip: --- 

  

 

Rec:. Deduct: 

 

  

EMERGENCY CONTACT 
EMERGENCY NUMBER 

• 
•:11Yrd 09:35 AM 	 DATE 1029/2019 
• PATIENT REGISTRATION  

• 

	

ID: 	 Chart ID: 

	

First Name: 	 Last Name: .  .. 	_ 	. 
Patient Is: ❑ Policy Holder ['Responsible Party 	Preferred Name: 

Responsible Party ( if someone other than the patient ) 	  

Middle Initial: 

First Nam= 	 Last Name: 	- 	 Middle Initial: _ .—___ 
Address: 	 Address 2: _.• 	 _— 

City, State, Zip: 	 Pager: 

Home Phone: 	 Work Phone: 	 Ext: 	 Cellular: 
Birth Date: 	 Soc Sec: 	 Drivers Lic: 

['Responsible Party is also a Policy Holder for Patient 	El Primary Insurance Policy .Holder 	 ❑ Secondary Insurance Policy Holder 

Patient Information 

Address: 

City: 

Address 2: 

State / Zip: 
	

Pager: 

	

Home Phone: 	 Work PhonC: 	 Ext: 	 Cellular: ___ _. 
Sex 0 Male 	°Female 	 Marital Status: °Married °Single 	°Divorced °Separated °Widowed 

	

Birth Date: 	 Age: 	 Soc Sec: 	 Drivers Lic: __•_ _ 	 — 

	

E•mail: 	 ❑ I would like to receive correspondences via e•mail. 

Section 2 	 Section 3 

ErnPlornent0 Full Time 	❑ Part Time 	❑Retired 
Status: 

Student Status: Fun Time 	0 Part Time 

Medicaid ID: 	 Pref. Dentist: 

Employer ID:. 	 Pref. Pharmacy: 

Carrier ID: 
	

Pref. Hyg: 



yes 8 No 

Oyes Orb 
O Yes Orb 
Oyes 0140 

yes No 

0 Yes 0 No 

e) Yes 0 No 

°Yes ON* 

If yes 

lives  ' •  
If yes I 	.  
Ryes I. 	. 
If yes 

If yes I 

En 'lasing? 

El Codeine 

M Sulfa Dr.gs 

Trae 9:39 AM 
	

&lard Dental 
	

Data 10/29/2019 
Eaglesoft Medical History 

Patent Name: 
	

airth Date: 
	

Date Created: 

Arthcuch dental perscmd cerriarfy treat tie area SI and around vow mouth, you. mouth ti a part of rots entire body. Health problems that you may have, or alecication that you may be taking, cl 
- 	. - 	 • 

Are you under a physician's tare now? 	 b' Yes ONo 	If yes r 	- • f...t 

Have you ever been hospitalized cubed a =lot operation? 

Have you ever had a serious head or neck lrilury? 

Areyou taking any medications, pills, ordrugs? 

Do you take. or have you taken. Ph en-Fen orRe dux? 

Have you ever taken Fos arca; Contra, Actond or any other 
medications containing bls p ho s pho rises? 

Are you on a special diet? 

Do you use tobacco? 

Do you use controlled substances? 

• - • _ 

Wort:err Are you... 
Inicegnant/Trying to g et pregnand .  

i 	• 

Are you allergic to any of the folowng? 
• — - - ElAspirki 

Other? 
	

If yes 

• AIDVHN Positive 	yes ONo Cortisone Media.* O Yes O lb Hemophilia 

Alzheimer's Disease yes Orb Diabetes Yes O rb Hepatitis A 

!Anaphylaxis eyes 6 No Drug Addiction O Yes ON* Hepatitis dor C 

!Anemia e Yes O rb Easily Winded Yes ON* Herpes 

• Angina eyes em Emphysema O Yeti O rb High Wood Presitre 

'Arthritis/Gat 0 yes ONo Epilepsy orSeizures 0 Yes etz High Cholesterol 

iArttfidalHeartValve OYes ONO Eic es slve Bleedn; °Yes Orb Hives or Rash 	• 

lAroficial lett 0 Yes ONo Exces sly eThirst Yes ate. HYPtiChIsIne. 

( Asthma ayes Orb Fainting SOensiDatnem e) Yes Orb Irreg isia:Heartb eat 

.Blood Disease e) Yes Orb Frequent Cough O Yes oho Kidney Problems 

Blood Transfusion ()Yes Otis Frequent Diarrhea O Yes O rb Leukemia 

breathing Problems Oyes Orb Frequent Headaches Yes O rb UverDlsease 

Cruise 434 0 Yes 0143 Genital Herpes Yes 0 No Low Blood Pres sire 

Cancer Oyes alb Glaucoma, O Yes O rb Lung Disease 

•Chemotherapy 0 Yes 	No Hey Fever eyes 014 Mitral Valve Prolapse 

; chest Pains 0 Yes ONo Heartrkttack/Failiut O Yes 0 lb Osteoperosis 	. 

!Cold Sores/Fever Bti smrs 0 Yes Orb Heart Murmur °Yes e tia Pain In Jawloints 

Congenital Heart Discrder OYes Orb Heart Pacemaker Yes O rb ParathyrOld Cisme 

n• Co vulskrei eyes Orb HeartTrouble/DIsisie Q Yes O rb Psychiatric Care 

^ - 1  

• -- 	%.•1 	• 	. 	• - - I 	I  

• 

• 

a. 

•••• • 

.1 

I 	I  

!gracing oral contraceptives? 

Epicrylic 

LocalAnesthetics 

. 	I 

I 

i  
. '.• I . ; 

°Yee et42 

YeS Orb 

Yes Orb 

e) Yes O No 

Oyes O No 

ei Yes el No 

e) Yes eNo 
yes e!) No 

) Yes e) No 

0 Yes e) No 

0 Yes Orb 
(..) Yes el No 

°Yes O  No 

Yes Orb 
0 Yes O No 

0 Yes Orb 
0 Yes Orb 

°Yes Orb 

Yes e) No 

onT;estreents 

Recent Weight Loss 

Renal Dialysis 

Rheumatic Fever 

Rheumatism 

Scarlet Fever 

Shingles 

ckle Cell Disease 

SnusTrouble 

Solna Bifida 

ornacharstestinal Disease 

Stroke 

Swelling of Urnbs 

Thyroid Disease 

Tonsllros 

Tuberculosis 

Tumors or Growths 

Ulcers 

Venereal Dis ease 

Yellowlaundice 

O Yes 

O Yes 

e) Yes 

O Yes 

ev.Fs 
O Yes 

Yes 

Yes 

O Yes 

O Yes 

O Yes 

0 Yes 

et Yes 

Q Yes 

O Yes 

O Yes 

()Yes 

O Yes 

O Yes 

O Yes 

O ra 
O rb 

O rb 

Orb 

O rb 

O rb 

O rb 
Orb 
O rb 

ens 
Orb 
0 No 

0 No 

Orb 
Om* 
ONO 
Orb 

ONO 

Orb 

Orb 

i 

_ 

Lat 

! Do You have, or have you talLriPht!! rap:tiro  

Haveyou vrer had any serious Vines: nottsted above? 	o yes eh* 	If yes 0•. 	 I 
• - • - . • • 	- • • - • _ • - • ..._ • 	1- 	- • 	- 	- • _ - • 

Carrent= .  

• • 	 -• 	•-- 	 .• ...• 
. To the best of my knew-kr:ix, the euestans on this form have been aosrately answered. I understarcl that grovicfng Vex sect hfonviation can be dangerous to my (or patients) health.:,:t is my I romnsbrity to inform the dental offios of any changes in meda: status. 

(Serialize of Patient. Parent or Guardan: 	- - 

X 

   

Date: 	  

     

     



is IMAM DENTAL  

FAMILY 

PrDIATPICS 

OarfiODONTICS 

Blake M. Bullard, D.D.S., P.L.L.C. 
5008 W. University Blvd. 

Durant, OK 74701 
(580) 931-3366. 

Financial and HIPAA Privacy Policy 

Thank you for choosing Bullard Dental. Our mission is to deliver the best and most comprehensive 
dental care available. An important part of that mission is making the cost of optimal care as easy and 
manageable for our patients as possible by offering several payment options. 
Payment options:  

You can choose from: 
• Cash, Check, Visa, Mastercard and Discover 
• No interest payment plans from Care Credit. 

Please note:  
Bullard Dental requires payment prior to the completion of your treatment. If you choose to 
discontinue care before treatment is complete, your refund will be determined upon review of your 
case. 

For plans requiring more than 2 appointments, alternative pAyment arrangements may be provided. 

For patients with dental insurance, we are happy to work with your carrier to maximize your benefits, 
however, you will be responsible for your deductible and your portion of treatment the day of service. 

Bullard Dental charges a $25.00 fee for returned checks. 

If you have any questions, please do not hesitate to ask. We are here to help you get the dental 
treatment you want and need. 

Please note this office will hold balances up to 60 days. At this time, if no other arrangements have 
been made, balance will be assigni:d to a collection agency and/or collection attorney. 

I have read and understand the financial policy and the copy of the HIPPA privacy policy that was 
provided by Bullard Dental. 

Signature: 	 Date: 



1131 MAUD DENTAL  

gimm r 
PEDIATRICS 

ORTHODONTICS 

Blake M. Bullard, D.D.S., P.LLC. 
5008 W. University Blvd. 

Durant, OK 74701 
(580) 931-3366 

Assignment Consent: 

Do you have insurance that may cover any part of our professional services? 	yes 	no 

If yes: name of primary employer 	 insurance company 	  

Policy or group number 	 member ID 	  

Members' social security number 	 birthdate 	  

I hereby authorize payment directly to the above named dentist of the group insurance benefits 
otherwise payable to me. 

Information release: 

I consent for Bullard Dental to share my personal information with the following: 

Name: 	  

I hereby authorize that I have read and understand the assignment consent and information release. 

Signature 	 Date 



BLAKE BULLARD DDS 
5008 West University Boulevard 

Durant, Oklahoma 74701 
580-931-3366 

Patient Name: 

 

Date: 

 

  
  

• I have been offered and/or received a copy of the currently effective Notice of 
Privacy Practices for Dr. Blake Bullard DDS. 

• I may refuse to sign. 
• Expiration: 3 years from initial signature; insurance change; patient reaches age of 

18. 

• I understand that I may request a copy. of the privacy policies at any time. 
• I understand that my PHI (Protected Health Information) can and will be used for 

purposes of treatment and for payment from both myself and/or third party. 

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR 
DENTAL INFORMATION: 

Name: 	 Relationship: 	Phone 	 

Name: 	 Relationship: 	Phone 	 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY 
DENTAL APPOINTMENTS, TREATMENT & BILLING INFORMATION 
AND INFORMATION ABOUT MY DENTAL HEALTH VIA: 

O Message on: 0 Home Phone 0 Cell Phone 0 Work Phone 
O Email 
O U. S. Mail / Postcard 
O Any of the above 

Please print  your name 	 Please sign ,  your name 

❑ Patient ❑ Parent ❑ Guardian Other: 	  
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