Georgetown Smile
4400 MacArthur Blvd. NW, Suite 200
Washington, DC 20007
p. (202) 333-0003

l f. (202) 333-0998

Patient Registrati
First Name: _ ______LastName: . Middle Int.: _
Address:
City, State, Zip
Cell Phone#: - Work #: Home#:
Date of Birth: Social Security #:
E-Mail:
Insurance(s)

Primary Insurance Company:

Police Holder’s Name:

Relation to Policy holder: (Choose one below)

Policy Holdet’s Date of Birth:

_[1Self []Spouse []Child Subscriber [D#
Secondary Insurance Company: Policy Holder’s Name:
Relation to Policy holder: (Choose one below) Policy Holder’s Date of Birth:
_[]Self []Spouse []Child Subscriber ID#

*please provided ins. card(s) to the administrator if one if available*

- Insurance

Office Polici

o Asacourtesy, we will submit claims to your insurance on your behalf. You are responsible for
paying deductibles, co-pay, and/or co-insurance, at the time of service.

-  Broken/Late Appointments

o Failing to cancel or reschedule your reserved appointment within 24hrs will resultin a

$50.00 cancellation fee.

o Ifyou are going to be more than 15mins late for your appointment, please contact us ASAP to
allow the office to accommodate. If we are unable to adjust your appointment due to lack of
punctuality, we will need to reschedule your dental appointment for a different date.

-  HIPPA - Please see attachment on clipboard for Notice of Privacy Practices.

Print Name:

Patient Signature:

Guardian Print (if under 18):

Guardian Sign. (if under 18):

R gttt —

Today’s Date:

A S——— e — B am

How did you hear about us?

__Insurance _ ZocDoc _ Google __Yelp _ Facebook

__Patient Referral (first+last name)

Other




Tme 1:22 PM GeorgeTown Smie PC Date 8/30/2021

Eaglesoft Medical History
Patent Name: B th Date: Date Created:

ol A ———— ———— -

—

Although dental personnel primardy treat the area in and around your mouth, your mouth 1 8 part of your entire body, Health problems thet you may have, or medicaton that you may be
tang, could Mwmmwntnmdabmmmhdmmvvmwlrm. Thank you for answering the following questions.

o —

Are you under 3 physician's care now?

OYes ONo If yes
Have you ever been hospitalized orhad » major cperation? O Yes 0 No 1f yes [ - o T
Have vyou ever had a serious head or neck injury? O Yes O No If yes 3 T - -
Are vou taking eny medications, pills, or drugs? QYes O Mo If yes .
C© you take, or have you taken, Phen-Fen or Redux? OYes ONo If yes |
ave you ever taken Fosamax, Boniva, Actonel or any other | -
medications contaimng bisphosphonses® i OYes ONo If ves f A 4 ol .
4re you on » special diet? O Yes O No
00 vouuse tobacco? QO Yes O No
Do youuse controlied substances? Oves ONo If yos [
Viomen: Are you .. i i e -~ S T
Pregnant/Trying to get pregnant? [ Nursing? - | - ETaldng oral contraceptives? »
. . |
Are you shergic to any of the follovang? S o
Aspirmn [ Pencillin ’ [ Codeine [T Acrylic
Metal [ Latex L] Sulfa Drugs {JLocal Anesthetic
Other? & if yas |
Dovouhave,orhm@ﬁ;‘myo}}i;fo;ﬁ;p _ ﬁ_ B S - - - )
AIDS/HIV Positve O Yes QONo |CortisoneMedicne O Yes QNo |Hemophika O Yes ONo |RadistionTrestmerts OYes ONo
Alzheimer's Disease O Yes QNo |Diabetzs O Yes ONo |Hepetitisa OYes ONo [RecentWeightLoss OvYes ONo
Anaphylaxs O Yes (ONo |DrugAddictoon O ves QONo |HepatitisBorC QYes ONo |Renal Dialysis OvYes (ONo |
Anemia OvYes ONo |EasilyWinded OYes ONo |Hempes O Yes ONo |Rheumatic Fever OvYes Oro
Anging O Yes ONo |[Emphysema O Yes ONe |HighBloodPressue OYes ONo |Rheumatism (O Yes ONo !
Arthritis/Gout O Yes (ONo |Epilepsy orSeizures O Yes QO No |HighCholesterol O Yes O No |Scarlet Fever OYes (ONo .
Artificial HeartValve (O Yes (ONo |ExcessiveBleedng O Yes ONe |HivesorRash QYes ONo [Shingles (O Yes O No
artsfical Joint O ves ONo |Excessive Thirst ) Yes O No |Hypoglycema O Yes ONo |[SickleCellDisease D Yes ONo
Zsthma QO Yes (ONo |[FaintingSpells/Diziness () Yes {)No |lrregularHeartbea QO Yes ONe |Sinus Trouble O Yes ONo
Blood Dismace () Yes (ONo |FrequentCough QYes ONo |KidneyProblams O Yes ONo  |SpinaBifida OYes ONo
Slood Transfuson (O Yes (O No |FrequentDiarrhea Oves ONo |Leukemis OYes OQONo |Stomach/intestinal Disesse () Yes {3 No
Breathing Problems O Yes OMNo  |FrequentHeadaches O Yes ONo |UverDisease QO Yes ONo |Stroke OYes ONo |
Bruise Easily QO Yes ONo |GentalHerpes (O Yes ONo |LowBloodPressure QYes ONo |Swelling of Limbs Oves ONo
Cancer ) Yes (ONo |Glaucoma Qvres ()No [LungDisease O Yes (ONo |Thyroid Disesse Oves ONo |
Chemotherapy O Yes (ONo |HayFever QO Yes O No |Mitral Valve Prolapse OYes ONo |Tonsilltis O Yes ONo
ChastPams O Yes (O No  |Heart Attack/Failure QYes ONo |Osteoporosis O ves ONo |Tuberculosis OYes ONo
" Cold Sores/Fever Bletars O ves (ONo |Heart Murmur O Yes (O No |Paininlaw Joints O Yes (ONo |Tumors or Growths O Yes ONo
Congenital Heart Disorder () Yes () No |Heart Pacemaker O Yes O No |Parsthyroid Disesse O Yes ONo |Ulcers QOQvYes ONo !
Convulsons O Yes ONo [Heart Trouble/Disesse O Yes ONo |PsychiatricCare O Yes ONo |Venereal Diseame OYes ONo
Yellow Jaundice OYes ONo
Have you ever had any serious iliness not listed above? OvYes ONo If yes S - SR S
Comments: | :
. " - . . - - - - ‘
Tu tw best of my knowledge, the questons on this form have been acarately answered. 1 understand that providing incorrect information can be dangerous o my (or pabient's) health, ts my
‘esparsibty (o nform the dental office of any changes n medical status.

apnatis e of Patient, Parent or Guardan; ' _

X Date:




