1D: Chart ID:
First Name:

Patient ISZD Policy Holder DResponsible Party

First Name:
Address:
City, State, Zip:

Home
Phone:

Birth Date:

DResponsible Party is also a Policy Holder for Patient

Responsible Party ( if someone other than the patient )

Work Phone:

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

Last Name:

Address 2:

Soc Sec:

|:|Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:
Cellular:

Drivers Lic:

|:| Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home
Phone:

Sex: |:| Male |:|F emale

Birth Date:

E-mail:

Work Phone:

Age:

Address 2:
State / Zip:

|:| Single

Marital Status:D Married

Soc Sec:

Ext:

Pager:
Cellular:

DDivorced I:ISeparated DWidowed

Drivers Lic:

I:II would like to receive correspondences via e-mail.

Section 3

Section 2

Employment [CJFull Time
Status:

Student Status: DFull Time

[CJPart Time

D Part Time

[CRetired

Referred By

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
______ Primary Insurance Information
Name of Insured: Relationship to Insured:[_]Self [Jspouse []cChild  [JOther
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: DSelf I:ISpouse DChild DOther
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Thornas Hirsch, D.D.S.
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problemns that you may have, or medication

Are you under a physician's care now? O YesOtio If yes I I
Have you ever been hospitalized or had a major OvYesQ o If yes I |
operation?

Have you ever had a serious head or neck injury? OYesQtio If ves | |
Are you taking any medications, pills, or drugs? OYesO Mo If yes | |
Do you take, or have you taken, Phen-Fen or Redux? () YesQ) Mo If ves | |
Have you ever taken Fosamax, Boniva, Actonel or OYesO Mo If yes | |
any other medications containing bisphosphonates?

Are you on a special diet? OvYesQtio

Do you use tobacco? OvYesQtio

Women: Are you...
DPregnant/Trying to get pregnant? |:|Nursing? DTaking oral contraceptives?

Are you allergic to any of the following?
I:IAspirin I:IPeniciIIin D Codeine DAcrylic

I:IMetaI I:ILatex D Sulfa Drugs I:ILocaI Anesthetics
Other? D If yes | |
Do you use controlled substances? OYesQtio If ves | |

Do you have, or have you had, any of the following?

AIDS/HIV Positive OvYesQMo | cortisone Medicine ~ QYesQMo | Hemophilia OvYesQHo  |Radiation Treatments QYesQHo
Alzheimer's Disease  QYes QMo | Diabetes OvYesQMo | Hepatitis A OvYesQHo  |Recent weight Loss QO YesQ Mo
Anaphylaxis OYesOrtio Drug Addiction OvesQMo | Hepatitis B or C OYesQMo  |Renal Dialysis OvesQmo
Anemia OvYesQMHo | Easily winded OvYesQMNo  |Herpes OvYesQMo | Rheumatic Fever OYesQHo
Angina OYesOnio Emphysema OYesQio High Blood Pressure OvyesQMo  |Rheumatism OvYesQtio
Arthritis/Gout OvesOMo  |Epilepsy or Seizures OYesQMo | High Cholesterol OvesQho |scarlet Fever OvesOno
Artificial Heart valve QYesQMo | Excessive Bleeding OvYesQMHo | Hives or Rash OYesQ Mo Shingles OYesQtio
Avrtificial Joint OvYesQMNo | Excessive Thirst OvYesQMo | Hypoglycemia OvYesQHo |sickle Cell Disease OyesQtio
Asthma OvYesQMo |Fainting Spelis/Dizziness QYesQMo | Irreqular Heartbeat QO YesQ Mo | Sinus Trouble OvesQHio
Blood Disease OvYesQOMo | Frequent Cough OvesQHo | kidney Problems OvYesQMo | spina Bifida OvesQno
Blood Transfusion OYesQMto | Frequent Diarrhea OvYesQHMo | Leukemia QOYesQMo |Stomach/Intestinal Disease () Yes Q) Mo
Breathing Problems OYGS ONU Frequent Headaches OYESO Mo | Liver Disease OYESO Mo | Stroke OYGSO Mo
Bruise Easily OvYesQHto | Genital Herpes OvesQNo | Low Blood Pressure O YesQ Mo | Swelling of Limbs OvesQno
Cancer OvYesQOHo | Glaucoma OvesQmo Lung Disease OvYesQHo Thyroid Disease OYesQmo
Chemotherapy OYesQMo | Hay Fever OvesQHto | Mitral Valve Prolapse QYesQ Mo | Tonsillitis OvesQno
Chest Pains QOvYesQMo | Heart Attack/Failure  QYesQMo | Osteoporasis OYesQMo | Tuberculosis OvYesQio
Cold Sores/Fever Blisters Q Yes QMo | Heart Murmur OvyesQMNo | Ppain in Jaw Joints OYesQMo | Tumors or Growths OYesQHo
Congenital Heart Disorder Q) Yes QMo | Heart Pacemaker OvYesQMHo | Pparathyroid Disease  QYesQHo | ulcers OYesQio
Convulsions OYesQHMo | Heart Trouble/Disease QYesQ Mo | psychiatric Care OyYesQMo | venereal Disease OYesQHo

Yellow Jaundice OYGSO Mo
Have you ever had any serious illness not listed O Yes Qtio If ves | |

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my (or
patient's) health. It is my responsibilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



—

Thomas R. Hirsch, D.D.S.

A PROFESSIONAL CORPORATION
23440 Civic Center Way, Suite 206 « Malibu, CA 90265 - (310) 456-3363 - Fax (310) 476-7188

Cancellations and No-Show Policy

Office hours are by appointment and we do value your time. This office is a private practice
dental office and not a dental “clinic”. Appointment time is reserved for you alone. Where
appropriate, we prefer to schedule longer appointments so we can complete as much needed
dental treatment as possible during one appointment. We feel this type of scheduling will cause
minimal disruption to your daily schedule and will provide efficiency in completing your dental
care. When you make an appointment, please be sure that you will be able to keep it. Morning
appointments may be best for more complicated procedures.

Emergencies and unforeseen patient treatment problems may arise, causing schedule changes.
Emergencies are unexpected and seem to come at the most inconvenient times. If you have a
dental emergency that needs immediate attention, we will always offer to see you at once. We
expect that other patients, who might be slightly inconvenienced by this, will understand of the
situation. At some point, they may need the same courtesy too!

Like many offices, this office does call to confirm your appointment. Please make a note of any
dental appointments we have scheduled in a place where you will be easily reminded. If you
cannot make an appointment as scheduled, please notify the office. There will be a charge of
$50.00 per 30 minutes of scheduled time for a broken appointment or cancellation with less
than 24 hours’ notice for your appointment. If our staff is successful in filling your
appointment time with another patient, there will be no broken appointment charge.

If you have any questions about our appointment cancellation and no-show policy, please
feel free to ask us.

Patient’s Name (Printed):

Patient/Guardian Signature: Date:

Financial Responsibility

I understand that Dr. Hirsch’s office is Fee-For-Service,
which means that all financial responsibility for payment of dental services provided in this
office for myself, or my dependant(s), is mine. I am aware that full payment is due at the
time services are rendered, unless other arrangements have been made. | have been
informed that if I have PPO Dental Insurance, a claim will be submitted, as a courtesy, for the
benefits to be mailed directly to the subscriber.

Patient/Guardian Signature: Date:
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