PATIENT REGISTRATION :

1D: Chart ID:

First Name: Last Name: Middle Initial: \

Patient Is: D Policy Holder f:}, Responsible Party Preferred Name:

Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

[ "JResponsible Party is also a Policy Holder for Patient {:} Primary Insurance Policy Holder m Secondary Insurance Policy Holder

Patient Information
Address: Address 2:
Clty TS et o S RS gty Sl iy S Pager o
g R Workphone e e EXt S— . e i W S
Seoc[IMale  [JFemale ' Maritl Stotus:[ JMarried [ ISingle [ Divorced [ JSeparated [JWidowed
Birth Déte: Age: Soc Sec: Drivers Lic:

E-mail: [ 11 would like to receive correspondences via e-mail.

Section 2 Section 3

Emplosyment [ Full Time ["IPart Time [IRetired
tatus;

Student Status:|_|Full Time m Part Time
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured:mSelf mSpouse Q;T‘}Child mOther
i . e e Insured Bthate
e i E— T ————————— S Inscompany —
Address:;, A W N e PSS
Address 2 i R S e 2 B
i, st Zip:,.",. TSR SO ~ bo-1 TS iy, e 7 e

Rem. Benefits: Rem. Deduct:

Secondary Insurance Information

Name of Insured: Relationship to Insured: || Self [ISpouse [ ]Child [ Tother
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:




Patient Name:

Madeleine Groth

Eaglesoft Medical History

Birth Date: Date Created:

Although dental personnel primarily treat the area in and arcund your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive, Thank you for answering the following questions.

(ives

Are you under 3 physician's care now? OIiNo
Have you ever beenhospitalized orhad amajor operation? (Tives (Do
Have you ever had a serious head or neck injury? Oives Do
Areyou taking any medicstions, pills, or drugs? Cives Do
Do you take, or have you taken, Phen-Fen or Redux? Cives Do
Have you ever taken Fosamax, Boniva, Actonel or any other  (Tives (JNo
medications containing bisphosphonates?

Are you on a special diet? Orves (Do
Do youuse tobacco? Cives Oibo
Do you use controlled substances? Oves (Mo

Women: Are you...
DPregnanthwing toget pragnant? []Nursing?

&re youallergic to any of the following?

[[]&spirin [[]Penicitlin
™ Metal [[Jtatex
Other? ]

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

AIDSHIV Positive {(Tives (UNo |Cortisone Medidne
Alzheimer's Disease (Cives (O)No  |Disbetes

Anaphylaxs (Cives (ONo | Drug Addiction
Anemia (Oives (Ome  |EasilyWinded
Angina {Oves (ONe |Emphysema
Arthritis/Gout (Oves (ONo | Epilepsy or Seizures
Artificial HeartValve ives (ONo | Excessive Bleeding
Artificial Joint (COives (ONo | Excessive Thirst
Asthma (Oives (JNe |Fainting Spelis/Diziness
Blood Dissase {Tives (ONo  |Frequent Cough
Blood Transfusion Oves ONo Frequent Diarrhea
Breathing Problems (Tives (O)No  |FrequentHeadaches
Bruise Easily (Tives ((iNo |Genital Herpes

Cancar ) ¥es Glaucoma
Chemaotherapy (iYes (ONo  |Hay Fever

Chest Pains (Oves (OiMo  |Heart Attack/Failure
Cold Sores/FeverBlisters  ()ves (No Heart Murmur
Congenital Hearﬁ Disorder (_ives (Mo |Heart Pacemsker
Convulsions Oves O Heart Trouble/Disease

Haveyou ever had any serious iliness notlisted above?

Comments:

(Oives
Cives
O ves
ives
(ves
Oives
Cives

) Yes

Cives

) Yes

iNo

If yes i - 3 . .
Ifyes -
If yes
If yes
If yes - o
wes [T iy .
[[]Taking oral contraceptives?
[[JCodeins [Jaerylic
[[]5ulfa Drugs [[Jtocal Anesthetics
If yes - !
(OMo  |Hemophilia Radiation Treatments Oves ONe
INo Hepatitis A (iNo Recent WeightLoss OvYes (Mo
(iMo  |HepatitisBorC Renal Dialysis Oves CiNo
iMo  |Herpes {Oves (ONo  |Rheumatic Fever
(TJNo | HighBiood Pressure Cives (TiNe  |Rheumatism Cives OHe
(Mo |High Cholesterol Mo |Scarlet Fever Oives (ONo
()Mo |Hives orRash {Oives (ONo | Shingles (Oives (ONe
(ONe  |Hypoglycemia ives ()Mo | Sickle Cell Disease Oves Ono
Oinio Irregular Heartbeat Oves (ONo Sinus Trouble Cives (OMo
Kidney Problams (Mo |SpinaBifida
iNo Leukemia CiNe Stomach/Intestinal Disease
(TiMo | LiverDisease {(ONo | Stroke
(Mo |LowBlood Pressure (Oives (OiNo | Swelling ofLimbs
(ONo  |Lung Disease (Cives (ONo | Thyroid Disesse
. {ONo |Mitral Valve Prolapse Cives OnNo | Tonsillis
{JNo | Ostecporosis (OvYes (ONo | Tuberculosis
Cibo Pain in Jaw Joints {ves (OMNo | Tumors or Growths
()Mo | Parathyroid Disease Dives COiNe | Ulcars Oives O
INo Psychiatric Care Oives Oo Venereal Disease (Oives (OlNo
Yellow Jaundice (Oves (TiNo
v o A E :

To the best of my knowledge, the questions on this form have been accurately answerad. Tunderstand that providing incorrect information can be dangerous to my {or patient's) health. Ttk my

responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardiamn:

Date:



DENTAL HISTORY

Patient Name.......occoeeiivennne Nickname Age

Referred by.......covveverivinnnens

How would you rate the condition of your mouth? U Excellent 0 Good O Far O Poor
Previous Dentist..............c..... How long have you been a patient?.........ccconviinnean

Date of most recent dental exam............... Date of most recent X-rays.......c.cccucvnvemicenenninens

Date of most recent treatment (other than a cleaning).........co.cvvcevrieveciiciccininenanens

| routinely see my dentist every: .......... O 3 mo. (J 4 mo. 0 6 mo. 0 12 mo. (J Not routinely

WHAT IS YOUR IMMEDIATE CONCERN?...uvuuuuencensssssssssssesssssnssssens
PLEASE ANSWER YES OR NO TO THE FOLLOWING

: L and e e e
Are you fearful of dental treatment? How fearful on a sca|e of 1 (least) to 10 (most)? ( )
Have you had an unfavorable dental experience?
Have you ever had complications from past dental treatment?
Have you ever had trouble getting numb or had any reactions to local anesthetic?
Did you ever have braces, orthodontic treatment or had your bite adjusted?
Have you had any teeth removed?

1
24
3
4.
5.
6.

7.. Doyour gum’éub'léed or are they painful when bfushing or flossing?
8. Have you ever been treated for gum disease or been told you have lost bone around your teeth?
9

. Have you ever noticed an unpleasant taste or odor in your mouth?
10. ls there anyone with a history of periodontal disease in your family?
11. Have you ever experienced gum recession?
12. Have you ever had any teeth become loose on their own (without injury) or difficulty eating apple?
13. Have you experienced a burning sensation in your mouth?_____

14. Have ydd h;d y”ca ies with thé past 3 ya‘érs‘?

15. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing food
16. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?
17. Are any teeth sensitive to hot, cold, biting or sweets, or do you avoid brushing any part of your mouth

0
0
0
0
0
O
O
O
O
0
0
O
0
O
O
0
W
18. Do you have grooves or notches on your teeth near the gum line? D
0
O
0
0
U
0
O
O
|
]
O
O
O
O
O
0
O
0

19. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?
20. Do you ‘frequentry get food caught between any teeth?

s Do you have problems wrth your jaw ;omt? (pam suunds hmnted openmg !ockmg poppmg)
22. Do you feel like your lower jaw Is being pushed back when you bite your teeth together
23. Do you avoid or have difficulty chewing hard dry foods (e.g. gum, carrots, nuts, bagels, baguettes )
24. Have your testh changed in the last 5 years, become shorter, thinner or worn?
25. Are your teeth becoming more crooked, crowded, or overlapped?
26. Are your teeth developing spaces or becoming more loose?
27. Do you have more than one bite, squeeze, or shift your jaw to make your teeth fit together?
28, Do you place your tongue between your teeth or rest your teeth against your tongue?
29. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?
30. Do you clench your teeth in the daytime or make them sore?
31. Do you have any problems with sleep (i.e. restlessness), wake up with a headache or an awareness of your teeth?
Do you wear or have you ever worn a bite appliance?

33. Is there anything about the appearance of your teeth that you would like to change?
34. Have you ever whitened (bleached) your teeth?
35. Are you self conscious about your teeth?
36. Have you been disappointed with the appearance of previous dental work?

0ooo. ,};DDDDDDDC}CJDEJD[_,;DDCJDDDD{;}DDDDDDC}:‘ DC}DODD'??_}‘:

Patient's Signature; ) ' Date

. . v e . ' -




Written Financial Policy

Thank you for choosing Madeleine Groth, LLC. Our Primary mission is to deliver the best and most
comprehensive dental care available. An important part of the 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 or Discover

We offer a 5% courtesy accounting adjustment to patients {(who are not enrolled in the office
membership plan) who pay for their treatment with cash or check prior to completion of care
for treatment plans of $1500 or more.

-Convenient Monthly Payment Plans from CareCredit
o Allow you to pay over time
o No annual fees or pre-payment penalties
Please note:

Madeleine Groth, DDS, LLC 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 multiple appointments, alternative payment arrangements may be provided.

For patients with dental insurance we are happy to work with our carrier to maximize your benefit and
directly bill them for reimbursement for your treatment.

A fee of $50 is charged for patients who miss or cancel more than 2 times in a calender year without 24-
hour notice.

Madeleine Groth, DDS, LLC charges $30 for returned checks.

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

Patient, Parent or Guardian Signature Date

Patient Name




