PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: |:| Policy Holder |:| 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:
|:| Responsible Party is also a Policy Holder for Patient |:| Primary Insurance Policy Holder |:| Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

Gender: [ |Male [ |Female [ ]Unknown

[ ]single

Marital Status:[ | Married

Soc Sec:

[ |Divorced [ |Separated [ |Widowed

Drivers Lic:

[ |1 would like to receive correspondences via e-mail.

Section 3

Birth Date: Age:
E-mail:
Section 2
Employment [ ™ pyjl Time [ ]Part Time
Status:
Student Status:|_| Full Time [ |Part Time

[ IRetired

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Medicaid ID: Pref. Dentist:
Referred By
Employer ID: Pref. Pharmacy: Previous Dentist
Carrier ID: Pref. Hyg: Emergency Contact
Primary Insurance Information
Name of Insured: Relationship to Insured: || Self [Ispouse [ |Child [ |Other
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: [ | Self [ Ispouse [ |Child [ |Other
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:
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ACKNOWLEDGEMENT OF RECEIPT OF HIPAA
NOTICE OF PRIVACY PRACTICES

Yu and Kim DMD PLLC/DBA Sunrise Dental Vancouver
7819 NE 13th Ave Vancouver, WA 98665

Acknowledgement

I, , hereby acknowledge that | have received and
(Patient/Responsible party’s name)

reviewed a copy of Yu and Kim DMD PLLC/Sunrise Dental Vancouver HIPAA Notice of Privacy Practices.

| understand that Yu and Kim DMD PLLC HIPAA Notice of Privacy Practices may change periodically and
that | am entitled to receive a copy of Yu and Kim DMD PLLC revised HIPAA Notice of Privacy Practices
upon request.

| understand that, if | have questions about Yu and Kim DMD PLLC HIPAA Notice of Privacy Practices, |
may contact Yu and Kim DMD PLLC at (360)546-1106.

| understand that it is my right to refuse to sign this Acknowledgement should | so choose, and that Yu and
Kim DMD PLLC will not refuse treatment to me if | refuse to sign this Acknowledgement.

| further understand that | may contact the Secretary of the U.S. Department of Health and Human Services
should | have concerns regarding Yu and Kim DMD PLLC/Sunrise Dental Vancouver privacy policies and
procedures. For information on how to contact the U.S. Department of Health and Human Services, please
ask Yu and Kim DMD PLLC/Sunrise Dental Vancouver noted above, for assistance.

SIGNATURE OF PATIENT/
RESPONSIBLE PARTY DATE

PRINT NAME RELATIONSHIP TO PATIENT

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my protected health care information to the persons indicated
below.

ANY MEMBER OF MY IMMEDIATE FAMILY YES NO
NAMES:

SPOUSE ONLY YES NO
NAME:

OTHER, PLEASE SPECIFY (IE: Power of attorney, nurse, caretaker ) YES NO
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Yu And Kim DMD PLLC
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

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

Are you under a physidan's care now? i¥es ()Mo If yes .
Have you ever been hospitalized or had a major aperation? JiYes () Mo 1f yes
Have you ever had & serious head or nedk injury? (Tives )Mo If yes .
Are you taking any medications, pills, or drugs? TiYes ) Mo If yes
Do you take, or have you taken, PhenFen or Redux? ) Yes () Mo If ves i
Have you ever taken Fosamax, Boniva, Actonel or any other Chyes () Mo If yes '
medications containing bisphosphonates? - -

Are you on a special diet? (h¥es ()Mo

Do you use tobacco? () ¥es ()Mo

Do you use controlled substances? (¥es ()Mo If yes

\Women: Are you...

|~ Pregnant/Trying to get pregnant?  Mursing? Taking oral contraceptives?

Are you allergic to any of the following?

[~ Aspirin [ Penicillin  Codeine [ Acrylic
[ Metal [ Latex | Sulfa Drugs | Local Anesthetics
Other? | If yes

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

AIDS/HIV Positive Yes () No |Cortisone Medidne () ¥es ()Mo |Hemophilia (i Yes ()Mo |Radiation Treatments (i ¥es () No
Alzheimer's Disease (3 Yes ()Mo |Diabetes (iYes (1Mo |Hepatitis A Yes (iNo |RecentWeightloss (h¥es () No
Anaphylaxis ) Yes () No Drug Addiction () Yes (O No Hepatitis B or C 3 ¥Yes (i Mo Renal Dialysis (i ¥es ) No
Anemia (TiYes () No |Easily Winded (¥es ((JMo |Herpes ) ¥es ((4MNo |Rheumatic Fever ) Yes () No
Angina Yes () Ne Emphysema () Yes () No High Blood Pressure ) Yes (VMo Rheumatism (h¥es () No
Arthritis/Gout (3 Yes ) No Epilepsy or Seizures Cives (CINo High Cholestercl ) Yes (CiNo Scarlet Fever (O Yes ) No
Artificial Heart Valve TiYes ([ JNo |Excessive Bleeding () ¥es ()Mo |Hives or Rash (I Yes ()Mo |Shingles (i ¥es () No
Artificial Joint (3 Yes () No Excessive Thirst (i¥es (Mo Hypoglycemia ) Yes (iMo Sickle Cell Disease (Yes ()Mo
Asthma “iYes ()No |Fainting Spells/Dizziness () ¥es (Mo |Irregular Heartbeat (i¥es (JNo |Sinus Trouble (i ¥Yes () No
Blood Disease (T3Yes () No [FreguentCough (i¥es (TINo |Kidney Problems i )Yes ((No |SpinaBifida (h¥es () No
Blood Transfusion Yes () No Frequent Diarrhea () Yes (O No Leukemia 1 ves (i Mo Stomach/Intestinal Disease () Yes () Mo
Breathing Problems (O3 Yes ) No Frequent Headaches Cies (O No Liver Disease ) Yes (CiNo Stroke (O Yes ) No
Bruise Easily )Yes (JNo |Genital Herpes ()Yes ()Mo |Low Blood Pressure () ¥es ()Mo |Sweling of Limbs ) Yes (O No
Cancer (iYes () No |Glaucoma (i¥es (1Mo |LungDisease i lYes (1Mo |Thyroid Disease () Yes ()Mo
Chematherapy VYes (_)No |HayFever (¥es (Mo |Mitral Valve Prolapse (i¥es (W No |Tonsilitis (h¥es ()Mo
Chest Pains (T Yes ()Mo |HeartAttack/Faiure (iYes (1Mo |Osteoporosis )Yes ((iNo |Tuberculosis (I ¥es () No
Cold Sores/Fever Blisters ) Yes () No Heart Murmur () Yes (O No Pain in Jaw Joints 1 ves i Mo Tumors or Growths (i Yes ) No
Congenital Heart Disorder () Yes () No  |Heart Pacemaker (i¥es (1Mo |Parathyroid Disease i lYes (4Mo |Ulcers (i¥es () No
Convulsions Yes (JNo [HeartTrouble/Disease () Yes ()Mo |Psychiatric Care () ¥es ()No |Venereal Disease O Yes O Ne
Yellow Jaundice hves ()Mo
Have you ever had any serious ilness not listed abowve? ) Yes () No 1f yes
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. T understand that providing incorrect information can be dangerous to my {or patient's) health, Itis my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:



Dear Patients,

Thank you for trusting us as your dental provider. We look forward to providing you with high
quality dental care. When scheduling your appointments, we are making a commitment to

you.

We reserve a special time for you. Please be advised, we require a minimum of 2 business
days' notice. Failed and canceled appointments without 2 business days' notice are subject
to an $85.00 fee PER PERSON, PER HOUR scheduled. This fee is NOT covered by insurance.
Payment of these fees is due prior to making any future appointments. These policies ensure
we can keep our clinic running smoothly and to reduce costs associated with last-minute
changes in our schedule.

Checks returned for insufficient funds are subject to a $35.00 fee. This fee is enforced to cover
our bank charges.

We hill your insurance as a courtesy to you. Your estimated patient portion for services is
based upon the information provided by your insurance company, and is expected on the day
treatment is rendered. If any amounts are denied or not covered, the balance owed is your
responsibility.

| declare that | am not a recipient of state assisted insurance. If | am, | am fully aware that the
office will not bill DSHS nor are they a provider for DSHS.

Patient acknowledges in consideration for dental services to be rendered, any outstanding
debt to our office will not be included in any bankruptcy petition.

Unfortunately, we do not have the resources to maintain adequate supervision of children.
Please refrain from bringing unattended/unscheduled children.

Thank you again for your understanding and care with helping to keep our facilities safe and
clean and helping us provide you with the best possible dental care.

Patient Signature: Date
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