MIDSOUTH FAMILY
N

PATIENT INFORMATION

First Name: Last Name: Middle Initial:

Address:

City: State: _____ ZIP:

Home Phone: Cell Phone:

Date of Birth: Soc Security No:

Sex (circle one):  Male Female Marital Status (circle one): Married Single Divorced
Email: | would like to receive email correspondence: Yes or No

Emergency Contact (Name and Phone Number):

Widowed

RESPONSIBLE PARTY/GUARANTOR

First Name: Last Name: Middle Initial:
Address:

City: State: _____  ZIP:

Home Phone: Cell Phone:

Date of Birth: Soc Security No:

DENTAL INSURANCE INFORMATION

Primary Insurance: Secondary Insurance:
Insured Name: Insured Name:

Date of Birth: Date of Birth:
ID/Policy Number: ID/Policy Number:
Employer: Employer:

HOW DID YOU HEAR ABOUT US?

Please circle one-If it's another patient or doctor, please list their name so we can thank them!

Another Patient: ______ Google Social Media Insurance Driving by Doctor:




MIDSOUTH FAMILY

MEDICAL HISTORY

Patient Name: Date of Birth:

Although dental personnel primarily treat the area in and around 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 relationship with the dentistry you will receive. Thank
you for answering the following questions.

Name of Primary Care Physician and phone number
Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?

If yes, when
Has a doctor ever advised you to take antibiotics prior to dental treatment? [ Yes O No
Please list ALL medications, pills or drugs

Do you use tobacco/e-cigarettes/vape? [Yes [ No
If yes, what kind and how much?

Are you: [ Pregnant or trying to get pregnant [ Nursing [ Taking oral contraceptives

Are you allergic to any of the following?
0O Aspirin 0O Codeine [0 Local Anesthesia [ Penicillin
O Acrylic [ Latex O Metal [0 Sulfa Drugs

Do you have, or have you had, any of the following?
Yes No Yes No Yes No

AIDS/HIV Positive o o Epilepsy or Seizures o O Osteoporosis o 0O
Alzheimer’s Disease E Al | Excessive Bleeding o o Pain in Jaw Joints o a
Anaphylaxis & a Fainting/Dizzy spells o o Psychiatric Care o
Angina & O Glaucoma o O Shingles o O
Artificial Heart Valve o O Heart Problem/Disease/

Pacemaker o a Sleep/Snoring Problems o O
Artificial Joint o o Hepatitis A I Stomach/Intestinal Disease [ O
Asthma i Hepatitis B or C o 0O Stomach Ulcers o 0O
Blood Problems/Disease 5 O Herpes = Stroke O O
Cancer o o High Blood Pressure S Thyroid Disease o O
Chemotherapy/Radiation E O High Cholesterol O O Tonsillitis O o
Chest Pains 1 N | Kidney Problems/Disease i Y o Tuberculosis o 0O
Diabetes B O Liver Problems/Disease o o GERD/Acid Reflux o O
Drug Addiction o O Lung Problems/Disease o o Venereal Disease o O

Have you ever had any serious illness not listed? [0 Yes [ No If yes, please describe

Signature of Patient/Guardian Date




NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other individually identifiable health
information used or disclosed to us in any form, whether electronically, on paper, be kept confidential. This federal law gives you, the patient,
significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered entities that misuse
personal health information. As required by HIPAA we have prepared this explanation of how we are required to maintain the privacy of your
health information and how we may use and disclose your health information.

Without specific written authorization, we are permitted to use and disclose your healthcare records for the purpose of treatment, payment and
healthcare operations.

e Treatment means providing, coordinating or managing healthcare and related services by one or more healthcare providers. For
example, we may need to share information with other providers or specialists involved in the continuation of your care.

e Payments mean such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. For example, we disclose treatment information when billing a dental plan for dental services or to collection
agencies for collection of debt owed.

e Healthcare operations include the business aspects of running our practice. For example, patient information may be used for training
purposes, or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family, friend or other personal representative to the extent
necessary to help with your health or with payment for your healthcare. In addition, we may use your confidential information to remind you of
appointments by sending reminder appointment postcards and/or leaving a message at home and/or work. Any other uses and disclosures will
be made only with your written authorization. You may revoke such authorization in writing, and we are required to honor and abide by that
written request, except to the extent that we have already taken actions relying on your authorization.

You have certain rights regarding your protected health information, which you can exercise by resending a written request to our Privacy Office
at the practice address listed below:

e The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosure
to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to
agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

e The right to request to receive confidential communication of protected health information from us by alternative means or at
alternative locations.

The right to access, inspect and copy your protected health information.
The right to request an amendment to your protected health information.

e The right to receive an accounting of disclosures of protected health information outside of treatment, payment and healthcare
operations.

e The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you notice of our legal duties and privacy
practices with respect to protected health information.

This notice is effective April 2003 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve
the right to change the terms of our Notice of Privacy Practice and to make new notice provisions effective for protected health information that
we maintain. Revisions to our Notice of Privacy Practice will be posted on the effective date and you may request a written copy of the Revised
Notice from this office.

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health & Human Services, Office of
Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for filing a complaint.

| have read and understand the above Notice of Privacy Practice

Date:

Patient/Guarantor/Legal Guardian




MIDSOUTH FAMILY

R

FINANCIAL POLICY

e With the daily changes that are made with insurance, your carriers have made it impossible for us
to accept the responsibility of knowing your plan’s provisions, e.g., benefits, payments, coverage,
waiting periods and whom you can or cannot see. Knowledge of your insurance coverage is your
responsibility.

e We will attempt verify your dental insurance and provide you with an estimated cost of care;
however, your insurance company only provides our office limited information. This is only an
estimate as the final amount is unknown until payment is received from the insurance company.
We would be happy to file a pre-determination with your insurance company prior to treatment.
However, this will delay your treatment and the pre-determination is not a guarantee of coverage

or payment.
e We accept the following payment options:
Cash Check CareCredit All Major Credit Cards

e | authorize all insurance benefits to be paid directly to Dr. John Craig.

e |f payment by the insurance company is made to the insured, | agree to endorse or have the
insured endorse the benefit check to Dr. John Craig or make payment immediately to Dr. John
Craig.

e Once the insurance company has rendered payment for services, any unpaid balance is due upon
receipt.

e | authorize this office to discuss my account with a spouse, parent/stepparent, or person
assuming payment for the account.

e |If the account is turned over for collections, | understand that | will be responsible for any
collection fees, attorney fees, processing fees and court fees.

I have read, understand and agree to the above financial policy.

Patient/Guarantor Signature Date




