FAMILY DENTISTRY
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MODERN DENTISTRY. TRADITIONAL CARE.

To help us meet your healthcare needs, please fill out this form completely.
If you have any questions or need assistance, please ask and we will be happy to help!

4 Patient Information

Today’s Date: /
E Full Name:
Home Phone Number : Birthdate: / /
{ Cell Phone Number : SSN:
Street Address:
City: State/Zip Code:
Email Address:
[Responsible Party (if other than self)
| Responsible Party Name:
|Home Phone Number : Birthdate: / /
Cell Phone Number : SSN:
Street Address:
City: State/Zip Code:

4 Email Address:

R e

Name of Insured:

{*Primary Insurance Information:

Relationship to Patient:

? Birthdate: / /

{Employer:

SSN:

Work Phone:

{Insurance Company Name:

‘ Policy/ID Number:

Group Number:

Insurance Company Address:

SRS

|Insurance Company Phone Number:




*Secondary Insurance Information:

| Name of Insured: Relationship to Patient: :
Birthdate: [ SSN:
4 Employer: Work Phone:

Insurance Company Name:

| Policy/ID Number: Group Number: ;
H Insurance Company Address: 1
| Insurance Company Phone Number: E
AHow did you hear about our office? (check all that apply) ?
0 Practice Website

O Google Search .

(0 Drive By f

[0 Patient §'

J Yellow Pages g

[J Other i

{

f{Emergency Contact

4 Name: Relationship to Patient:

| Home Phone Number:

A Cell Phone Number:




Time 10:22 AM Robert Jarus DMD Date 9/17/2025
Eaglesoft Medical History
Patient Name: Brth 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, ¢

Are you under a physician's care now?

Have you ever been hospitalized or had a major operation? ._iYes _iNo If yes

Have you ever had a serious head or neck injury? _iYes ,No If yes

Are you taking any medications, pills, or drugs? i Yes {No If yes =
Do vou take, or have you taken, Phen-Fen or Redux? iYes sNo If yes

Have you ever taken Fosamax, Boniva, Actonel or any other iYes O No If yes

medications containing bisphosphonates? - =

Are you on a spedal diet? (_Yes {_sNo

Do you use tobacco? “1Yes No

Do you use controlied substances? TiYes iNo If yes -

Women: Are you... o

.~ Pregnant/Trying to get pregnant? [ Nursing? [ Taking oral contraceptives? )
Are vou allergic to any of the following?

aspin [ Penidilin = Codeine = Aayiic T

[ Metal [T Latex " Sulfa Drugs [ Local Anesthetics

Other? i Ifyes T - !
Do you have, or have you had, any of the folowing? I , ]

AIDSMHIV Positive “iYes _yNo |Cortisone Medicine _iYes <3No Radiation Treatments

Alzheimer's Disease _iYes ._)No |Diabetes Hepatitis A i“sYes ¢ jNo |RecentWeight Loss

Anaphylaxis ) Yes ._yNo |Drug Addiction Hepatitis Bor C “yYes 1 "3No |Renal Dialysis

Anemia " Yes i_:No |Easily Winded Herpes _:Yes _JNo |Rheumatic Fever

Angina :Yes "iNo |Emphysema High Blood Pressure sYes "3No |Rheumatism

Arthritis/Gout _,Yes (_iNo |Epiepsy or Seizures High Cholesterol (_1Yes (3No |ScarletFever

Artifidal Heart Valve _iYes :")No |Excessive Bleeding Hives or Rash Yes i3No |Shingles

Artificial Joint “iYes «_sNo |Excessive Thirst Hypoglycemia «_sYes «_jNo |Sickle Cell Disease

Asthma “iYes 7,No |Fainting Spelis/Dizziness Irregular Heartbeat <T3Yes +INo | Sinus Trouble

Blood Disease ._'Yes (_yNo |FrequentCough Kidney Problems J1Yes (iNo |SpinaBifida

Blood Transfusion b ."sNo |FrequentDiarrhea Leukemia “1Yes +3No |Stomach/Intestinal Disease

Breathing Problems (_sNo |FrequentHeadaches Liver Disease iYes  31No |Stroke

Bruise Easily ._+No Genital Herpes Taives Low Blood Pressure yYes + 3No |Swelling of Limbs

Cancer _+No |Glaucoma _'No |Lung Disease i_:Yes \_:No |Thyroid Disease

Chemotherapy )No |HayFever ¢No |Mitral Valve Prolapse TiYes . yNo | Tonsillitis

Chest Pains (_sNo |Heart Attack/Failure ._1No |Osteoporosis 1Yes «_sNo |Tuberculosis

Cold Sores/Fever Blisters ._1No |HeartMurmur "yNo |Painin Jaw Joints _Yes r"yNo |Tumors or Growths

Congenital Heart Disorder «3No |HeartPacemaker o «_*No |Parathyroid Disease iYes (_sNo |Ulers

Convulsions "yNo |Heart Trouble/Disease JiYes . TiNo |Psychiatric Care ifes "yNo |Venereal Disease

Yellow Jaundice
Have you ever had any serious illness not listed above? (hYes i :No If yes

Commenmu: T e

To the best of my knowledge, the questions on this form have been acaurately answered. I 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.

S-gnaﬁ.nre of Paﬁeﬁt, Pafento} Guar&;an, e

X Date:




HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT FORM
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You may refuse to sign this acknowledgement but, in refusing we will not be allowed to process your insurance claims.

Patient Name:

Date:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:

[J First Name Only
(J Proper Surname
[0 Other:

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTHCARE INFORMATION:

(This includes any spouses, children, caretakes, step-parents, grandparents, etc. who can have access to this patient's
records) If this person is not listed we will not be able to discuss any appointments, findings, treatment, or financial
arrangements with them.

Name: Relationship:

Name: Relationship:

| AUTHORIZE INFORMATION ABOUT MY HEALTHCARE TO BE CONVEYED VIA:

[ cCell Phone Confirmation

[0 Text Message to my Cell Phone
(J Home Phone Confirmation

(J Email Confirmation

[ Work Phone Confirmation

(J ANY OF THE ABOVE

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS OR NEW
HEALTH INFO VIA:

[J Phone Message

(J Text Message

O Email

[(J ANY OF THE ABOVE
[J NONE OF THE ABOVE

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Family Dentistry
of Sandusky. A copy of this signed, dated Acknowledgement shall be as effective as the original. My signature will also
serve as a PHI document release should | request documents be sent to other attending doctors or treatment facilities in
the future.

Please PRINT Patient Name Please SIGN patient name or guardian



For future annual HIPAA updates:

By signing and dating below, | confirm that | do not request any changes to this form.

DATE: SIGNATURE:
/ I

DATE: SIGNATURE:
/ /

DATE: SIGNATURE:
/ /

DATE: SIGNATURE:
/ /

DATE: SIGNATURE:
/ /

FOR OFFICE USE ONLY:
As Privacy Officer, | attempted to obtain the patients signature on this Acknowledgement but did not because:

It was emergency treatment

| could not communicate with the patient
The patient refused to sign

The patient was unable to sign because
Other

Signature of privacy officer:




Financial Policy
Family Dentistry Of Sandusky
2540 Columbus Ave.
Sandusky, OH 44870
(419) 625-3615

Welcome to our dental office! We are happy to have you as our patient and look forward to offering you
and your family the finest dental care available. We know that providing complete comprehensive dental

services includes discussing all treatment and financial information.

We are happy to file dental insurance claims as a courtesy for you if you present your dental insurance
information and all required employer information. Please note that your employer, not your dentist,
determines your insurance benefits/coverage. Your insurance policy is a contract between you and your
insurance company. Insurance is not a guarantee of payment; it often does not cover all the costs
involved in treatment. You will be expected to pay the full fee for services rendered if our office is unable

to verify your insurance information.

If payment for services already rendered has not been paid in full within 60 days, either by yourself or
your insurance company, the remaining balance for your treatment is considered due and must be paid in

full by you.

Separated or divorced parents of minors, who are responsible for one half of the cost of a
child’s/children’s dental care: The parent who brings the child in to the dental appointment is
responsible for paying the co-payment (or full fee if there is no insurance). If it is necessary, we are

happy to hold a credit/debit number from the non-custodial parent on file.

For your convenience we accept cash, check, Visa, MasterCard, American Express, Discover, and

CareCredit.

I have read and understand this financial policy.

Printed Name

Signature

Date



Scheduling Policy
Family Dentistry Of Sandusky
2540 Columbus Ave.
Sandusky, OH 44870
(419) 625-3615

We care about you, your time, and your smile!

Itis our goal that all patient reservations begin on time. By arriving a few minutes before your scheduled
reservation, you can check in with the front office, update any changes to your personal information, use

the restroom, and address any other questions/concerns that you may have.

We require 48 hours notice (or two business days) if you need to reschedule an appointment. This
allows us to provide the best possible care for our patients who are experiencing and emergency or may

be waiting for a reservation.

If you arrive late, your reserved time may not be long enough for the necessary treatment. Out of respect

for the patient scheduled after you, you may be asked to reschedule your visit.
After 3 no show/late cancellations, we will no longer be able to hold reservations for your care. You may

call the office for a same day opening or provide a 25% non-refundable deposit for holding your

reservation.

I have read and understand this scheduling policy.

Printed Name

Signature

Date



