


Time 2:15PM Accent Dental Date 8/24/2021
Eaglesoft Medical History(Copy)
Patient Name: 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 problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? Oves Ono If yes { ‘
Have you ever been hospitalize::l orhad amajor operation?  (Jves (Ono If yes ‘ i
Have you ever had 3 serious head or neck injury? \ Oves Ono If yes { ]
Areyou taking any medications, pills, or drugs? Oves Oho If yes [ ‘
Do you take, or have you taken, Phen-Fen or Redux? Oves Ono If yes I ]
Havg you ever tak;rg Fos_amax‘ Boniva, Actonel or any other Oves ONo If yes [ ]
medications containing bisphosphonates? g
Are you on 3 special diet? OYes Ono

Do youuse tobacco? Ovyes Ono

Do youuse controlled substances? Oives Ono Ifyes |

Women: Are you...
DPfegnant[T rying to get pregnant? DNursing? r_‘lTaking oral contraceptives?

Are you allergic to any of the following?

{TJAspirin DPenicillin [[JCodeine DAcrylic
[Metal [JLatex []sulfaDrugs [JLocal Anesthetics
Other? O If yes { ]

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

AIDS/HIV Positive O ves OnNo  |Hemophilia (Oves (ONo  |Alzheimer's Disease Oves (ONo  |Diabetes Typelorll Oves Ono
Hepatitis A (Oves (Ono  |RecentWeightLoss OvYes ONo  |Anaphylaxs OvYes Ono  |DrugAddiction Oves Oho
HepatitisBorC {OvYes ONo  |Renal Dialysis Oves ONo  |Anemia Oives Ono  |Rheumatic Fever Oves ONo
Angina Ovyes ONo |Emphysema OvYes (Mo |HighBlood Pressure (Oves Ono  |Rheumatism OvYes ONo
Arthritis (Oves (OMNo  |Epilepsy or Seizures (ves (Ono  |High Cholesteral (Oves (Mo  |Scarlet Fever Oves Oo
Artificial HeartValve (OYes ONo |ExcessiveBleeding Oves (ONo  |HivesorRash Oves ONo  |Artificial Joint Oves ONo
Hypoglycemia (Oves Omo | Sickle Cell Disease Oives Ono  |Asthma (OvYes Ono  |Fainting Spelis/Diziness  (Yes (INo
Irregular Heartbeat (Oves Ono | Sinus Trouble (Oyes Ono |BloodDisesse (Oves (ONo |FreguentCough Oves Ono
Kidney Problems (OYes ONo  |Blood Transfusion (Oves Ono  |FrequentDiarrhea Oves ONo  |Leukemia Oves ONo
Stomach/Intestinal Disease (OYes (ONo | Breathing Problems OvYes (Ono  |FrequentHeadaches (Oves (OnNo  |[LiverDisease OvYes Ohe
Stroke (Oves ONo |BruiseEasily OvYes (ONo |LowBlood Pressure Oves ONo | Swelling of Limbs QOves OmNo
Cancer Oves ONo | Glaucoma (Oves (OMo  |LungDisease (OYes (OmNo | Thyroid Disease Oves Ono
Chemotherapy/Radiation O ves ONo |Hay Fever Oves (Ono  |Mitral Valve Prolapse Oves OwMo | Tonsillitis Oves Ono
Chest Pains Oves ONo  |HeartAttack/Failure Oves (ONo | Osteoporosis Oves OnNo | Tuberculosis OvYes Oho
Cold SoresfFeverBlistes  (OYes (ON¢  |Heart Murmur (Oves (ONo  |Paininlaw Joints Oives ONo | Tumors or Growths Oves ONo
Congenital Heart Disorder  {ves (ONo  |Heart Pacemaker (Cves (Mo |Parathyroid Disease Oves (ONo  |Ulcers Ovyes Ono
Convulsions (OvYes ONo |Heart Trouble/Disease OvYes OnNo | Covid-19 Oves ONo  |Autoimmune Disease Oves Oho
Sleep Apnea Ovyes ONo

Haveyou ever had any serious iliness notlisted above? Oves Ono fyes i }

Have you been vaccinated against COVID-19? Ovyes ONo

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:
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Special Consent Form for An Elective Surgery or Procedure During the COVID-19 Pandemic

| hereby acknowledge and understand that there may be an increased risk that COVID-19 may be transmitted in any
place of public accommodation, which includes my dentist’s office. | have been informed by my dentist of his desire to
protect their patients, staff and the community at large. WE ARE TAKING EVERY PRECAUTION NECESSARY TO LIMIT THE
EXPOSURE OF ANY VIRUS WITHIN OUR OFFICE.

I understand that despite my health care providers best efforts to identify potential carriers of the virus, we cannot
guarantee that we are able to identify such individuals and prevent them from potentially bringing the virus to this
office. Despite safeguards instituted to minimize infections, | understand that there is a risk performing this procedure
and the care associated with it, may result in my becoming infected with the COVID-19 virus. Such infection could
further result in significant sickness, disability, or death.

I understand that in addition to this Special Consent Form for An Elective Surgery or Procedure During the COVID-19
Pandemic, | will be provided a separate Consent Form for review regarding the particular surgery or procedure to be
performed. | understand that this Special Consent Form is only being used because of the unique circumstances
surrounding the pandemic.

As a prerequisite to obtaining the treatment proposed, | am confirming that | have none of the current commonly
known symptoms of COVID-19 (fever, cough, shortness of breath, sore throat, loss of taste and/or smell sensation) and
that | have not traveled by airplane, cruise ship, train or other form of public transportation. Further | have been
practicing all current CDC guidelines with respect to “social distancing” and have NOT been in contact with a person who
had a positive test for COVID-19 or suspect to be positive.

1 understand that there will be an additional charge for updated PPE (personal protective equipment) requirements in
compliance with CDC & ADA regulations for COVID-19.

| hereby consent to the treatment proposed by my dentist.

Print Name:

Signature:

Date:

Gl =

<Dr. Signature>



DEAN BOLDIN, DDS

ACCENT Dental.

Emphasizing dental excellence

Financial Arrangements and Dental Insurance

We are committed to providing our patients with the best possible care. If you have dental insurance, we
would be happy to submit claims on your behalf to help you maximize your benefits. In order to utilize your
insurance, you must understand... )

Your insurance is a contract between you, your employer and your insurance company.

Your insurance company and your employer have selected the level of insurance coverage your plan allows.
Not all services are a covered benefit. You are responsible to be aware of your insurance coverage.

We are considered Out of Network with all insurance plans. They will pay the maximum allowed amount of
usual and customary fees.

It is important to emphasize, as a dental care provider, our relationship is with you and not your insurance
company.

While filing insurance claims is a courtesy that we extend to all patients, all fees are your responsibility from
the date services are rendered. Payment is due at the time service. If financial arrangements need to be
arranged please inform the receptionist before services are rendered.

For your convenience, we accept cash, checks, Visa, MasterCard, Discover, and American Express. We do not
offer in-house financing. If you wish to arrange a monthly payment plan, we partner with Care Credit (pending
credit approval). A 5% courtesy saving can be applied to any payment made in full using cash or check for
services totaling more than $1,000.00.

Any patient account unpaid after 90 days will be charged a finance charge of 1.5%. In case of failure to pay, we
reserve the right to add additional costs such as filing fees, court costs and attorney fees. These costs are the
patient’s responsibility.

If you have any questions regarding the above information or any questions pertaining to your insurance
please feel free to ask, we are here to help you.

Patient/ Parent or Guardian Signature Date





