/
Olive Family\\ . Dentistry

PATIENT REGISTRATION

Last Name: First Name: Email Address:
Birth Date: Age: sex: MO F [
Social Security Number: Drivers’ License/l.D. Number:

If a child, Parent’s Name:

Street Address: Home Phone:
City: State: Zin Code: Cell Phone:
Patient Employer: Business Phone:
Business Address: Occupation:
Spouse’s Name: Phone:

Spouse’s Business Address:

Emergency Contact: Phone:

Name of Primary Dental Insurance Company: Group #:

Primary Insurance I. D. #:

Name of Secondary Dental Insurance Company: Group #:

Secondary Insurance I. D. #;

Spouse’s Social Security Number: Spouse’s Birth Date:

Reason for your visit here today:

Is there anything about your smile that you would like to change?

Whom may we thank for referring you?

Consent

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and any other diagnostic aids deemed appropriate by the doctor to
make a thorough diagnosis of above named patient's dental needs.

2. Upon such diagnosis, | authorize the doctor or designated staff to perfom all recommended treatment mutually agreed upon by me and to employ such assis-
tance as required to provide proper care.

3. | consent to the use of appropriate medication and therapy as deemed necessary. | fully understand that using anesthetic agents embodies a certain risk.

4. | understand that a charge may be made for broken appointments without a 24 hour notice.

5. 1, the undersigned, have insurance with and assign directly to Olive Family Dentistry, all benefits, if any, otherwise payable
to me for services rendered. | understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize the doctor to release
allinformation necessary to secure the payment of benefits. | authorize the use of this signature on all my insurance submissions whether manual or electronic,

6.Lastly, | agree to be responsible for payment of all services rendered on my behalf or my dependents. | understand that payment is due at the time of service
unless other arrangements have been made. | understand that a finance charge will be added to any invoices 45 days past due. If account is not paid thereafter,
legal fees will be added to the account.

The above information is accurate and complete to the best of my knowledge and is only for use in my and/or dependents' treatment, billing and processing of insurance
benefits for which I, and/or my dependents, are entitled. | will not hold the dental office of Olive Family Dentistry or their staff responsible for any errors or omissions
that | may have made in the completion of this form.

Patient, Parent or Responsible Party Signature: Date:

Olive Family Denlistry « 2200 West Clive Avenue, Burbank, California 91506




Time 12:28 PM OLIVE FAMILY DENTISTRY

Eaglesoft Medical History
Birth Date:

Date 1/11/2017

Patient Name: 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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now? @ Yes @) No If yes l : j
Have you ever been hospitalized or had a major operation? @ Yes @) No If yes L —|
Have you ever had a serious head or neck injury? ) Yes @) No If yes L I
Are you taking any medications, pills, or drugs? i ¥es @) No If yes l —l
Do you take, or have you taken, Phen-Fen or Redux? ©) Yes ) No If yes L ]
Have you ever taken Fosamax, Boniva, Actonel or any other & Yes @ No If yes [ ]
medications containing bisphosphonates?
Are you on a special diet? @) Yes
Do you use tobacco? ) Yes
Do you use controlled substances? ) Yes If yes L
Women: Are you...
Pregnant/Trying to get pregnant? [ Nursing? [T Taking oral contraceptives?
Are you allergic to any of the following?
[T Aspirin [ Penicillin [T codeine [ Acrylic
[ Metal [Tl Latex [ suffa Drugs Local Anesthetics
Other? ] If yes L j
Do you have, or have you had, any of the Following?
AIDS/HIY Positive ()Yes )No |Cortisone Medicine “i¥es TiNo |Hemophilia Radiation Treatments i Yes ) No
Alzheimer's Disease § Diabetes @ Yes (O No |Hepatitis A Recent Weight Loss
Anaphylaxis Drug Addiction 3 Hepatitis B or C Renal Dialysis
Anemia Easily Winded Herpes Rheumatic Fever
Angina Emphysema High Blood Pressure Rheumatism @ Yes ) No
Arthritis/Gout Epilepsy or Seizures High Cholesterol Scarlet Fever “i¥es ¢No
Artificial Heart Valve Excessive Bleeding Hives or Rash Shingles “iYes ¢No
Artificial Joint Excessive Thirst Hypoglycemia Sickle Cell Disease Yes ¢ No
Asthma Fainting Spells/Dizziness Irregular Heartbeat Sinus Trouble TiYes ©)No
Blood Disease Frequent Cough @ Yes Kidney Problems Spina Bifida ) Yes I No
Blood Transfusion Frequent Diarrhea @ Yes Leukemia StomachIntestinal Disease ) Yes ) No
Breathing Problems Frequent Headaches @ Yes Liver Disease Stroke DYes ®
Bruise Easily Genital Herpes ©i¥es TiNo |Low Blood Pressure Swelling of Limbs @ Yes
Cancer Glaucoma iYes ©)No |LungDisease Thyroid Disease ) Yes
Chemotherapy Hay Fever & Yes @ No Mitral Yalve Prolapse Tonsillitis @) Yes
Chest Pains Heart Attack/Failure ©ives () No Osteoporosis Tuberculosis ) Yes
Cold Sores/Fever Blisters ) Yes )No |Heart Murmur Pain in Jaw Joints Tumors or Growths @ Yes &
Congenital Heart Disorder ¢ ves ("iNo | Heart Pacemaker @ Yes ()No |Parathyroid Disease Ulcers & ves
Convulsions i Yes (()No |Heart Trouble/Disease ) Yes () No |Psychiatric Care Venereal Disease ) Yes
Yellow Jaundice ) Yes
Have you ever had any serious illness not listed above? @ Yes ©INo If yes L T

Comments:

To the best of my knowledge, the questions on this form have been accuratel

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

Signature of Patient, Parent or Guardian:

ly answered, I understand that providing incorrect information can be dangerous to my (or patient's) health. It is my

Date:




Agadzhanov Aminov Dental Pertnership

2200 West Olive Avenue
Burbank, CA 91506

Phone: (818) 846-2266
Dear Patient:

In an effort to provide you with flexible payment arrangements, we have expanded our
‘payment policy.

PAYMI:‘:N'TARRANGEMENTS ARE REQUESTED AT THE TIME OF YOUR VISIT
We now offer the following payment options:

____ Payment by cash

____ Payment by check

____ Payment by credit card

___Automatic monthly billing to your Visa or MasterCard

___ Guarantee any amount not covered by insurance with Visa or MasterCard.

Please make your choice, sign below and return to office manager before treatment. *

Our office is a fully approved and accredited user of the Visa and MasterCard Health Care
Program which will enable you to use your Visa and MasterCard to automatically cover
amounts not paid by your insurance. You may also choose a comfortable amount to be
automatically billed to your Visa or MasterCard on a monthly basis.

If none of the above apply, please see the office manager. Thank you.

Print your name here and sign below

* 3 ;
Date: i <

COPYRIGHT, 1995,R.M.D.P.



