PATIENT REGISTRATION

Date (Please Print) Patient's SSN:

Patient Name:

Last

Preferred Name:

First Middle Initial

Mailing Address:

City:

State: Zip:

Home Phone:

Email:

Cell Phone:

Work Phone:

Date of Birth:

Sex: 0 Male o Female Marital Status:

Who is responsible for this account?

Age:

How did you hear about our office?

Emergency contact:

Phone number:

Name of Dental Insurance Company:

If through employer, Name of Employer:

Name of Insur. Subscriber:

Date of Birth

Subscriber SSN:

Address of Insurance Company:

Insurance Company Phone Number:

Group #:

Member ID#:

Relationship of Subscriber to Patient:

TURN OVER>>>>>>



Ray A. Morse, DMD
Aesthetic, Laser, & Digital Dentistry
Financial Policy

Thank you for choosing our office as your dental health care provider. We are dedicated to
providing the highest quality of care with a commitment to uncompromised professional and
individual service to each patient.

Payment is due at the time service is provided. We accept cash, checks, and all major credit
cards as well as Care Credit. Returned checks are subject to additional fees. Patients who carry
dental insurance understand that all dental services furnished are charged directly to the patient
and that he/she is personally responsible for payment of all dental services regardless of dental
insurance.

As a courtesy to you, we will help you process your insurance claims. You are required to pay the
deductible and co-payment, which is the estimated amount not covered by your insurance company, at
the time we provide service to you. Insurance companies have a wide variety of rules, plan limitations,
and exclusions that our office may not be aware of. Dental insurance is a contract between you and
your insurance provider and we are not party to that contract. Once insurance has paid their share, a
statement will be sent to you for any remaining balance and will be due upon receipt. If your insurance
company has not made payment within 60 days, the unpaid balance becomes your responsibility and is
subject to finance charges and the collection process. All fees associated with the collection process are
also your responsibility. All balances that are over 120 days past due will incur a 1.5% interest per
month late payment penalty.

Cancellation and late policy: Your appointment time is reserved for you and is not double booked.
If you will be late, please call as soon as possible so that we may advise whether your late arrival can
be accommodated or if we need to reschedule you. For cancellations/rescheduling, we require 24 hours
advanced notice. Patients that miss/cancel/reschedule an appointment with less than 24 hours notice
will be charged a $25 broken appointment fee. You will be called prior to your scheduled appointment
as a courtesy to confirm, however, unconfirmed appointments are still subject to fee.

CONSENT: I HAVE READ, UNDERSTAND, AND AGREE TO THE ABOVE TERMS AND
CONDITIONS. I AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL
BENEFITS DIRECTLY TO RAY A. MORSE, DMD. The undersigned hereby authorizes Doctor to
take xrays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to
make a thorough diagnosis of the patient's dental needs. I also authorize Doctor to perform any and all
forms of treatment, medication, and therapy that may be indicated. I also understand that the use of
anesthetic agents embodies certain risk. I understand that responsibility for payment for services
provided in this office for myself or my dependents is mine, due and payable at the time services are
rendered.

PRINT Please PRINT Person's Name on
Patient Name: Insurance card:
(Insurance Subscriber)

Insurance
Patient SIGN: Subscriber SIGN:
(Patient or Responsible Party)




TIME 11:25 AM Ray A. Morse, DMD
MEDICAL HISTORY
PATIENT NAME Birth Date

DATE 7/21/2015

—

| Although dental personnel primarily tre

at 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? ()
Have you ever been hospitalized or had a major operatlon'? '

Have you ever had a serious head or neck injury? {_

Are you taking any medications, pills, or drugs?

Do you take, or have you taken,

) No
No

Yes
Yes

h‘- Yes (_} No
Yes () No
Phen-Fen or Redux? l.'_“ Yes () No

Are you on a special diet? (_ Yes .( ) No

Do you use controlled substances? {__ “ Yes ()

—Women: Are you -
| Pregnant/Trying to get pregnant? (

Do you use tobacco? {

Yes c\ No
) No

if yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

Y Yes () No

}_Are yo_; allergic: io any of the following?—-

.IYQSKWND

Nursmg'? () Yes () No

| [_] Aspirin [ | Penicillin [ ] Codeine [ | Aerylic [ ] Metal [ ] Latex [ ] Local Anesthetics

i [ ] Other Ifyes, please explain:

Do you have, or have you had, any of the following? - e
* AIDS/HIV Positive ") Yes( ) No | Cortisone Medicine () Yes () No | Hemophilia O Yes\ ) No | Renal Dialysis {7 Yes () No |
i Alzheimer's Disease () Yes( \__J No | Diabetes () Yes (» No | Hepatitis A ) Yes (; No | Rheumatic Fever ) Yes () No |
| Anaphylaxis & Drug Addiction () Yes () No | HepatitisBorC () Yes () No | Rheumatism (0 Yes (O No |
| Anemia Easily Winded ) Yes () No | Herpes {7 Yes () No | Scarlet Fever ”1 Yes () No |
| Angina Emphysema " Yes () No | High Blood Pressure () Yes () No | Shingles () Yes () No
| Arthritis/Gout Epilepsy or Seizures () Yes () No | Hives or Rash O Yes Sickle Cell Disease \ J j Yes () No |
. Artificial Heart Valve Excessive Bleeding __J Yes (! No | Hypoglycemia ) Yes {_} Sinus Trouble

| Avrtificial Joint Excessive Thirst () Yes () No | Imegular Heartbeat () O Spina Bifida .
| Asthma Fainting Spells/Dizziness ) Yes (_; No | Kidney Problems ! Stomach/intestinal Disease () Yes () No |
| Blood Disease Frequent Cough (") Yes () No | Leukemia { Stroke ) Yes -.‘3 No |
| Blood Transfusion Frequent Diarrhea ' Yes ) No | Liver Disease &9 Swelling of Limbs ) Yes () No |
! Breathing Problem Frequent Headaches () Yes{ ) No | LowBlood Pressure {_ Yes{ ) No | Thyroid Disease () Yes () No

[ Bruise Easily Genital Herpes Lung Disease () Yes () No | Tonsilliis ) Yes () No

| Cancer Glaucoma Mitral Valve Prolapse () Yes () No | Tuberculosis ) Yes ) No

| Chemotherapy Hay Fever Painin Jaw Joints () Yes (_} No | Tumors or Growths ) Yes ) No

[ Chest Pains Heart Attack/Failure { Parathyroid Disease ( ) Yes{ J No | Ulcers ) Yes ) No

i Cold Sores/Fever Blisters -\ Heart Murmur @ Yes\ 3 ) No © Psychiatric Care (! Yes (! No | Venereal Disease () Yes ) No |
| Gongenital Heart Disorder( ) Yes () Heart Pace Maker (") Yes () No | Radiation Treatments(_) g Yellow Jaundice (") Yes ) No

' Gonvulsions () Yes{_) No | Heart Trouble/Disease () Yes () No | RecentWeightLoss (! Yes () No

Comments:

Have you ever had any serious illness not listed above? ()

Yes () No If yes, please explain:

i S

| To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect |nfan'nation can be
dangemus to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

|
I SIGNATURE OF PATIENT, PARENT, or GUARDIAN
|

DATE




Name Date of Birth

Please list all prescription medications you are currently taking. Please
inciude dosage and iliness the medication is being used to treat.

Please list all non-prescription medications you are currently taking,
Please include all over the counter medications, herbal supplements and
daily vitamins, Indicate dosage and necessity of medication.

Please indicate if you are presently experiencing or recovering from a
chemical dependency or alcoholism.

All of these questions are important in providing you with safe dental
treatment. Some medications and chemicals may have adverse reactions
to the chemicals we use in our office. All answers are siricily
confidential.

Signature Date




The Dental Practice of Ray A Morse, DD

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“*You May Refuse o Sign This Acknowledgement**

Purpose. This form is used fo obtain acknowledgement of receipt of our Notice of
Privacy Practices or to document our good faith effort to obtain that acknowledgement.

h

, have received a copy of this office’s Notice

of

Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For QOffice Use Onily

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practines, but acknowledgement could not be obtained because:

a

0 & B

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

- An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)




- Aesthetic, Digital, & Laser Dentistry
Ray A. Morse, DMD
227 Southwood Center I1
Panama City, FL 32405

Medical Information Release Form
HIPAA Release Form

PATIENT NAME:

[]1 Iauthorize the release of information including the diagnosis,
records, examination rendered to me and claims information as well
as information regarding upcoming appointments and unscheduled
treatment plans. This information may be released to:

[1] Spouse Name:

[] Child(ren) Name(s):

[ ] Other Name:

[ ] Information is not to be released to anyone.

This release of information authorization will remain in effect until
terminated by me in writing.

Signature of patient or representative:




The Dental Practice of Ray A Morss, DD

NOTICE OF PRIVACY PRACTICES

CRIBES HOW HEALTH INFORMATION ABOUT YOU WAY BE USED AND DISCLOSED AND HOW YOU CAN
e » GET ACCESS TO THIS INFORMATION,

PLEASE REVIEW T CAREFULLY,
THE PRIVACY OF YOUR HEALTH INFORM ATION 15 IMPORTANT TO US,

,__mm_“%mqwnﬂw_.k by vpplicable federal and siole law 1o maintain the priviicy of yeur henliy mz.qax_&.. W ore nlso required Lo give

ou [his Netlce abaul cur privacy praciices, cur lagal duties, and your Hohis cencerning your healih mformalionn. We must follow the
“;éo.ﬁn&%m thatare descrited in ths Nofice whife it is i effest, This Netice fakes effoct Aprit 74, 2003, 0 wit resmafy in oftect
unil] we replace it, ..

ight 1o changs our piva aclices ond the 1erms of this Natice ol sny lirne, provided such ehanges ore permitied
ucunnig_ﬂuzo _:h%_n:s.%\% the right z.w_. ._Mae tha changes In cur privacy praclicos and e fow leria of o Mofice affeetivie for afl
:Hug Information thal wa malilaln, Including heaith Information we craated or received before we made ihe changes. Beforo we
make 2 slgnificant change in ot pivacy praglcos, we will chanpe this Nelice tnd mnke the new Mellee pvallable upon roguesi,

Yeou may requnst B copy of our Notice ab aby ime, For moeo Infermation aboul eur privacy sractlces, or for prditionn coples of his
Nolice, please contndt us using the Infermatien listed ol the end of this Metlce.

AND DISCLOSURES OF MEALTHINFORMATION _
.__._,__wm_wo u:n_bn_wnﬁn-.g__._ infermalion aboul you for Ir et menl, Payment, and heolthens ¢ oper olions, For exnmple;

Traptmant: We mty use or disctose your heallh Information to @ #hyslcian or cther eattlicare provige previching freament {oyou,
Paymant: We moy use and discloss your health Informnticn 1o obtaln Poyment for send ces we provids la Yo,

: \We use and disclose Your heatlh Informalicn In conneetion with our healtheare operalions. Henlthenre
gﬁaﬁﬁ_ﬂyi bt ond by ! acthilles, reviewing e compelonce or quallications of ol heare

prefesslonals, ova lunting practitioner b provider perfemime, Scadasting Irbining programy, 5 ;Wi
credentinling activities,
Your Authorlzation: In addilion to our use of yeur heali | o | -payment o heally operollons, you muy give

il on 10 use yout health Infermidion or Lo disclose || to BMyOne Iof any purpose. If you give us an 2.:..&?..5__,3._
ﬂ_ﬂﬂ ﬁw..__._rﬂ.(aﬂa o any Hima. Your revoallon will nat allect By use of disclosures permitied by your autherization while i
wol In effect.  Unless you give us o wilien aulh erizotion, we connct use or ciscl yeur health Inf: len for nny reasen engept
those described in this Nolice.

Frionds: We musl disclose your heath infermation 1o yeu, as dasedbred in lhe Patient Rights soclion of ihis
ﬁn”j_ﬂ_ﬁ“ wqx__ ; “E_ haufth informelion fa a family member, fifend of tfivr porsen lathe exent necossry fa help with yoar
healincare or il payment for yut heafthcare, bt only If yeu agre ot e may o 5o,

[ : We may use or distlose healih informaticn 1o nolify. or assist in the nelification of (including iclentitying
W__.”.uﬂm_‘.ﬁﬁmx‘.”:maﬂwﬂ it uM‘«n,a__ fepras et afivg o ancbier ferson Bm_updn,o__ma.qm_zﬂ m,s. OD.R.._._ EB‘._N,... yeir uﬂ_.ﬁ&
.mm._n.w_o: o death. I you ure presenl, then frior Yo use or aisciosure o youl el infainatics, wa Wil Fodde yag with an
opporturity o abject to such uses or dsclomres, jihe event ol your Incapseily o emergency cireumstarices, e will disclose i
it Ion hsed on @ deferminalion using cur professional | deyment s ..oa___...?;.w.._s informalion Eu._m.r_m Eunh«:n_n‘.n..n _o
tne persen’s lwoh I your heall) We pal B1s0 use our predessony) jud wn i &0 Wik sommen posting in
mike reqsonobie nferences of yeur best interest In llowing o persen lo, Pick up filled preseriplions, medicy supplies, *-rays, of other
slmitar forrns o health Information,

Marketing Haalth-Rolatod Servicos: We wil not use your heasth informalion for matkeling communieallons withesl yeur writlen
thordzation.

Raquired by Lawe We may use e diselose your health infeemalion when we are reculred (o do so by taw,

Alwse or Nogloct: we may disclose Your beglth il i to 0 t if we

1y beditve that you are g

possible viclim of abuse, neglect, o d & wiof o D possi vidlim of dher crimes, We may disclose your heally
nf on to the exlent ¥ to avert o serious threat to your health or safedy o the bealth or snlety of sihers,

Notlonal Securly: Wy may disciose to military aulhexities the henith Infermtien of Armed Forpes rersonnd under certely
elr t We may disclose lo autherizeg faderal officiols beelth informulion required for lowhil intelligence, taunterinteligence,
and clher netienal security aciivilles, We may disclose lo fonal Institution cr law enf, W olficial hiAng lowh) cusiody of
protectad reatth fnformaticn of inmnte o bafienf under cenl ol circumsiances,

Appoiokmant Remindars: We may Ush of disciose your health informalion 1o provide you wity nppcintment

. reminders (such ng
voleemail muessoges, posteor ds, o leqrersy,

PATIENT RIGHTS

nxua__a__.!3..2;.3:..5233__9‘21_._9 Contnct us using the infermatlon listed ol 118 end of this Nellce for n full explanation
of our fet stuclure,

Disclosure Accounting: Yo have the tight lo recsive o list of instances jn Which we o our bysi Bstocinles o r=Ts
fenith tormation fer purposes, elfer thon trenfment, puymenl, heulihcara oporallens and certaln olher aclivitles, for the lnst B years,
but not beforn April 14, 2003, It you requiest s accounding mere thon ence In & 12month perod, we My charge you b reénsonoble,
£O81-based e lor tosponctag o Moge ackitiona! raques(s

Rostxletion: You have the rght 1o fequest thal we pinco adcktional restriclions an BUr use of distlasurn of your hwalth Infecm ation,
Weare nel required |o sgrec 1o these addiionnl resiricions, bul 1 we do, wo wil nbide by cur pgreement {=xeepl in an emergency),

Altornatlva Comm undeation: You have Whe rigit to request thot We cammunicals with you about yeur health Infarmatlon by
allemulive memns o Jo aljernaive ocitions. You st make your reaqerast it aniting,  Your reguest must specify Ihe ollernolive

Bn.:nﬁ.._.uiﬁaﬁo:.. J. llon how payments will be handed under the allernative meons o location you
request,

Amandmont: You hove the fight 1o request that we smend your heallh infeonaticn. ¢Your requos) mst be et writlog, anet B st
etplain why the Informalion sheuld be amended) We may deny your requiest undir cettaln ¢ cumstances,

ﬂun:eanznzns__ua_.:ongé.:_« Helico en our Web site o by electrenle mall (e-maif), you are entilled 16 recdve this Neticain
wrillen forrn,

R e A

QUESTIONS AND COMPLAINTS
Ty want mote fnformat ion nbout ouy Privacy practices or have questions o concerns, please conlpot by,

Contnet @ Dr Ray Mooy

Velephone: (350)872.1066 Fax (050) 8721067

T |L>_Iﬁmmﬂ.wwm.mk!|-@ol&:m@.m_,r@.ﬁqﬁm_ﬁ.._\“.ﬁnjmﬁﬁ.. o o o



