Hulsey Dentistry New Patient Registration Form — Adult

GENERAL INFORMATION:

First Last Middla Preferred 8Ma1e
Mame___ Name Initial _ Name Female
Birthday Age Soc. 5ec. _ Drivers Lic.

Address City State Zip

Cell & __ Home#_ Other #

Email Would you like to receive correspondence via email? O ves One

**Would you like appointment reminders via Text? Oves Ono

Omnarried  Osingle Obivorced O separated O widowed Spouse Name

Employer : ’ Occupation

Employment Status O eull Time O part Time O Retired How long have you lived In this area?

Preferred Pharmacy Primary Doctor____

Emergency Cantact . Fhona___ Relationshio

Responsible Party Name (if other than patient)

How did you hear of our office?

Signature Date_____

DENTAL INSURANCE INFORMATION:

Primary Dental Coverage Information

Dental Insurance Company. Dental Insurance Phone

Dental Insurance Address

Policy ID Number _ Group 1D Nurmber
Subscriber Namea___ ) Relationship to patient O Self DSpuuse D Parent O Other
Subscriber Employer - Soc. Sec. Birth Date

Secondary Dental Coverage Information

Dental Insurance Campany Dental Insurance Phone

Dental Insurance Address

Policy ID Number i ___ Group 10 Number

Subscriber Name Relationship to patisnt O self 'O spouse O parent O Other _

Subscriber Employear Soc, Sec. Birth Date




Hulsey Dentistry Medical History Form

Do your gums bleed when you brush or floss? e ’
Are your teeth sensitive to cold, hot, sweets or pressure?..
I5 your MOUA Ary e
Hava you had any periodontal (gum) treatments?.
Have you ever had orthodontic (braces) treatmants?.
Have you had any problems with previous dental treatment?.00
Is your home water supply fluoridated? ...

Do you drink bottled or filtered Water? s O

Date of your last X-rays

MO YES NO
O Do you have earaches of NREK PAIN T 1arrirecesissrmrrresss s sssssssnn e o o
O Do vyou have any clicking, popping or discomfart In the jaw?....0 O
O Do vyou brux or grind your ERTRT e .0 a
00 Dovyeu have sores or ulcers in your 14 5 T4 LT ATPTRRN .0 0O
O Do you wear dentures or partialsfu. s .0 O
O Do you participate in active recre ational activities?.. .0 0
O  Have you ever had a serious injury to your MOUth T s o a
O  Areyou currently experiencing dental pain ar discomfort?....... -

| Date of your last dental exam_

Previous Dentist ___

PLEASE READ.

Alhough dentzi persannel rily treat the arez in and sround your mouth, your mouth & a part of your entire body, Heakh conditions that you have/have had
andmmgd.i:;‘mns gﬁat wnulme taking, cu‘f.lhi hgve an Import2nt relstionship with the dentstry you will receive, Thank yeu for angwernng the following questions.

CURRENT/PREVIDUS MEDICAL HISTORY

Are you under a physician's care now? 1 Yas (D) No
Arg you on a spedal diet? iy Yes 7 No
Have you ever:

geen hosplialized/had majer surgery? © Yes ) No
Had & serious head or neck injury? 1 Yes ) No
Used tobacen (currently or in past)? % Yes £ No
Taken Fosaman, Boniva, Actonel or any other i Yes & No
bisphosphonate medication?

WOMEN ONLY:

Are you pregnant? T yes, when is your due date? ) Yes ) No
Trying to get pregnant? & ves O No
Nursing? £ Yes O No
Taking birth contro! pills or hormanal replacement? i Yes & ho

MEDICATIONS

g
|

T yes |

Fyes|

I-l_ *

I ves |
Fyes|
Tres|
Fyes|

ol e e

IFyes |

If ves o
Tyes[ =

1 yes |

ke

o

Please list ALL current medications [or we will gladly make a copy):

*PREMEDICATE®
Do you cumently have or have you ever had any of the folowing:
An arthopedic totzl joint replacement (hip, knee, 2 Yes ) No
elbowy, finger) - f yes, date? Any complications?
Artificial (prosthetic) heart valve i Yes £ No
Previous infective endocarditis 3 Yes ) No
Damaged heart valves in transplanted heart £ Yex i No
Conganitzl Heart Disorder (CHO)
Unrepaired, cyanatic CHD 0 Yes & No
Raepaired (completely) in last 6 months £ Yes ) No
Repatred CHO with residual effects 3 Yes i3 No
OTHER (See "Commants” section below} 3 Yes ¢ No

Fyes | 2]
If ves | <
Fyes[ =]
!fv&s[ A




* 411 ERGES®

Are you ALLERGIC to any of the folowhg: ] -
acryiic ) Yes D Ho | Aspirin
Local Anesthetics © Yes (Mo | Nickel
cadatives/Sleeping Pills & ves O Mo | Sulfa Drugs
COMDITIONS
Plesss chack ALL that apply- 3
ADS [ A Postve D Yes i) No mﬁn;smmr &) Yes O No
Angina i Yes 2 No et GO £ ves @& No
Autpimmune Dsorder
Addison's & yes @3 No | Celiac Sprue
Crawes % Yes D) No Hashimoto's
Psariasts 73 Yes (2 No | Reactive Arthriis
Seleroderma ¢ Yes 3 o | Sjogren's
mmw‘mhﬁuﬂ} i Yes &3 NO l
condiions {continued) )
Zack Pain™ = Yes C3 No | Blood Diseast @ Yes O o
gruise Easily © Yes ) No | Cancer @ Yes & No
Chesk Pains i Yes ) No Cold Sorcs | Fever Bisters & Yes (5 No
Digbetes:®
Type 1 £ Yes ) No
Condidons {contmued)
Drug Addiction &) Yes @I No | Epilepsy [ Seizures”™ &3 Yes O Mo
Exgessive Urination 1 Yes 1 No | Fainting Spels [ Dizzness 17 Yes (0 No
Frequent Headadhes ) Yes (3 No | Glaucoma ) Yes D No
Heart Murmur £ Yes @ No | Heart Pacemaker™ & Yes O No
Hepatitis A 1 Yes ©)No | Hepatis B or C* & Yes O No
Hives or Rash @ Yes &) No | Hypoghycemia £ Yes & No
Leukemia 1 Yes (D No | Liver Disease ) Yes i3 No
wiitral Valve Prolepse @ Yes £3No | Osteoparosis £ Yes &) No
Radiation Treatments® 3 Yes © Mo | Recent Welght Loss £ Yes © No
Scarlet Fever {71 Yes iZi No Sexualy Trangmitied 5 Yes (&) No
Sinus Trouble £ ves @ N0 |DEE
swelling of imbs ~ © Yes D Ho Spina Bifida T Yes D No
Tuberculosis £ Yes © No Swollen glands in neck O Yes & No
Tumors [ Growths @ Yes  No
ADDITIONAL COMMENTS

©Ves G0 | sarbiturates EyesOHo |
£ Yes ) No | Latex & Yes QN0
& Yes ©)No | Penicilin i yes O Mo
£ Yes (NG mﬂl[s:ewﬂ'serimbelm} 7 Yes & No
anngimﬁs ) Yes N0 | anemia £ Yes DI N0
Acthma® 73 Yes (D) MO
@ Yes ©Ho | Crohn's r.":Wﬁ f;.‘ﬂu
£ Yes MO | Lupus & Yes T Mo
& Yes D NO Rheumatoid Arthrits 3 Yes £ No
£ Yes O Mo |ulcerstive Colitis @ Yes D1 No
slood Transfusion 7y ves 3 No | Breathing Problems & Yes 7 No
Cardiovascular Disease™ @ Yes (3 No | Chematherapy & Yes O No
Congestive Heart Faiure™ (0 &5 #iNo | Cortisone Medicing @ Yes O He
Type 2 7 Yes G NO
Excossive Bleading* O Yes ©No | Excessive Thirst 0 Yes D No
Frequent Cough i ves ©yNo | Frequent Diarhea 5 Yes (1 No
Hay Fever 1 ¥es No | Heart Atiack® 3 Yes &) No
Heartburn / Reflx O Yes O No Hemaphtila #) Yes &) Mo
High Blood Pressure® & Yes i No | High Cholesterol £ Yas G No
Trreqular Heartbeat @ Yes &Moo | Kidney Problems & Yes & No
Low Blood Pressure s Yes (O Mo Lung Disease [ COPD | o Yes O Ho
Parathyroid Disease ) Yes i No Emphysema® ]
Ranal Dialysis &3 Yes G No Psychiatric Care 71 Yes Zi No
Shingles ) Yes & No Rheumatic Fever 1 Yes (& No
Stoemach [ Intestnal 1 Yes & No Sickle Cell Disease ~ © Yes O Ho
Ch— Stroke® £ Yes € No
Thyroid Disease & Yes &3 No | Tonsillids & Yes @ No
Ulcers & Yes [ No UHE[SHWTH‘ @'I'ES@H{I
section below)

*#p|pase use this section for fu i
or further explanation/other comments, or if you answered “Other” to any guestion above:**

PATIENT ACKNOWLEDGEMENT

To the best of my knowledge, the questions on thi
dangerous to my (or piuent"si heakh. Rt &my rwsu-if:ﬂ:

Signature of Patient, Parent or Guardian:

X

Date:

rm have been accurately answered. Tunderstand that providing incol i nformation
ity to inform dentzl personnel of any changes in n'edi?z!stzufs. ML RO el



a Text or Call 770-532-6004
);ﬂrﬁgfv 1943 Jesse Jewell Pkwy. Suite 600 Gainesville, GA 30501 O F F I CE PO LI CI ES

FINANCIAL POLICY

Our Hulsey Dentistry team is dedicated to providing the exceptional care that you deserve at a price that is fair, clearly discussed, and easy to manage.
For your convenience, we offer a range of payment options and we can be easily reached with any question you may have about our financial policies.
We will be sensitive to your financial circumstances and do everything possible to help you achieve optimal oral health.

PAYMENT OPTIONS- We gladly accept Cash, Personal Check, All major Credit Cards and Flex Benefits Cards. We also offer payment options with
CareCredit (subject to credit approval). You may apply for this special financing via a CareCredit link on our website.

FOR PATIENTS WITHOUT INSURANCE- We require payment in full at the time of treatment, unless prior arrangements have been made. Additionally,
for patients without dental insurance, we offer a New Patient Discount as well as an in-house savings plan called HD SMILE CLUB. Regardless of age,
employment, or dental needs, you and your family are invited to join this membership plan. See a Hulsey Dentistry team member for details.

FOR PATIENTS WITH INSURANCE- We require payment in full of your estimated out-of-pocket, co-pay or deductible at the time of treatment, unless
prior arrangements have been made. We are not contracted with any dental insurance company; we are considered an out-of-network provider. We
will gladly verify, file, and collect payment from most dental PPO insurance companies. Be advised that any amounts proposed to be paid by insurance
companies are estimates only, and that no guarantee can be made by our office regarding these amounts. In the event that the amount paid by your
carrier differs from the estimate, you will be billed for the difference. Please be aware your insurance is a contract between you, the insurance company
and your employer and you are ultimately responsible for any amount not paid by your insurance. While we go to great lengths to both verify and
understand the many details of your specific dental policy, your insurance will never guarantee a payment.

RETURNED CHECKS- If a Personal Check is returned, a $25.00 returned check fee will be charged to your account to cover the bank’s processing fees.

PAST DUE ACCOUNTS - Itemized statements representing the patient responsibility portion of your account balance are generated and mailed
approximately every thirty (30) days. Patient account balances are due IN FULL within fifteen (15) days of the statement date. If you have received three
(3) statements and have not paid your patient account balance in full nor have you made a payment arrangement with our office, your account will be
considered delinquent. Delinquent patient accounts may be forwarded to a collection agency. Patient accounts forwarded to a collection agency will be
charged for all costs and expenses associated with the collection of your account including, but not limited to, our reasonable attorneys’ fees.
Additionally, if your account is forwarded to a collection agency, you may be dismissed from the practice due to a failed professional relationship.

MINORS - Please make payments to the office in advance if someone other than the parent/guardian will be bringing your child to the appointment.
DIVORCE AND SEPARATION — The parent/guardian who brings the child to their dental visit is responsible for payment independent of who carries the

insurance or a divorce decree. Reimbursement must be made between the divorced parents. We will not intervene.
PLEASE INITIAL

APPOINTMENT POLICY

CANCELATION AND MISSED APPOINTMENT POLICY - A scheduled appointment is a commitment of time between you and our practice. We have
reserved that time just for you. Dr. Hulsey and our team spend extensive amounts of time preparing for your visit. In order to maintain the integrity of
our schedule, we must hold strictly to the following standards:
e  We require 48 hours notice for any cancellation or rescheduling of your appointment.
e  Failure to provide 48 hours notice on any missed appointment may be subject to a $50.00 missed appointment fee.
e  Repeated cancellations or missed appointments may result in loss of future appointment privileges.
PLEASE INITIAL

INSURANCE POLICY
INSURANCE CHANGE - We ask that you provide all NEW or CHANGED dental insurance information PRIOR to the day of your appointment. Since we
require your out-of-pocket to be paid in full at the time of service, we will need to verify the benefit details prior to your appointment. If NEW

information is presented at the time of service and we’re unable to verify these NEW benefits, you’ll be expected to pay in full for the services rendered.

INSURANCE PAYMENT - Should your Insurance Company accidentally send the payment to you rather than us, you agree to forward this payment to
Hulsey Dentistry within 10 days of receiving the payment.

INSURANCE USED AT ANOTHER OFFICE — Please be aware you must inform us when you use your dental coverage at another dental office.

| authorize payment of my dental benefits to be made directly to Hulsey Dentistry. PLEASE INITIAL

HIPAA PRIVACY POLICY

Hulsey Dentistry has a privacy policy in effect that you are welcome and entitled to view. Please notify the Front Desk if you wish to have a copy.
PLEASE INITIAL

I understand and agree to the office policies explained above.

Print Name Signature Date






