PATIENT REGISTRATION AND MEDICAL HISTORY
(PLEASE PRINT)

Date __________________        Home Phone __________________ Mobile Phone __________________ Work Phone __________________
Patient ____________________________________________________________________________________________________________



Last Name



First Name



Initial

Street Address _________________________________________City______________________ State _______________Zip _____________

Sex:  □M   □F     Age ______     Birthdate ______________     □Single  □Married  □Child   Primary Language Spoken ______________
Employed by ____________________________________________________ Occupation _________________________________________

E-Mail Address __________________________________________________     IF STUDENT:   FULL TIME  /  PART TIME 
Patient Social Security # ________________________________ Spouse/Parent Social Security # ____________________________________

Spouse/Parent Name _______________________________________________ Spouse/Parent Birthdate ______________________________

Spouse/Parent Employed by _____________________________________________ Occupation ____________________________________

Mailing Address __________________________________________________ Business Phone _____________________________________
Person responsible for this account?       ______SELF   ______SPOUSE   ______PARENT   ______GUARDIAN   ______OTHER
Name of Dental Insurance Company _____________________________________________________
In case of emergency, who should be notified? _______________________________________________ Phone ________________________

Whom may we thank for referring you? __________________________________________________________________________________

Reason for dental visit today? __________________________________________________________________________________________

Date of last dental visit? _______________ Dentist Name? _________________________ What was done? ___________________________
MEDICAL HISTORY

Physician’s Name ______________________________________________________ Date of Last Physical ____________________________

Do you have or have you ever had any of the following? (check boxes that apply)


□Heart Problems


□Epilepsy 



□Special Diet

□High Blood Pressure 


□Headaches/Migraines 

□Swollen Neck Glands

□Low Blood Pressure 


□Hepatitis, Jaundice or Liver Disease 
□Rheumatic Fever

□Circulatory Problems 

□Cancer 



□Sinus Problems

□Nervous Problems 


□Psychiatric Care 


□HIV / Aids

□Radiation Treatment 


□Arthritis



□Stroke

□Artificial Heart Valves or Joints 
□Allergies to Anesthetics 

□Ulcer

□Recent Weight Loss 


□Blood Disease


□Venereal Disease

□Respiratory Disease/Asthma 

□General Allergies                    
□Chemical Dependency

□Diabetes 



□Cigarette, Pipe or Cigar Smoking
□Hemophilia
Do you have any Drug Allergies or have you had an adverse reaction to any medication? _____ If so, what ____________________________
__________________________________________________________________________________________________________________

Have you ever responded negatively to medical or dental treatment? ___________________________________________________________

Are you taking ANY medications at this time? _____ If so, what ______________________________________________________________

Are you under the care of a Physician/Medical Doctor?   □ Yes     □No
If yes, for What Conditions? ___________________________________________________________________________________________

(Women)Are you Pregnant? □Yes  □No   Due Date? __________  Are you nursing? □Yes  □No   Taking Birth Control Pills?  □Yes  □No

Have you ever been tested for HIV/AIDS?  □Yes   □No 

Was the Test Positive  □Yes  □No

Is there anything else we should know about your medical or dental history? _____________________________________________________
The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing if insurance for benefits for which I am entitled.  I will not hold my dentist or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.
Date __________________ Signature ____________________________________________________________________________________

(OVER)
     MINOR/CHILD CONSENT

I, being the parent or guardian of ______________________________________________________________ do hereby request and authorize 







  Name of minor/child

 the dental staff to perform necessary dental services for my child, including but not limited to X-rays, and the administration of anesthetics which are deemed advisable by Dr. Kendall Parker or his Associates, whether or not I am present at the actual appointment when the treatment is rendered.
______________________  ____________________________________________________________________________________________


Date




 Signature of Insured/Guardian
AUTHORIZATION
I. GENERAL CONSENT TO TREATMENT: 

I AGREE AND CONSENT TO A DENTAL EXAMINATION BY DR. KENDALL P. PARKER, AND/OR ANY OF HIS ASSOCIATES. I UNDERSTAND THAT ADDITIONAL DIAGNOSTIC PROCEDURES AND TREATMENT MAY BE RECOMMENDED BY THE DENTIST AND WILL BE DISCUSSED WITH ME BEFORE BEING DONE. I ACKNOWLEDGE THAT THERE ARE NO GUARANTEES, EXPRESSED OR IMPLIED, AS TO THE RESULTS OF ANY PROCEDURES OR DENTAL TREATMENT. 


II. 
RELEASE OF INFORMATION: 

I AUTHORIZE DENTISTS PROVIDING SERVICES ON BEHALF OF THE PATIENT TO RELEASE ALL BILLING AND MEDICAL INFORMATION (INCLUDING INFORMATION CONCERNING SUBSTANCE ABUSE AND HIV STATUS, IF APPLICABLE) TO DENTISTS, MEDICAID (OR THEIR VARIOUS INTERMEDIARIES), AND THE INSURANCE COMPANY, EMPLOYER, PERSON ACTING ON BEHALF OF A PREFERRED PROVIDER ARRANGEMENT OR THIRD PARTY NAMED ON THIS PATIENT INFORMATION FORM (OR ANY OF THEIR AGENTS OR REPRESENTATIVES), WHEN SUCH INFORMATION IS REQUESTED FOR PAYMENT, WORKERS' COMPENSATION, UTILIZATION REVIEW, OR COVERAGE DETERMINATION PURPOSES. I UNDERSTAND THAT THIS AUTHORIZATION WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING AND DELIVERED TO THIS DENTIST'S OFFICE. 

III. ASSIGNMENT OF INSURANCE OR THIRD PARTY COVERAGE: 

A. I AUTHORIZE ANY THIRD PARTY PAYOR TO PAY DIRECTLY TO THE DENTIST PROVIDING SERVICES TO THE PATIENT, ALL BENEFITS DUE PAYABLE AS A RESULT OF SERVICES RENDERED. 

B. I AUTHORIZE ASSIGNMENT TO THE DENTIST WHO HAS PROVIDED SERVICES TO THE PATIENT THE INSURED'S RIGHTS TO PENALTIES AND ATTORNEY'S FEES IN THE EVENT THAT THE INSURER FAILS TO TIMELY PAY SUCH BENEFITS IN ACCORDANCE WITH LOUISIANA LAW (LA. R.S. 22:657). 

IV. ACKNOWLEDGEMENT OF RESPONSIBILITY TO PAY FOR SERVICES: 

I ACKNOWLEDGE AND AGREE THAT, EXCEPT AS PROVIDED BY LAW, AND IN CONSIDERATION OF THE SERVICES PROVIDED, I WILL PAY ANY CHARGES WHICH, FOR ANY REASON, ARE NOT PAID BY ANY THIRD PARTY PAYOR UNLESS THERE IS A SPECIFIC WRITTEN AGREEMENT BETWEEN THE DENTIST AND THE PATIENT OR BETWEEN THE DENTIST AND THE PAYOR. I ACKNOWLEDGE THAT THIS FEE IS INCURRED ON OPEN ACCOUNT FOR PROFESSIONAL DENTAL SERVICES, IN ACCORDANCE WITH R.S. 9:2781. I ACKNOWLEDGE THAT IF I FAIL TO PAY THE BALANCE DUE ON THIS OPEN ACCOUNT WITHIN THIRTY (30) DAYS AFTER WRITTEN DEMAND, AND IN THE EVENT JUDGMENT IS RENDERED AGAINST ME, IN ADDITIONAL TO THE PRINCIPAL BALANCE DUE, I SHALL BE LIABLE FOR REASONABLE ATTORNEY FEES, LEGAL INTEREST FROM DATE OF JUDICIAL DEMAND, UNTIL PAID, PLUS COSTS OF COURT. 


_______________________



__________________________________________________________________


DATE





PATIENT OR GUARDIAN SIGNATURE


_______________________



__________________________________________________________________


DATE





PATIENT OR GUARDIAN SIGNATURE


_______________________



__________________________________________________________________


DATE





PATIENT OR GUARDIAN SIGNATURE

KENDALL P. PARKER, D.D.S.,and Associates 
ABOUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

We are committed to provide you the best possible care. If you have dental insurance, we are anxious to help you receive your maximum allowable benefits. In order to achieve these goals, we need your assistance, and your understanding of our payment policy. 

Payment for services is due at the time services are rendered. We accept cash, checks, Visa, MasterCard, Discover and American Express. The receipt that is given to you after your visit has been designed to be used for insurance purposes. Our office staff will file Dental Insurance Claims and PPO claims for plans we participate in. We ask you to provide us with a completed, signed claim form if your insurance company requests their own claim forms. We will need a copy of your insurance card so that we can submit a claim for your visit. 

Returned checks and balances older than 30 days may be subject to additional collection fees. We will gladly discuss your proposed treatment and answer any questions relating to your insurance. You must realize, however, that: 

1. Your insurance is a contract between you, your employer and the insurance company. We follow the guidelines of Dental Insurance Companies and all PPO plans we participate in. Payment from your Dental Insurance Plan is expected 30 days after the claim is received by your plan. 

2. Our fees are generally considered to fall within the acceptable range by most companies, and therefore are covered up to the maximum allowance determined by each carrier. This applies only to companies who pay a percentage (such as 50%, 80%, or 100%) of "U.C.R.", defined as usual, customary and reasonable fees for this region. Thus, our fees are considered usual, customary and reasonable fees by most companies. This statement does not apply to companies who reimburse on an arbitrary "schedule" of fees which bears no relationship to the current standard and cost of care in this area. 

3. Not all services are a covered benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover. 

4. Dental Insurance Plans have deductibles that must be met each year. These deductibles are the responsibility of the patient and will be collected at the time of the visit. 

5. You are responsible for notifying this office of any change in insurance coverage. 

We must emphasize that as health care providers, our relationship is with you, not your insurance company. While the filing of insurance claims is part of the contract this office has with certain PPO Plans, all charges are your responsibility from the date the services are rendered. We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account. 

If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE do not hesitate to ask us. We are here to help you. 

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance on my account for any professional dental services rendered. I acknowledge that this fee is incurred on open account for professional dental services. In accordance with R.S. 9:2781, I acknowledge that if I fail to pay the balance due on this open account within thirty (30) days after written demand, and in the event judgment is rendered against me, in addition to the principal balance due, I shall be liable for reasonable attorney fees, legal interest from date of judicial demand, until paid, plus costs of court. In the event this account is referred to an attorney or outside collection agency for collection, I agree to pay reasonable attorney/collection fees for the prosecution and collection of such claim. I have read all the information on both forms and have completed the patient information sheet. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my health status or the information provided.
__________________________


_____________________________________________________________________

DATE





SIGNATURE

