1D: Chart ID:

First Name:

FAMILY DENTISTRY

Last Name:

Middle Initial:
Patient Is:[_| Policy Holder | | Responsible Party Preferred Name:
Responsible Party { if someone other than the paticnt )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lie:
| JResponsible Party is also a Policy Holder for Paticnt [_1Primary Insurance Policy Holder ] Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: Stale / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:| _:| Male [:T Female Marital Status: [_j Marricd ]—_] Single [ IDivorced ] Separated |_] Widowed
Birth Date; Ape:r Soc See; Drivers Lic:
E-mail: [

Section 2

e | . £ . .
{1 would like to reccive correspondences via e-mail.

Section 3 _—
E‘“Pi"}'mc“t]‘j Full Time [~ IPart Time [ Retired Pharmacy Ph. #
Status: Pharmacy name
Student Status:[ | Full Time [ TPart Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Ph. #
. : Primary Carc #
Employer ID: Pref. Pharmacy: Prithary care name
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured; Relationship to Insured: || Self [ ISpouse [ IChild [ |Other
Insured Soc. Sec; Insured Birth Date;
Emiployer; Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
— Secondary Insurance Information
Name of Insured: Relationship to Insurcd:[ | Self [ Ispouse [ Jcniid | other

Insured Soc. Sec:
Employer:
Address:
Address 2;

City, State, Zip:

Rem. Benefits:

Insured Birth Date:
Ins, Company:
Address:
Address 2:

City, State, Zip;
Rem. Deduct:




g, Lighthouse

FAMILY DENTISTRY

37 Old Solomons Island Read, Annapolis MD 21401
Phone: 410-224-4411 Fax: 410-224-1314
info @lighthousefamilydentistry.com

Financial and Insurance Policy

Payment for Service:

Patients must pay all financial obligations on the date of service. Treatment that requires pre-fabrication in the
lab (lab work) will be paid in full at the time of scheduling. All other treatment plans above $200 will require
a 50% deposit when scheduling the appointments and the balance will be due on the date of service. Patients
covered by insurance accepted by our office must assign benefits to Lighthouse Family Dentistry. We will provide
an estimate of your co-payment and collect that portion at the time of your appointment. We estimate your
responsibility as closely as possible, however until we receive correspondence and/or payment from your
insurance company, it is just an estimate. Ultimately, the responsibility lies with you, the patient. We do our
best to obtain payment from the insurance company; however, if your claim is not processed and paid on within 45
days, you will be responsible for the balance in full. A billing statement will be sent out which vou will be
responsible to remit payment within 2 weeks of the statement date. All accounts 60 days past due will be
transferred to our collections department for further action.

We accept cash, checks, Visa, MasterCard, Discover and American Express. At this time, we do not offer “in
house™ payment plans. However, we do offer Care Credit, an outside healthcare financing program that offers
interest-free payment plans upon approval. Go to CareCredit.com for morc information.

Broken and Failed Appointments:

Your appointment is your responsibility. As a courtesy, our front desk staff wili call, text, and/or email you to
remind you of your scheduled appointment, If you need to cancel or change your appointment, please notify us at
least 3 business days in advance. Cancellations with less than 3 business days notice will incur a fee of $79.

Dr. Meiser and the staff of Lighthouse Family Dentistry believe that clear communication and agreement on
financial responsibility is an integral part of caring for our patients. If you have questions, please do not
hesitate to ask.

L have read the above policy and agree to accept my financial responsibility as a patient of Lighthouse Family

Dentistry.

Patient Name (print):

Name of Responsible Party: Date:

Office Manager Initials/Date Last Update: 2/8/2023




HME 5155 Pl Lighthouse Eamly Dentistry

Eaglesoft Medical History 2623
Patient Name: Eirth Date:

Date 12/97/2022
Date Creatad:
Although dental personnel primarily treat $he area in and around your mouth,

Faur meuth is a part of your entre body, Health problems that You may have, or medication that you may be taling, ¢

Argyouunder a physician’s cara now?

Yes Mo If yes
Have you evar baen hospitalized erhad a major operation? ek to 1f yas
Heve you ever had 2 sericus head or neck infury? Var Mo If yes
Areyou taking any madicaticns, pills, ordrugs? Yes Mo Hrums
Do you taks, or have you taken, Fhen-Fan or Reduxy Yes g If yes
Have you ever taken Fosamax, Soniva, Actonel or any cther Yeso Mo If yes
medications Lontaining & sohosoac nanacy
Arevou on a special diet? Yes e Ifyes
Do youuse tabacea? Yes o
Do vou vape? Yag o
Do vyeuusecontrolied substancas? Yo o If ves
Havevouever been disgnose vith sleep apnea? Yoo to
Da you uge a CPAP machine? Yoo o
Women: Are you..,
Pregnant? Nursing? Taking oral contraceptives?
Areyou trying to get pragnant?
4re yveu alergic to any of the follovang?
Aspirin Fenicilhn Codeina Atrylic
Meta! Latex Sulfa Drugs Local anesthetics
Other? If yes
Do you have, or have you had, any of the falloy g7
ATDSHTS Positive Yes Mg Cortiscne Madidna fes e Hemaphila fes o Radiation Treatments Yes Ho
Alzheimer's Diseasa Yes He Diabates Yes Mo Hepatitis & ves ro Recent WaightLose Yes o
Anaphylaxs Yes No Drug sddiction fes 373 MepatitisSarc Ten Mo RenalDialysis e No
Anemia ves Mo Easily winded Tes Mo rerpes Yes Mo Fheumatic Feuver Yes o
Angina Tes Mo Emphysema © o Yes He HighBleod frasoure ¥es e Rheumatism Yes Mo
Arthritis/Gow es o Epilepsy orSejzures Yes Mo High Chelesterng] Yeg tio Scarlet Fever Yan e
Arsficial Heartvalve Yes Hig ExcesciveBleeding Yes Mo Hives orRash Yae Ho Shinglas Yoo He
Artificial Jgint Tes 3 Bwcessive Thirst Yes Mo Hypoglycemia Yes tio Sickle Cell Disease Yes 1§53
Asthma Yes o Fainting Spalls/Dizness fes Mo Irregular Heartheat Yes No Sinus Trouble Yas Mo
Slood Disease Yes Mo Frequent Cough Yes o Kidney Problems es o Spina Sifida Ves Mo
Blood Transfusion Yes e Frequent Diarrhea fes o Leukemia Yes Mo Stomachiintestinal Diseaze Yes o
Breathing Froblems Yes Mo Frequent Headaches Yes o LiverDuseasa Yes Mo Stroke Yesg No
Bruise Easily Yag Po Genital Herpes Yes Mo LowBlood Fressums You bo Swelling efLimbs Teo Lio
Canger Yoz Flo Glaucoma Yes o Lung Dizease Tes o Thyreid Disease Yes Tén
Chemotherapy Yes Mo Hay Fever Tes Mo Mitral Valve Prolapse Yes Mo Tonsillte Yes Flo
Chest Pains fes Mo Heart Attack/Fatlura Yes Mo Osteoparass Teo to Tuberculoeis Yes Ho
Cold Sores/Fever Blister fes fit-] Heart Murmur fes Mo Pain in Jae Jaints fes o Tumors orGrewths Yes o
Congemtal Heart Disorder Yes No  |Heart Pacemaker Yes Mo Farathyreid Disease Yes ho Uleers Yes tio
Convulsiong Yes Ho Heart Trouble/Diceaze Yes Ma Fsyahiatric Care Yes MNe WenereaiDisezse fes tio
Yeilow Jaundice Yes Mo  jAuto Immune Disesse Yes Mo
Have you had COVID in the last 10 days? Yas Hao
Haveyoueverhed any sericus illness notlisted above? Yes tio fyes

Camments:

To the best of my knavladge. the quesbona en thue farm have basn accur staly anewarad. I understand et pre

viding mnesrraet informaton can ba dangercus to my {or patient's} hesith, Jtia iy
responsibity to nform the dentsl office of any changes in medical status.,

Signature of Fabent, Parent or Guardian:

X Date:

Date

Date: Yes Mo



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Notice (o Patient:
We are required W provide vou with a copy of our Notce of Prisacy Practice. which

stares how we may use and or disclese your health informanion, Please sign thes Torm o
acknowledge receipt of the Notice. You may refuse to sign this acknowledgement. if you wish,

Lacknowledpe that | have received 4 copy of this office’s Nottee of Privitey Practices

Print Mame of Patient Cuardian

Signature

Date

FoROFFICLA Ust Oney

We have made every effon lo obtuin written ackninwledgement of receipt of our
Notice of Privacy from this patient but it could not be obtained because:

- The patient refused to sign.

- We were not able ro communicate with e patient

- Due to an cmergency situation it wis nol possible

- Other (Please provide specitic details)

Employee Signaturc Date

HIPAA Acknowledgement of Recept of the Notice of Penvacy Practices
This forins dees wot consifre fegal acdvice and covers omle fedeval, not stose faw,




