PATIENT REGISTRATION FORM

RUSSOobs

Today's Date:

Last Name:
Preferred Name:
Address (NO PO BOX):

City:

Mailing Address (if different from above):

Date of Birth:
Email Address:

Home Phone #:

How did you hear about us?

sex: () Mate ) Female

Age:

PATIENT INFORMATION

.. First {Legal) Name;

Middle Initiab:

Preferred Method of Contact: O Email

Stare:

o Phone O Text

Zip:

. Social Security #: _

Cell #:

. Referred By:

Driver's License#: .

Marital Status: O Married OSlngla Omvorced OSeparnled OWidowcd

Employer Name: B

Employer (Work) Address:

Work Phone #:

. State Issued:

Ene:

Relationship to Patient: OParem O Spouse 0 Self

RESPONSIBLE PARTY INFORMATION

O Other

Sex: O Male Ol-‘emale

Last Name: _First (Legal) Name: ___ Middle Initial:
Address (NO PO BOX): i
City: S Stager L
lBesl Contact Phone #: _ Social Security #: . B
Date of Birth: .. Email Address:

PRIMARY INSURANCE INFORMATION
Name of Insured (Policy Holder): Insured’s Date of Birth: -

Insured’s Social Security #:

Patient's Relationship to Insured:

Claims Mailing Address:

Subscriber/Member/1D #:

H O Self

Insurance Company: R

. Employer Name:

O spomse O chila

_— Phone #:

o Other

Groupms. oo o o




Rn E.u} f‘; 5 (.D DDS
Tomec 40,6 Justni M. Russa, 0DS, PLLC Date 9/6/2016

Eaglesoft Medical History
Patant Name: Brth Date- Date Creatad:

Although dental personnel prmarily treat the ates o and around YOut mouth, your imouth 8 a part of your entre body. Heath problems that You ttay have, or
madicaton that you may be takng, coukd have an mmportant ntemeltONsp wih the dentstiy you wit tecelve, Thank you for answenng the Tolowng queshans,

Are you under o physcen's care now? i Yes i No 1Fves | B i ) . - k|
Have you ever been hospitakzed or had a mojor vesiNo  Wves| T ———— T
bt i G : S e
Have yau ever had b senous hesd or neck njury? i Yas £ No Hvas | _

Are you taking any medicatrons, pils, ar drugs? TYes MO Mfves|

Da you take, or hive you taken, Phen-Fen or Redux? & Yes <% to fves|

Have you ever token Fosamax, Boniva, Actonelor i Ves N0 Ifyes|
any ather medications conteining bisphosphonates? o
Are you on a spedal diep? 1 Y¥es <) No

Da you use tobacco? S Yes N

Women: Ate you,,
1 pregnant/Trymg 1o get pregnant? I Nursing? {1 Taking arsl contraceptives?

At you aleiggic to oy of the folowing®
]

'Aspin 7' Penariin i codeine i aoylic
" metal Fleatex i Sukta Orugs 7 Lotal Anesthebes
- - Fowl b m— |

Do you use controlled substances? V0 Yes {3 No if ves ? )

Do you have, or have you had, any of the fobowng?

ADS/HIV Pasitive 1 Yes CiNo | Cortispne Mediane I Yes £ o fHamophlia Radiaban Treatments  © Yas ©) No
Alrhewner's Disegse <0 Yas ¢ Ho | pipbates £ Yes ©) N0 | Hepatts A Recent Weight Loss & Yas & No
Anaphytass 1 Yes M0 | Oryg Addiction £ Yes C1HO [ Mepantis 8 or C Renal Diolysis i Yes ) No
Anamip “iYes C:Ho | Eagly Winded 0 Yes SN0 HHerpes CiYas $9No | Rbmumatic Fever &1 Yes & Ho
Anging <i1Yes (1Mo FEmphysema @ Yas i No  IHigh Blood Pressure ) Yes ¢ o Rheumatism P Yes ) No
Arthntis/Gout @0 Yes (3 Ho  [Eplepsy or Selzures ) Y45 79 No High Cholesterol D2 Yes (YN0 | Seariet Fever Yes @ No
Artficial Heart Valve 2 Yes (iNe  excessive Rleading D Yes (1O | Hves or Ragh €I Yes i Mo | Shingles i Yes € Ko
Artificanl Jaint LoYes (N0 {Excassive Thirst i Yes N0 | iypoglycenua @1 Yes ©2MNo | Sccide Cell Disqnse & Yes 75 Ny
Asthma ¥ Yes 3 No  |Fanbng Spels/Deziness ) Ves <3 Ho - Ireqular Heartbeat 2 Yes €1 Mo | Sinus Trauble ) Yes {7 Ho
Olood Disense o Yes 3NO | Frequant Cough ) Yes i8N0 | Ridney Problems O Yes DH N | Spina Bifida
Blood Yransfusion ©1Yes (3 No | Frequent Diarrhes i Yes 5N {Leukemia C1¥es £ N0 [Swormachfintestnal Oswase
Gceathing Problems U Yas (N0 | Frequent Headaches Liver Disease ) Yes DI Ho | Stroke
Bruise Easily i Yes (hNO - Genal Herpes Low Blood Pressure ' Yes i Mo Swelling of Lmbs
Concer T Yes (3 NO | Glaucoma Lung Dishase ©Yas ©2N0 [ Thyrowd Dvsease
Chemotherapy i Yes Yy N0 | Hay Fever “iVes (N0 |mural valve Prolopse ¢ Yes ©3No | Tonsinns
Chest Poins ©Yes ¢3NO fwueort Aack/Fallure < Yes & No Osteoporysis i Yes Mo | yuberculosts
Col Sores/Fever Blsters : Yes 7 Ho | weart Murmur {1 Yes 5 No | Pain In Jaw Joints ©iYes N0 | Tumors or Grovahs
Congrretst Heart Dmorder ) Yes (W0 | Heart Pacamaker TiYes Nl Pyathyrold Disepse 5 Yes C3 N0 | icers
Comwlsions €3 Yas (2 Mo I Heart Yrouble/Disasse (7 YAE ' NO Psythiatric Core 1Yes TINO | venereal Dhsaese

Yellow Jaundice
Have pou ever had dy senous iliness not listed YesONo  Wyves| i

Commants:

To tha bast of my knowledge, the quesuons an this form have been accuntely answered. | understand that providng mconect nlomation Gin be dangerous ko my it
patient’s) heakh. 1t & my responsbiity to womn the duntal office of any changes v madical status.

Segare of Pavent, Pavent or Gu ts;

X Date:




RUSSOoos

Justin M. Russo, DDS, PLLC

Patient Dental History

What is the main reason for your visit today?

Cleaning Tooth Pain Sensitivity Whitening ___
Fresher Breath Implants Dentures
Other/Comments:
When was your last dental cleaning?
Do you like the appearance of your smile? Yes No

What changes (if any) would you like to make about your teeth?

How often do you brush your teeth?

Do you floss your teeth? Yes No How often?

Do you have bleeding gums? Yes No

Do you find yourself clenching or grinding your teeth? Yes - . No

Have you ever had gum treatments, deep cleanings or scaling and root planing? Yes No
What is your main concern with dental treatment?

Cost Location —. Comfort __ Quality of Treatment

Practice Staff _ Office Cleanliness Other:

——

Revised 8/5/2015
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RUSSObos

Justin M. Russo DDS, PLLC
13220 StrRICKLAND ROAD, SUITE 166
RaLFIGH, NC 27613
(919) 890-5147

, consent to be a patient at the above named office and

agrcc to a radiographic and clinical examination. I alse understand and consent to the
following:

During the course of treatment, I may undergo procedures in all phases of
dentistry including periodontics (gum treatment and surgery), oral surgery,
endodontics (rool canals), fixed and removable prosthodontics (crowns, bridges,
and dentures), implant dentistry, restorative dentistry, temporomandibular
disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and
radiography.

I will provide a thorough and complete medical history, supply a full list of my
medications with dosages, and consent to my dentist communicating with my
other medical practitioners to inquire about any aspect of my health history.

No guarantees can be made about treatment outcomes, restoration longevity, or
prognoses. [ understand that any branch of medicine, including dentistry, can
involve unanticipated results.

1 will pay in full any cost of trcatment or insurance copayments according to the
office’s financial policy. | understand that even if an insurance preestimate is
given or a procedure has been preapproved, I am responsible for any costs that my
insurance does not cover.

My treatment plan may change at any time and I will do my best to approach my
dental care with optimism and open communication with my dentist, hygienist,
and dental office staff.

[ am welcome to ask questions about any aspects of my dental care and will
request information if I am confused or need more information. 1am responsible
for clarifying any aspccts of my treatment that | am unsure about.

Patient or Guardian Name Date




RUSSOoos

Justin M. Russo, DDS, PLLC Financial Policy

In our practice, our foremost concern is patient care. We strongly believe that financial concerns
should not be an obstacle to obtaining dental services necessary to restoring and/or preserving
good oral health. We are sensitive to the fact that our patients have different needs in fulfilling

their financial obligations.

PAYMENT & FEES

*  WE ACCEPT: Cash, Cashier's Checks, Money Orders, Visa, M/C, Discover &
American Express. If you do not have dental insurance, or if you choose to file claims
for treatment yourself, you must pay 100% of the charges at the time services are
rendered.

* PAYMENT PLANS: If you should need a payment plan, our practice accepts Care
Credit and Lending Club which offer monthly payment plans, often at 0% interest, upon
application approval. We will be happy to assist you with the application process and
answer any questions you may have.

* APPOINTMENTS: Appointment times are reserved for you. Please arrive on time so
that we may provide the attentive service you deserve. If you are more than 10 minutes
late, we may have to reschedule in order to have enough time for your treatment.

* BROKEN APPOINTMENTS: Appointments that are cancelled or rescheduled without
48 hour notice or scheduled appointments that you do not keep (‘no show’) will be
charged a fee of $50.00 or 10% of the total scheduled treatment cost. whichever is
greater. This fee is subject to change at the practice’s discretion.

* DELINQUENT ACCOUNTS: Accounts over 90 days are subject to interest at 3% per
month,

* RETURNED CHECKS: Will be assessed a $50.00 fee plus any other fees incurred by
our financial institution.

*Patient/Guardian Initial here

Revised 7/22/2015




FINANCIAL OBLIGATIONS RELATED TO PATIENTS WITH INSURANCE

Dental “insurance” differs than that of medical insurance. Your dental benefit is an agreement between
your employer, dental carricr and you the patient. We file insurance claims as a courtesy to our patients.
Whiile we do our best to verify coverage for all services rendered, YOU AS THE POLICY HOLDER
ARE ULTIMATELY FINANCIALLY RESPONSIBLE FOR UNDERSTANDING THE
BENEFITS AND LIMITATIONS OF YOUR COVERAGE.

Because plans differ in coverage. please check with your employer and/or the insurance company
regarding the specifics of YOUR benefits. Most insurance companies have strict limitations related to
the timing and frequency of covered procedures, so we encourage you to educate yourself as much as
possible on this subject.

**YOU ARE RESPONSIBLE FOR ANY/ALL SERVICES NOT COVERED BY YOUR
INSURANCE, including but not limited to co-payments, deductibles, and non-covered services. In cases
where non-covered services are rendered, you are responsible to pay 100% of these charges at the time
services arc rendered. Any treatment fees quoted to you during a visit are ONLY AN ESTIMATE of
what is reported to us by your dental carrier, which is NOT A GUARANTEE OF PAYMENT ON THE
SERVICE/PROCEDURE. You will receive a statement for any remaining amount owed once the claim
is processed. If your insurance has not paid the balance due after 60 days from the date of service, vou
ure responsible for that amount. Afier 90 days, a finance charge may be added or the account may be
turned over to a collection agency.

*Patient/Guardian Initial here

ACKNOWLEDGEMENT

| hereby acknowledge that | have read, understand, and agree 10 adhere to the practice’s Financial Policy
as outlined above. *Please note that whichever parent accompanies the minor patient 1o their
appointment and signs the financial agreement will be considered the responsible party for the minor's
account.

Patient’s signature

Guardian’s signature (if patient is <18 yo)

Date

If you are representing a minor patient or are the parent, please complete the following:

Patient's Name

Relationship to Patient

Print Guardian’s name

Revised 7/22/2015




RUSSO s

Justin M. Russo, DDS PLLC is proud of the quality of patient care we
provide. We try our best to respect each patient’s time and we ask the same
in return. Because we will not compromise the service and quality of patient
care, please read our policy below carefully.

CANCELLATION OF AN APPOINTMENT

In order to be respectful of other patient’s needs, please be courteous and
call our office promptly if you are unable to attend an appointment. This
time will be given to someone who is in urgent need of treatment. Any
appointment(s) not cancelled 2 business days in advance is
subject to a $50.00 cancellation fee or a charge of 10% of your
scheduled treatment total, whichever is greater.

NOSHOW POLICY

A no show is an appointment that was not cancelled in advance. No shows
inconvenience other patients who need dental care. Therefore, if you no

show for a scheduled appointment you will be charged a fee of
$50.00 or 10% of your scheduled treatment total, whichever is

greater.

DEPOSITS REQUIRED FOR SCHEDULED SERVICES
Please be advised that a deposit is required for any scheduled treatment
over $500.00. The deposit will be applied towards your out-of-pocket
expense and reserves the date and time for your treatment.

I have read and agree to this policy.

Patient Name

Patient/Guardian Signature Date
Rewvised 8/4/2015




RUSSQOobbs
ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES

Justin M. Russo, DDS PLLC
13220 Strickland Road, Suite 166 / Raleigh, NC 27613

e |, , hereby acknowledge that | have received and/or
reviewed a copy of Justin M. Russo, DDS PLLC's HIPAA Notice of Privacy Praclices.

| understand that Justin M. Russo, DDS PLLC's HIPAA Notice of Privacy Practices may change
periodically and that | am entitled to receive a copy of Justin M. Russo, DDS PLLC's revised HIPAA
Notice of Privacy Practices upon request. | understand that, if | have questions about Justin M. Russo,
DDS PLLC's HIPAA Notice of Privacy Practices, | may contact:

Justin M. Russo, DDS, PLLC
13220 Strickland Rd, Suite 166
Raleigh, NG 27613
Phone: (919) 890-5147
Fax: (919) 890-5953
Email: frontdesk@russoddsraleigh.com

1 understand that it is my right to refuse to sign this Acknowledgement should | so choose, and that Justin
M. Russo, DDS PLLC will not refuse treatment to me if | refuse to sign this Acknowledgement.

{ further understand that | may contact the Secretary of the U.S. Department of Heallh and Human
Services should | have concerns regarding Justin M. Russo, DDS PLLC's privacy policies and
procedures. For information on how to contact the U.S. Depariment of Heaith and Human Services,
please ask Justin M. Russo, DDS, PLLC noted above, for assistance.

Patient Signature Date

Signature of Parent / Guardian Print Name of Parent / Guardian

Relationship to Patient

FOR OFFICE USE ONLY
Justin M. Russo, DDS PLLC made a good-faith effort to obtain Acknowledgement, from the patient noted
above, of receipt of its HIPAA Notice of Privacy Practices. In spite of these efforts, Justin M. Russo, DDS
PLLC was unable lo obtain a signed Acknowledgement for the following reason(s):

Refusal to sign Acknowledgement on , 20
Communication barriers prohibited us from obtaining a signed Acknowledgement.
An emargency situation prohibited us from obtaining a signed Acknowledgement.

Other (Describe): ) ~ . T

goooa

Date Received Received By | Patient ID




RU S S Q DDS

Authorization for Release of Information — Compound Release

Name of Patient

Date of Birth

is authorized to release protected health informationabout the

above-named patient in the following manner and/or to selected persons.

Check each person/entity approved to receive information.

in the same section.

D Voice Mail

D Results of lab tests/x-rays

D Other

D Other person (s) (provide name and phone number)

D Financial
] Medicat

D Email communication-Provide email address*

*For email communication to occur, please accept the disclosure
below:

D Financial

D Medical

D Appointment reminders
D Breach notification

D Text communication — Provide number *

*For text communication to occur, accept the disclosure below:

D Appointment reminder

D Other:

D For email and/or text communication I understand that if information is not sent in an encrypted manner there is a risk it could be
accessed inappropriately. [ still elect to receive email and/or text communication as selected.

[ Photo of patient received by patient or legal guardian

] Photo taken by staff (Example: pre/post procedure)

D Other

O May be posted in office

] May be posted on website

l:l Other

Patient Rights:

e [ have the right to revoke this authorization at any time by contacting our office.

e I may inspect or copy the protected health information to be disclosed as described in this document.

e Revocation is not effective in cases where the information has already been disclosed but will be effective going forward.

o Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be

protected by federal or state law.

e I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.

This authorization will remain in effect until revoked by the patient.

Date

Signature of Patient or Personal Representative

*Description of Personal Representative’s Authority (attach necessary documentation)

Check type of information that can be given to person/entity on the left




