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Patient's Name

PATIENT NUMBER

Last First

If Child: Parent's Name

How do you wish to be addressed

Single @ Manied D Separated L Divorced @  Widowed 3 Minor L

Residence - Street

City State Zip
Business Address

Telephone: Res. Bus.

Fax Cell Phone #

eMail

Patient/Parent Employed By

Present Position

How Long Held

Spouse/Parent Name

Spouse Employed By

Present Position

How Long Held

Who is Responsible for this account

Drivers License No.

Method of Payment: Insurance O Cash 3 Credit Card

Purpose of Call

Other Family Members in this Practice

Whom may we thank for this referral

Patient/parent Social Security No.

Spouse/Parent Social Security No.

Someone to notify in case of emergency not living with you

Form No, THIOR

Age Date
Date of Birth 1 Male O Female
Initial
R
DENTAL INSURANCE
1ST COVERAGE
Employee Name Date of Birth
Relationship to patient
Employer Name Yrs.
Name of Insurance Co.
Address
Telephone

Program or policy #
Social Security No.
Union Local or Group

DENTAL INSURANCE

2ND COVERAGE
Employee Name Date of Birth
Relationship to patient
Employer Name Yrs.
Name of Insurance Co.

Address

Telephone
Program or policy #
Social Security No.

Union Local or Group

CONSENT:

| consent to the diagnostic procedures and treatment by the dentist necessary for
proper dental care.

I consent to the dentist's use and disclosure of my records (or my child’s records) to
carry out treatment, to obtain payment, and for those activities and health care oper-
ations that are refated to treatment or payment.

| consent to the disclosure of my records (or my child's records) to the following per-
sons who are involved in my care (or my childs care) or payment for that care.

My consent to disclosure of records shall be effective until | revoke it in writing.

| authorize Fa(ment directly to the dentist or dental group of insurance benefits other-
wise payable fo me. | understand that my dental care insurance carrer or payor of
my dental benefits may pay less than the actual bill for services, and that | am finan-
cially responsible for payment in full of all accounts. By signing this statement, |
revoke all previous agreements to the contrary and agree to be responsible for pay-
ment of services not paid, by my dental care payor.

| attest to the accuracy of the information on this page.

PATIENT'S OR GUARDIAN'S SIGNATURE

DATE

REGISTRATION




Time 11t29A 3

Patient Name:

Jerome Smith, DDS/Danny Domingue, DDS
Eaglesoft Medical History
Birth Date:

Date 9/9/2024

Date Cr«

Although dental personnel primarily treat the area in and around your mouth, your mouthis a part of your entire body, Health problems that you may have, or medication that you may be
taking, could have an important Interrefationship with the dentistry you will recelve, Thank you for answering the following questions,
Are you under a physician's cars now? O Yes ChNo Ifyes I 1
Have you ever been hospitalized orhad a major operation? € Yes 3 No Ifyes ] 1
1
Have you ever had a serfous head or neck injury? € Yes CiNo If yes l ' ]
Areyou taking any medications, pills, or drugs? @) Yes € No Ifyes ! R
;Do youtake, or have you taken, Phen-Fen or Redux? i Yes ©No Ifyes I 3 ) ]
Have you ever taken Fosamax, Boniva, Actonel or any other 2 Yes C)No If yes I ]
medications containing bisphosphanates? - - e
Are you on a speclal diet? € Yen CINo
Do youuse tobacco? © Yes ) No
Do youuse controlled substances? Oy Yes i No If yes
)
Women: Are you..,
[53 Pregnant/Trying to get pregnant? [ Nursing? ETak!ng oral contraceptives? ;
Are you allergic to any of the following?
[ Asplrn [ Penidillin [ICodelna [T Acrylic ’
3 Metal [T Latex [c38ulfa Drugs [ Local Anesthetis H
: [
Other? Ifyes | I l
Do you have, or have you had, any of the following?
AIDS/HIV Positiva @ Yes ©YNo | Cortisone Medidna ©ChYes 3N |Hemophilia O Yes €hNo  [Radiation Treatments ) Yes INo
Alzheimer's Disease ©Yes (INo |[Diabetes @ Yes (yNo |HepalitisA (Yes CiNo |[RecentWeightLoss Cives ONo
Anaphylaxs @ Yes 3No [DrugAddiction ) Yes (QINo |HepattisBorC Yes (DNo |RenalDialysis ) Yes $3No
i |Anemia D Yes ¢INo |EasilyWinded iYes (HNo  |Herpes Y Yes ONo |Rheumatic Fever Crves HNo
' |Angina @ Yes (INo  |Emphysema 3 Yes ©No |HighBlood Pressure CiYes ChNo  [Rheumatism € Yes 3No
Arthriﬂs/Gout hYes (YNo |Epllepsy orSelzures Cives €No |HighCholesterol O Yes (aNo | Scarlet Fever QYes OYNo
Artificial HeartValve CrYes €INo |[ExcessiveBleading €hYes CYNo [Hives orRash ChYes ChNo |Shingles CiYes ©No
i Artificial Joint @) Yes )Mo |ExcessiveThirst O Yes ChNo |Hypoglycemia &I Yes INo |Sickle Cell Disaase CYes OINo
! |Asthma Yes €3No |FalntingSpells/Diziness O Yes §¥No | IregularHeartbest O Yes OINo |Sinus Trouble yves ONo
§ Blood Disease © Yes £yNo |Frequent Cough O Yes O No |KidneyProblems {3 Yes {INo |SpinaBifida @ Yes CHNo
': Blood Transfusion €rYes (YNo  |FrequentDiarrhea S Yes @ No |lLeukemia O Yes QYNo  |Stomach/IntestinalDissase € Yes €)No
! |Breathing Problems rYes ©3No |FrequentHeadaches EhYes INo |LiverDisease D Yes No |Stroke Ohves ONo
i A
5 Bruise Easify € Yes ) No |Genital Harpes € Yes yNo [LowBlood Pressura ) Yes QNo  |Swelling of Limbs ) Yeg@,\ No
! |cancer ) Yes Mo |Glaucoma ©yYes INo |LungDisease £yYes hNo |[Thyroid Disease I ves ChNo
|
Chemotherapy ©Yes ()No |Hay Fever © Yes yNo  |MitralValve Prolapse ves QNo | Tonsillitis O Yes ThNo
| Chest Pains hYes €INo |HeartAttack/Fatlurs ChrYes ©No | Osteoporosis O Yes {INo | Tuberculosls O Yes ©INo
( |ColdSores/FaverBlisters ¢ pYes )No |Heart Murmur hYes CyNo  |Painindaw Joints € Yes ©YNo |Tumors or Growths Yes €3 No
i Congenital Heart Disorder () Yes No |Heart Pacemaker ©€pYes @No |Parathyroid Disease CrYes ONa  |Ulcers © Yes N
i |Convulsions CyYes ©INo |HeartTrouble/Disease € Yes £3No |PsychiatricCare Yes ©No |VenerealDiseass € Yes CINo
i
i YellowJaundlca €hYes CINo
Haveyou ever had any serious illness not listed above? & ves O No Ifyes ‘ j
Comments: o A e e - LT
To the best otl" my knowledge, the questions on ihis form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my (or patient's) health, Itis my
responsibility to inform the dental office of any changes in medical status,
Signature of Patient, Parent or .Guarldla'n‘: }
J X Date: ;




J. Jerome Smith, DDS
Dantiel Domingue, DDS )
Our Dental Yusurance Policy
Please read carefully

You are fortunate to have dental insurance, whether you have purchased it or your
employer has provided it for youn. Thongh your dental insurance is your responsibility, we
cat help! We will go the extra mile to help you maximize your benefits. 4s o courtesy,
we will help by filing your insnrance forms, which will save you considerable ime and
frouble. We accept payments from most insorance companies, which reduces your

immediate out-of-pocket expense. However, we do not have Tiling capabilities to work
with Medicare or Medicaid.

Regardless of what we may caleulate your insurance company to pay, it is only an
estimate. Our estimate is based on limvited information obtained from your insurance
company. You must understand, we cannot guarantee what they will pay.

We must stress that you are responsible for the total treatment fee. Your dental
insurance is not designed to pay the entire cost of your treatment, but it is intended to

help cover a certain'portion of the cost. A better term for dental msurance may be “dental
assistance”.

Please rememéer, however, the financial obligation for
dental treatment is between you and this office, and
is not between this office and your NSurance company.

Dental insurance companies normally do not tequire a “predétermination” or “pror
anthorization”. If the Insuratice company does, we will be happy to submit a treatment

plan to them. Tu oxdex for 15 to submit your foxm, we ask that you provide the
following; '

1. A copy of your insurance booldet or a copy of your insurance card.

2. A copy of a signed insurance form with the insurea_i’s birth date, social
Secyrity, proup or ID number,' and the name of employee, whichever is
applicable, .

It often takes us a considerable amount of time to fry to collect your insurance payrment
for you. We often need your help to discuss your sitnation directly with. your insurance,

I have read and understand the above.

Patient’s Sipnature Date



+ Jerome Smith, DDS
Janie] Domingue, DDS

SENERAL DENTISTRY
COMPREHENS)VE
ADULT CARE
COSMETIC DENTISTRY

TMPLANT DENTISTRY

200 Beaullieu Dylve
Building 2
Lafayette, LA 70508
Phone: 337.235.1523
Toll Free: 800.250.3072
Fax: 337.235.0699

website:
acadfanadentistry.com

I. Jerome Sith, DDS
Daniel Domingue, DDS
200 Beaullien Road, Bldg, #2
Lafayette, LA 70508

Iunderstand that, under the Health Insurance Portability & Accountability
Actof 1996 (HIPPA), I have certain rights to privacy reparding my

protected health information. Iunderstand that this information can and will
be used to:

®  Conduet, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and
mdirectly. ' .

® Obtain payment from third-party payers.

» Conduct normal healthcare operations, such'as quality assessments and
physician certifications.

I acknowledge that I have received your Notice of. Privagy Practices
containing a more complete description of the uses and disclosures of my
health information. I understand that this organization has the right to
change its Notice of Privacy Practices from time to tirne and that I may
contact this organization at any time at the address above to obtain a current
copy of the Notice of Privacy Practices.

Tmderstand that I may request in writing that you restrict how my private
information is used or disclosed to carry out treatment, payment or
healthcare operations. I also undestand that you are not required to agree to

my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

Office Use Only
I attempted to obtain the patient’s signature in acknowledgement on this

Notice of Privacy Practices Acknowledgment, but was unable fo do so as
documented below.

Date Initials Reason



1. Jerome Smith, DDS
Daniel Domingue, DDS

GENERAL DENTISTRY
COMPREHENSIVE
ADULT CARE
COSMETIC DENTISTRY

IMPLANT DENTISTRY

200 Beaullieu Drive
Building 2
Lafayette, LA 70508
Phone: 337.235.1523
Toll Free: 800.250.3072
Fax: 337.235.0699

website:
acadianadentistry.com

Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get
access to this information. Please review It carefully.

The Health Insurance Portability & Accountabllity Act of 1996 (“HIPAA”) Is a federal program that requires
that all medical records and other Individually Identifiable health information used or disclosed by ug In
any form, whether electronically, on paper, or orally, are kept properly confidential. This act glves you, -
the patient, sighificant new rights to understand and control how your health information is used, HIPAA
provides penalties for covered entitles that misuse persopal health Information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy
of your health information and how we may use and disclose your health Information.

We may use and disclose your medical records only for each of the following purpose treatment, payment
and health care operations. '

o  Treatment means providing, coordinating, or managing health care and related services by
one or more health care providers. An example of this would include teeth cleaning
services,

e Payment means such activities as obtaining reimbursement for services, confirming
coverage, billing or collection activities, and utilization review. An example of this would be
sending a bill for your visit to your insurance company for payment,

¢ Health care operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internal quality
assessment review. '

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or
other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request except to the
extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise
by presenting a written request to the Privacy Officer:

o The right to request restrictions on certain uses and disclosure of protected health
information, including those related to disclosures to family members, other relatives, close
personal friends, or any other person identified by you. We are, however, not required to
agree to a requested restriction. If we do agree to a restriction, we must abide by it unless
you agreed in writing to remove it.



%%

, Jerome Smith, DDS
Janiel Domingue, DDS

ENERAL DENTISTRY
COMPREHENSIVE
ADULT CARE
COSMETIC DENTISTRY

[MPLANT DENTISTRY

200 Beaullieu Drive
Builcling 2
Lafayetle, LA 70508
Phone: 337.235.1523
oll Free: 800.250.3072
Fax: 337.235.0699

website:
cadianadlentistry.com

e  The right to reasonable requests to recelve confidential communications of protected health
information from us by alternative means or at alternative locations.

® Theright to inspect and copy your protected health Information.
* Theright to amend your protected health information,
® Theright to receive an accounting of disclosures of protected health Information.

® The right to obtain and we have the obligation to provide to you a paper copy of this notice
from us at your first service delivery date. "

® The right to provide and we are obligated to recelve a written acknowledgment that you
have received a copy of our Notice of Privacy Practices.

We will send out cards by mail and leave voice messages at your home or office concerning your
appointments or treatment. Occasionally we will use photography and models in our treatment planning
consuitations and continuing education semlnars.

This notice is effective as of April 13, 2003 and we are required to abide by the terms of the notice of
privacy practices currently in effect. We reserve the right to change the terms of our Notice of Privacy
Practices and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from
this office,

You have recourse if you feel that your privacy protections have been violated. You have the right to filea
formal, written complaint with us at the address below, or with the Department of Health & Human
Services, Office of Civil Rights, about violations of the provisions of this notice or the policies and
procedures of our office. We will not retaliate against you for filing a complaint,

Please contact ué for For more
for more information; information about HIPPA or to file
a complaint:
J. Jerome Smith, DDS The U.S. Department of Health &
Daniel Domingue, DDS Human Services
200 Beaullieu Drive , Office of:Civil Rights
* Lafayette, LA 70508 200 Independence Ave., S.W.

(337)235-1523 Washington, D.C. 20201
: - (202)619-0257
Toll Free: (877)696-6775

»



