TIME 10:13 AM

DATE 9/30/2015

PATIENT REGISTRATION
ID: Chart ID:
First Name: | o A Last Name: Middle Initial:
Patient Is:[_] Policy Holder |:] Resﬁc;ﬁ;siible‘lr’;r't;r 7 Preferred Name: “ A
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: - o S Add;;;:*“ S S
City, State, Zl; o o Pager: S
Pthr:: o ;—; o Work Phone: - Ext: o Cellular: A -
Birth Date: Soc Sec: Drivers Lic:
[JResponsible Party is also a Policy Holder for Patient DPn’mary Insurance Policy Holder |:|Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: ‘ R State / Zip: o - i’éger:
pome o WewPew R
Sex: [ |Male [CJFemale Marital Status:[_JMarried  []Single [Divorced [ ]Separated [_JWidowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: 7 DI wouid like to ?éceivé conespor;dences via c~méi|.m>
© Section2  ——— - Section 3
Employment [™] pyjj Time [JPart Time [JRetired Collections
Status: Firm Financials
Student Status:[_]Full Time [IPart Time Cash Only
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy: A - )
Carrier ID: Pref. Hyg: )

Primary Insurance Information

Name of Insured: Relationship to Insured:[_]Self [ JSpouse [ JChild  []Other
Insured Soc. Sec:. ) o Insurt;tign;thDat::
Employer: o o Ins Eéf;;any: o )
Address: i . Address: -
Address 2:' o Address 2: I 7
City, State, Zip: - 7 City, State, Zip:> -
Rem. Benefits: © Rem Deduct: | -
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_] Self [Jspouse [Jchild  [JOther
Insured Soc. Sec:um o InsuredBthate L
Employer: ' N - InsCompa;y N )
Address: B Addrcss:” - o
Address 2: - Address 2: . )
City, State, Zip: k 7 o City, State, Zip: - t““ o
Rem. Benefits: | i “IlemD;duct




Time 10:13 AM Deonald Kim, DDS Date 9/30/2015
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Athough dental personnel primarily treat the area in and around your mouth, your mouth s a part of your entire body. Health problems that you may have, or medication

Are you under a physician's care now? 7 @ Yes ® No if ves | |
Have you ever been hospitaiized or had a major ©® Yes © No Ifves | |
operation?

Have you ever had a serious head or neck injury? ® Yes © No If yes L

Are you taking any medications, pllls, or drugs? © Yes © No Ifyes |

Do you take, or have you taken, Phen-Fen or Redux? @ Yes & No If ves |

L

Have you ever taken Fosamax, Boniva, Actonel or © Yes © No Ifyes |
any other medications containing bisphosphonates?

Are you on a special diet? ® Yes ® No
Do you use tobacco? © Yes ® No

Women: Are you...

Pregnant/Trying to get pregnant? Nursing? A [ Taking oral contraceptives?
Are you allergic to any of the following? ) ) L
[ Aspirin M renicitiin [ codeine [ Acrylic
Metal Latex Sulfa Drugs Local Anesthetics
Other? If ves | |
Do you use controlled substances? ® Yes ® No If ves | |

~ Do you have, or hayé you had, any of the followlnd%

AIDS/HIV Positive © Yes © No | Cortisone Medicine © Yes © No |Hemophilia © Yes © No | Radiation Treatments © Yes © No
Alzheimer's Disease  © Yes ©® No | Diabetes © Yes ©ONo | Hepatitis A © Yes © No | Recent Weight Loss © Yes © No
Anaphylaxis © Yes ©No | prug Addiction © Yes © No | Hepatitis B or C ®© Yes © No | Renal Dialysis © Yes © No
Anemia © Yes © No | Easily Winded © Yes ©No [ Herpes © Yes © No | Rheumatic Fever © Yes © No
Angina © Yes © No | Emphysema © Yes © No | High Blood Pressure  ® Yes © No | Rheumatism © Yes & No
Arthritis/Gout © Yes © No  |Epilepsy or Selzures  © Yes © No | High Cholesterol © Yes © No | Scarlet Fever ® Yes O No
Artificial Heart Valve ~ © Yes © No | Excessive Bleeding © Yes © No | Hives or Rash ® Yes © No | sShingles © Yes © No
Artificial Joint © Yes & No  |Excessive Thirst © Yes © No | Hypoglycemia © Yes ® No | sickle cell Disease ® Yes ® No
Asthma © Yes © No | Fainting Spels/Dizziness © Yes © No | Iregular Heartbest ~ © Yes © No | Sinus Trouble ® Yes & No
8lood Disease © Yes © No | Frequent Cough ®© Yes © No  |Kidney Problems Yes @ No | spina Bifida O Yes © No
Blood Transfusion © Yes © No | Frequent Diarrhea © Yes © No | Leukemia @ Yes © No  |Stomach/Intestina! Disease  © Yes © No
Breathing Problems ~ © Yes © No | Frequent Headaches © Yes © No | Liver Disease © Yes © No | Stroke ® Yes © No
Bruise Easlly © Yes © No | Genital Herpes © Yes ©® No |Low Blood Pressure  © Yes © No [ Swelling of Limbs © Yes © No
Cancer © Yes ©No | Glaucoma © Yes © No |Lung Disease ® Yes © No | Thyroid Disease O Yes © No
Chemotherapy © Yes © No | Hay Fever © Yes © No |mMitral valve Prolapse  © Yes © No | Tenslllitis ® Yes © No
Chest Pains © Yes O No |Heart Attack/Failure  © Yes © No | Osteoporosis ® Yes © No | Tuberculosis ® Yes © No
Cold Sores/Fever Blisters © Yes © No | Heart Murmur © Yes © No | Pain in Jaw Joints ® Yes © No | Tumors or Growths © Yes © No
Congenital Heart Disorder  © Yes © No | Heart Pacemaker © Yes © No | Parathyroid Disease ~ © Yes © No  |Ulcers ® Yes © No
Convulsions © Yes © No | Heart Trouble/Bisease © Yes © No | Psychiatric Care © Yes © No | venereal Disease © Yes O No

Yellow Jaundice ® Yes & No
Have you ever had any serious iliness not listed © Yes © No If ves | |

Comments:

To tﬁe best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my (or
patient's) health. It is my responsbilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



Donald Kim, D.D.S
623 West Main Street
Monroe, WA. 98272

(360)805-9060

AUTHORIZATIONS

Thank you for taking the time to read through the following few paragraphs. We are required by law to present you all this

information. | ask that you review each and every item listed below. If you have any questions regarding any of the
information provided for you below please ask.

You will be asked to sign your name at the end and by doing so you understand and agree to all the terms. Again, thank you
for your cooperation.

1. MEDICAL AND DENTAL HEALTH FORM
I affirm that the information given is correct to the best of my knowledge. | understand that it will be held in the strictest
confidence and that it is my responsibility to inform this office of any changes in my medical status. | understand that

providing incorrect information can be dangerous to my health. | authorized the dental staff of Dr. Donald Kim's to
perform the necessary dental services | may need.

2. INSURANCE AUTHORIZATION
I certify that | am covered by my insurance company and hereby assign directly to Dr. Kim all insurance benefits, otherwise
payable to me. | understand that | am responsible for payment of services rendered. | AM ALSO RESPONSIBLE FOR
PAYING ANY CO-PAYMENT AND DEDUCTABLE THAT MY INSURANCE DOES NOT COVER AT THE TIME OF SERVICE. |
hereby authorize the office of Dr. Kim to release all pertinent information needed to secure the payment of benefits. |
authorize the signature at the bottom of this page for all my insurance submissions whether manual or electronic.

3. FINANCIAL RESPONSIBILITY
Payment in full is expected at the time of service.

PRIVACY ACT

| have received and read a copy of this office’s Notice of Privacy Practices. | understand that if | don’t understand anything
about this privacy act | may ask the office manager of this facility.

4, NITROUS OXIDE USAGE
This office does supply nitrous oxide to patients who request it. As you know N202 is a drug and it cannot be administered
to anyone with diminished lung capacity. Anyone with asthma, COPD, or any lung disease cannot be administered nitrous.
THIS OFFICE DOES CHARGE FOR THE ADMINISTRATION OF NITROUS OXIDE.

5. FAILURE TO SHOW UP FOR RESERVED APPOINTMENT
In the event that you are unable to make your reserved appointment you are required to call us 48 hours in advance to
cancel the appointment. THIS OFFICE DOES CHARGE A $50.00 FEE FOR A MISSED OR FAILED APPOINTMENT.

SIGNATURE OF PATIENT/PARENT/GUARDIAN DATE



