€9 pARR DENTAL

6770 Grover Street, Omaha, Nebraska 68106 « 402-556-7794 . wjparrdds@msn.com

Date:

Patient Information
(Please circle )

Name: Married Single Divorced Widowed Minor Male Female
First Last
Address:
Street City State Zip
Birthdate: Telephone:
Home Work Cell

Place of Employment(or school):

E-mail Address:

Responsible Party: (if other than patient)
Name Address Date of Birth

Dental Insurance Co.:

Policy Holder:

Name Date of Birth S.5# Member LD.#

Whom may we thank for referring you to our office?

Person to contact (outside of immediate family) in case of emergency:

Name Phone #

Authorization: I hereby authorize payment directly to William J. Parr, D.D.S. of the group benefits
otherwise payable to me. I understand that I am responsible for all costs of dental treatinent. I understand that my
insurance benefits can not be determined by the office of Dr. Parr and if I have questions, I must contact my
insurance company. | hereby authorize the office of Dr. William J. Parr to administer such medications and
perform such diagnostic and therapeutic procedures as may be necessary for proper dental care. The
information on this page and the medical history are correct to the best of my knowledge.

Signature of responsible party Date

PAYMENT IS EXPECTED AT THE TIME OF SERVICE, UNLESS PREVIOUS
ARRANGEMENTS HAVE BEEN MADE.



Time 2:04 PM Willam 1. Parr D.D.S. Date 3/27/2019
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primardy treat the area in and around your mouth, your mouth is 2 part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important intemrelationship with the dentistry you wili receive. Thank you for answering the following quastions.

Are you under a physician's care now? () Yes (O Ho If ves | - }
Have you ever been hospitalized or had a major O Yes ONo Tf ves | L i
operation?

Have you ever had a serious head or neck injury? O Yes Cito IFves| |
Are you taking any medications, pills, or drugs? O Yes O No If ves l l
Do you take, or have you taken, Phen-Fen or Redux?  (: Yes (O No If ves ; |
Have you ever taken Fosamax, Boniva, Actonel or O Yes O No If ves 3 !
any other medications containing bisphosphonates?

Are you on a special diet? 3 Yes (Mo

Do you use tobacco? 3 Yes (i No

Women: Are ?’UU':*_ W : O
O Pregnant/Trying to get pregnant? O Nursing?

ClTaking oral contra ceptives?

 Are you allergic to any of the folowing?

[ Aspirin [ Penicillin ~ [codeine [ Acrylic

[ Metal [ iatex [ sulfa brugs [} Local Anesthetics

Other? 0 If ves E i
Do you use controlled substances? 3 Yes { iNo If yes E !

Do vou héve, or have you had, any of the following?

AIDS/HIV Positive O Yes (ONo |cortisone Medicine (0 Yes (O Ne | Hemophilia {2 Yes ()No | Radiation Treatments () Yes (_iNo
_Alzheimer's Disease  {JYes (UNo | Diabetes O Yes ONo | Hepatitis A O Yes TiNo  |Recent Weight Loss (L) Yes (o
Anaphylaxis iYes (ONo | prug Addiction O Yes ONo | Hepatitis B or C {2 Yes (N0 | Renal Dialysis {21 ¥es CiNo

Anemia TiYes (ONo | Easily Winded O Yes ONo | Herpes ) Yes {INo | Rheumatic Fever i Yes (iNo
 Angina Yes (No | Emphysema O Yes ONo  |High Blood Pressure ) Yes {)Ho | Rheumatism (O Yes Mo
- Arthritis/Gout {Yes (ONo | Epilepsy or Seizures ) Yes (JNo | High Cholesterol (D Yes (Mo | Scarlet Fever {3Yes (N0

Artificial Heart valve  {0'Yes (ONo  |Excessive Bleeding ) Yes {JN0 | Hives or Rash (O Yes OMNo | shingles (1Yes (O o

Artificial Joint OYes OMNo | Excessive Thirst ) Yes (Mo | Hypoglycemia Oes OINo | Sickle Cell Disease {3ves Oto

Asthma O Yes ONo | Fainting Spelis/Dizziness ) Yes (N0 | Irregular Heartbeat (U Yes {JNe | Sinus Trouble Cives OMo

Blocd Disease O yes OMNo | Frequent Cough ) Yes (TiNo | Kidney Problems O Yes OiNo | Spina Bifida OYes OHo

Blood Transfusion O Yes (Mo | Frequent Diarrhea {Yes (No | Leukemia {2 Yes (I MNo |Stomachfintestinal Discase (U Yes () Ho

Breathing Problems {2 Yes (ON0 | Frequent Headaches () Yes {JNo | Liver Disease O Yes ONo | Stroke OYes Ono

Bruise Easily O Yes (ONo | Genital Herpes JYes (IHo | Low Blood Pressure () Yes (U No | Swelling of Limbs (O Yes (Mo

Cancer i Yes (INo | Glaucoma (O Yes (ONo | Lung Disease (O Yes (N0 | Thyroid Disease (Yes CiNo

Chemotherapy iYes CINO | Hay Fever (OYes (iNo | Mitral Valve Prolapse 0 Yes CiNo | Tonsillitis Cives CiNo

Chest Pains G Yes CNo  |Heart Attack/Failure O Yes /Mo | Osteoporosis {JYes (iNo | Tuberculosis ZiYes Cilo

Cold Sores/Fever Blisters () Yes (JJNo | Heart Murmur (O Yes (OINo | Pain in Jaw Joints {JYes {JJNo | Tumors or Growths {3Yas (3llo
Congerital Heart Disorder () Yes (JNo | Heart Pacemaker () Yes ONo | Parathyroid Disease ) Yes ({ONo | Ulcers (O ¥es (OiNo
Convulsions {JYes ONo | Heart Trouble/Disease ) Yes (3o | psychiatric Care {ves ONo | Venereal Disease Cives (it
' Yelfow Jaundice {2Yes (Mo
Have you ever had any serious illness not listed 3 Yes (iNo If ves l : E

Comments:

- To the best of my knowledge, the gquestions on this form have been accurately answerad. Iunderstand that providing
~ patient’s) heatth. It is my responsbilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian: b ok : e 3

X Date:




PATIENT HIPAA CONSENT FORM

I understand that I have certain rights to privacy regarding my protected health
information. The rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I understand that by signing this consent, I
authorize you to use and disclose my protected health information to carry out:

- Treatment (including direct or indirect treatment by other healthcare providers
involved in my treatment.)

- Obtaining payment from third party payers (e.g. my insurance company)

- The day-to-day healthcare operations of the practice.

I have also been informed of and given the right to review and secure a copy of your
Notice of Privacy Practices, which contains a more complete description of the uses and
disclosures of my protected health information and my rights under HIPAA. I understand
that you reserve the right to change the terms of this notice from time to time and that I
may contact you at any time to obtain the most current copy of this notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any use or
disclosure that occurred prior to the date I revoke this consent is not affected.

Date:

Patient Name (Printed):

Signature:

Relationship to Patient:

WILLIAM J. PARR, D.D.S.
6770 GROVER STREET
OMAHA, NEBRASKA 68106



