TIME 09:54 AM

ID: Chart ID:

First Name:

Patient Is:| | Policy Holder | |Responsible Party Pr

PATIENT REGISTRATION

Last Name:

eferred Name:

DATE 11/11/201

Middle Initial:

_ Responsible Party ( if someone other than the patient )
First Name:

Address:
City, State, Zip:

Home
Phone:

Birth Date:

Work Phone:
Soc Sec:

L]

[ Responsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

Ext:

Primary Insurance Policy Holder

Middle Initial:

Pager:

Cellular:
Drivers Lic:

[ |Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home
Phone:

Sex:[ |Male

Work Phone:

E Female
Birth Date: Age:

E-mail:

Address 2:
State / Zip:

Ext:

Marital Status:||Married || Single

Soc Sec:

[ |Divorced

Pager:
Cellular:

| |Separated | |Widowed

Drivers Lic:

— ) ; ; ;
| T'would like to receive correspondences via e-mail.

Section 2

Employment ™ yj| Time
Status:

i
e

[ ] Part Time
Student Status: ﬂFull Time [ | Part Time

Medicaid ID:

Pref. Dentist:

Retired

Section 3

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:| | Self [ ]Spouse [ |Child []other
Insured Soc. Sec: Insured Birth Date:
Employer: 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 Insured:| | Self [ |spouse | |Child | |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:




Time 9:50 AM ORTEGON PROSTHODONTICS Date 11/11/2014
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental parsonnel primarily treat the area in and around your mouth, your mouth is 3 part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important interralationship with the dentistry vou wil receive. Thank you for answering the following questions.

Are you under a physician's care now? " Yes Mo Ifyes - - |
Have you ever been hospitalized or had a major ) Yes () Mo If ves S 7 7 ‘ D i
operation?

Have you ever had a serious head or neck injury? © Yes @ No If ves | i _ __ i
Are you taking any medications, pills, or drugs? " Yes <) No Fyes - ;
Do you take, or have you taken, Phen-Fen or Redux? Yes  No If yes i 117::7 ___ i —— e : I
Have you ever taken Fosamax, Boniva, Actonel or i Yes Mo If yes L e j |
any other medications containing bisphosphonates? o N . o
Are you on a special diet? 2 Yes @2 No

Do you use tobacco? " Yes (0 No

VWomen: Are you...
[ Pregnant/Trying to get pregnant? [ Nursing? "I Taking oral contraceptives?

Are you allergic to any of the following?
[ Aspirin I Penicillin "I codeine ] Acrylic
Metal [ Latex " Isulfa Drugs [ Local Anesthetics

Other? If yes

Do you use controlled substances? Yes . No Ifyes |

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

AIDS/HIV Positive Yes (' No | Cortisone Medicine ~Yes (N0 |Hemophilia ~'Yes i No [Radiation Treatments ' Yes (. No
Alzheimer's Disease " Yes (Mo | Diabetes Yes 0 No | Hepatitis A ‘Yes . No  |Recent Weight Loss ''Yes ) No
Anaphylaxis © Yes 70 No | Drug Addiction 'Yes [ Mo | Hepatitis B or C ' Yes (7 No | Renal Dialysis ~ Yes (0 No
Anemia Yes O No | Easily winded ~ Yes T No | Herpes o Yes (0 No | Rheumatic Fever 0 Yes i No
Angina Yes = No | Emphysema Yes ") Mo | High Blood Pressure Yes (0 No | Rheumatism ' Yes (© No
Arthritis/Gout Yes ©° No |Epilepsy or Seizures ' Yes " No  |High Cholesterol Yes (0 No |Scarlet Fever Yes & No
Artificial Heart Valve () Yes (U No | Excessive Bleeding Yes ' No  |Hives or Rash 7 Yes U No | Shingles Yas ) No
Artificial Joint ~ Yes T No |Excessive Thirst " Yes T No  |Hypoglycemia ' Yes (U No  |sickle Cell Disease _ Yes (") No
Asthma ) Yes () No  |Fainting Spells/Dizziness 7 Yes () No  |Irregular Heartbeat ' Yes ©UMNo | Sinus Trouble &) Yes ) No
Blood Disease Yes () Mo | Frequent Cough ' Yes () No | Kidney Problems Yes (. Mo |Spina Bifida © Yes © No
Blood Transfusion . Yes 7 No Frequent Diarrhea Yes No Leukemia Yes No Stomach/Intestinal Disease Yes © No
Breathing Problems ' Yes Mo |Frequent Headaches ' Yes " No |Liver Disease 'Yes (0 No [ Stroke © Yes & No
Bruise Easily ~ Yes . No |Genital Herpes Yes © No |Low Blood Pressure 'Yes . No  [Swelling of Limbs Yes ) No
Cancer “iYes T No |Glaucoma Yes " Ne |Lung Disease " Yes " No |Thyroid Disease Yes  No
Chemotherapy Yes ©0 No  |Hay Fever Yes (Mo | Mitral Valve Prolapse  Yes _No |Tonsillitis Yes () No
Chest Pains ~Yes (_ 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 Mo [Tumors or Growths ©) Yes i No
Congenital Heart Disorder Yes No Heart Pacemaker Yes No Parathyroid Disease 1 Yes 7 No Ulcers i Yes No
Convulsions Yes " No |Heart Trouble/Disease " Yes © No |Psychiatric Care Yes (' No  |venereal Disease  Yes ©) No

Yellow Jaundice i Yes i No
Have you ever had any serious illness not listed “) Yes © No ¥fves|

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. 1understand that providing incorrect information can be dangerous to my (or
patient's) health. It is my responsibilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



SERGIO M. ORTEGON

251 Dr. Sergio Ortegon 200
4747 Bellaire Bivd, # 525
Houston, TX, 770401

AUTHORIZATION

We will be happy to file a claims with your insurance company if you provide an up-to-date insurance
card. However, this does not guarantee that your insurance company will pay for the services rendered.

You will be responsible for any amount not covered by your insurance company.

AUTHORIZATION TO PAY BENEFITS TO DENTIST: | hereby payment of dental benefits directly to
Sergio Ortegon, D.D.S., M.S.

AUTHORIZATION TO RELEASE DENTAL RECORDS: | hereby authorize Sergio Ortegon, D.D.S., M.S. to

release any information acquired in the course of my examination and treatment to the insurance
company to process any claims.

| HAVE READ AND UNDERSTAND THE ABOVE TERMS AND CONDITIONS AND WILL VERIFY SO BY
GIVING MY SIGNATURE:

DATE 5

As part of the HIPPAA regulations, your dentist must notify you of the office privacy practices in writing.
Please take time to look over and review your patient’s rights.

I HAVE READ AND UNDERSTAND THE PRIVACY PRACTICES OF SERGIO ORTEGON, D.D.S AND WILL
VERIFY SO BY GIVING MY SIGNATURE:

DATE



PATIENT CONSENT FOR USE OF EMAIL COMMUNICATIONS

To better serve our patients, this office has established an email address for some forms of
communication. For routine matters that do not require immediate response, please fill free to contact
us at the email address for your physician’s clinical support staff (see list below). Please remember
however, that this form of communication is not appropriate for use in an emergency. The turnaround
time for routine patient communication is 3-5 business days. The service provider may delay message
delivery. Should you require urgent or immediate attention, this medium is not appropriate.

When sending email, please put the subject of your message in the subject line so we can process it
more efficiently. Also, be sure to put your name, patient ID number and return telephone number in the
body of the message. We also ask that you acknowledge receipt of email commg from this office by
using the auto reply feature.

Communications relating to diagnosis and treatment will be filed in your medical/dental record.

This office is dedicated to keep your medical/dental record information confidential. Despite our best
effort, due to the nature of email, third parties may have access to messages. When communicating
from work, you should be aware that some companies consider email corporate property and your
message may be monitored. Even when emailing from home, you may feel that access to your email is
not well controlled, so you should take that into consideration. In addition, you should be aware that,
although addressed to me, my staff and/or colleagues would have access to this information.

In addition to medically/dental-related messages, we may also communicate with you via email

regarding billing matters, distribution of newsletters, patient education/information and other related
materials.

| understand that this office will not be responsible for information loss or delay or breaches in
confidentiality that are due to technical factors beyond this office’s control.

| understand and agree to the above email policy.

By signing below, you are agreeing that we may send medical/dental related correspondence to you via
email, and that we may respond to your emails to us via email.

Patient’s signature ’ Email address

Date

Provided by:

7J@&nzﬂ¢)

EEPING YOUR BUs:



