TIME 12:52 PM

ID:
First Name:

Patient Is: D Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

Responsible Party ( if someone other than the patient )

D Responsible Party is also a Policy Holder for Patient

Chart ID:

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 2/3/2022

Middle Initial:

Work Phone:

Soc Sec:

O

Last Name:

Address 2:

Ext:

Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

D Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex: |:| Male
Birth Date:

E-mail:

Employment [CJFull Time
Status:

Student Status: [_] Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Work Phone:

D Female

Age:

Address 2:

State / Zip:

Ext:
|:| Divorced |:| Separated |:| Widowed

|:| Single

Marital Status: |:| Married

Soc Sec:

Pager:
Cellular:

Drivers Lic:

DI would like to receive correspondences via e-mail.

Section 3

Section 2

O

D Part Time

D Part Time

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

Retired

Referred By
Previous Dentist
Emergency Contact

Emergency Contact #

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Rem. D

Relationship to Insured: D Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

educt:

[JIspouse []cChild  []Other

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: [_]Self

Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

D Spouse D Child |:| Other




Time 12:51PM

Patient Name:

ORTEGON PROSTHODONTICS
Eaglesoft Medical History

Birth Dabe:

Date Created:

Dabe 2/3/2022

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

Are you under a physician's care now?

Have you ever been hospitalized orhad a major operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, ordrugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a special diet?

Do youuse tobacco?

Doyou use controlled substances?

\Women: Are you...

[JPregnant/Tryingtogetpregnant?

Are you allergic #0 any of the following?

DAspirin

OMetal

Other?

O Yes
O Yes

O Yes
QO Yes
o Yes
QO ves

O Yes

o Yag
o Yes

OND
O Mo

OMNo
QMo
Q Mo
OnNo

QMo
O Mo
One

[QNursing?

[JPenicillin
[JlLatex
O

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

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial HeartValve
Artificial Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Sores/Fever Blisters
Congenital Heart Disorder

Convulsions

Haveyou ever had any serious illness notlisted above?

Commenis:

Oves Qno
Oves Ono
QYes QNo
Oves ONo
OYes ONO
Qves QMo
O Yes QMo
Qyes QNo
QOves QMo
QOvYes QMo
Oyes Qno
Oves QMo
O Yes ONo
O Yes O No
OYes ONO
QO ves OnMo
QO Yes QNo
Qves QMo
OYes ONO

Cortisone Medidne
Diabetas

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Diziness
Fraquent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Faver

Heart Attack/Failure
Heart Murmur
Heart Pacemaker

Heart TroublefDisease

QO ves

O res
O ves
O Yes
O ves
O ves
O es
O ves
O Yes
Qves
Q Yes
O res
Qves
O Yes
QO ves
O Yes
Qves
o Yes
O Yes
Oves

O Mo

If yes

If yes

If yes

If yes

If yes

If yes

If yes

[JcCodeine
[Jsuifa Drugs

[ Taking oral contraceptives?

[JAcrylic

[JLocal Anesthetics

If yes

Qo
QMo
Ono
One
ONO
OND
Ono
Qo
O o
Qo
QOno
ONU
Qo
ONU
OND
Ono
Ono
O no
Qo

Hemophilia
Hepatitis A
Hepatitis B or C
Herpes

High Blood Pressure
High Cholesterol
Hives or Rash
Hypoaglycemia
Irregular Heartbeat
Kidney Problems
Leukemia

Liver Disease
LowBlood Pressure
Lung Disease

Mitral Valve Prolapse
Osteoporosis

Pain inJaw Joints
Parathyroid Disease

Psychiatric Care

O ves
O ves
O Yes
O Yes
O ves
QO Yes
O ves
QO Yes
O Yes
Q ves
O Yes
O ves
Q Yes
O Yes
QO ves
O Yes
O ves
O ves
O ves

O Mo
O Mo
ONO
QO Mo
O no
O no
O Mo
O no
Qe
O Mo
O Mo
O Mo
O Mo
O Mo
O Mo
QO Mo
O Mo
QO Mo
O Mo

Radiation Treatments
Recent WeightLoss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida
Stomach/Intestinal Disease
Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis

Tumors or Growths
Ulcers

Venereal Disease

Yellow Jaundice

O Yes
O Yes
O Yes
O Yes
O ves
O ves
QO ves
O vYes
O ves
O Yes
o Yes
O ves
O Yes
O ves
O Yes
O ves
O Yes
O ves
O Yes
O ves

QMo
QMo
ONn
QO nNo
O o
QOnNo
O No
QO nNo
O o
QNo
ONn
O o
Ono
QNo
ONo
O No
QO nNo
QO No
ONo
O No

If yes

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my {or patient's) health. Itismy
responsibility #0 inform the dental office of any changesin medical status.

Signature of Patient, Parent or Guardian:

Date:



Sergio M. Ortegon
Dr. Sergio Ortegon
4747 Bellaire Blvd. Ste 525
Bellaire, Texas 77401

AUTHORIZATION

We will be happy to file a claim 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 UNDESTAND THE ABOVE TERMS AND CONDITIONS AND WILL VERIFY SO BY GIVING
MY SIGNATURE:

Date

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.

| HAVE READ AND UNDESTAND THE PRIVACY PRACTICES OF SERGIO ORTEGON, D.D.S., M.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 coming from this office by
using the auto reply feature.

Communicating 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
form 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



Dr. Sergio Ortegon, DDS MS 713-664-9900
4747 Bellaire Blvd Ste 525, Bellaire, Texas 77401

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect 04/14/2003, and it will remain in effect until we replace it.

We reserve the right to change our private practices and the terms of this Notice at any time, provided such changes
are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms
of our Notice effective for all health information that we maintain, including health information we created or received
before we made the changes. Before we make a significant change in our privacy practices, we will change this
Notice and make the new Notice available upon request.

You may request a copy of Notice at any time. For more information about our privacy practices, or for additional
copies of this Notice, please contact us using the information listed at the end of this Notice.

USED AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:
Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence
or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any
use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization,
we cannot use or disclose your health information for any reason except those described in this Notice.

To your family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or another person to the
extent necessary to help with your healthcare or with payment or with payment for your healthcare, but only if you
agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgement disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use or professional judgement and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.



Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclosure your health information to the extent necessary to avert a serious threat to your health or safety or the
health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces
personnel under certain circumstances. We may disclose to authorized federal officials heath information
required for lawful intelligence, and other national security activities. We may disclose to correctional
institutions or law enforcement official having lawful custody of protected health information of inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters).

PATIENTS RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a formal other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you a
reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us a
letter to the address at the end of this Notice. If you request copies, we will charge you $0.50 for each page, $8.00
per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you. If
you request an alternative format, we will charge a cost-based fee for providing your health information in that format.
If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the
information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree with these additional restrictions, but if we do, we will abide by our
agreement (except in emergency).

Alternative Communications: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your request in writing.) Your request
must specify the alternative means or locations and provide satisfactory explanation how payments will be handled
under the alternative means or location you request.

Amendment: You have the right to request that we armed your health information. (Your request must be in writing,
and it must explain why the information should be amended) We may deny your request under certain circumstances.
Electronic Notice: If you receive the Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contacts us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you may
complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint
to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint
with the U.S Department of health and Human Services upon request.

We support your right to the privacy of your health insurance. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S Department of Health and Human Services.

Dr. Sergio Ortegon, DDS MS, 713-664-9900
4747 Bellaire Blvd Ste 525, Bellaire, Texas 77401



	642.1015_8533_unknown2
	642.1017_9209_unknown3

	Chart ID: 
	First Name: 
	Last Name: 
	Middle Initial: 
	Preferred Name: 
	First Name_2: 
	Last Name_2: 
	Middle Initial_2: 
	Address: 
	Address 2: 
	City State Zip: 
	Work Phone: 
	Ext: 
	Pager: 
	Home Phone: 
	Cellular: 
	Birth Date: 
	Soc Sec: 
	Drivers Lic: 
	Address_2: 
	Address 2_2: 
	City: 
	State  Zip: 
	undefined: 
	Pager_2: 
	Home Phone_2: 
	Work Phone_2: 
	Ext_2: 
	Cellular_2: 
	Birth Date 1: 
	Birth Date 2: 
	Age: 
	Soc Sec_2: 
	Drivers Lic_2: 
	Email: 
	Section 2: 
	Section 3: 
	Medicaid ID: 
	Pref Dentist: 
	Employer ID: 
	Pref Pharmacy: 
	Carrier ID: 
	Pref Hyg: 
	Referred By: 
	Previous Dentist: 
	Emergency Contact: 
	Emergency Contact_2: 
	Name of Insured: 
	Insured Soc Sec: 
	Insured Birth Date: 
	Employer: 
	Address_3: 
	Address 2_3: 
	City State Zip_2: 
	Ins Company: 
	Address_4: 
	Address 2_4: 
	City State Zip_3: 
	Rem Benefits: 
	Rem Deduct: 
	Name of Insured_2: 
	Insured Soc Sec_2: 
	Insured Birth Date_2: 
	Employer_2: 
	Address_5: 
	Address 2_5: 
	City State Zip_4: 
	Ins Company_2: 
	Address_6: 
	Address 2_6: 
	City State Zip_5: 
	Rem Benefits_2: 
	Rem Deduct_2: 
	Do you use controlled substances: 
	undefined_2: 
	undefined_3: 
	undefined_4: 
	Date: 
	Date_2: 
	Date_3: 
	materials: 
	undefined_7: 
	undefined_8: 
	Patient ID: 
	Check Box1: Off
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Group45: Off
	Group46: Off
	Group47: Off
	Group48: Off
	Group49: Off
	Group50: Off
	Group51: Off
	Group52: Off
	Text46: 
	Text47: 
	Group53: Off
	Group54: Off
	Group55: Off
	Group56: Off
	Group57: Off
	Group58: Off
	Group59: Off
	Group60: Off
	Group61: Off
	Group62: Off
	Group63: Off
	Group64: Off
	Group65: Off
	Group66: Off
	Group67: Off
	Group68: Off
	Group69: Off
	Group70: Off
	Group71: Off
	Group72: Off
	Group73: Off
	Group74: Off
	Group75: Off
	Group76: Off
	Group77: Off
	Group78: Off
	Group79: Off
	Group80: Off
	Group81: Off
	Group82: Off
	Group83: Off
	Group84: Off
	Group85: Off
	Group86: Off
	Group87: Off
	Group88: Off
	Group89: Off
	Group90: Off
	Group91: Off
	Group92: Off
	Group93: Off
	Group94: Off
	Group95: Off
	Group96: Off
	Group97: Off
	Group98: Off
	Group99: Off
	Group100: Off
	Group101: Off
	Group102: Off
	Group103: Off
	Group104: Off
	Group105: Off
	Group106: Off
	Group107: Off
	Group108: Off
	Group109: Off
	Group110: Off
	Group111: Off
	Group112: Off
	Group113: Off
	Group114: Off
	Group115: Off
	Group116: Off
	Group117: Off
	Group118: Off
	Group119: Off
	Group120: Off
	Group121: Off
	Group122: Off
	Group123: Off
	Group124: Off
	Group125: Off
	Group126: Off
	Group127: Off
	Group128: Off
	Group129: Off
	Group130: Off


