Watkins Family Dental
2107 E. 12"
Winfield, KS 67156
620-229-9779

Name:

Address:
City:
State: aneode. 20

Home Phone:
Cell Phone:
Work Phone:
Email Address:

Would you like to receive text confirmation? Yes No

Emergency Contact Name:

Emergency Contact Phone Number:

Please present your current Dental Insurance Card



Item 051-5767/27000 Patlarson Othce Supplies BOO-637-1120

PATIENT INFORMATION (CONFIDENTIAL)

NAME DATE

FIRST M LAST STATE/ 71/
ADDRESS CITy PROV. PLC.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE

CHECK APPROPRIATE BOX: I:I MINOR D SINGLE D MARRIED D DIVORCED D WIDOWED D SFBARAIED

IF COLLEGE STUDENT, ET. / P.T., NAME OF SCHOOL CITY PROV.
PATIENT'S OR PARENT'S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ ZIP/
BUSINESS ADDRESS CITY PROV. P.C.
SPOUSE OR PARENT'S/GUARDIAN’'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
\PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE

RESPONSIBLE PARTY E

RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE

\IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES D NO
“\

INSURANCE INFORMATION

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

STATE/ ZIP/
EMPLOYER ADDRESS CITY PROV, e,
INSURANCE CO. TEL. # GRP # POLICY / 1.D. #

STATE/ ZIP/
INS. CO. ADDRESS CITY PROV. P.C.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED” MAX ANNUAL BENEFIT?

DO YOU HAVE ANY ADDIT]ONAL INSURANCE? D YES lj NO

IF YES COM PLETE THE FOLLOWING:

RELAIIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ ZIP/
EMPLOYER ADDRESS CITY PROV. C.
INSURANCE CO. TEL. # GRP # POLICY / 1.D. #
STATE/ ZIP/
INS. CO. ADDRESS CIry PROV. P.C,
\HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

REGISTRATION

PATIENT NUMBER




Dr. Tony Watkins
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily 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 interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now? Yes  No If yes = - _ = ) - |
Have you ever been hospitalized or had a major Yes No If ves _ e N B ]
operation?

Have you ever had a serious head or neck injury? Yes . No If ves | - S

Are you taking any medications, pills, or drugs? Yes ' No If ves _ B ]
Do you take, or have you taken, Phen-Fen or Redux? _ Yes  No If yes | - 1
Have you ever taken Fosamax, Boniva, Actonel or Yes  No Fves| ) . |
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? " |Taking oral contraceptives?

Are you allergic to any of the following?

["] Aspirin I Penicillin [l codeine [ Acrylic

[ Metal I Latex | Sulfa Drugs | Local Anesthetics

Other? O If ves | ' - ]
Do you use controlled substances? i 'Yes ' No If ves | -

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

AIDS/HIV Positive Yes  No | Cortisone Medicine Yes . No | Hemophilia 'Yes ' ' No |Radiation Treatments Yes _ No
Alzheimer's Disease Yes No |Diabetes Yes (' No | Hepatitis A 'Yes ' No | Recent Weight Loss Yes . No
Anaphylaxis _Yes ' No |Drug 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 O No
Angina Yes  No |Emphysema Yes _ No |High Blood Pressure Yes . No | Rheumatism Yes ' No
Arthritis/Gout Yes  No | Epilepsy or Seizures Yes  No |High Cholesterol Yes . No |Scarlet Fever . Yes ' No
Artificial Heart Valve Yes  No |Excessive Bleeding ~Yes _ No [Hives or Rash Yes . No |Shingles ) Yes () No
Artificial Joint Yes . No | Excessive Thirst Yes No |Hypoglycemia ~Yes . No |sickle Cell Disease _Yes . No
Asthma Yes  No |Fainting Spells/Dizzness ~ Yes  No | TIrreqular Heartbeat Yes  No |Sinus Trouble Yes (. No
Blood Disease Yes  No |Frequent Cough Yes - No |Kidney Problems Yes - No |Spina Bifida Yes . No
Blood Transfusion Yes . No |Frequent Diarrhea Yes No |Leukemia Yes . No |Stomach/Intestnal Di Yes « No
Breathing Problems Yes  No |Frequent Headaches Yes . No |Liver Disease Yes  No |Stroke Yes < No
Bruise Easily 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 ' Yes (' No
Chemotherapy ‘Yes  No |Hay Fever Yes  No |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 Blsters  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/Disease  Yes  No |Psychiatric Care Yes . No |venereal Disease Yes ' No
Yellow Jaundice Yes (' No
Have you ever had any serious illness not listed Yes  No 1f ves | B
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) heatth. It is my responsibilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



WATKINS FAMILY DENTISTRY
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| consent to various communication methods by Watkins Family Dental including but not
necessarily limited to: phone, email, texting, and social media sites messaging systems.

We are active partners in the Winfield High School Health Careers Program. This consists of
students observing in the dental office. By signing below you are consenting to allow a student
observer be present in the treatment room.

If you have insurance, we will do our best to process your claim and estimate what insurance
will cover. If you have any questions regarding your insurance, you may call your insurance
company for verification of benefits. If you need assistance with this, we will be glad to provide
you with any helpful information that we can.

Patient is responsible for any amount not covered by insurance.

Payment is expected at the time services are rendered. If you are unable to pay for the services,
arrangements need to be made BEFORE your appointment.

In the event payment is not paid within 30 days from the date the same becomes first due, the
undersigned does herby agree to pay an additional 40% penalty fee.

Our office gladly accepts Medicaid to assist with the cost of dental care for members of our
community. However, due to the loss of our office incurs by accepting the limited amount
Medicaid allows for procedures, we must enforce a strict policy concerning appointments.

If you cancel or reschedule any dental appointment without giving 48 hours notice, scheduling
of future appointments will be at the discretion of Watkins Family Dental.

If you are more than 5 minutes late for your scheduled appointment, you may be asked to
reschedule.

Parents are asked to stay in the waiting room unless we request for you to come back with your
child.

At times photos may be taken during treatment. | give my permission that any records made
during the process of examination, and treatment may be used for the purposes of research,
education, or publication in professional media.

| have read the previous office rules and agree to comply with them to the best of my ability

Signature Date

If you have any questions regarding our policies, feel free to ask.
Thank you, Dr. Tony Watkins and Staff
Updated 10/17



