TENNESSEE CENTERS FOR LASER DENTISTRY
(Patient Update Form — For Existing Patients)

PATIENT NAME SEX DATE OF BIRTH

SOCIAL SECURITY # EMAIL ADDRESS MARITAL STATUS

IS IT OKAY TO CONTACT YOU VIA EMAIL? (YES/NO) ISIT OKAY TO CONTACT YOU VIA TEXT? (YES/NO)

ADDRESS
CITY STATE ZIP CODE HOME PHONE
PLACE OF EMPLOYMENT WORK# CELL #

PERSON RESPONSIBLE FOR PAYMENT (IF DIFFERENT FROM ABOVE)

NAME SEX DATE OF BIRTH

BILLING ADDRESS

CITY ST ZIP HOME# WORK#

SOCIAL SECURITY # EMPLOYER

**¥*(HAS YOUR DENTAL INSURANCE CHANGED???) ***** ( DO YOU HAVE NEW DENTAL INSURANCE??27?7)****

PRIMARY DENTAL INSURANCE POLICY HOLDER’S NAME

SS# ID# / POLICY# BIRTH DATE

PERSONAL MEDICAL HISTORY (PLEASE ANSWER YES OR NO AND EXPLAIN)

HAVE YOU BEEN HOSPITALIZED SINCE YOUR LAST VISIT? IF YES, EXPLAIN

ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN? IF YES, PHYSICIAN’S NAME

CURRENT OR RECENT ILLNESS? ALLERGIC TO MEDICATION?

(DO YOU PREMED FOR DENTAL PROCEDURES?(YES / NO) IF YES, WHAT DO YOU TAKE )

ARTIFICIAL JOINTS |:| HEART TROUBLED HIGH BLOOD PRESSURED EMOTIONAL STRESSD DIABETES |:|
PROLONGED BLEEDINGD KIDNEY DISEASED ASTHMAD GLAUCOMAD EPILEPSYD ARTHRITISD HEPATITISD

ALLERGICTO ANESTHETICD TESTED FOR HIV|:| THYROID DISORDER |:| ARE YOU PREGNANT?D

(LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING)

Have you ever taken medicine to strengthen your bones? If yes, specify

Have you ever taken Phen Phen or diet medicines? If yes, specify

EMERGENCY NOTIFICATION

NAME RELATIONSHIP PHONE#




Consent/Authorization/Acknowledgement

Clinical

1. I authorize Dr. Chad O. Edwards, referred to as "practice" hereafter, to take necessary radiographs,
study models, photos and other diagnostic aids as needed to make a thorough diagnosis.

2. l authorize this practice to perform all recommended treatment and agreed upon treatment. | also
authorize the use of anesthetics, sedatives and other medication (as needed) and am fully aware that
using anesthetic agents involves certain risks.

Financial

3. I am responsible for payment for services rendered on my behalf and my dependents. | have been
informed that payment is due when services are rendered. | am aware that a 1.5% MPR or 18%
APR is automatically tabulated into my account if my balance is 30 days old or older. Should my
account become delinquent, | will assume all additional collection costs and legal fees.

4. A $30 CHARGE WILL BE BILLED TO THE PATIENT FOR ANY NO SHOW OR BROKEN
APPOINTMENTS WITH LESS THAN 24 HOUR NOTICE FOR AN OFFICE VISIT.

Insurance

5. Does your insurance have a any waiting periods? Yes No | Don't Know

6. | authorize this practice to release to staff, hospitals, health care service plans, insurance
companies, self-insurers or their representatives, any and all information, records and
radiographs about my medical history, services rendered and treatment necessary.

7. | authorize this practice to submit claims for payment for services rendered or pre-authorizations
necessary to my insurance company, on behalf and in my name listed as "signature on file" and
assign to this practice the insurance benefits providing assignment is accepted. | understand that
| am responsible for payment regardless of the coverage provided.

8. lunderstand | am responsible for the deductible, co-payment and excess over maximum the day
of services.

Health Insurance Portability and Accountability Act 1996:
HIPAA: Acknowledgement of Receipt of Notice of Privacy Practices:
(You may refuse to sign this Acknowledgement)

9. | have READ AND UNDERSTAND ALL POLICIES STATED IN THE NEW PATIENT
ACKNOWLEDGEMENT AND IMPORTANT INFORMATION. x

HIPAA: Consent for Use and Disclosure of Health Information:

(Notice of Privacy Practices: You have the right to read this practice's Notice of Privacy Practices before you decide to sign this
Consent. Our Notice of Privacy Practices provides a description of our treatment payment activities, and healthcare operations, of
the uses and disclosures we may make of your protected health information, and of other important matters about your protected
health information. A copy of our Notice accompanies this Consent. Please read this Notice prior to signing this Consent. This
practice reserves the right to change the privacy practices as described in our Notice of Privacy Practices. If changes are made, a
revised Notice of Privacy Practices containing the modifications will be issued. These changes may apply to any of your protected
health information that we maintain on file. You may obtain a copy of our Notice of Privacy Practices, including any revisions of our
Notice at any time by contacting Kim at 615-595-8070, 3046 Columbia Ave., Ste 201, Franklin, TN

You have the right to revoke this Consent for use and Disclosure of Health Information at anytime by giving us written notice of your
revocation submitted to the Contact Person listed above. This revoke will not affect previous consent. We serve the right to provide
further treatment in your behalf or that of your dependents if this Consent is revoked.

10. I have had opportunity to review and obtain a copy of this practice's Notice of Privacy Practices. |
hereby authorize, as indicated by my signature below, to use and disclose my protected health
information to carry out treatment, payment activities and health care operations.

Signatures below indicate that | have read this entire document and fully understand the contents of this
Consent/Authorization/Acknowledgement. | have been provided with the opportunity to ask questions and obtain further
clarification.

Signature Date of Birth Today's Date
Circle One: Adult Patient Guardian Personal Representative

If signature provided represents the patient's guardian or "personal representative” please complete the following:

Patient Name DOB Patient's Signature Today's Date



