TIME 11:54 AM

ID: Chart 1D:
First Name:

Patient Is: m Policy Holder [ ]Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 1/17/2024

Middle¢ Initial:

Responsible Party ( if someone other than the patient )

Gender: [ _|Male [ |Female [ |Unknown
Birth Date: Age:

E-mail:

Marital Status: || Married

[Tsingle
Soc Sec: Drivers Lic

i:}! would like to receive correspondences via e-mail.

Section 2

Employment ™ £y Time [ JPart Time
Status:
Student Status: [ | Full Time ["]Part Time

Medicaid 1D:
Employer 11):

Carrier 1D:

{3 Retired

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

Section 3
Mom's cell phone
Mom's work phone
Dad's cell phone
Dad's work phone
Emer contact number

Home phone

First Name: Last Name: Middle Initial:
Address: Addrcssj 2
City, State, Zip: Pager
b = Work Phone: Ext: Cellular:
Birth Datc: Soc Sec: . bﬁ\crs Lic: .
[ |Responsible Party is also a Policy Holder for Patient | Primary Insurance Policy Holder {_ISecondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:

[IDivorced | |Separated [ |Widowed

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured:|_|Sell

Insured Birth Date:

Rem. Deduct:

Ins. Company:
Address:
Address 2.

City. State, Zip:

{Ispouse  []Child

[TJother

Secondary Insurance Information

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

City, State, Zip:

Rem. Benefits:

Relationship to Insured: || Self [ ispouse [ _|Child

Insured Birth Date:

Rem. Deduct:

Ins. Company:
Address:

Address 2:

City, State, Zip:

[ TOther




Time 8:38 AM Dr Christopher Koontz Date 11/29/2023
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel pnmarily treat the area in and around your mouth, your mouth is a part of your entre body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? Yes « MNo If yes .

Have you ever been hospitalized or had a major operation? Yes « Mo 1f yes 7 _ - B T
Have you ever had a serious head or neck injury? Y Yes Mo fyes o o o N -

Are you taking any medications, pills, or drugs? i Yes (}No If yes - T SR T S e
Do you take, or have you taken, Phen-Fen or Redux? CiYes Mo If yes B . a o -
Have you ever taken Fosamax, Boniva, Actonel or any other . Yes . No 1f yes o o - - o ) -
medications containing bisphosphonates?

Are you on a special diet? Yes « 'No

Do you use tobacco? . iYes . ‘Mo

Do you use controlied substances? i Yes « “No If yes ' - o o R

Women: Are you... . .
| Pregnant/Trying to get pregnant? “Nursing? " Taking oral contraceptives?

Are you allergic to any of the following?

~ Aspirin ~ Penicilin Codene [ Acrylic
Metal Latex Sulfa Drugs . Local Anesthetics
Other? i 1Fyes - s s 5

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

AIDS/HIV Positive “)Yes . No |Cortisone Medicine Yes . No |Hemophiia _sYes . )No |Radiation Treatments Oives (o
Alzheimer's Disease iYes _iNo |Diabetes “\Yes () No |Hepatitis A {iYes ()No  |Recent WeightLoss {3Yes (*No
Anaphylaxis ("»Yes ( *No |Drug Addiction {Yes () No |[HepatiisBorC (Yes (3No |RenalDialysis {Yes (No
Anemia (iYes (1Mo |Easily Winded CiYes (iNo |Herpes )Yes (iNo |Rheumatic Fever OYes (YNo
Angina (7Yes . 1Mo |Emphysema ¢;Yes sNo |Hgh Blood Pressure (Yes ()No |Rheumatism Oives ONo
Arthritis /Gout (Yes _1No |Epiepsy or Seizures iYes ¢ 'No [High Cholesterol JYes (No |ScarletFever (iYes () No
Artificial Heart Valve “iYes . :MNo |Excessive Bleeding “iYes ¢ 'No |Hives or Rash 3Yes (hNo |[Shingles C1Yes {}No
Artificial Joint {Yes  'No |Excessive Thirst \Yes Mo |Hypoglycemia rYes {1No |Sicke Cel Disease rYes (No
Asthma (iYes . No |Fainting Spelis/Dizziness Yes " No |lrregular Heartbeat 3Yes {)No |Sinus Trouble <iYes (O No
Blood Disease {iYes {iNo |FrequentCough iYes « ‘Mo |Kdney Problems iYes {)No |SpinaBifida (O Yes (Mo
Blood Transfusion “iYes (Mo |FrequentDiarrhea  Yes No |Leukemia TiYes ()Mo |Stomach/Intestinal Disease () Yes {J*Mo
Breathing Problems ('Yes _'No |FrequentHeadaches “iYes < ‘Mo |Liver Disease iYes (1No [Stroke dYes (INo
Bruise Easily “Yes (iNo |Genital Herpes “iYes . 'No |Low Blood Pressure “iYes . »No |Swelling of Limbs O Yes O No
Cancer iYes . 'MNo |Glaucoma 'Yes Mo |LlungDisease Yes (No |Thyrcid Disease {Yes (3No
Chemotherapy iYes ¢ iNo |HayFever CiYes ('No |Mitral Valve Prolapse (Yes (O No |Tonsilitis (3 Yes (No
Chest Pains TiYes ( 1No |Heart Attack/Failure \Yes . No |Osteoporosis {yYes (3No | Tuberculosis CiYes (O No
Cold Sores/Fever Elisters " Yes . 1 No | Heart Murmur i Yes No | Painin Jaw Joints "Yes (iNo |Tumorsor Growths C1Yes (2No
Congenital Heart Disorder (% Yes 1 No |Heart Pacemaker iYes Mo |Parathyroid Disease TiYes (iNo [Ulcers {3Yes ((1No
Convulsions {iYes (" No |HeartTrouble/Disease Yes ' No |Psychiatric Care (7Yes (3No |Venereal Disease ) Yes (3 No
Yellow Jaundice 3Yes (1Mo

Have you ever had any serious iness not listed above? “iyes (T No If yes I B

Comments:

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

Slgnalwe'of Patent, Parent or Guardian:

X Date:




Acknowledgement of Receipt of Notice of Privacy Practices

I acknowledge that | may receive a copy of the Notice of Privacy Practices upon request for the
office of Christopher P. Koontz, DDS, PS. The Notice of Privacy Practices describes the types of
uses and disclosures of my protected health information that might occur in my treatment,
payment for services or in the performance of office's health care operations. The Notice of
Privacy Practices also describes my rights and the responsibilities and duties of this office with
respect to my protected health information. The Notice of Privacy Practices is also posted in the
facility.

.Christopher P. Koontz, DDS, PS reserves the right to change the privacy practices that are
described in the Notice of Privacy Practices. If privacy practices change, | will be offered a copy
of the revised Notice of Privacy Practices at the time of my first visit after the revisions become
effective. | may also obtain a revised Notice of Privacy Practices by requesting that one be
mailed to me.

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Notice of Privacy Practices, | hereby specifically
authorize disclosure of my protected health care information to the persons indicated below.

ANY MEMBER OF MY IMMEDIATE FAMILY: [TJes []No
SPOUSE ONLY: [les [INo
OTHER (PLEASE SPECIFY): [Tes [ No
Name of Patient or Personal Representative Signature of Patient or Personal Representative

Date Description of Personal Representative's Authority



JKOONTZoENTAL

FINANCIAL POLICY

SHORT NOTICE CANCELATION POLICY: We require 2 business days to cancel or reschedule your
appointment or there will be a fee of $50 per hour. (with the exception of illness or emergency)

We consider anything over 15 minutes to be a missed appointment and the short-notice fee may be
charged.

Payment Options

Cash, Check, Credit Card, or CareCredit

We charge 1.5% monthly interest on all accounts with a remaining balance after 60 days, regardless
of insurance payment delays.

An account is past due after 60 days without any payment at which time we begin the collection
process.

Koontz Dental charges $35.00 for returned checks.

Please be aware that any parent bringing a child to our office is legally responsible for payment
same day of all services rendered. Please make arrangements for payment of a dependent’s
appointment before arriving or the same day as appointment.

I understand it is my responsibility to provide updated insurance information prior to time of service.
I also understand PAYMENT IS DUE DAY OF SERVICE.
I have read the details of this Financial Policy.

(initial)

Signature: Date:

Printed Name:

Christopher P Koontz, DDS
2617 Griffin Avenue, Enumclaw, WA 98022
360-825-2191



KOONTZpEenTAL

Records Release

Patients Name:

Date of Birth:

I am requesting my records from:

Office Name:

Office Phone Number:

Please email my records to koontzdental@gmail.com

Patient or Guardian’s signature: Date:

Christopher P Koontz, DDS
2617 Griffin Avenue, Enumclaw, WA 98022
360-825-2191



