TIME 08:00 AM

ID:

First Name:

Patient Is:| | Policy Holder

Responsible Party ( if someone other than the patient )

First Name:
Address:
City, State, Zip:

Home
Phone:

Birth Date:

Chart ID:

;r} Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

Work Phone:

Soc Sec:

Last Name:

Address 2:

Ext:

[ ]Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

e
[

[ ]Secondary Insurance Policy Holder

Patient Information
Address:
City:

Home

Phone:
Sex:| |Male

;;;;;; -

Birth Date:

E-mail:

Employment[ ™| Fyj| Time
Status:

Student Status:| | Full Time
Medicaid ID:
Employer ID:

Carrier ID:

Work Phone:

" |Female

Age:

Address 2:

State / Zip:

Ext:

Marital Status:| |Married [ |Single

Soc Sec:

[ |Divorced

Pager:
Cellular:

-

K |Separated | |Widowed

Drivers Lic:

[T would like to receive correspondences via e-mail.

Section 3

Section 2
— i —
| __|Part Time L

,j Part Time

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

| Retired

Primary Insurance Information

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

City, State, Zip:

Rem. Benefits:

Rem. D

Relationship to Insured:| | Self

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

educt:

[ Ispouse [ |child [ |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:

[Ispouse [ |Child [ |Other




Time 2:30 PM

Patient Name:

State Street Dental Care, PA.
Eaglesoft Medical History
Birth Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body

Date Created:

Date 1/23/2025

. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? ) Yes ) No If yes
Have you ever been hospitalized or had a major operation? rves (3 No If yes
Have you ever had a serious head or neck injury? Yes {3 No If yes
Are you taking any medications, pills, or drugs? 3 Yes (73 No Ifyes
Do you take, or have you taken, Phen-Fen or Redux? Yes () No If yes
Have you ever taken Fosamax, Boniva, Actonel or any other " ves (% No If yes
medications containing bisphosphonates?
Are you on a spedal diet? “iYes (7)Mo
Do you use tobacco? % Yes ¢ No
Do you use controlled substances? i Yes (Mo If yes
Women: Are you...
Pregnant/Trying to get pregnant? Nursing? " Taking oral contraceptives?
Are you allergic to any of the following?
Aspirin ~ Penidillin Codeine L Aavlic
Metal Latex {__Sulfa Drugs . Local Anesthetics
Other? & If yes

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

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina

Arthritis/Gout

Artificial Heart valve
Artificial Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Bruise Easily

Cancer

Chemotherapy

Chest Pains

Cold SoresFever Blisters
Congenital Heart Disorder
Convulsions

Have you ever had any serious iliness not listed above?

i ¥Yes { iNo

{_'No
i tYes { No
{7 Yes () No
{3 Yes (3 No

{3 No

Cartisone Medicine Hemophilia Radiation Treatments
Diabetes Hepatitis A Recent Weight Loss
Drug Addiction Hepatitis B or C Renal Dialysis
Easily Winded Herpes Rheumatic Fever
Emphysema High Blood Pressure Rheumatism
Epilepsy or Seizures High Cholesterol Scarlet Fever
Excessive Bleeding Hives or Rash Shingles
Excessive Thirst Hypoglycemia Sickle Cell Disease
Fainting Spelis/Dizziness Irregular Heartbeat Sinus Trouble
Frequent Cough Kidney Problems Spina Bifida
Frequent Diarrhea Leukemia Stomach/Intestinal Disease
Fregquent Headaches Liver Disease Stroke
Genital Herpes Low Blood Pressure Swelling of Limbs
Glaucoma Lung Disease Thyroid Disease
Hay Fever Mitral Valve Prolapse Tonsillitis
Heart Attack Failure Osteoporosis Tuberculosis
Heart Murmur Pain in Jaw Joints Tumors or Growths
Heart Pacemaker ¥ Parathyroid Disease Ulcers
Heart Trouble/Disease {iYes (No [Psychiatric Care Venereal Disease
Yellow Jaundice
) Yes () No If yes

Comments:

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. Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:




STATE STREET
DENTAL CARE . .
HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain by your signature that
you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, youwill be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or

healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement.
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for
treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially

anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a
revocation will not be retroactive.

By signing this form, | understand that:

* Protected health information may be disclosed or used for treatment, payment, or healthcare operations.
 The practice reserves the right to change the privacy policy as allowed by law.
 The practice has the right to restrict the use of the information but the practice does not have to agree
tothose restrictions.
The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.
» The practice may condition receipt of treatment upon execution of this consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:

(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:

POLICIES/HIPAA Compliance Patient Consent Form/01-03-22/201.7 L - 1



Financial Responsibility / Waiver Form

Dear Patient:

Positive venfication of vour coverage cannot always be made at the time of service. You
will receive services with the understanding that in the event your coverage 1s not
effective, you will be billed and held financially responsible for these services rendered.

Patient’s Name Insurance Carrier
Subscriber’s Name Employer / Group
Permanent Address Group Policy Number
Cuty, State, Zip Telephone Number

L have read the above and undesstand my possible financial responsibality of services
rendered and hereby affix my signatuze as an acknowledgment of this understanding.

Patient’s Signature Date

Witness Signatute Date

STATE STREET
DENTAL CARE
RANDALL P CuTtrl, DMD

278 STATE STREET
AUGUSTA. ME 04330

207-622-9215

WWW. STATESTREETDENTALME.COM



Reserved appointment time in our dental office is limited and valuable. It is extremely impor_tant that all patients hor?or
their reserved dental appointments. Failure to do so may prevent other patients from receiving needed dental care in a
timely fashion.

So that our dentists, staff, and patients will not be penalized by those who fail to keep scheduled appointments. failure to
keep a scheduled appointment without 24 hours advance notification will result in a $50.Q0 cancelation fee. That char.ge,
in accordance with the broken appointment policy for all of our patients, is to be paid within 30 days to prevent collection
procedures. The patient/parent/legal guardian is responsible for the payment of the charge.

Please feel free to discuss this and other policies with our staff. Do not hesitate to ask if you have any questions.

STATE STREET
DENTAL CARE

RANDALL P CUTRI, DMD -

278 STATE STREET
AUGUSTA, ME 04330

207-622-9215

WWW.STATESTREETDENTALME.COM



State Street Dental Broken Appointment Policy

Reserved appointment time in our dental office is limited and valuable. It is extremely important that
all patients honor their reserved dental appointments. Failure to do so may prevent other patients from
receiving needed dental care in a timely fashion.

So that our dentists, staff, and patients will not be penalized by those who fail to keep scheduled
appointments we will be charging $100 for any missed scheduled appointment that we did not receive
a 24 hour notice of. That charge, in accordance with the broken appointment policy, is to be paid within
30 days to prevent collection action. The patient, parent, or legal guardian is responsible for the
payment of that charge.

Please feel free to discuss this and other policies with our staff. We would be happy to answer any
questions.

Signature

Date:

State Street Dental 2025



State Street Dental 2025



