WELCOME TO SKINNER DENTISTRY

Patient Information:

Name: Prefer to be called:

First Middle Last
Address:

City, State, Zip: Sex: __ Male __ Female
Home Phone: Marital Status: ____Married __ Single __ Widowed _ __ Separated
Work Phone: Birth Date: SSN#:

Cell Phone: E-mail:

Employment
Employer: Occupation:

In Case of Emergency, please list who you would like us to contact

Name: Relationship:
First Last

Day Time Phone:

Primary Insurance Information: Self Spouse Parent Other

(Please present insurance card)

If diff. than Patient: Name of Insured:

First Middle Last
Birth Date: SSN# Employer:
Home Address:
Home Phone: Work Phone: Cell Phone:
Secondary Insurance Information: Self Spouse Parent  Other
(Please present insurance card)
If diff. than Patient: Name of Insured:

First Middle Last
Birth Date: SSN# Employer:
Home Address:
Home Phone: Work Phone: Cell Phone:
Complete ONLY if Patient is a Minor: Relationship to Patient:
Person who completed this form: — Parent

Guardian

Name: Other:

Please tell us how you heard about Dr. Skinner and Skinner Dentistry:

(If referred by a friend, please list their name(s) below)

Consent:
I hereby grant authority to Dr. Robert Skinner and his staff to administer any treatment, anesthetics, and procedures deemed
necessary in the diagnosis and treatment of my dental health.

I understand that I am responsible for all costs of dental treatment, regardless of my insurance status.

Signature of Patient (Parent or Guardian if patient is a minor) Date




ROBERT L SKINNER, DDS
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

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

Are you under a physician's care now? ) Yes <) No If ves | I
Have you ever been hospitalized or had a major O Yes ) No If ves [ !
operation?

Have you ever had a serious head or neck injury? &) Yes ) No If ves [

Are you taking any medications, pills, or drugs? ©) Yes () No If ves |

Do you take, or have you taken, Phen-Fen or Redw® ) Yes () No If ves |

Have you ever taken Fosamax, Boniva, Actonel or  Yes 3 No If ves |
any other medications containing bisphosphonates?

Are you on a special diet? ©) Yes ) No
Do you use tobacco? > Yes ) No
Women: Are you...
T pregnant/Trying to get pregnant? Nursing? [CJ Taking oral contraceptives?

Are you afergic to any of the following?

1 Aspirin [ Peniciltin Codeine Haaylic

TiMetal Latex Sulfa Drugs [J Local Anesthetics

Other? ] Ifyves | |
Do you use controlled substances? > Yes (i No If ves | |

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

AIDS/HIV Positive 0 Yes O No | Cortisone Medicine ~ *_ Yes {3 No | Hemophilia O Yes C)No | Radiation Treatments © Yes () No
Alzheimer's Disease O Yes () No | Diabetes -7 Yes ) No | Hepatitis A > Yes O No  |Recent WeightLoss O Yes O No
Anaphylaxis O Yes O No | Drug Addiction > Yes ()No |Hepatitis B or C ) Yes ) No | Renal Dialysis O Yes O No
Anemia (O Yes O No | Easily Winded ‘2 Yes (HNO | Herpes O Yes &) No | Rheumatic Fever © Yes O No
Angina < Yes O No | Emphysema :2Yes C)No | High Bleod Pressure O Yes () No | Rheumatism O Yes ) No
Arthritis/Gout O Yes O No |Epilepsy or Seizures > Yes () No [ High Cholesterol O Yes & No | Scarlet Fever O Yes O No
Artificial Heart Valve  ( Yes O No | Excessive Bleeding . Yes ) No | Hives or Rash D Yes (O No | Shingles O Yes D No
Artificial Joint O Yes ONo |Excessive Thirst .} Yes (O No | Hypoglycemia O Yes O No | sickde Cell Disease O Yes O No
Asthma O Yes O No |Fainting Spells/Dizziness > Yes ) No [ Irregular Heartbeat ) Yes & No | Sinus Trouble © Yes ©) No
Blood Disease O Yes O No | Fraquent Cough ‘> Yes (3 No | Kidney Problems ) Yes & No | Spina Bifida O Yes O No
Blood Transfusion © Yes O No | Frequent Diarrhea > Yes (yNo | Leukemia 73 Yes C) No | Stomach/Intestinal Disease O Yes ) No
Breathing Problems O Yes O No | Frequent Headaches ' Yes (> No | Liver Disease > Yes O No | Stroke O Yes D No
Bruise Easily O Yes O No | Genital Herpes 22 Yes INO {Low Blood Pressure (O Yes O No | Swelling of Limbs © Yes O No
Cancer © Yes O No | Glaucoma i Yes O No | Lung Disease O Yes () No | Thyroid Disease > Yes O No
Chemotherapy O Yes O No | Hay Fever ) Yes (ONo | Mitral Valve Prolapse ) Yes ) No | Tonsillitis © Yes O No
Chest Pains © Yes ONo |Heart Attack/Failure - Yes () No | Osteoporosis O Yes ONo | Tuberculosis O Yes & No
Cold Sores/Fever Bisters O Yes O No | Heart Murmur 2 Yes () No | Pain in Jaw Joints O Yes 3 No [ Tumors or Growths ) Yes ) No
Congerital Heart Disorder O Yes (O No | Heart Pacemaker {0 Yes O)No | Parathyroid Disease ) Yes () No | ulcers O Yes O No
Conwvulsions O Yes O No | Heart Trouble/Disease ‘~ Yes {) No | Psychiatric Care () Yes (3 No | venereal Disease ¢ Yes O No

Yellow Jaundice O Yes O No
Have you ever had any serious illness not listed {2 Yes <) No f ves | |

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) heath. It is my responsbiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



SKINNER DENTISTRY
Financial Agreement & Consent Form

This is an agreement between Robert L. Skinner, DDS PA and the Patient/Debtor named on this form. In this agreement
the words “you", “your”, and “yours” mean the Patient/Debtor. The word “account” means the account that has been
established in your name to which charges are made and payments credited. The words “we”, “us”, and “our” refer to
Robert L Skinner, DDS PA. By executing this agreement you are agreeing to pay for all services that are received.

We are committed to providing you with the best possible care. If you have dental insurance, we will help you to receive
your maximum allowable benefits. In order to do this, we need your assistance and your understanding of our financial
policy. We must emphasize that as dental care providers, our relationship is with you, NOT your insurance company.
While the filing of all insurance claims is a courtesy we extend to our patients, a// charges are your responsibility.

Payment for service is due at the time services are provided, unless other payment arrangements have been approved in
advance. For your convenience we offer the following payment options:

Payment Options CareCredit Monthly Payment Plan
Payment of any portion not estimated to be paid by We are aware that unexpected dental care costs can
insurance will be paid by: significantly impact your budget and we want to make
our services as affordable as possible. For this reason,
e Cash, Check, Credit Card we have adopted CareCredit as our office monthly
(VISA/MasterCard/Discover) payment plan.
¢ Monthly Pmt Plan ¢ 1-Page Easy Application and Instant Approval
(We offer CareCredit, a third party payment plan
that provides revolving credit specifically for use e PAY FOR TREATMENT WITH NO INTEREST if
with health care expenses. Approval required - paid within 3, 6, 12, or 18 months. (Minimum
See Details) payments required, must be paid on time, and
the balance must be paid in full by the end of
¢ For Extensive Treatment the 3, 6, 12, or 18 month term. Details
(Crowns, Bridges, Dentures) A non-refundable available.)
laboratory retainer fee (50% of the charged fee)
is due on the day impressions are taken. The ¢ You can use CareCredit revolving credit
balance is due by the date of your delivery arrangement for your entire family on a wide
appointment. range of services including dentistry, LASIK and
vision care, veterinary medicine, cosmetic
surgery, hearing care, and more.

Consent/Agreement:

I hereby grant authority to Dr. Robert Skinner and his staff to administer any treatment, anesthetics, and procedures
deemed necessary in the diagnosis and treatment of my dental health.

I understand that I am responsible for all costs of dental treatment, regardless of my insurance status. (Applies to
Responsible Party if patient is a minor).

Once you have signed this agreement, you agree to all of the terms and conditions contained herein and the agreement
will be in full force and effect. This agreement remains in effect until canceled in writing. If written cancellation is
received, it becomes effective with any subsequent charges.

Patient’s Name (PRINT):
Responsible Party (If other than patient):

Signature: Date:
Co-Signature: Date:

(Terms of agreement continue on back side of this form)
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Monthly Statement

If you have a balance on your account, we will send you a monthly statement. It will show separately the previous
balance, any new charges to the account, and any payments or credits applied to your account during the month.
Payment of balance is due in full upon receipt of your statement and is considered past due if not paid by the end of the
month. Anyone requiring longer must utilize our CareCredit payment plan, as we do not offer in house financing.

Past Due Accounts

If your account becomes past due, we will take necessary steps to collect this debt. If we refer your account to a
collection agency, you agree to pay all of the collection costs which are incurred, in addition to the charges for services
and treatment received. The costs associated with such collection activity include, but are not limited to, collection
agency fees, attorney’s fee, court cost and/or any other expenses incurred in its collection. In case of suit, you agree the
venue shall be in Sebastian County, Arkansas.

Returned Checks

A $25.00 returned check fee is assessed when a check is not paid by the bank on which it is drawn, for reasons such as
non-sufficient funds, refer to maker, missing signature, and etc. Returned checks and the returned check fee must be
paid by cash, money order, cashier’s check, or credit card.

i Appointments

If you need to cancel or reschedule an appointment, we ask that you please call at least 24 hours in advance (Monday
appointments must be cancelled by noon the Friday before). If advance notice is not received, the missed appointment is
noted in the patient chart for future reference. On the second missed appointment (without adequate notice), the patient
shall be charged for missing that appointment. The missed appointment charge is $45.00. The patient will be billed
for the missed appointment and be expected to pay the fee for this missed appointment before any further treatment is
rendered. If the patient misses a third appointment, unless there are mitigating circumstances, the patient may be asked
to find another dental care provider.

Waiver of Confidentiality

You understand if this account is submitted to an attorney or collection agency, if we have to litigate in court, or if your
past due status is reported to a credit reporting agency, the fact that you received treatment at our office may become a
matter of public record.

Divorce/Separation

In the event of divorce or separation, the parent authorizing treatment for a child, whether before or after the separation
or divorce, remains responsible for payment for such treatment, regardless of what may be contained in a Decree of
Divorce or Property Settlement Agreement.

Dental Insurance

Insurance is a contract between you and your insurance company. We are NOT a party to this contract, in most cases.
If we are contracted with your insurance company, we will abide by our contractual fees and their requirements. We will
bill your primary & secondary insurance companies as a courtesy to you. Although we may estimate what your insurance
company may pay, it is the insurance company that makes the final determination of your eligibility and applicable
benefits. You agree to pay any portion of the charges not covered by insurance. If your insurance company requires a
referral and/or preauthorization, you are responsible for obtaining it. If requested, we will be happy to assist you with
that. Failure to obtain the referral and/or preauthorization may result in a lower payment from the insurance company.

Transferring of Records

Please provide a written request if you need to have copies of your records sent to another doctor or organization. You
authorize us to include all relevant information, including your payment history. If you are requesting your records to be
transferred from another doctor or organization to us, you authorize us to receive all relevant information, including your
payment history.
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