DR. SHAWN SHANNONDMD, PLLC
285 SILLS ROAD BLDG15 SUITEF
EAST PATCHOGUE, NY 11772
631-654-10410

This agreement is to inform you of your financial obligation to our practice. We are committed
to providing you with the most comprehensive dental care using only the highest quality
materials and technology available in the market today. We are also committed to providing
you with up-to-date information and educational tocls so that you may fully participate in
maintaining optimum oral health. This financial agreement is intended to facilitate our ability to
provide excellent service to you white minimizing our administrative costs. .
All charges you incur are your responsibility. We must emphasize lhat as your dental care
provider, our relationship is with you, our patient. Our practice accepts cash, personal checks,
MasterCard, Visa, and American Express. Third party, extended payment financing is available
" upon request and approval.

Returned checks and balances older than 60 days will be subject to collection fees and finance
charges at the rate of 1.5% per month (18% annually).

Additionally, our practice will charge you for appointments that you do not keep and for
appointments that you do not cancel with 48-hours notice.

Please do not hesitate to ask if you have any quéstions regarding this financial agreement. We
are committed to providing you with the ultimate experience in dental care.

Print Name of Patient or Responsible Party

Signature of Patient or Responsible Party Date



SHAWN P. SHANNON DMD, PLLC
GENERAL & COSMETIC DENTISTRY

brookhaven prof. park

285 Sills Road
bldg.15 suite F Telephone (631) 654-1040
East Patchogue, NY 11772 www.shannondentistry.com

Notice of Privacy Practices
Patient Acknowledgement

Patient Name:

Date of Birth:

| have received this practice's Notice of Privacy Practices writter in
plain language. The Notice provides in detail the uses and disclosures
of my protected health information that may be made by this practice,
my individual rights, how | may exercise these rights, and the practice’s
Jegat duties with respect to my information.

| understand that this practice reserves the right to change the terms
of its Notice of Privacy Practices, and to make changes regarding all
protected health information resident at, or controlled by, this practice.
| understand | can obtain this practice’s current Notice of Privacy
Practices on regquest.

Signature:

Date:

Relationship to patient (if signed by a personal representative of patient).

Foun # PRY2-3



Time 1:06 PM

Patient Mame:

Shawn P, Shannon, DMD
Eaglesoft Medical History
Birth Date:

Date 4/28/2016

Date Created:

Although dental personnel primarily treat the area in and around your maouth, vour routh is a part of your entire body, Health problerns that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you wil receive. Thank you for answering the following guestions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosarmax, Boniva, Actonel or
any other medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?

Women: Are you...

LIPregnant/Trying to get pregnant?

Are vou alergic to any of the following?

] Aszpirin
CIMetal

Other?

Do you use controlled substances?

(U Taking oral contraceptives?

E acrylic

Oves QMo Ifves |
3 Yes (No Ifves |
{Yes (Mo Ifves |
) ¥es {3Mo ffyms
O ves (Mo If yes o
{Yes {3Mo Ifves |
i ¥es {3 No
CyYes (OINo
Br\lursing?
Clpenicillin Ccodeine
O Latex Clsulfa Drugs

0 g

ClLocal Anesthetics

Crves (Mo If yes |

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

AIDSMIY Positive
Alzheimer's Disease
Anaphylaxis
Anemia

Angina
Arthritis,/Gout
Artificial Heart Yalve
Artificial Joint
Assthina

Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chermaotherapy
Chest Pains

Convulsions

Have you ever had any serious illness not listed

Comments:

rves (OMo
es Mo
{rves Mo
rves xNo

3Yes |
ves (Mo
Tyves (iNo
{iYes (iMo
aYes {No

{ves {3No
Cold Sores/Fever Blisters < 'Yes {tNo
Congenital Heart Disorder <) Yes ¢ Mo
{3Yes (Mo

Cortisore Medicine  (2Yes MO | Hemaphilia
Dizhetes (>Yes (GNO - |Hepatitis A

Drug Addiction (2Yes (iMoo | Hepatitis B or C
Easily Winded ves OMo | Herpes

Emphysema 3Yes Mo |High Blood Pressure

TsYes {3Mo
Cives Mo
Excessive Thirst Cives (Mo
Fainting Spells/Dizziness {2 Yes (Mo
{3Yes {3Mo
(ves {:No
{Yes CNo
rves {3No

Epilepsy or Seizures
Excessive Bleeding

High Cholesterol
Hives or Rash
Hypoglycermia
Irregular Heartbeat
Frequent Cough Kidney Problems
Frequent Diarrhea
Frequent Headaches
Genital Herpes

Leukemia
Liver Disease
Low Blood Pressure

Heart Trouble/Disease Ci'Yes (Mo |Psychiatric Care

OYesONo Ifves|

Glaucama Yes (MO |Lung Disease

Hay Fever OYes (GMo  |Mitral Valve Prolapse
Heart Attack/Failure  Yes (3No | osteoporosis

Heart Murmur {ves (MO | Pain in Jaw Joints
Heart Pacemaker (Yes (N0 |Parathyroid Disease

{es Radiation Treatments
iYes { Recent \Weight Loss
{ves Renal Dialysis
Yes Rheurmatic Fever
{Yes | Rheumatism
Cryes O Scarlet Fever
Oves Shingles
{ires Sickle Cell Disease
{ies Sinus Trouble
{ives Spina Bifida

Yes ¢ StomachfIntestinal Disease
{Yes Stroke
{Yes Swelling of Limbs
{rYes Thyraid Disease
{IYes Tonsillitis
OYes Tuberculosis

{3Yes
Yes
{iV¥es

Tumors or Growths
Ulcers
Yenereal Disease

Yellow Jaundice

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, It is my responshility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian;

Date:



TIME 01:07 PM

PATIENT REGISTRATION

1D: Chart ID:
First Name: Last Name:
Patient Is:{__ Policy Holder || Responsible Party Preferred Name:

Responsible Party ( if someone other than the patient )

First Name:
Address:
City. State, Zip:

Home
Phone:

Birth Date:

__Responsible Party is also a Policy Holder for Patient

DATE 4/28/2016

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

Primary Insurance Policy Holder

Ext:

Middle Initial:

Pager:

Cellular:
Drivers Lic:

| ISecondary Insurance Policy Holder

Patient Information

Address:
City:

Home
Phone:

]

Sex:| IMale ‘Female

S

Birth Date:

E-mail:

Employment
Status:

Full Time

Student Status:{ _Full Time
Medicaid ID:

Employer 1D:

Section 2

iw‘ Part Time

[ IPart Time

Address 2:
State / Zip:

‘Work Phone:

Marital Status:{ [|Married | |Single

Age:

Ext:

[ IDivorced

Pager:
Cellular:

,,,,,,,,,,

| |Separated | Widowed

Drivers Lic:

{11 would like to receive correspondences via e-mail.

| IRetired

Pref. Dentist:

Pref. Pharmacy:

Section 3

emergency contact
new medical history

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

City, State, Zip:

Rem. Benefits:

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

Rem. Deduct:

Carrier 1D: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:| Self " ISpouse | iChild wz Other
Insured Soc. Sec: Insured Birth Date:
Emplover: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: || Self [ iSpouse [ Child [ |Other




