TIME 02:17 PM

1D Chart 1D:
First Name:

Patient [s:{_} Policy Holder

First Name:

[ IResponsible Party

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 9/15/2022

Middle Initial;

Last Name:

Middle Initial;

Sex: | §m3 Female
Birth Date:

E-mail:

Section 2

[

Soc Sec:

Age:

Drivers Lic:

i would like 1o receive correspondences via ¢-mail.

Student Status: [ Full Time

[ TPart Time
Medicaid 10:
Employer 1Dz

Carrier 1D:

Pref. Dentist:

Pref. Pharmacy:

Section 3
Last Dental Visit
Dental Insurance
Reffered by
Last FMX/Pano

Pref, Hyg:

Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc See: Drivers Lic:
{_IResponsible Party is also a Policy Holder for Patient [ IPrimary Insurance Policy Holder {"ISecondary Insurance Policy Holder
Patient [nformation
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext Cellular:

r—— Primary Insurance Information

Name of [nsured:
Insured Soc. See:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to Insured:|_{Self [ JSpouse [ | Child
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State. Zip:

Rem. Deduct:

|Other

Secondary Insurance Information

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

City, State, Zip:

Rem. Benefits:

Relationship to Insured: { ISpouse [ JChild
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:




Time 2:16 PM Andrew R. Lunn, D.D.S, Date $/15/2022
£aglesoft Medical History
Patient Name: Birth Date: Date Created:

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

Are you under a physidan's care now? Crves ONo yes |

e o - beess igihakzed or ol mdor et it Oves O g [ e e e

Have you ever had a serious head or nedk injury? Oves Ono Hyes | Rty :

Are you taking any medications, pills, or drugs? (Crves (ONo Ifyes |

Da you take, or have you taken, Phen-Fen or Redux? Oves ONo yes | e ¥

Have you ever taken Fosamax, Borwva, Actoneloreny other — (Dves (o Ifyes |

medications containing bisphosphonates? i «. e e R R

Are you on a spedial diet? Oivtes OiNo

Da you use tobacco? Cves ONo

Do you use controlied substances? (ites Oo If yes o = ~ iy

women: Are you...
{Tipregnant/Teying to get pregnant? [Mrursing? ["Iraking oral contraceptves?

Are you sliergic to any of the fallowing?

{7 Aspirin  [JPenicilin Jcadeine [ Jacryic
Imetal [Ciatex 7] sulfa orugs [TJLocal Anesthetics
g - irose [ETT e

Da you have, o have you had, any of the following?

AIDS/HIV Positive (Oves ONo | Cortisone Medione Oives O)No | Hemophiia Cves (ONo  |Radativn Treatments Oves Ono
Alzheimer's Disease (ves (ONo |Diabetes Oives (ONo | Hepatits A (COives (iblo | Retent Weight Loss Cves ONo
Anaphylaxis (Gves (ONo | Drug Addicton Oves Oho  |HepatitsBor € Oves ONe | Renal Dialysis Oves Ono
Anemiz (Oves (ONo | Easily Winded Cives (Ona  |Herpes (Oves Ono  |Rheumatic Fever (Oves ONe
Angina Cives Otio | Emphysena Oives Oho  |High Blood Pressure Cives (ONo | Rheumatism Cives Oivo
Arthrits Gout (Oves Ono | Epilepsy or Seizures Oves (ONo | High Cholesterol Oves ONo | Scarlet Fever Oives ONo
Artifical Heart Vaive (ves (ino | Excessive Bleeding OYes (ONo  |Hivesor Rash {Oves (ONo | Shingles Crves Oine
Artificial Joint (Oves ONo | Excessive Thirst Oves ONo  |Hypoglycenia Oves Oitlo | Sickde Cell Disease Oives Ono
Agthma (ives (ONo |Fainting SpelisDizziness () ves OnNo | Iregular Heartbeat Oves ONo | Sinus Trouble Oves ONo
Blood Disease (Oves ONo | Frequent Cough Oves (ONo | Kidney Problems Oves ONo | Spina 8ifida Oves (ONo
8lood Transfusion (Yes (ONo | Frequent Diarthea Cives (ONo  |Leukemia (Oves ONo | Stomach/Intestingl Disease (rves (o
Breathing Problems (Yes (ONo | Frequent Headaches Oves ONo  |Liver Disease (Oves OnNo | Stroke Orres Owno
Beuise Easily (Jves (o | Genital Herpes Oives {ONo | Low Blood Pressure (ves (ONo | Sweling of Limbs (Otes OiNo
Cancer (ves (ONo |Giaucoma Oves Owno  |lung Disease (ives (Mo | Thyroid Disease Dves Owo
Chemotherapy (Jtes (Mo |Hay Fever (Oves ONo | Mitral Valve Prolapse Oves Qo | Tonsllitis (ives (ONo
Chest Paing (ves (ONo | Heart Attack/Failure (Oves Ono | Osteoporosis Cves One | Tuberculosis Oves Ono
Cold Sores/Fever Blisters  (Oves (ONo | Heart Murmur Oves ONe  [Panin Jaw Joints (Oves ONo | Tumors o2 Growths Oves Ono
Congenital Heart Disorder (O Yes (INo  |Heart Pacemaker (OYes (INo  |Parathyroid Disease (Oves (e | Uicers (Orves ONo
Corvlsions (O¥es (JNo |Heact Trouble/Disease Cives Ono | Psychiatric Care Cives (ONe | venereal Disease Oves One

Yellow Jeundice Oves Ono

NS S e eriac et . Oves ONo ke s ————

Commmts:
{

|

i
i
1
H
i

To the best of my knowdedge, the questions on this form have been accurately answered. 1 understand that providing incorract infarmation can ba dangerous to my {or patient's) heaith. Ttis my
responsibility to inform the dental office of any dhanges in medical status,

Sgrature of Patient, Parent o Cuardizn:



- {fhattanooga

¥ “Family Dentistry ANDREW R. LUNN, D.D.S.

1606 GUNBARREL ROAD, SUITE 104’ PH: (423)553-8858' FAX: (423)553-8865" WWW.CHATTANOOGADENTIST.COM

Payment, Insurance, and Authorization Agreement

I'agree to be fully responsible for total payment to Andrew R. Lunn, D.D.S. for procedures performed in the
office or at another facility while under his care.

I understand my insurance is a contract between me and the insurance carrier, not between the insurance carrier
and Andrew R. Lunn, D.D.S., and that | am still responsible for all dental fees processed from this office. At the
time services are rendered, I understand I am responsible for my insurance deductible, co-pay, and/or any
amount not covered by my insurance plan. If my insurance company has not paid their portion within 435 (forty-
five) days, I understand that the balance will become due and payable by me. If for any reason the account is
not paid in a timely manner, I understand the account will be turned over for collections and that | am
responsible for all collection cost.

If 1 do not have dental coverage, [ understand I am responsible for the entire amount at the time of service
unless other arrangements have been made between me and our billing department. If | do have dental
insurance, | assign and direct the insurance company to make immediate payment to Andrew R. Lunn, D.D.S. |
agree for Andrew R. Lunn, D.D.S. to release any information acquired in the course of examination or
treatment.

If the patient is under the age of eighteen (18) years old, the parent, legal guardian, or personal representative
bringing the patient for treatment and by their signature below, is responsible for the total payment for treatment
rendered by Andrew R. Lunn, D.D.S. If this consent is signed by a parent, personal representative or legal
guardian on behalf of the patient, please indicate the relationship below:

Personal Guardian or Representative’s Name:

Relationship to Patient:

Signature: Date:




~({ Chattanooga
“"Y Family Dentistry ANDREW R. LUNN, D.D.S.

1606 GUNBARREL ROAD, SUITE 104’ PH: (423)553-8858’ FAX. (423)553-8865
WWW.CHATTANOOGADENTIST.COM

Cancellation/ No-show Policy
o We will make every effort to fulfill your scheduling requests.

o Please make every effort to meet your scheduled therapy appointments, as the
opportunity to reschedule your appointments is limited to emergencies only.

e Non-emergency requests for changes will be made on a space available basis only
with no guarantee of preferred days/ times.

e IF you must cancel your appointment, we require a 24-hour notice.

e One cancellation without a 24-hour notice (or a “no show”) may lead to a change
in your preferred schedule.

I have read and understand Chattanooga Family Dentistry’s Cancellation/ No-
show policy and agree to the terms.

Signature Date



Family Dentistry i ANDREW R. LUNN, D.D.S.

1606 GUNBARREL ROAD, SUITE 104' PH; (423)553-8858' FAX: (423)553-8865" WWW.CHATTANOOGADENTIST.COM

I, , have had full opportunity to read and consider
that contents of this Consent Form, and you’re Notice of Privacy Practices. I understand that by
signing this Consent Form [ am giving my consent to your use and disclosure of my protected
health information to carry out treatment, payment activities and health care operations.

Signature: Date:

If this consent is signed by a personal representative on behalf of the patient, complete the
Jfollowing:

Personal Representative’s Name:

Relationship to Patient:

Consent for Photography

I give my consent for Andrew R. Lunn, D.D.S. to photograph any tissue, bone, or anatomical

structures for the purposes of diagnosis, treatment, patient education, presentation, or
dental/medical research.

Signature:




