Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heakh problems that you

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 Fosamax, Boniva, Actonel or

Michael A. Boyles, DDS
Eaglesoft Medical History
Birth Date:

Patient Name:

any other medications containing bisphosphonates?
Are you on a special diet?

Do you use tobacco?

. Women: Are you...
[ pregnant/Trying to get pregnant?

Are you allergic to any of the following?

'DAspmn
{C] Metal

Other?

Do you use controlled substances?

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

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

O Yes ONo
QO Yes ONo
O Yes (O No
O Yes O No
O ves ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes CNo
O Yes ONo
O Yes ONo
O Yes OnNo
O Yes (O No
O Yes ONo
O Yes ONo
O Yes ONo

Cold Sores/Fever Blisters O Yes O No
Congenital Heart Disorder () Yes (O No

Conwvulsions

Have you ever had any serious iliness not listed

Comments:

O Yes O No

Date Created:

may have, or medication

O Yes ONo Ifves |

O ves ONo Ifyes| |

O Yes ONo Ifves | 2]

O Yes ONo Ifyes | |

O Yes ONo 1f ves | |

O Yes ONo IFyes | ]

O Yes ONo

QO Yes ONo

nursing? [JTaking oral contraceptives?

[ penicillin [ codeine [ Acrylic
O Latex [l sulfa brugs [ Local Anesthetics

o Tyves | i |

OvYesONe  Ifves | |
Cortisone Medicine O Yes ONo | Hemophilia OYes ONo |Radiation Treatments O Yes ONo
Diabetes O Yes ONo |Hepatitis A OYes ONo |Recent Weight Loss O Yes ONo
Drug Addiction O Yes ONo  |Hepatitis B or C QO Yes ONo | Renal Dialysis O Yes ONo
Easily Winded O Yes ONo | Herpes OYes ONo | Rheumatic Fever O Yes ONo
Emphysema OYes ONo  [High Blood Pressure (O Yes O No | Rheumatism O Yes ONo
Epllepsy or Seizures O Yes ONo | High Cholesterol OYes ONo |Scarlet Fever O Yes OnNo
Excessive Bleeding ~ O Yes ONo | Hives or Rash OYes ONo | Shingles OYes ONo
Excessive Thirst OYes ONo | Hypoglycemia (O Yes ONo |sickle Cell Disease O Yes ONo
Fainting Spels/Daziness O Yes ONo  |Irregular Heartbeat O Yes ONo | Sinus Trouble O Yes ONo
Frequent Cough OYes ONo | Kidney Problems QO Yes ONo | Spina Bifida O Yes ONo
Frequent Diarrhea OYes ONo | Leukemia O Yes ONo |Stomach/intsstinal Disease O Yes O No
Frequent Headaches (O Yes ONo | Liver Disease OYes ONo |stroke O Yes ONo
Genital Herpes OYes ONo |Low Blood Pressure (O Yes ONo | Swelling of Limbs O Yes ONo
Glaucoma OYes ONo |Lung Disease O Yes ONo | Thyroid Disease Q Yes ONo
Hay Fever QO Yes ONo |Mitral Valve Prolapse O Yes ONo | Tonsillitis QYes ONo
Heart Attack/Failure (O Yes ONo | Osteoporosis O Yes ONo | Tuberculosis O Yes ONo
Heart Murmur O Yes ONo | Pain in Jaw Joints OYes ONo | Tumors or Growths — O Yes O No
Heart Pacemaker OYes ONo |Pparathyroid Discase O Yes ONo | Ulcers O Yes ONo
Heart Trouble/Disease (O Yes ONo | Psychiatric Care O Yes ONo  |venereal Disease O Yes ONo

Yellow Jaundice O Yes ONo

O Yes O No

IFyes |

Signature of Patient, Parent or Guardian:

X

Date:

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



ADA American Dental Association® Dental Claim Form

HEADER INFORMATION

1. Type of Transaction (Mark all applicable boxes)
(| statement of Actual Services [ Request for Pradetermination/Praauthorization
[ ]EPSDT/Titie Xix

2. Predatermination/Preautharization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
12. Policyholder/Subscriber Name (Last, First, Middla Intial, Suffix), Address. City, State. Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, City, Ststa, Zip Code

14. Gender

LM [3F

13 Date of Birth (MM/DD/CCYY) 15. Policyhoider/Subscriber 1D (SSN or ID#)

OTHER COVERAGE (Mark applicable box and itams 5-11. If none, leave blank.}

18. Plan/Group Number 17. Employer Name

4 Oental? | | Medical? [ | (It both, complets 511 for dental only.)

5. Name of PolicyholderiSubscriber in #4 (Last, First, Middie Initial Suffix)

PATIENT INFORMATION
18 R wp lo PalicyhoidenSt iber in #12 Above

18, Roserved For Fujure
Use

8. Date of Birth (MM/DD/CCYY) 7. Gender

[ CIF

8 Policyholder/Subscriber ID (SSN or ID#)

[ Iset [ ]spouse || bependent Ghid [ |owmer

20. Name (Last, First, Middle Initial, Sutfix), Address, City, State, Zip Code

9 Plan/Group Number 10 Patient's Relationship to Person named in #5

[Jset [ ]spouse (] pependent [ omer

11. Other Insurance Company/Dental Benefil Plan Name, Addregs, City, State, Zip Code

22 Gender

CIm L

21, Date of Birth (MM/DDICCYY) 23, Patient ID/Account # (Assigned by Derlist)

RECORD OF SERVICES PROVIDED

[l Twame | e e | n - [

:
2
3
4
5
8
T
: 1
: :
0
33, Missing Teeth Information (Piace an *X" on each missing tooth. ) 34. Diagnosis Code List Qualifier | | | (ICD-9=8; ICD-10=AB) 31a Other

1 2 3 4 6§ 6 7 8 9 10 1 12 @ W 16 18 |34a Diagnosis Code(s) A c i

3% 31 30 20 28 27 28 25 24 23 22 21 20 19 18 17 | (Primary diagnosisin"A”) 8 o 32 Total Fea| $0.00
35 Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION N uEs

38 | have baen informed cf he reatment plan and associated fees. | agree lo be respensible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by
law, or the traating dentist or dental practice has & contractual agreement with my plan prohibiting all

38 Enclosures (Y or N)

38 Place of Treatmen! | ! {8.g, 11=affice; 22=0/F Houpital)
{Use “Flace of Service Codes for Professional Claims®)

or a portion of such charges. To the extent permitied by taw, | consent 1o your use and disclosure
of my protected nealin information to carry out payment activities in connection with this claim.

X

40, Is Treatment for Orthodontics? 41. Date Appliance Placed (MM/DDICCYY)

[[INo (skipa1-42) [ ] Yes (Compieto 4142)

Patien\/Guardian Signature Date

37. 1 hareby authonze and direcl paymeni of ihe dartal benefits otherwise payable to me, directly
to the below named dentist or dental entity 3

42 Months of Treatment |43 Replacement of Prosthasis |44 Date of Prior Placement (MMIDDICCYY)

DN@DYM(CMDM 44)

45. Treaiment Resulling from

J:] Occupational lliness/injury [ ] Auto accident D Other accident

Subscriber Signature Date

46. Date of Accident (MM/DD/CCYY) | 7. Auto Accident State

BILLING DENTIST OR DENTAL ENTITY (Leava blank if dentist or dental entity is nol
suomitting claim on behalf of the patient or insured/subseriber )

TREATING DENTIST AND TREATMENT LOCATION INFORMATION = =

4B. Name, Address, City, State, 2ip Code
Michael A. Boyles, DDS

755 Highland Oaks Drive, Suite 106
Winston-Salem, NC 27103

53 | hereby certify that ihe procedures as indicated by dale are in progress (for procedures that requine
multiple visits) or have been completed

Signed (Trealing Denlist) Date

54. NPl 184.138-4419 55 License Number G008

56, Address, City. State. Zip Code

& e e 1223G0001X

48 NP| 50 License Number 51. 88N or TIN 755 Highland Daks Drive, Suite 106
184-138-4419 6008 246-84-1700 Winston-Salem, NC 27103
P e (336) 7741775 [P ¥ R (336) 7741775 N

©2012 American Dental Association
J4300 (Same as ADA Dental Claim Form - J430, J431, JA32, 1433, J434)

To reorder call BOD 847 4746
or go online at adacalalog org



