Same Dav Reschedule, Cancellation & No-Show
Policy Form

Office hours are by appointmentand we do value yourtime. This officeis a private practice
dental office and not a dental “clinic.” Appointmenttime is reserved for you alone. Where appropriate,
we prefer to schedule longer appointments so we can complete as much needed dental treatment as
possible during one appointment. We feel this type of scheduling will cause minimal disru ption to your
daily schedule and will provide efficiency in completing yourdental care. When you make an
appointment, please be sure that you will be able to keep it.

Emergencies and unforeseen patient treatment problems may arise, causing schedule
changes. Emergencies are unexpected and seem to come at the most inconvenienttimes. If you
have a dental emergency that needs immediate attention, we will always offer to see you at once. We
expect that other patients who might be slightly inconvenienced by this will be understanding of the
situation. At some point, they may need the same courtesy too!

Like many offices, this office does call text & email to confirm your appointment. Please make
a note of any dental appointments we have scheduled in a place where you will be easily reminded. If
y nnot make an appointmentas scheduled, please notify the office. There will be a charge of
$ D fora same day rescheduled appointments, same day cancellation & no-show with less than
24 hours' notice for your appointment.

If you have any questions about our appointment Cancellation and No-Show policy, please
feel free to ask us any questions.

I have read and understand the cancellation and no-show policy form.

By signing |, understand that | will be charged : for

ALL Same Day Reschedule, Cancellation & No-Show appointments in less than 24 hours.

(Signature of patient) Date

(Signature of dental office staff) Date




Southbér‘ough =
DENTAL PARTNERS
Corona Questionnaire

In light of the growing concern around COVID-19 (Coronavirus), Southborough Dental Partners is
monitoring the situation closely, and taking all necessary precautions. We are strictly following all
CDC ( US Center for Disease Control) and ADA ( American Dental Association ) guidelines and current
recommendations.

Please check ALL that applyl -

1. Are you/they_fully voccinated with Covid-19 Vaccine? (YES) (NO)
2. Have you/they traveled in the past 14 days? (YES) (NO)
3. Have you been in contact with someone that is Copd-19 positive? (YES) (NO)
4. Have you/they had a fever or felt hot or feverish recently? (YES) (NQO)
5. Have you/they experienced the recent loss of taste or smell? (YES) (NO)
6. Have any other flu-like symptoms, such as gastrointestinal upset, (YES) (NO)

Headache or fatigue?

Do you/they have a cough? (YES) (NO)
8. Do you/they have chills or body aches? (YES) (NO)

Do you/they have a sore throat? (YES) (NO)
10. Have you/they felt congestion either in the nasal/sinus or lungs? (YES) (NO)
. Are you/they having any shortness of breath or difficulty breathing? (YES) (NO)

To best prevent the spread of respiratory and other illnesses we are asking doctors and stoff to
refrain from handshaking.

We sincerely thank you for your cooperation in helping to ensure the health and safety of all our
Southborough Dental Partners patients and staff as this is our top priority.

Patient signature X Date

Patient Name Print X

Office signature X Date

21 Turnpike Rd. Suite F Southborough, MA 01772 Tel {508} 357-8800 - Fax (S08)624-0191
SouthboroughDentalPartners@outiook.com



TIME 11726 AM

ID: Chart ID:

First Name:

Patient Is:[_| Policy Holder

First Name:
Address:

City, State, Zip:
Home Phone: N

Birth Date:

[ IResponsible Party

Responsible Party ( if someone other than the patient )

[ IResponsible Party is also a Policy Holder for Patient

PATIENT R

Last Name:

Preferred Name:

DATE 1/13/2021
TRATION

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

D Primary Insurance Pol

Middle Initial:

Pager:

Ext: Cellular:

Drivers Lic:

icy Holder [1Secondary Insurance Policy Holder

Patient Information
Address:

| City:
Home Phone:
Sex:[_|Male
Birth Date:

[IFemale

E-mail:

Section 2

Employment[™TEy)j Time
Status:

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

["1Part Time

Address 2:

State / Zip:

Work Phone:
Marital Status:|_| Married

Age: Soc Sec

Ext: Cellular:

["Isingle [ IDivorced {ISeparated E[ Widowed

Drivers Lic:

D I would like to receive correspondences via e-mail.

Section 3

[ Retired

["IPart Time

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

Emerg Contact:
Emerg. Number:
Pre-Medicate? Yes/No

Primary Insurance Information
Name of Insured:
Insured Soc. Sec: ‘
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Rem. Deduct:

[TIspouse [CJcnild [TJOther

Relationship to Insured:[_| Self

Ins. Company:
Address:
Address 2:

City, State, Zip:

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer: )
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Rem. Deduct:

Relationship to Insured:[ |Self [ |Spouse [ JChild [ ]Other
Ins. Company:

Address:

Address 2:

City, State, Zip:




Time 11:25 AM Southborough Dental Partrers, PLLC Date 1/13/2021

Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
mhn.mjdhmmimhnthmdamwimthedmﬁskyymwireoeive. Thank you for answering the following tions.

Are you under a physician's care now? 1# yen

~ Have you ever beeén hospitalized or had amajor operation? M Yes 3 No 1f yes

E Have you ever had a serious head or neck injury? aves (INo Ifyes '

; Areyou taking any medications, pills, ordrugs? {3 Yes 3 No If yes »
Do you take, or have you taken, Phen-Fen or Redux? ¥Yes (¥ No If yes ] e
Have you ever taken Fosamax, Boniva, Actonel ar any other 2 ves iNo If yes |

. medications containing bisphosphonates? )

. Areyou onaspedal diet? iYes iNo

, ‘Do youuse tobacco? {sYes (iNo

L 0o youuse controfled substances? 3ves (3INo ifyes

Viomen: Are you... . " = R S S S B B b e
([ Pregnant/Trying to get pregnant? [ Nursing? [ Teking oral contraceptives?

7 Acrylic

i sulfa Drugs i Local Anesthetics

Other? £ Ifyes

f |AIDSHIV Positive C3Yes (3No |Cortisone Meditne ) Yes ONo  |Hemophila Cves O Radiation Treatments (3 Yes O Mo

| !Alzheimer's Disease CiYes €No | Diabetes r Hepatitis A {iYes {iNo [RecentWeightLoss T Yes (i No

bAnaphylmds iYes {"“No |DrugAddiction i.iYes {3No |HepatitisBorC iYes {3No |RenalDialysis i) Yes {iNa

Anemia {No |Easily Winded {iYes {3No [Hempes {JYes {(3No |Rheumatic Fever Yes {TiNo

Angina (JYes {3No |Emphysems {3Yes {No |HighBlood Pressure aYes 73 Rheumatism {hYes Y No

,  Arthritis/Gout {3Yes {3}No |Epilepsy orSeizures {iYes (yNo |HighCholesterol iYes {No |ScarletFever i Yes {3 No

i | Artificial Heartvalve (3 Yes {"sNo |ExcessiveBieeding (yYes {"yNo |Hives orRash {iYes (yNo [Shingles £ Yes ) No

| Antificial Joint CyYes hNo | ExcessiveThirst OrYes (JiNo | Hypoglycemiz QYes ONo | SkckdeCellDiscsse Qves O

Asthma {#No |Fainting Spells/Dizziness Irregular Heartbeat {3Yes No |Sinus Trouble {yYes {INo

‘Blood Disease iYes {iNo [|FrequentCough Kidney Problems iYes {:No |SpinaBifids iYes ) No

' Blood Transfusion (¥Yes {3No |FrequentDiarrhea {sYes {iNo |Leukemia ¢iY¥es (No |Stomach/Intestinal Disease () Yes- £ No

i Breatrnng Problems (3Yes {7 No |FrequentHeadaches i_iYes {3No |LiverDisease i_iYes {iNo |Stroke 3 Yes ¥ No
i fBmise Easily (3 Yes {"yNo |Genital Herpes i3Yes {"»*No |LowBloodPressure 3 Yes & Swelling of Limbs {3 Yes {INo !

. Cancer (iYes {“No |Glaucoma {3Yes {3No |LungDisease i3Y¥es {"yNo |Thyroid Disease i3 Yes {INo

Chemaotherapy {iYes {%No |HayFever {Yes {{}No |Mitral Valve Prolapse {iYes {3No |Tonsillitis {hYes ("iNo

Chest Pains {:Yes < 3No |HeartAttack/Failure {3Yes {3No [Osteoporosis (2Yes {3No |Tuberculosis {3Yes (sNo

{ Coid Sores/FeverBlisters {7 Yes {3No [Heart Murmur {iYes {"3No |Fainin daw Joints ¢ :Yes {3No |Tumors orGrowths (iYes {)No

| |Congenital Heart Disorder 73 Yes (3No |Heart Pacemaker 3Yes {3No |Parathyroid Disesse Ulcers Cives ONo

; Convulsions {¥es {}No |HeartTrouble/Disease {tYes {2No |PsychiatricCare Venereal Disease 3 Yes i No

YellowJaundice {Yes iNa

Have you ever had any serious illness notlisted above? “iYes {¥No fyes

i
|
|

To the best of my knowledge, the questions on this form have been accurately answered.
responsibility to inform the dental office of any changes in medical status,




Jfﬁg»nﬁmmqwmﬁmmn&
B How this office will use and disclose my protected health information.

8 My privacy rights with regard to my protected health information.

& This office’s obligations concerning the use and disclosure of my protected health information.

*

» hereby acknowledge that [ have reviewed and received a copy

1understand thet the Notice of Privacy Practices may be revised from time to time and that I am entitled to receive a copy of any revised

Notice of Privacy Practices upon request.

Talso understand that if | have any questions or complaints, | may contact:

pelicies and procedures. Please contact our office for information on how to contact the US. Departmesit of Health and Human Services.

o AR -

Wemadeagmd-&uheﬂ'oﬂtoobmnanackmledgmemd

receipt of our Notice of Privacy Practices. lnspmofﬂ\esceﬁ'ons,ouzoﬁcehasbewunabbmobumaw
acknowledgment of receipt for the following reasons (check all that applyl:

[3 Patient refused to sign (dateof refusal) __/ /.
£ Commmmications barriers prohibited obtaining an acknowledgment.
O An emezgency sitmation prevented us from obtaining an acknowledgment.

§ O Other
3
Atiempt was made by: , : Date: ___/
B ‘ ,
COMPLYRIGHT g Al oo et g e el g
a sevvices. The inde L ded with the waderstand: i couaiing,
?" ug o prtouriog th P e km&hm““udﬁmc%buummm»w
22076 Complyligin, inc as g oz prrticul eHion and enry SPecific quend you ey have.
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