Welcom

New Patient Information Packet

Patient Information

Name: Birthday: Phone:
Address: City: State/Zip:
Email: SSN: 2" Phone:
Emergency Contact: Phone: Relationship:
Responsible Party (if different from patient)

Name: Birthday: SSN:

Relationship to patient:

Phone (if different):

Insurance Information

Primary Insurance
Subscriber: Relationship to patient: Employer:
Group #: Insurance company: Insurance phone:

Insurance mailing address:

City/State/Zip:

Subscriber’s member ID #:

Subscriber DOB:

Secondary Insurance
Subscriber: Relationship to patient: Employer:
Group #: Insurance company: Insurance phone:

Insurance mailing address:

City/State/Zip:

Subscriber’s member ID #:

Subscriber DOB:

Fammy FOrviko Camy. DS 418 Northeast Ave. ; Talimadge, OH 44278 330.633.5002
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Time 5:03 AM Tammy Koryko-Carny DDS Date 6/3/2020
Eaglesoft Medical History
Pabent Name: Berth Date: Date Created:
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Are you under 3 physician’s care now? Oves Ono yes | e e e S
Have you ever been hospitalized orhad amajor operation?  (Oives (DNo Hyes{ - i e e e
Have you ever had a serious head or neck imury? COives Oho If yos :_____ iEss —'“—‘—; g » i i
Are you teking any medications, pills, or drugs? QOves Ono 1# yas ‘__ e N ) i :?1 _——.:::____:_; 7

Do you take, or have you taken, Phen-Fen or Redux? Oives Oine Myes | . s
Haus you ever taken Fosamax, Boniva, Actonel or ary other  Tjves (Do if yes ' N

madications containing bisphosohonaes? Yot Prea i e R i .

Are you on a special diet? Oves Ono

Do vou use tobacce? QOves Ono

Do vou us# controlled substances? COives Omo if yes ;__——- i ] 7:T # i": i . -.___ —____:" iy

Women: Are you...

[[JPreanant/Trying to get pregnant?® [Jursing? [} Teking oral contraceptives?

Are you alergic to any of the followng?
[[JAspirn [JPenicilia MCodene Dluﬂlt
[[Metal {JLatex {)Sulfa Drugs [JLocal Anesthetis

Othes? O i P

Do you have, or have vou had, any of the following?
AIDS/HIV Positve Oves ONo | Cortisone Medicne Oives Oino  |remophilia Cives %  |Radiation Treatmenss Oves Omo
Aizheimer's Disease Oves ONe  |Diabetss OYes ONe  [Hepatitis & Oives {iNo  |RecentWeightLoss Oves Oo
Ansphylad Oves Ono | Drug Addiction Oves One  |HepatitisBorC Oves ONo  |Renal Distysis Crves One
Anemia Ovres Ono | Easily Winded Oves Ono  |Herpes Oves Ono | Rheumatic Fever Oves Tine
Angina Oves OMNo  |Emphysema Oives Ono  |HighBlood Pressure Oves Ono | Rheumatism Oives Oheo
Arthritis/ Gout Oves (Do |Epilepsy or Sezures Oives ONe | High Cholestenst Oves Ono | Scarlet Fever Oves ONe
Artificial HeartVaive Oves Omo | Bxcessive Sleedng Oves Ono  |rives orRash Cives Ono | Shingles Oves Ote
Artificial Jort Oves OMo | Excessive Thirs Oves ONe |Hypogiycemia Oves Ono | SickleCell Disease Oves One
Asthma (Oves (ONo |FaintingSpelisiDizsness  (ves ()Mo | lrreguisrHeartbest QOves Tino | Sines Trouble Oives o
Blocd Disesse Oves ONo  |Frequent Cough Cives One  |Kidney Problems Ovres ONo |SpinaBifida Oives Oho
Slocd Transfusicn (Oves (ONo  |FrequentDiarrhea Dves ONo  |Leukemia Otes ONo  |Stomachfintestinal Disemse  (Jves (JNo
Breathing Problers Oves (ONe  |Frequent Headachas (OYes (Mo LiverDisease Oves One  |Stroke Oves Oine
Bruise Easily Oives O)Ne | Genital Herpes (Oves ONe  |towBiood Pressue Oives Cine | Swelling of Limbs Cives Oine
Cancer Ores One  |Glavcoma (Oves TiNo  |LungDisease Oves (ine | Thyroid Disesse Oves One
Chematherapy Oves One  |Hay Fever Oves ONe | Miral Valve Prolapse OvYes Ono | Tonsillits Cives ONe
Chest Pains Oves OMo | Heart attack/Falture Oves OiNo | Osteopomss Ovres One  |Tuberculosis Oives Oho
Cold SeresfFeverBlistes (Oives (ONo  |Heart Murmur Oves ONo  |Paininlaw Joints Oves UNo | Tumors or Growths COives Ot
Congenital Heart Disorder  (ives (INo  |Heart Pacemaker OYes ONo | Parsthyreid Disesse Oves ONo | Uicers Oves ONo
Convulsons (Oves (ONo  |Heart Trouble/Disease OvYes One  |Peychiatnc Care (Oves (OiNe | Veneres! Diseese Oves One

Yellow Jaundice Oives One

Haveyou ever had any senous diness not listed above? Oves Oneo fyes | . E 1

Comments:

To the best of my knowledge, the guestons on this form have been acarately answered. | understand that prowang Ncorrect information can be dangerous to my (or patient's) heaith, tis my
resporsibdty 1o nform the dental office of any changes n medical status.

Signature of Patent, Farent or Guardian:

X






TAMMY A. KORYLKO-CARNY DDS
418 Northeast Avenue

Tallmadge, OH 44278
(330) 633-5002

Complaints -
mwmmmmmwmmwmmm
should be directed to our Privacy Officer by caling this office.

nmmmmMﬂumhmmmmeﬂtmmm
a formal compiaint to:

DHHS, Office of Civil Rights
200 independence Avenue, S.W.
Room 508F HHH Building

Washington, DC 20201

Bywaydmsigwe.tmmprmm"wmwwbmm
mmymmmmummammmm
care operations as described in the Privacy Notice.

Patient’'s Name (print)

Patient's Signature

3

Authorized Facility Signature
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TAMMY A KORYLKO-CARNY,DDS
418 Northeast Avenue

Talimadge. OH 44278
(330) 833-5002

OUR FINANCIAL POLICY

Thank you for chooasing oar office for your destal needs. We are commitied (o your treatment being
successful. Please understand that payment of your bill is consadered part of your treatmest. The
followmy is a statement of oar Finaocial Policy which we require you to read and sign prior to amy
destal treatment.

FORMS

All patieats are required (o compiete and sign our Patient Health History form before treatment by
the doctor. We cannet utilize your imsurance company unless you give us your complete insnrance
information. Our office will do everything possibie to maximize your insarance benefits. Your destal
insmrance coverage is a coatract betwees you and vour employer and/or insurance company. We
will gladly process your cisim xad accept assigament of benefits, but your estimated portiva is due 2t
the time of treatment.

FINANCIAL RESPONSIBILTY

The name listed on the “Person Respoasibie for Account” ine is financially responsibie for all fees
incurred. This mciodes pareats of mimers, and legal gusrdiass. Inssrance benefits may be 2ssigmed
as paymeat for treatment, however, full payment is the sole responsibility of the person listed on this
line.

EMERGENCY PATIENTS .
New Emergency Paticats will be treated the same day if possible. Payment in full is due on day of
service. We will submit your insurance form ou your behalf.

COFPAYS AND DEDUCTIBLES

All co-pays and deductibles are duc at the time of treatment. We accept cash, check, Mastercard,
Visa, Dwcover. and dumsinus@EPWR For pateats that qualify, we also have 2 new patient
rayment option for extensive work that sllows the patient 1o make payments for up lo ome year
interest free. Owr office stafl would be happy to go over this with you.

MULTIPLE PAYMENTS
For treatments requiring multipie appoistments, S8% of the total charge 15 due at the beginmay of
trestment. The batance is due apon compiction of treatment.

Our practice is commitied to providing the best reatment for you, our patients, and our fees are
competitive for this area. You are responsibie for paymemt regardiess of any insurance compeny’s
arbitrary deicrmunation of usmal and customary rotes

X Date
Signature of patient or respousible party







