Julie O Childers, DMD PA
700 Plaza Circle- Suite M Clinton, SC 29325
864-833-5673

WRITTEN FINANCIAL POLICY

Thank you for choosing Julie O Childers DMD PA. Our primary mission is to deliver the best and most
comprehensive dental care available. Animportant part of the mission is making the cost of optimal
care as easy and manageable for our patients as possible by offering several payment options.

PAYMENT OPTIONS:

You can choose from:

1. Cash, Check, Visa, MasterCard, Discover or American Express
We offer a 5% courtesy discount adjustment to patients who pay for their treatment with cash
in full prior to completion of treatment of $1000.00 or more.

2. Care Credit Monthly Payment Plan: (Subject to Credit Approval)

Allows you to pay over a 12 month period with no interest

No annual fees or pre-payment penalties
Please Note:
Julie O Childers, DMD PA requires payment prior to the completion of your treatment. If you choose to
discontinue care before treatment is complete, in the event any refund is due, it will be determined
upon review of your case.
For plans requiring multiple appointments, alternative payment arrangements (may) be provided.
For patients with dental insurance, we will gladly file your insurance as a courtesy. However, if we do

not receive payment from your insurance carrier within 90 days, you will be responsible for payment of
your treatment fees and also collection of your benefits directly from your insurance carrier.

Julie O Childers DMD PA has a $35.00 returned check fee.

If you have any questions, please do not hesitate to contact our office. We are here to help you get the
dentistry you want/need.

Patient Name (Please Print) Date

Patient, Parent or Guardian Signature Date



IAIE CHILDERS DMD
Eaglesolt Madical History 2
Patienit Mame: Brth Date: Date Created:

Although dental personnel primarly treal the area in and around your mauth, your mouth is a part of yaur entire body. Health problems that you may have, or medication that you may be takng, ¢

Do you see a physician regulasty? Oes Oto Iyes [_“ EN o T_ Felt |
Date of your last physicsl exam? r_'_—::l
Have you ever been hospitalized orhad a major operation? Oives Oho 1f yes [_7_____ _ : ) _ % J
Have you ever had a serious head or neck injury? Qves ONo 1f yes L_ 5 = ey ——|
Areyou taking sny medications, pills, or drugs? Oves Omo tyes | Z i - ; |
Do you take, or have you taken, Phen-Fen or Redux? QOves Orne if yes [_ 2 . = = __ e __I
:;;;ﬁl:;::rtakm F'o:n:n, u:mvn. Actonel or any ather  Dves O o i yes [ . EE — ]
Are you on 8 special diet? Oves One l'fmi e __j
Do youuse tobacco? Oves Ona If yes l - & L __ E |
s sL ol N Y STIE T i e e s e |
Doyou usesmokeless tobacca? Otes Ona If yes I—___ 7 B __7_ = ;_ __l
Womern: Are you...
|[[] Pregnant/Trying to get pregnant? [JNwsing? [[JTaking oral contraceptives?
Are you allergie 1o any of the folowng?
[JAspimn [CJPeniciiin [C]Codeine [Claayic
[™etal [JLatex [ SuifaDrugs [[JLocal Anesthetics
Any allergies naot hsted? Oves Oneo i [ : R R = J
0o you use controlled substances? Oves Oho If yes L ) e ]
Do yous have, or have you had, any of the followang?
AIDSMHIV Positive Oves Cive | Cortisone Medidne (Oves Clhe  |Hemophala Otes OMo  |Radiation Trestments Ores Ono
Alzheimer's [is exae OvYes OMa | Disbens Oves One  |Hepatitis A Oves OHe |Recent WeightLoss Oves One
Anaphyl ot Oves One | Drug Addiction Oives (e |HepatitisBorC Oves Do |Renal Dialyss Ores Ote
Anemia Oves One  |Easily Wanded Cives Oto  |Hempes Oves Ono  |Rheumatic Fever Qres Ona
Angina OYes OmMo  |Emphysema Oves OMa | High Bload Pressue Oves Oa | Arthritis/Gaudt Oves Ot
Epilepsy or Selqurss Oves Ono | High Cholesteml! Oives OMo | Scarlet Fever Oves ONe | Artifical Heart Valve Oves Orio
Excessive Bleeding Oives QMo |Hives orRash Oves Ono  |Shingles Oves Ono  |Anifidal Jore Cives Orio
Excessive Thust QOves One  |Hypoglycema Oives Ore  |SckieCellDisease Oves Ono  |Asthma COives Ok
Fainting Spells/Dizness (O ves (ONo  |ImegularHeartbeal Oves OMo | Sinus Trouble Oves Orio  |Blood Disease Oves Qe
Fregquent Coogh Ov¥es One | Kidney Problems Oves OMo | Spina Bifida Oives Oro | Blood Trans fusion Oves Oro
Lewkemnia Oves Qo |Romach/Intestinal Dissse (ODves (o | Breathing Problems Oves OMo  |Frequent Headaches Ores Ons
Liver Diseaoe Oves Oma | Rroke Oves (OMo | Bruise Easily Oives OMe  |LowBlood Pressure Oves Obo
Swelling of Limbs OvYes OMo | Cancer (Jves CMo | Lung Diseass Oves Oho | Thyroid Disesse Ores Ono
Chematherapy Oves ONa | Mitral Valve Prolapse Cves ONo | Tonsillen Ores Ono | Chest Pains Ores One
Meart Attack/Failue Oves Cito | Osteoporomis Oves Ong | Tuberaloss Oves Ono  |ColdSares/FeverBlitas (Oves Oino
Hesrt Murmmar O ves OMo  |Tumors or Growths OvYes Oro  |CongenitalHeant Disordar (Oves (Do | Heart Pacemaker Crves O e
Parathyroid Disease Oves ONa  |Ulcers Oives Oire  |Heart Trouble/Disesse Oves Ono | Psychiatric Care Oves Ona
Veneresl Disasse Oves OHo  |Yellowlaundice Oives Do |Depression Oves o |Autism Oives Ono
Have you ever had any serious illness not histed above? COives Oma I yes | = =% —_—_ — _.t. = _|
Dental Hstory
What is the reas on for today's visit? | ) _____J
‘When was your last visit to 2 dentist? [:—_ ]
D yous have or have you had any of the folowing? (Piease check ol that apply to you)
Bleeding gums (O¥es (Mo |Brokenteeth or fillings (ves (Oto | Chronicbad breath Oves ONo  |Decayedieeth Oves Qo
Food catrhing hetween  (Dves (ONo | Grindingordenchingteeth (O Yes (OMo | Injury to teeth or jaw Oves Oho  |Loocseteeth Oves Ono
-y Painful or lociing jaw Oves Oho | Sensitivity to sweet, Oves ONo | Sores,growthsarswelling O ves i
Penadontal doemse Ores Ono hot,cold,bitng tn mouth

To the best of my knondedge, the quesbons on thes form have been scosately answered. 1 understond that providing inconrect mforma bon can be dangerous 1o my (or pabent's) heaith. It s my
respoveibiity toinform the detal effice of any changes n medical status.

Smgnabre of Pateni, Parent or Guardian:

X Date:




1D

First Mame

PATIENT REGISTRATION

Chart ID

Last Name

Middle Inmial

Patient Is[_| Policy Holder

First Name

[ |Responsible Pary

—— Responsible Party ( if someone other than the patient )

Preferred Name

Last Name:

Middle Initial

Birth Date:

Age: Soc Sec:

Address: Address 2:
City, State, Zip: Pager
Home Phone Work Phone: Ext: Cellular
Birth Date Soc See: Dnivers Lic:
[JResponsible Party is also a Policy Holder for Patient [C] Primary Insurance Policy Holder [ ]Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular
Sex:[|Male [JFemale Marital Status: DMarricd DSing]c D Divorced D Separated || Widowed

Drivers Lic:

E-mail: Dl would like to receive correspondences via e-mail.
Section 2 Section 3
Employment 7] pyli Time [JPart Time [ Retired e-mail
Status:

Student Slalus:DFullTime DPan Time

Medicaid ID: Pref. Dentist

Employer [D: Pref. Pharmacy:

Carmer [D: Pref Hyg

Primary Insurance Information

Insured Soc. Sec

Insured Birth Date:

Name of Insured: Relationship to Insured: [:l Self Db‘puuse D Chald : 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. Deduet:
Secondary Insurance Information
Name of Insured: Relationship to Insured:[_]Self  [JSpouse [ Child [ ]Other

Employer Ins. Company:
Address: Address.
Address 2 Address 2,
City, State, Zip Cuy, Stale, Zip:

Rem. Benefits

Rem. Deduct




Patient Consent & Authorization for

Release of Protected Health Information

Please Print

Patient Name: REE R RGN I SRR | et RN NI o L 3 WO LT B b T g1
Address: . LTI St e

City: . Statee  ZIPCode: _ Telephone Number:

E-mail Address:

Patient Authorization

I, , hereby authorize the release, use or disclosure of my health information as follows:

This authorization pertains to the following type of medical information about me:

I hereby authorize

Name of individual(s) and/or organization providing information
to release the above-described information to

Name of individual(s) and/or organization receiving this information

I understand that, per my request, this authorization will permit the above-named parties to use or disclose the identified health
information for purposes beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA).

I understand that I may revoke this authorization at any time by providing written notification to:

The revocation will be effective on the date it has been received and processed by the above-named recipient. I understand that the
revocation does not apply to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand
that I do not have to sign this authorization in order to receive treatment, payment, or to enroll or be eligible for benefits.

Unless I request in writing otherwise, I understand that this authorization will expire on .If I do not
Expiration date or event
specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I signed this authorization.

I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the named
L recipient, and may no longer be protected by HIPAA privacy rules after the authorized disclosure.

Patient or Personal Representative

Signature: Date [ [

Name:

, Pl_e_ase Print

Relationship to Patient:

For Office Use Only
Received by: i Date: ¥ S e
This product is designed to provide accurate and authoritative information. However, it iis not a substitute for legal advice and does not provide jons
mﬁ‘m’.’r‘l on any specific facts or services. The information is provided with the understanding that any person or enl.ityinvnlwd?n tmll.ns,:m:ncilgmnrﬁﬁng ATTO RN EY
rhlspm&uaianotIiableformydamasesarismgomnfﬂlcmcotimbililymmemispmductYmuturpdwwmuhanmchonmningynnr LEER OULED
32010 EDI particular situation and any specific questions or concerns you may have. Products printed by ComplyRight are provided on recycled paper.

Item #A1350 Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties.



