TIME 04:05 PM

DATE 22002020

PATI ISTRATI
- Chart 1L
First Mame: Last Name: Middle Initial:
Patient Is:[_|Policy Holder || Responsible Party Preferred Name:
— Responsible Party ( if someone other than the patient )
First Mame: Last Mame: Middle Initial:
Address: Address 2;
City, State. Zip: Paper:
Home: Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec:

__|Responsible Party is also a Policy Holder for Patient [ | Primary Tnsurance Policy Holder

Dirivers Lic:

[__]Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home: Phone: Work Phone: Ext: Cellular:
Sex:[_|Male [ Female Marital Status:|_Married [ Single [ |Divorced [ Separated [ |Widowed
Rirth Diate: Ape: Soc Sec: Drivers Lic:
F-mail: [_11 would like 1o receive correspondences via e-mail.
Section 2 Section 3
Employment ™) Eyl} Time [ JPart Time [ Retired Refemed By
Status: Previous Dentist
Student Status: [ | Full Time [ IPart Time Emergency Contact
Medicaid I13; Pref. Dentist- Emergency Contact #
Employer 1D Pref. Pharmacy:
Carmer 1D: Pref. Hyp:
Primary Insurance Information
Name of Insured: Relationship to Insured: || Self [ISpouse [ ]Child [ Other
Insurcd Soc. Sec: Insured Birth [Man:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2
City. State, Zip: City. State. Zip:
Rem. Benefits: Rem. Deduct:
Secondury Insurance Information
MName of Insured: Relationship o Insured:[_[Self [ |Spouse [ |Child [ |Other
Insured So¢. Sec: Insured Birth Drate:
Emplover: Ins. Company:
Address: Address:
Address 2: Address 2:
City. State, Zip: City, State, Zip:
Fem. Benefis: Rem. Deduct:




Timee 4:05 PM Dr. Afroz Burges Date 2/20/2020
Eaglesoft Medical History

Patiert Name: . Birth Date: Date Created:

Although danital persanmel primarily treat the area in and around your mouth, your mouth i & part of vour entire body, Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's cane now? Cives CINo Ifyes ._ #: -

Have you ever been hospitalized or had & major coeration? Tiv¥es (iNo If"“i &

Have you ever had & serious head or nedk infury? Ives (Mo I‘Fn:s! g 2

Are vou taking any medieations, pils, ar druga? Cives Mg Ifyes i_"m'_' _ : = & |
D you take, or have you taken, PhenFen or Redu? Oites b gl L S S B o = e
Have you ever taken Focamax, Bonrva, Actonel or any othsr f_::'\fgg [l™ If yes E_ i "--_E
ek bahoahraks? | S : e = |
Are you on a specal det? {J¥es (Mg

Do you use tobacro? _iYes [ ibo

Do you use controlled substances? Cives o If yes i__“” -
Wormen: &ne you...,

| Pregrant/Tring to get pregnant? T Inursing? I Talang oral contraceptives?
Are you slergic fo any of the folowing?

e {_iPericin [ Codeme Claavic

Mt Ciatex [ 5uifa Drugs Lol Anesthetics

Oither? C Wyes |

D you have, or have you had, sny of the folowng?

AIDS IV Postive {O¥es (JiNo | Cortisone Medicne O¥es (i |Hemophika Cites Titn | Radation Treatments

alzheimer's Disease Cives (Mo | Dicbetes (ives (INe |Hepofts A Cifes (iMoo | Recont Weight Loss

Anaphytzids ¥es (Mo |Drug Addicion Tives {iMo |HepstitisBorC {ifes (Mo |Renal Diatysis

Aremiz (ives Mo |Easly Winded Dives (Mo |Herpes _iYes Mo |Rheumatic Fever

Angna CiYee (o |Emphysema i¥es (Mo |High Blood Pressure ives (Tino  |Rheumatism

Arthritie fGout i)fes iMoo {_JNo | High Cholesteral (i¥es Mo | Scarlet Fever

Artifial Heart Valve Oves Cino (Z'Mo | Hives or Rash iifes (TiNe  |Shingles

Artifidal Joint Oves Tido ibo | Hypoglycamia (ites iNo |Sude Cell Disease

Astma Cives (Mo Mo |Ireguiar Hearthest (Cites (iNo | Sius Trouble

Biood Disssse Oives Cing ino | adney Problems Cives CiNo | Spma Bifida

Blood Trarsfusion Tives Mo {iha | Leukemia (Ti¥es Mo | Stomachjintestingl Desaze

Breathing Frobilems (‘Mg |Frequent Headaches fes (1Mo |Liver Disease {IYes {iNo |Stoke £ 3

Hrurse Easly (Mo | Genital Herpes ¥es Mo |Low Blood Pressure fes (Mo |Swelng of Limbs Tives TiMo

Cancer Cies Cine  |Gaucoma ¥es ()Mo |Lung Disease (Yes Mo | Thyroid Disease Ci¥es ibio

Chemotherapy {ves (iNg |HayFever (¥es Mo |Mifral Valve Prolapse Cives CiNo | Tonsilitis CIfes CiMa

Chest Paing fes (Ng  |Heart AttadgFailure Tives (o |Osteoporose Cives CiNo | Tuberculosis Cives Ui

Cold SoresFever Bisters  (Tives (Mg |Heart Murmur ifes {iNp  |Painin law Joints (Cives (iMo | Tumors or Growths Tives (i

Congenital Heart Disorder [ ives (Mo | Heart Pacemaker _i¥es (Mg |Parathyroid Discase (Oes (TiMo | Ukers Cives {OiNo

Comasons ives (iMo |Heart Troublafisease i¥es (IMe |Psychiatric Care (ifes INo | Venereal Disease Tives iNe
Yelow laundice Tives (INa

Have you ever had any serious iiness not isted above? Tives Mo I yos ; i

Comments;

T the best of my knowledge, the quEstons on ths form have been accurately ammwered. 1 understand that providing incorrect information can be dargerous to my for patiens) health. Ttis my
resparesbidity to nform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:




Assignment of Benefits

Our office will accept an assignment of benefits from your insurance company with the provisions listed
below. It is important to understand that the agreement regarding your dental benefits is between you,
your employer, and your insurance company. The obligation you have with our practice is to pay for
treatment regardless of the amount that may or may not be reimbursed by your insurance company.
The following provisions identify our office policies governing insurance claims.

* Although we are willing to complete insurance forms and submit a claim on your behalf, we do
not accept responsibility for the outcome of the transaction. Completing insurance forms and
filing to your insurance company on your behalf is a courtesy we extend to you in an effort to
save you time and to facilitate payment to our office from your insurance company. By having
our office process your insurance forms, it is important that you understand that this does not
eliminate your financial obligation for your treatment.

* We require you to sign this agreement and/or other necessary assignment documents that may
be requires by your insurance company. This instructs your insurance company to make
payments directly to our office.

* We require you to pay the estimated co-payment, which is the amount not covered by your
insurance company, at the time treatment is rendered. The co-payment is ONLY an estimate of
charges and may be found to be insufficient after review by your insurance com pany.

* Insurance payments are ordinarily received within 30-40 business days from the time of filing
the claim. If your insurance company does not pay within 90 days, you will be responsible for
the entire balance at that time. You will be reimbursed if payment is made afterwards.

* Our office does not guarantee that your insurance company will pay for treatment you receive
from our practice. We perform routine insurance billing procedures upon verification of
coverage. However, if for any reason your claim is denied, you will be responsible for paying the
full amount for the treatment rendered.

* Returned checks are subject to a $50 admin fee. All balance older than 60 days will be subject to
a collection action fee.

* Thereis a $75 charge for all no-show and cancellations of scheduled dental appointments
WITHOUT a 24 hour notice,

* We respect our patients’ time so in order to provide timely, professional care, we do have a 15
minute rescheduling policy. Patients who are 15 minutes late to their scheduled appointments
will be rescheduled.

I HAVE READ AND ACCEPTED THE TERMS AND CONFITIONS OF THIS ASSIGNMENT OF BENEFITS
AGREEMENT AND OFFICE POLICY. | AUTHORIZE MY INSURANCE COMPANY TO PAY MY DENTAL
BENEFITS DIRECTLY TO DR. AFROZ BURGES.

Patient/Guardian Signature: Date:

I consent that Dr. Afroz Burges D.D.5., PZ may use photographs of me on their social media page which
includes but is not limited to their Facebook page. | understand that these images will not be used for
any other commercial purposes.

Initial



Financial Policy

Thank you for choosing the office of Dr. Afroz Burges. Our primary mission is to deliver the
best and most comprehensive dental care available. An important part of our mission is making
the cost of optimal care as easy and manageable for our patients as possible by offering several
payment options.

Payment Options:

- Cash, Check, Visa, MasterCard, or Discover Card
- We offer a 5% courtesy accounting adjustment to patients who pay for their treatment
with cash or check prior to completion of care for treatment plans of $1,500 or more
- NO INTEREST Payment Plans from Care Credit (up to 12 months):
* Allows you to pay overtime with NO INTEREST
= Convenient, low monthly payment plans are also available
= No annual fees

Please note:

Our dental practice requires payment prior to the beginning of your treatment.

For patients with dental insurance. we are happy to work with your carrier to maximize vour
benefit and directly bill them for reimbursement for your treatment.

A fee of $75 is charged to patients who miss or cancel an appointment without a 24 hour
notice.

Our dental practice charges $50 for all returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry
you want or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)

% Carz Credit subject to credit approval

L] However, if we do not receive payrment from your insurance carrier within 45 days, you will be responsible for payment of your
treatment fees and collection of your benefits directly from your insurance carrier.

Afroz Burges, DDS



Consent for Use Disclosure of Health Information

Purpose of consent: By signing this form. you will consent to our use and disclosure of your
health information to carry out treatment, payment activities, and health operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before
you decide whether to sign this consent. Our Notice provides a description of our treatment,
payment activities and healthcare operations, of the uses and disclosures we may make of your
health information, and of other important matters about your protected health information. We
encourage you to read it carefully and completely before signing this consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy
Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices,
which will contain the changes. Those changes may apply to any of your protected health
information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice,
at any time by contacting: Afroz Burges, DDS and/or Staff at 12234 Shadow Creek Parkway
Bldg. 3 Ste. 108, Pearland, TX/ 77584, (713)340-2889 aburgesdds@yahoo.com

Right to Revoke: You will have the right to revoke this consent at any time by giving us written
notice of your revocation submitted to the contact person listed above. Please understand that
revocation of this consent will not affect any action we took in reliance on this consent before we
received your revocation, and that we may decline to treat you or to continue treating you if you
revoke this consent.

I. g » have fully had the opportunity to read and consider the
contents of this consent form. I am giving my consent to your use and disclosure of my protected
health information to carry our treatment, payment activities and healthcare operations.

Signature:

Date:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT



