Thomas H. Reitz, D.D.S. S.C.
1007 N. Main St.
EDGERTON, WI 53534

Reitz and Gregerson Dental Office
Thomas H. Reitz, D.D.S.
Zachary Gregerson D.D.S.
1007 N. Main St., Edgerton, WI 53534
Phone: (608) 884-3358 Fax: (608) 884-4917
Email: office@reitzdental.net

Acknowledgment of Consent, Authorization, Medical Health Review and Receipt of Privacy Practices

e Medical Health: | understand that the information | have given is correct and to the best of my knowledge.
I understand that it is my responsibility to inform this office of any changes in my medical status.

e Consent: | authorize the dental staff to perform any necessary dental services that | my need during
diagnosis and treatment with my informed consent.

e  Privacy Practices: Our office is HIPAA compliant. | have received a copy of Reitz Dental Notice of Privacy
Practices.

Date:
Patient Name: .

Account Number:

Signature

If you are signing as a personal representative of the patient, describe your relationship to the patient and the
source of your authority to sign this form

Relationship:

Print Name:

Signature:




Time 9:09 AM Thomas H. Reitz, D.D.S. 5.C. Date 6/23/2023

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

Although dental personnel primarily reat the area n and around your mouth, your mouth is a part of your entre body. Health problems that you may have, or medicaton that you may be taking, ¢

Are you under a physician's care now? O Yes O No If yes \ I

Have you ever been hospitalized orhad a major operation? O Yes O No If yes , ) -

Have you ever had a serious head or neck injury? ) Yes (O No tyes [ : ‘ )

Areyou taking any medications, pills, or drugs? O Yes ONo IFyes | R o -

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No fyes| S .
medications comtaning bephospnongas o 0 oY e OYes Ot hyes |

Are you on a special diet? O Yes O)No

Do you use tobacco? () Yes (3 No

Do you use controlled substances? O ves OMo e | S L
[:Preonantlenb toget P;cdnant? ' [1Nursing? [ Taking oral contraceptives?

Are you allergic to any of the following? L I

[ Aspirm [ Penicillin [_i Codeine [ Acrylic
[ Metal [T Latex [ SulfaDrugs [ Local Anesthetic

Other? O If yes |

Doyouheve, orhave youhad, anyofthe folowe? . .
AIDS/HIV Positive O Yes ONo |CortisoneMedidne () Yes (JNo |Hemophilia ()ves (3No |RadistionTreatments ) Yes ) No
Alzheimer's Disease ) Yes (ONo |Disbetes (IYes (INo [HepattisA (yves (JNo |RecentWeightLoss OrYes (O No
Anaphylads O Yes (INo |DrugAddiction ) Yes (ONo |HepattisBorC (yves (INo [RenalDialysis ) Yes O No
Anemia (O Yes (ONo |EasilyWinded (O ves (ONo |Herpes () ves (O No |Rheumatic Fever O Yes (ONo
Angina O Yes (ONo |Emphysema (yYes (ONo [HighBloodPressure (JYes (ONo |Rheumatism ) Yes (3 No
Arthritis/Gout {dves (O No |Epilepsy or Seizures ()Yes ()No |HighCholesterol () Yes (INo |Scarlet Fever (O ves (I No
Artificial HeartValve () Yes (JNo |ExcessiveBleeding {yYes (ONo [HivesorRash (yes (ONo [Shingles O Yes ONo
Artificial Joint O Yes (ONo |ExcessiveThirst )Yes (ONo [Hypoglycema {Yes (ONo |SickleCellDisease O Yes ONo
Asthma (yYes ()No |FaintingSpells/Diziness () Yes (JNo [Irregular Heartbeat ) yes (3No |SinusTrouble Oves O o
Blood Disease () Yes ()No |FrequentCough (JYes (ONo |Kidney Problems O Yes (ONo |SpinaBifida O Yes (O No
Blood Transfusion () Yes (JNo |FrequentDiarrhea (JYes ()No [Leukemia () Yes (INo |Stomach/IntestinalDisease () Yes () No
Breathing Problems () Yes (JNo |FrequentHeadaches () Yes (JNo |LiverDisease (O ves (3No |Stroke Cives INo
Bruise Easily () Yes (JNo |GenitalHerpes () Yes (ONo |LowBloodPressure () Yes (3No |Swelling ofLimbs O ves OINo
Cancer O Yes (ONo [Glaucoma ) Yes (ONo |LungDisease () Yes (ONo |Thyroid Disease Oves ONo
Chemotherapy () Yes ()No [HayFever ()Yes (ONo |Mitral valve Prolapse () ves (UNo |Tonsilliis () Yes (INo
ChestPains () Yes (JNo |HeartAttack/Failure (3 Yes (O No |Osteoporosis ) Yes (O No |Tuberculoss () Yes (JNo
Cold Sores/FeverBlisters () Yes () No |Heart Murmur () Yes (ONo [Paininlaw Joints ) Yes (ONo |Tumors or Growths O Yes (INo
Congenital Heart Disorder () Yes () No [Heart Pacemaker () Yes {)No |Parathyroid Disease () Yes (ONo |Ulcers O ves O No
Convulsions () Yes ()No |HeartTrouble/Disease (yves (ONo |PsychiatricCare (Yves (O)No |Venereal Disease O ves O)No
Yellow Jaundice O Yes (ONo
Ha;;vou;v;r ha:hnysenuns Illne;s ;aot listed above? ) Yes () No If yes ' e )

- = e e O i e Y o s i ne ne B

To the best of my knowledge, the queshons on this form have been accurately answered. 1 understand that prowiding incorrect informaton can be dangerous to my (or pabent’s) health. It s my
responsibiity to inform the dental office of any changes n medical status.

Sg_um;l;a;:t, l;;mt or Guardian:

X Date:




DATE 6/23/2023

TIME 09:19 AM
PATIENT REGISTRATION
1D: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:[_] Policy Holder [ IResponsible Party Preferred Name:
—— Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext; Cellular:
Birth Date: Soc Sec: Drivers Lic:
GResponsible Party is also a Policy Holder for Patient [ ]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 []Female Marital Status:[ |Married [ |Single [ IDivorced [ _|Separated [ _]Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: [71 would like to receive correspondences via e-mail.
Section 2 Section 3
Employment ™ pyjj Time []Part Time [ IRetired
Status:
Student Status:[_| Full Time [|Part Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured: || Self [ISpouse [|Child [ ]Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: DSelf DSpousc [:] Child DOlher
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




