
Patient Information: 

First Name: _____________ Last Name: _____________ M.I. __ _ 

Address: _________________ Address 2: _______________ _ 

City, State. Zip:-----------------------------------

Home Phone: ___________ Work Phone: _________ Cell: ________ _

Birth Date: _______ Social Security Number: _______ Sex: Male or Female (please circle) 

Email:--------------------------------------
-- I would like to receive correspondences via e-mail 

Marital Status: Married Single Divorced Separated Widowed (please circle) 

Referral Source: Mailer Radio Fox 21 Insurance List (please circle) Other: ___________ _ 

Responsible Party Information (For patients under 18 years of age) 

First Name: _____________ Last Name: ___ __ ____ _____ M.I. 

Binh Date: _______ Social Securit) umber: ______ _  Phone: _________ _ 

Address:------------------------------------ -

Dental Insurance Information: 

lnsured's Name: _________________ lnsured's Social Security# ___ ___ _  _ 

Insurance Co: __________________ Group No. ____________ _ 

lnsuranc.: Co. Address:--------------------------------

Insurance Co. Phone No. __________________ _

Do you have dual coverage? Yes ___ No ___ If yes: 

lnsured's Name: _________________ lnsured·s Social Security# _______ _ 

Insurance Co. Address __________________ Phone No. _________ _ 

Emergency Information: 
Contact Name and relationship to patient: 

_______________________ Phone ______________ _ 

Signature:------------------------------------



Patient Name: 

Cox Deneal Caie, PA 
Eagle.soft Medical History 

Bnt1 Date: Date Created: 

Althoo9h dental pe:r!-Onnelpnmar;.,- treat the area n and around your mourh, yoyr mouth is a part of your er,tlfe body. Healt:h prob�rm that you may ha,�, or med�ai:on 

Are you under a phys,don's u,re nov, 7 Yes llo If vas 

Have you ever been hospitalized or had a moJor Yes llo Ii yes 
opera11on> 
Have you ever had a serious heao or neck inJury> Yes 110 If yes 

Are you tllklng any med1cat1ons, pills, or drugsl Yes llo If ves 

Have you teken FoS11max, Bon,va or Aaonel or any Yes l!0 If ves 
other meds for any bone condition such as 

Are you taking blood thinners, an aspirin regimen or Yes 110 lhes 
anti-coagulants, such os Plov,x, Coumad1n, Ehqu1s, 

Are you on a special diet? Yes 110 If yes 

Do you use tobacco products? Yes llo If ves 

Women. 111e you ... 
Pregnant/Trying 10 get pregnonn NurSlngl Ta,;:mg oral contraceptwes' 

Are •1ou ane,9.:: to any of the folowin9? 

ASp,rln Pemc11lln Code,ne Acr1llc 

Metal Latex Sulfa Drugs Local Anesthetics 

Nitrous Oiode T etracycl1ne Erythromyc,n Valium 

Other? If ves 

Do you use controlled substances> Yes Uo If ves 

Do you have, or have you had, any of the folow110? 

AIDS/ HN Posin.e Yi!S NO Cortisone Medicine Yi!S 110 Hemoph•lla Yes llo Rad1aoon Treatments Yes 110 

Alzheimer's Disease Yes tlo Diabetes Yes llo Hepam1s A Yes t10 Recent we,ght Loss Yes NO 

Anophylaxis Yes No Drug Add1a1on Yes 110 Hepat1us B or C Yes ,10 Renal Dialysis Yes 110 

Anemia Yes NO Eas,ly Winded Yes 110 Herpes Yes llo Rheumauc Fever Yes NO 

Angina Yes No Emphysema Yes llo High Blood Pressure Yes llo Rheumansm Yes tlo 

Arthritis/Gout Yes llo Epllep!l)' or Se1z�res Yes llo High Choleste-ol Yes tlo Scarlet Fever Yes 110 

Art1fic1al Heart Valve Yes NO Excessive Bleeding Yes 110 Hives or Rash Yes 110 St11ngles Yes 110 

Artificial Knee or H,p Yes No ExceSSNe Thirst Yes ll0 Hypogl•fcem1a Yes 110 Sickle Cell Disease Yes no 

Asthma Yes No Fanc119 Spe!ifD1zmess Yes 110 lrregular Heartbeat Yes llo Sinus Trouble Yes 110 

Blood Disease Yes No Frequent Cough Yes No Kidney Problems Yes No Spina B1f1da Yes tl0 

Blood Transfusion Yes No Frequent D1arrhea Yes 110 Leukem,a Yes 110 Stomadi11ntesbr"k!!I Oi---....ebse Yes llo 

Breathing Problems Yes No Frequent Keadaches ves 110 Uver D1sellse Yes /lo Stroke Yes 110 

Bruise Eosily Yes tlo Gen,tol Herpes Yes no Lov, Blood Pressure Yes 110 Swelling of Limbs Y�s llo 

Cancer Yes No Glaucoma Yes 110 Lung Disease Yes 110 Thyroid Disease Yes 110 

Chemotherapy Yes tlo Hay Fever Yes 110 Mitra! Val•. e Prolapse Y�s 110 Tonsllhus Yes 1'10 

Chest Pains Yes llo Heart Attad/Fa1lure Yes 110 Osteoporosis Yes 110 Tuberculosis Yes 1'10 

Cold So1e5/Feve1 Bosters Yes No Heart Murmur Yes llo Pain In Jaw Joints Yes tlo Tumors or Growths Yes llo 

COncef'Vtal t-'eart DISCM'oe-r Yes llo Heart Pncema�er Y1:s llo Parathyroid Disease Yes llo Ulcers Yes 110 

Convulsions Yes No Heart Trouble Disease Yes llo Psychiatric Care Yes llo Venereal Dt�ase Yes ll0 

Yellow Jaundice Yes rio 

Have you ever had any serious illness not listed Yes No If ves 

corrrnencs: 

To the base of my knowledge, the questions on th� form ha·,e been accurately ;;ns,,ered. I 1..nde1mnd that providino ncorrect "'ormat,:in can be dang•rous tc c,y (or 
pat ert's) health. It is rrrf resoonsibir:y co nform the centill ofi.::e of an, chan9�1 r n">.dical sc.cus, 

X _________________ _ Date: _ ___ _ 



 

Acknowledgement of Receipt of HIPAA Notice of Privacy Practices 

Last Updated: November 2015 

Cox Dental Care, PA 

206B South Main Street, Greer, SC 29650 

 

I, _____________________________________________, hereby acknowledge that I have received and 

reviewed a copy of Cox Dental Care’s HIPAA Notice of Privacy Practices.  

I understand that Cox Dental Care’s HIPAA Notice of Privacy Practices may change periodically and that I am 

entitled to receive a copy of Cox Dental Care’s revised HIPAA Notice of Privacy Practices upon request.  

I understand that, if I have questions about Cox Dental Care’s HIPAA Notice of Privacy Practices, I may contact 

Office of Consumer Services at any time by calling 803-737-6180.  

I understand that it is my right to refuse to sign this Acknowledgement should I so choose, and that Cox 

Dental Care will not refuse treatment to me if I refuse to sign this Acknowledgement.  

I further understand that I may contact the Secretary of the U.S. Department of Health and Human Services 

should I have concerns regarding Cox Dental Care’s privacy policies and procedures. For information on how 

to contact the U.S. Department of Health and Human Services, please ask contact Office of Consumer 

Services, noted above, for assistance.  

 

__________________________________________              ________________________________________ 

    Patient Signature            Date 

 

__________________________________________ 

         Print Name 

Release of Information 

I authorize the release of information including the diagnosis, records; examination rendered to me and 

claims information. This information may be released to:  

Spouse ___________________________________________________________________________ 

Child (ren) ________________________________________________________________________ 

Other ____________________________________________________________________________ 

Information not to be released to anyone.  

 



 

 

 

Financial Policy Acknowledgment: 

The following information is to inform you of our financial policy. If, at any time, you have questions regarding this policy, 

please do not hesitate to ask any member of our staff. We are committed to providing you with the highest quality of care. Our fees are a 

reflection of the quality of care we provide. We continue our commitment by offering a variety of financial options to enable you to receive 

the dental care you need. We accept cash, check, VISA, Mastercard, American Express, or Discover Cards. We have also partnered with a 

third-party company to offer the flexibility of deferred interest and extended payment options.  

No personal checks accepted unless approved by management. A $30 fee will be added to the full amount of any bounced check. 

We will communicate all recommended treatment options and associated fees, prior to the start of treatment. Payment is 

expected at the time of treatment. A delinquent account impedes our ability to provide you with the quality dental care that you deserve. 

It is our policy that the parent or guardian who accompanies a child to our office for treatment is responsible for payment of all services 

rendered.  

We are committed to respecting your time and ask that you make every effort to keep the appointment time reserved exclusively 

for you. We understand there may be times when you are unable to keep your scheduled appointment, however, any appointment missed 

may be subject to a missed appointment fee of $25 (for canceling between 24 and 48 hours before appointment) or $50 (for 

canceling less than 24 hours before appointment), which will be an out-of-pocket expense and will not be filed to your insurance. 

Should you find it necessary to reschedule an appointment, please provide us with a notice of two business days to avoid being charged a 

missed appointment fee.   

Important Facts About Your Dental Insurance: 

As a courtesy to our patients with dental insurance benefits, we will submit your claim and provide any necessary information to 

assist you in receiving your dental benefits. We require that any applicable deductibles and estimated patient portion be paid at the time 

treatment is rendered. We do accept assignment of insurance benefits as a form of payment to help reduce your immediate out-of-pocket 

expense. Please contact your insurance carrier prior to your visit to obtain essential information which will accurately reflect your 

coverage. Providing us with this information will expedite the processing of claims. If you have a direct reimbursement policy, payment in 

full is expected on the day of service and your dental plan will reimburse you.  

Dental Insurance is a contract between the patient and the insurance company. It is a benefit to assist you with the cost of dental 

care. At no time should insurance benefits compromise your doctor’s diagnosis or affect your choice of treatment. If we do not receive 

payment from your insurance carrier within 60 days of date of services rendered, you will be responsible for payment of your treatment 

fees and collection of your benefits directly from your insurance carrier.  

Treatment plans reflect estimated fees and insurance coverage. Although we make every attempt to gather your insurance 

benefits, it is ultimately your responsibility to know your plan’s coverage.  

At any time for any reason that your insurance does NOT pay for services already rendered, you are responsible for those 

services at our standard rate. At that time, a late fee of $15 will be added per month that the balance isn’t paid. 

 

Patient/Parent/Guardian Signature: __________________________________ Date: __________________________ 
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