NEW PATIENT INFORMATION

Name:

Preferred name:
Address:

Cell phone: ( ) -
Birthdate: / /

Last dentist visit?

Your preferred pharmacy: location:
Phone # ( ) -
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How did you hear about us? (please circle)

Ins website  Google  Refer from
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Do you have insurance that you wish us to file on your behalf? Y /N
Are you the policyholder?  Y/N

If no, who is?

Birthdate / /

If you do not have an insurance card, we will need a SSN or member ID
from ins card to confirm - -




Time 8:51 AM

Patient Name:

George Patterson Shedd II, DMD, PC
Eaglesoft Medical History

Birth Date:

Date Created:

Date 12/10/2025

. Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entre body. mdmwmmatmmvhaw.wmmhtmmybcﬁdrmcl

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or nedk injury?
Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a spedal diet?

Do you use tobacco?

Da you use contralled substances?

| Artificial Joint

| Blood Disease

' Blood Transfusion
| Breathing Problems
| Bruise Easily

| Cold Sores/Fever Blisters
| Congenital Heart Disorder

| Corvulsions
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Emphysema

Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells Dizziness
Frequent Cough
Freguent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attadk/Faiure
Heart Murmur

Heart Pacemaker
Heart Trouble Disease
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Hypoglycemia
TIrregular Heartbeat
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease

Mitral Valve Prolapse
Osteoporosis

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care
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Sickle Cell Disease
Sinus Trouble
Spina Bifida

Stomadch/Intestinal Disease

Stroke

Swelling of Limbs
Thyroid Disease
Tonsilitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease

Yellow Jaundice
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Cancellation Policy

Shedd Family and Cosmetic Dentistry

We strive to render excellent dental care to you and the rest of our patients. In an
attempt to be consistent with this, we have an Appointment Cancellation Policy
that allows us to schedule appointments for all patients. When an appointment is
scheduled, that time has been set aside for you and when it is missed, that time
cannot be used to treat another patient.

Our policy is as follows:

We require that you give our office 48 hours notice in the event that you need to
reschedule or cancel your appointment. This allows for other patients to be
scheduled into that appointment. If you miss an appointment without contacting
our office within the required time, this is considered a missed/failed
appointment. A fee of $35.00 will be charged to you; this fee cannot be billed to
your insurance company and will be your direct responsibility. No future
appointments will be made without the payment of this fee. After 3 missed
appointments, it is the practice’s option to dismiss you as a patient.

Additionally, if a patient is more than 20 minutes late without prior notice for a
scheduled appointment, we will consider this a missed appointment and the
$35.00 cancellation fee will be charged.

If you have any questions regarding this policy, please let our staff know and we
will clarify any questions you have.

| have read and understand this Appointment Cancellation Policy and | agree to
be bound by its terms.

Name

Date / /




Financial Policy
Shedd Family and Cosmetic Dentistry

If we are a Participating Provider with your plan, we will follow the guidelines of
our contract and do our best to get you an accurate estimate of your costs under
the policies and mandates of your insurance. We request that you be familiar with
your particular plan and its coverages. If you have dual insurance, we will work
with that situation, but please be aware that our estimates are an educated guess
based on the information your plans are willing to provide us.

If we are a Non-Participating Provider, as a courtesy we will do all the necessary
paperwork and claim submissions for you.

1. If the insurance is willing to send our office the payment directly, we will
accept the insurance check as the initial payment and then bill our
patient for any remaining balance. If there is an overpayment, we will
refund you, or keep the credit on your account towards future dental
work.

2. There are some insurance companies that will not send us their
payments directly. They will, however, reimburse the patient. For
patients with these plans, you will be responsible for full fees at the time
of service unless other payment arrangements have been agreed upon.

For our patients with no insurance, payment is due at time of service. Payment
plan arrangements can be discussed with the front office.

We accept CareCredit, all credit cards, checks and cash. A 5% discount may be
offered for cash or checks. A credit card may be left on file ahead of time for
automatic payment of any out-of-pocket balances.

By signing below, you agree that you fully understand our office financial policy
and are aware that you will be responsible for any/all fees remaining after your
insurance has paid their allowable portion.

Name

Date / /




