363 US HWY 64
PLYMOUTH, NC 27962
PHONE 252.793.5942

FAX 252.793.5426

2446 EMERALD PLACE
GREENVILLE, NC 27834
PHONE 252.756.3313
FAX 252.756.0146

PRUITT & EARP DENTISTRY

FAMILY, COSMETIC & IMPLANT DENTISTRY

——

PLEASE TAKE A FEW MINUTES TO ANSWER THE FOLLOWING QUESTIONS
SO WE CAN BETTER ASSIST YOU WITH YOUR DENTAL NEEDS.

DATE Soc. SEC. # BIRTHDATE
NAME HOME PHONE
Last Name First Name Middle Initial
ADDRESS CELL PHONE
CITY STATE ZiIP EMAIL
SEX: __ M__ F MARTIAL STATUS: __ MINOR __ SINGLE _ MARRIED __ DIVORCED __ WIDOWED

EMPLOYER BUSINESS PHONE

BUSINESS ADDRESS OCCUPATION

WHO SHOULD WE THANK FOR REFERRING YOU?

IN CASE OF EMERGENCY, WHO SHOULD WE CONTACT? PHONE

PRIMARY INSURANCE

PERSON RESPONSIBLE FOR ACCOUNT

Last Name

First Name Middle

RELATIONSHIP TO PATIENT BIRTHDATE Soc. SEC. #

ADDRESS HOME PHONE

CITY STATE

RESPONSIBLE PARTY EMPLOYED BY BUSINESS PHONE

BUSINESS ADDRESS OCCUPATION

INSURANCE COMPANY

INSURANCE COMPANY ADDRESS

SUBSCRIBER I.D. # GROUP #

ADDITIONAL INSURANCE

INSURED NAME

Last Name

RELATIONSHIP TO PATIENT

First Name

BIRTHDATE Soc. SEC. #

ADDRESS

Middle Initial

HOME PHONE

CITY

STATE

INSURED COMPANY BY

BUSINESS PHONE

INSURANCE COMPANY

INSURANCE COMPANY ADDRESS

SUBSCRIBER I.D. #

GROUP #

FORM #4067

(0304)



PRIMARY CARE DOCTOR: DATE OF LAST VISIT:

SPECIALIST(S):

DATE OF LAST VISIT:

PLEASE LIST MAJOR SURGERIES/HOSPITALIZATIONS (WITHIN THE PAST FIVE YEARS)

TYPE OF PROCEDURE AND REASON FOR SURGERY DOCTOR DATE
ARE YOU CURRENTLY UNDER MEDICAL TREATMENT? Y N CHECK ANY THAT APPLY. ___SMOKER (___ PACKS/DAY)
__ SMOKELESS TOBACCO __ VAPE __ EX-SMOKER
ARE YOU ALLERGIC TO ANY OF THE FOLLOWING MEDICATIONS:
_ PENICILLIN _ SULFA DRUGS __ CODEINE __ASPIRIN DO YOU DRINK ALCOHOL? Y N
__ OTHER (PLEASE LIST): IF YES, __ DRINKS/WEEK

DO YOU USE OTHER SUBSTANCES OR

RECREATIONAL DRUGS? Y N
ARE YOU ALLERGIC TO ANY FOODS/MATERIALS? Y N
PLEASE LIST:

WOMEN

HAVE YOU EVER HAD AN ADVERSE REACTION TO ARE YOU PREGN ANT? Y N
LOCAL ANESTHETIC? Y N IF YES, DUE DATE"
HAVE YOU EVER TAKEN FOSAMAX, BONIVA, ACTONEL ﬁii;%UGT)RYING TO GET PREGNANT? z E
OR ANY OTHER MEDICATIONS CONTAINING

TAKING BIRTH CONTROL. PILLS? Y N

BISPHOSPHONATES? Y N

MEDICATIONS

PLEASE NOTE THAT IT IS VERY IMPORTANT THAT YOU LIST ALL OF YOUR MEDICATIONS FOR US.




DENTAL HISTORY

FORMER DENTIST DATE OF LAST X-RAYS
CITY, STATE How OFTEN DO You FLoss?
DATE OF LAST DENTAL CLEANING How OFTEN DO YOou BRUSH?

MEDICAL HISTORY

PLEASE CIRCLE YES (Y) OR NO (N) IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

KIDNEY PROBLEMS

DIALYSIS

LIVER PROBLEMS

HEPATITIS (_ HEPA _ HEP B _ HEP C)
STOMACH/ INTESTINAL PROBLEMS
AcID REFLUX/GERD

VENEREAL DISEASE

RESPIRATORY DISEASE (EMPHYSEMA/ COPD)
SLEEP APNEA

ASTHMA

SHORTNESS OF BREATH

PERSISTENT OR BLOODY COUGH

Y N CONGENITAL HEART PROBLEMS
Y N HIGH BLOOD PRESSURE
Y N HEART ATTACK
IF YES, DATE
Y N PACEMAKER
IF YES, DATE PLACED
Y N ANGINA/CHEST PAIN
Y N CONGESTIVE HEART FAILURE
Y N STENTS PLACED
IF YES, DATED PLACED
N CARDIAC SHUNT

I I I T R IR e I I S e
z2222222222222Z

Y N ARTIFICIAL HEART VALVES
IF YES, DATE PLACED TUBERCULOSIS

Y N MITRAL VALVE PROLAPSE IF YES, WHEN

Y N HISTORY OF INFECTIVE ENDOCARDITIS Y N SCARLET FEVER

Y N HISTORY OF ANAPHYLAXIS IF YES, WHEN

Y N OTHER HEART PROBLEMS Y N RHEUMATIC FEVER
PLEASE LIST: IF YES, WHEN

DIABETES (__TYPE I __TYPE 2)

HIGH CHOLESTEROL

THYROID PROBLEMS

SWOLLEN NECK GLANDS

ARTHRITIS

CORTISONE TREATMENT/LONG TERM STEROID USE
SINUS PROBLEMS

COLD SORES/FEVER BLISTERS

Y N TAKING BLOOD THINNERS
Y N HISTORY OF STROKE
IF YES, DATE
ANEMIA
SICKLE CELL ANEMIA
BLOOD CLOTTING DISORDER
CIRCULATORY PROBLEMS
BLEEDING ABNORMALLY WITH EXTRACTIONS

TR
z2z222222ZZ

P EEEEEEER
Zzz22222222Z2Z

BRUISE EASILY HEADACHES
SWELLING OF FEET/ANKLES/HANDS VERTIGO
OTHER BLEEDING DISORDER ADD/ADHD
PLEASE LIST: DEVELOPMENTAL DISABILITIES
Y N CANCER IF YES, PLEASE EXPLAIN:
DATE OF DIAGNOSIS Y N POST TRAUMATIC STRESS DISORDER
TYPE OF CANCER IF YES, WHAT TRIGGERS SYMPTOMS?
Y N CHEMOTHERAPY Y N ANXIETY DISORDER
Y N RADIATION LOCATION: Y N PSYCHIATRIC CARE
Y N IMMUNOTHERAPY Y N TAKING ANTIDEPRESSANTS
Y N SURGERY RELATED TO THE CANCER Y N BI-POLAR
Y N IN REMISSION Y N CHEMICAL DEPENDENCY./DRUG ADDICTION
Y N AIDS/HIV Y N ALZHEIMER'S DISEASE/DEMENTIA
Y N ARTIFICIAL JOINTS Y N SCHIZOPHRENIA
JOINT REPLACED: Y N DO YOU HAVE ANY OTHER MEDICAL CONDITIONS NOT LISTED

DATE OF REPLACEMENT! PLEASE DESCRIBE:
Y N EPILEPSY/SEIZURES
Y N HAVE YOU RECEIVED AN ORGAN TRANSPLANT
PLEASE LIST DATE OF TRANSPLANT AND THE ORGAN

Y N HAVE YOU DONATED AN ORGAN
Y N OSTEOPOROSIS.
Y N IF YES, DO YOU RECEIVE YEARLY INJECTIONS FOR
THIS?




PRUITT & EARP DENTISTRY

FAMILY, COSMETIC & IMPLANT DENTISTRY

———

ASSIGNMENT AND RELEASE

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO PRUITT & EARP DENTISTRY FOR ALL INSURANCE BENEFITS OTHERWISE
PAYABLE TO ME FOR SERVICES RENDERED. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES,
WHETHER OR NOT PAID BY INSURANCE, AND FOR ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.

| AUTHORIZE THE ABOVE DOCTOR AND/ OR ANY PROVIDER OR SUPPLIER OF SERVICES IN THIS OFFICE TO
RELEASE THE INFORMATION REQUIRED TO SECURE THE PAYMENT OF BENEFITS. | AUTHORIZE THE USE OF THIS
SIGNATURE ON ALL INSURANCE SUBMISSIONS.

SIGNATURE OF RESPONSIBLE PARTY DATE

NOTICE OF PRIVACY ACT

ACKNOWLEDGMENT FORM

THIS FORM ACKNOWLEDGES RECEIPT OF OUR NOTICE OF PRIVACY POLICY PRACTICES AND TO DOCUMENT
OUR EFFORTS TO OBTAIN THAT ACKNOWLEDGMENT.

IN SIGNING THIS AGREEMENT [ UNDERSTAND AND AGREE WITH THE PRIVACY PRACTICES OF THIS OFFICE.

NAME OF PATIENT (PLEASE PRINT) DATE

SIGNATURE OF PATIENT OR GUARDIAN DATE
(IF PATIENT IS UNDER THE AGE OF 18, A PARENT OR GUARDIAN MUST SIGN.)



PRUITT & EARP DENTISTRY

FAMILY, COSMETIC & IMPLANT DEMNTISTRY

EFFECTIVE DATE: JUNE 8TH, 2022
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND HOW YOU CAN OBTAIN
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

THIS PRIVACY NOTICE IS PROVIDED TO YOU AS A REQUIREMENT OF A FEDERAL LAW, THE HEALTH
INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (HIPAA). THE NOTICE DESCRIBES HOW WE MAY USE
AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI) TO CARRY OUT TREATMENT, PAYMENT OR
HEALTH CARE FOR OTHER PURPOSES THAT ARE PERMITTED AND REQUIRED BY LAW. WE UNDERSTAND
THIS INFORMATION IS PERSONAL AND WE ARE COMMITTED TO PROTECTING ANY AND ALL INFORMATION
ABOUT YOU. THIS NOTICE INCLUDES AND APPLIES TO ALL RECORDS OF YOUR CARE GENERATED BY THIS
OFFICE, WHETHER MADE BY YOUR PERSONAL DOCTOR OR OTHER WORKING IN THIS OFFICE. WE WILL ALSO
DESCRIBE YOUR RIGHTS TO THE HEALTH INFORMATION WE MAINTAIN ON YOU AND DESCRIBE ANY
OBLIGATIONS WE HAVE REGARDING THE USE AND DISCLOSURE OF YOUR HEALTH INFORMATION.

THE LAW REQUIRES THE FOLLOWING:
*HEALTH INFORMATION THAT IDENTIFIES YOU IS KEPT PRIVATE.
*WE PROVIDE YOU WITH THIS NOTICE OF OUR LEGAL DUTIES AND PRIVACY PRACTICES IN
REFERENCE TO HEALTH INFORMATION ABOUT YOU.
*WE ABIDE BY THE TERMS OF THE NOTICE THAT IS PRESENTLY BEING ADOPTED.

I. WAYsS WE MAY DiscLOSE HEALTH INFORMATION ABOUT YoU

A. TREATMENT: WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU TO PROVIDE YOU WITH
DENTAL CARE, AND MAY DISCLOSE INFORMATION ON YOU TO OTHER DENTISTS, DOCTORS, NURSES, OR
OTHER PERSONNEL WHO ARE INVOLVED IN CARING FOR YOU. THESE INDIVIDUALS MAY BE EMPLOYED
IN OUR OFFICE, OTHER DENTIST OFFICES, DENTAL LABS, PHARMACIES, OR WITH OTHER HEALTH
PROFESSIONAL PROVIDERS TO WHOM WE MAY MAKE REFERRALS.

B. PAYMENT: WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU, AS NEEDED, TO OBTAIN
PAYMENT FOR SERVICES AT OUR DENTAL OFFICE WHICH INCLUDES BILLING FOR THOSE SERVICES TO
YOU, TO INCLUDE INSURANCE COMPANIES OR A THIRD PARTY.

C. DENTAL SERVICES: WE MAY DISCLOSE YOUR HEALTH INFORMATION ABOUT YOU FOR OPERATION OF
OUR DENTAL PRACTICE WHILE INSURING ALL PATIENTS RECEIVE QUALITY CARE.

D. APPOINTMENTS: WE MAY USE AND DISCLOSE HEALTH INFORMATION TO CONTACT YOU IN REFERENCE
TO YOUR APPOINTMENTS IN OUR OFFICE. YOU MAY REQUEST WE NOT CONTACT YOU IN REFERENCE
TO THESE APPOINTMENTS OR REQUEST THE CALLS BE MADE TO ANOTHER NUMBER OR ADDRESS.
YOU WILL ALSO BE NOTIFIED BY POSTCARD TO REMIND YOU OF THESE APPOINTMENTS AND TO
REMIND YOU OF ANY REQUIRED MEDICATION THAT NEEDS TO BE TAKEN PRIOR TO THE APPOINTMENT.

E. JUDICIAL AND ADMINISTRATIVE PROCEEDINGS: WE MAY DISCLOSE YOUR HEALTH INFORMATION IN
THE COURSE OF ANY JUDICIAL OR ADMINISTRATIVE PROCEEDINGS IN RESPONSE TO ANY COURT OR
ADMINISTRATIVE ORDER.

F. LAW ENFORCEMENT: WE MAY RELEASE YOUR HEALTH INFORMATION IF REQUESTED BY A LAW
ENFORCEMENT OFFICER.

G. CORONERS, FUNERAL DIRECTORS, AND HEALTH EXAMINERS: WE MAY RELEASE YOUR HEALTH
INFORMATION TO A CORONER OR HEALTH EXAMINER IF REQUESTED FOR IDENTIFICATION PURPOSES.
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YOUR
A.

H.

RIGHTS ABOUT YOUR HEALTH INFORMATION

RIGHT TO INSPECT AND COPY: YOU HAVE THE RIGHT TO INSPECT AND COPY HEALTH INFORMATION
THAT MAY BE USED TO MAKE DECISIONS ABOUT YOUR CARE, INCLUDING HEALTH AND BILLING
RECORDS. IN ORDER TO INSPECT AND COPY HEALTH INFORMATION YOU MUST MAKE A REQUEST IN
WIRING TO OUR PRIVACY OFFICER.

RIGHT TO AMEND: I[F YOU FEEL THE INFORMATION COLLECTED ABOUT YOU IS INCORRECT YOU MAY
THE INFORMATION BE CORRECTED OR AMENDED. YOUR REQUEST MUST BE SUPPORTED BY A REASON
FOR THE REQUEST AND SUBMITTED IN WRITING TO THE PRIVACY OFFICER.

RIGHT TO AN ACCOUNTING DISCLOSURE: YOU HAVE THE RIGHT TO REQUEST AN ACCOUNTING OF
CERTAIN DISCLOSURES OF YOUR HEALTH INFORMATION MADE BY OUR OFFICE, WITH EXCEPTION FOR
USES AND DISCLOSURES FOR TREATMENT, PAYMENT, AND DENTAL SERVICES PREVIOUSLY DESCRIBED.

RIGHT TO REQUEST RESTRICTIONS: YOU HAVE THE RIGHT TO REQUEST THAT WE RESTRICT YOUR
HEALTH INFORMATION FOR THE PURPOSES OF TREATMENT AND/OR PAYMENT. YOU ALSO HAVE THE
RIGHT TO REQUEST LIMITATIONS ON THE HEALTH INFORMATION WE DISCLOSE ABOUT YOU TO
SOMEONE WHO IS INVOLVED IN YOUR CARE OR THE PAYMENT FOR YOUR CARE. WE ARE NOT
REQUIRED TO AGREE TO YOUR REQUEST FOR RESTRICTION IF WE ARE NOT ABLE TO ENSURE
COMPLIANCE OR ARE OF THE OPINION IT WILL NEGATIVELY AFFECT YOUR PROVIDED CARE. IF WE
AGREE, WE WILL COMPLY WITH YOUR REQUEST UNLESS THE INFORMATION IS NEEDED TO PROVIDE
YOU WITH EMERGENCY TREATMENT. YOUR REQUEST MUST BE MADE IN WRITING TO THE PRIVACY
OFFICER AND MUST INCLUDE THE INFORMATION YOU ARE REQUESTING TO BE LIMITED AND TO WHOM
THE LIMITS MUST APPLY.

RIGHT TO CONFIDENTIAL COMMUNICATIONS: YOU HAVE THE RIGHT TO REQUEST THAT WE
COMMUNICATE WITH YOU REGARDING YOUR DENTAL SERVICES IN CERTAIN WAYS OR LOCATIONS. IN
ORDER TO REQUEST CONFIDENTIAL COMMUNICATIONS, YOU MUST MAKE A REQUEST IN WRITING
TO OUR PRIVACY OFFICER. WE WILL NOT REQUIRE YOU TO PROVIDE AN EXPLANATION FOR YOUR
REQUEST. ALL REASONABLE REQUESTS WILL BE ACCOMMODATED AND YOUR REQUEST MUST SPECIFY
HOW AND WHERE YOU WISH TO BE CONTACTED.

RIGHT TO A PAPER COPY OF THIS NOTICE: YOU HAVE THE RIGHT TO A PAPER COPY OF THIS NOTICE
BY CONTACTING OUR PRIVACY OFFICER.

CHANGES TO THE NOTICE: WE RESERVE THE RIGHT TO CHANGE THE TERMS OF THIS NOTICE OF OUR
PRIVACY PRACTICES AT ANY TIME. WE WILL IMMEDIATELY NOTIFY ALL PATIENTS BY POSTING A
WRITTEN NOTICE IN OUR OFFICE. WE RESERVE THE RIGHT TO REVISE OR CHANGE THE NOTICE
EFFECTIVE FOR HEALTH INFORMATION ALREADY ON FILE ABOUT YOU IN ADDITION TO ANY
INFORMATION WE RECEIVE IN THE FUTURE.

ACKNOWLEDGMENT OF RECEIPT OF THIS NoTICE: Dr. Ryan Pruitt cONTINUES TO OFFER
OUR PATIENTS QUALITY CARE AND WILL ASSURE OUR PATIENTS HEALTH INFORMATION WILL BE
PROTECTED PER THE GUIDELINES OF THIS OFFICE. WE ARE REQUESTING THAT EACH PATIENT SIGN
A SEPARATE FORM ACKNOWLEDGING YOU HAVE RECEIVED A COPY OF THIS NOTICE THAT WILL BE
FILED IN YOUR DENTAL CHART.

COMPLAINTS
YOU HAVE THE RIGHT TO REGISTER COMPLAINTS To Ryan T Pruitt, DMD AND TO THE US SECRETARY
OF THE DEPARTMENT OF HEALTH AND HUMAN SERVICES IF YOU BELIEVE YOUR RIGHTS HAVE BEEN
VIOLATED. YOU MAY REGISTER A COMPLAINT To Ryan T Pruitt, DMD BY CONTACTING THE PRIVACY
OFFICER AT 2446 EMERALD PLACE, GREENVILLE, NORTH
CAROLINA, 27834. WE ENCOURAGE YOU TO EXPRESS ANY CONCERNS YOU MAY HAVE REGARDING
THE PRIVACY OF YOUR HEALTH INFORMATION.
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PRUITT & EARP DENTISTRY |

FAMILY, COSMETIC & IMPLANT DENTISTRY

Cancellation and No Show Policy

As an active patient at Pruitt & Earp Dentistry, | understand that | am responsible to cancel or
reschedule appointments within 24 hours of the scheduled appointment time. We understand that
schedules can change and unforeseen events will occur. If this should happen and you do need to
cancel or reschedule, please give our office the courtesy of a phone call to inform us.

Please read below in regards to our No Show Policy and sign at the bottom of the form. If you have
guestions please let us know:

e A 24 hour notice is required to cancel/reschedule any appointment. Failure to cancel/
reschedule an appointment within 24 hours of the scheduled appointment time is
considered a No Show.

e The patient will be expected to cancel/reschedule an appointment 24 hours in advance
by telephoning (NOT TEXTING) Pruitt & Earp Dentistry DURING REGULAR OFFICE
HOURS. Our business hours are Monday-Thursday 8am-4pm.

e A No Show will result in a $50 fee that is not covered by your insurance and MUST be
paid prior to your next appointment. This fee will apply for each No Show.

e Failure to cancel an appointment due to hospitalization or adverse weather conditions
will NOT be considered as failure to cancel an appointment.

e Pruitt & Earp Dentistry reserves the right to terminate a patient from our care after 3
documented No Show appointments within a 12 month period.

e Prior to termination, a letter will be sent to the patient explaining the reason for the
termination.

e Appointment reminders are sent out via email and text messaging. If your appointment
has not been confirmed through email or text, you will receive a reminder call from our
office. This is a courtesy that we provide our patients and it does not relieve the patient
from their responsibility to arrive on time for scheduled appointments.

| have read and understood Pruitt & Earp Dentistry’s No Show Policy as listed above. | agree
to comply with the listed No Show Policy and a copy of this policy has been given to me for
my personal records and reference.

Name (Printed) Date

Signature



363 US HWY 64 - 2446 EMERALD PLACE
PLYMOUTH, NC 27962 ] GREENVILLE, NC 27834

PHONE 252.793.5942 b I PHONE 252.756.3313
FAX 252.793.5426 PRUITT & EARP DENTISTRY FAX 252.756.0146

FAMILY, COSMETIC & IMPLANT DEMTISTRY

MEDICAL RECORDS TRANSFER

DATE:
PATIENT NAME: DOB: PHONE NUMBER.:
RECORDS SENT TO: RECORDS SENT FROM:
PRUITT & EARP DENTISTRY
2446 EMERALD PLACE
GREENVILLE, NC 27834
MEDICAL HISTORY

LAST RECALL APPOINTMENT PRE-MEDICATIONS NEEDED:

LAST OFFICE VISIT ALLERGIES:

LAST BITEWING SERIES OTHER:

LAST PANOREX

| HEREBY AUTHORIZE THE RELEASE OF MY MEDICAL RECORDS TO
(PRINT PATIENT NAME HERE)

THE ABOVE STATED OFFICE.

SIGNATURE OF PATIENT OR LEGAL GUARDIAN DATE

FAMILY, COSMETIC AND IMPLANT DENTISTRY
2446 EMERALD PLACE | GREENVILLE, NC 27834 | 252.756.3313. | 252.756.0146 (FAX) |
www.Pruittearpdentistry.com



PRUITT & EARP DENTISTRY

FAMILY, COSMETIC & IMPLANT DEMTISTRY

Patient Photo Release Form

| hereby authorize Pruitt & Earp Dentistry or any of their assignees to take photographs
and/or videos of my face, jaws, and teeth.

| understand that the photographs and/or videos will be used as a record of my care, and
may be used for educational purposes in demonstrations, lectures, advertising (including
website publication, social media and television), and professional publications (dental
magazines and journals).

| further understand that if the photographs and/or videos are used in any publication or as
a part of a demonstration, my name (FIRST NAME ONLY) or other identifying information
could be used unless stated differently below. | do not expect compensation, financial or
otherwise, for the use of these photographs.

Please initial:

| do not mind if my first name, face and teeth are used in any of the above stated
situations.

Exceptions:
| do not wish to have my First Name shown, or released.
| do not wish to have my face shown.
| only agree to have my teeth shown without any identifying features.

| do not wish to have my photos used at all.

Patient Name

Patient/Guardian Signature

Date

© Copyright 2023 Ryan T. Pruitt, D.M.D. & Associates, P.A., Inc. —
Pruitt & Earp Dentistry - All Rights Reserved.





