CRAIG A. FEDORE, D.D.S., P.C.
BRIAN M. GRISDELA, D.D.S.

714 ABBOT ROAD, EAST LANSING, MI 48823

PHONE: 517-337-0351 FAX: 517-33 7-5610
www.fddentalcare.com

On behalf of our team, welcome to the office! We are pleased that you have chosen us for your dental
needs and assure you we are committed to providing safe, high-quality healthcare. The treatment we
recommend for you is based upon what we would recommend for members of our own families under
similar circumstances.

During your first visit a thorough examination will be conducted. This will include updating any x-rays
that may be needed to accurately diagnose the condition of your mouth, teeth and gums. We can then
determine your dental needs and discuss suggested treatment with you. Usually, a cleaning is done at
this time; but since all patients have treatment plans based on their individual needs, we have found
that this is not possible with some of our new patients.

Unless emergencies dictate otherwise, you can expect us to be on time for you. If you need to
reschedule an appointment, please provide 24 hours advance notice so that your time may be
given to another patient. If you no show or late cancel, we may bill your account $50
depending on the circumstances. Also, since Friday's are in hi i

or late cancel a Friday appointment, we may bill your account $95 depending on the
circumstances.

Our payment policy is:

*Cash or check at the time of treatment (co-payment if there is insurance involved)
*Mastercard/ Visa/ American Express accepted

*Care Credit accepted

“Most insurances accepted

We accept most dental insurance, but it is important for you to know that your dental benefits vary
considerably in the arbitrary fees set by the insurance companies and chosen by your employer. If your
dental benefits require a “prior authorization” our office will submit a treatment plan for review by
your insurance carrier. We also will be happy to bill your insurance company, however, it is important
that you realize THE ENTIRE FEE WILL BE THE RESPONSIBILITY OF THE INDIVIDUAL
PATIENT. The insurance company is responsible to you and not this office.

Again, we are committed to responsible healtheare and look forward to seeing you.

Sincerely,
Craig A. Fedore, D.D.S., P.C., Brian Grisdela, D.D.S. and Team

Signature Date:




Time 8:02 AM

Patient Mame:

CRAIG A, FEDORE, D.D.5.,P.C.
Eaglesoft Medical History

Birth Date: Date Created:

Date 3/2/2021

Alﬁjough dental personnel primarily treat the area in &nd around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive., Thank you for answering the following questions.

Are you under a physician's care now? ives OiNo
Have you ever been hospitalized orhad 3 major operation? Oves CiMo
Have you ever had a serious head or neck injury? Oves OMo
Areyou taking any medications, pills, or drugs? Oves OMo
Do you take, or have you taken, Phen-Fen or Redux? Ci¥es O Mo
Have you ever taken Fosamax, Boniva, Actonel or any other Dives Do
medications containing bisnhesphenates?
Are you on a special diet? Oves OiNo
Do youuse tobacco? Oves QMo
Do youuse controlled substances? Oives Oinio

Women: Are you...
[C]Pregnant/Tryingto get pregnant? [[]Mursing?

Are you allergic to any of the following?
DAspirin D Penicillin
[CJmetal [Jtatex
Other? 7

Do you have, or have you had, any of the following?
AIDS/HIV Positive OvYes OMo | Cortisone Medidne O es
Alzheimer's Disease OYes ONo |Disbetes Oes
Anaphylaxs OvYes (Ono | Drug Addiction (O Yes
Anemia Ovyes (OMo  |Easily winded OYes
Angina Cves OMo  |Emphysema (Oives
Arthritis/Gout Oves Oiwo Epilepsy or Seizures Oites
Artificial HeartValve OYes OMo | Excessive Bleeding Oes
Artificial Joint OYes (ONo |Excessive Thirst Civves
Asthma OYes (ONo |Fainting Spelis/Dizgness Oives
Blood Disease Oves OMNo Frequent Cough (O Yes
Blood Transfusion Oves OnNo | FrequentDiarrhea OiYes
Breathing Problems Oves Oine FrequentHeadaches Cives
Bruise Easily Cives (OnMo Genital Herpes O Yes
Cancer Oves Ono Glaucoma Orves
Chemotherapy Oves ONo  |Hay Fever Cives
Chest Pains OYes Ono Heart Attack/Failure ) es
Cold Sores/FeverBlisters  (Jves (ONo  |Heart Murmur ives
Congenital HeartDisorder (JYes (OiMo | Heart Pacemaker O Yes
Convulsions Oves ONo  |Heart TroublejDisease O ves
YellowJaundice Oves Ono
Haveyouever had any seriousillness not listed above? Oives O Mo

Comments:

Ifyes | ]

If yes i 3 J

If yes i- _!

If yes | S i E

If yes [_ - l

Ifyes i, -, e j

If yes ! j

[[JTaking oral contraceptives?
[[]Codeine [JAcrylic
[]5ulfa Drugs [[JLocal Anesthetics

If yes r”- i o e J
(Mo |Hemophifia (OYes (ONo  |Radiation Treatments OvYes ONo
(Mo [Hepatitis & OvYes OMo  |RecentWeightLoss Oves Ono
(Mo |HepatitisBorC OvYes (OMo  |Renal Dialysis Oves Mo
CINo Herpes Oes ONo Rheumatic Fever Oves ONo
(Mo |HighBlood Pressure (Cives (INo  |Rheumatism Oves Oho
(Mo |High Cholesteral Oves Mo |Scarlet Fever OYes OMo
(INo | Hives orRash (O Yes Omne  |Shingles OYes OMo
CNe  |Hypoglycemia Oves (ONo | Sickle Cell Disease Oves OMNo
iNo Irregular Heartbeat Oves ONo Sinus Trouble Oves OMo
(INo  |Kidney Problems Cives OMNo | Spina Bifida Oves OMo
Mo |Leukemia Ovyes (ONo | StomachjIntestinal Disease Oives Oro
OINe Liver Disease Ovyes OiNo Stroke OYes ONo
(OJNo  |LowBlood Pressure i¥es OMo | Swelling of Limbs Dves ONo
Mo |LungDisease Oves OMo | Thyroid Disease Oves Ono
OmMo | Mitral Valve Prolzpse Oves (OMo | Tonsilltis OYes ONo
(iMoo | Osteoporosis Oves OMNo | Tuberculosis Oes ONo
(No | Pain inJaw Joints Oves (OMNo | Tumors or Growths Oves ONo
(OMe | Parathyroid Disease Oves (ONo | Ulcers Oves OMo
(ONo | Psychiatric Care (Oves ONo  |Venereal Disease Oves ONo

If yes { _]

To the best of my knowledge, the questions on this form have been accur

responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date:

ately answered. Iunderstand that providing incarrect information can be dangerous to my {or patient's) health, Itis my



TIME 08:06 AM
ID: Chart ID:
First Name:

Patient Is:[_] Policy Holder f:] Responsible

First Name:
Address:
City, State, Zip:

Home Phone;

Birth Date:

Responsible Party ( if someone other than the patient )

DResponsiblc Party is also a Policy Holder for Patient

PATIENT REGISTRATION

Last Name:

Party Preferred Name:

DATE 3/2/2021

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

{:]Primary Insurance Policy Holder

Middle Initial:

Pager:
Ext; Cellular;

Drivers Lic:

] Secondary Insurance Policy Holder

Patient Information

Address:

City:

Home Phone:
Sex:[ |Male

Birth Date:

[ ]Female

E-mail:

Section 2

Employment[ 7 gyjj Time
Status:

Student Status:[_|Full Time
Medicaid ID:
Employer ID:

Carrier ID:

[IPart Time

[ 1Part Time

Address 2:

State / Zip:

Work Phone:

Marital Status:|” | Marricd

["single

Apge: Soc Sec:

Pager:
Ext: Cellular:
[ IDivorced [ Separated [Iwidowed

Drivers Lic:

[ 11 would like to receive corres pondences via e-mail.

[ JRetired

Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Section 3

PHARMACY NAME
PHARMACY PHONE

Primary Insurance Information
Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: [ ] Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[ISpouse [Jchild [ JOther

Secondary Insurance Information
Name of Insured:
Insured Soc. Sec;
Employer:
Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Relationship to Insured: || Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ ISpouse []Child [ JOther




 East Lansing Family Dentistry
714 Abbot Road East Lansing, MI 48823
' Phone: (517)337-0351

‘ Fax: (517)337-5610
;'easﬂansingfamilydentistry@yahoo.com

AUTHORIZATION FOR RELEASE OF IDENTIEYING HEALTH INFORMATION

Patient name .

Patient D.Q.B.

|
SN |
| authorize the professional of[ce of my dentist named above to release health information identifying me

under the following terms ang conditions:

1. Detailed description of the information to be released:

2. To whom the information may be released:

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to
state "at the request of the individual" as the purpose, if desired by the individual):

4. Expiration date or eveht relating to the individual or burpose for the release:

Itis completely your decision whether or not to sign this authorization form. We cannot refuse to treat you
if you choose not to sign this authorization.

If you sign this authorization, YOu can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us a
letter or email telling us that yolr authorization is revoked.

When your heaith information is disclosed as provided in this authorization, the recipient often has no legal

duty tc protect its confidentiality, In many cases, the recipient may re-disclose the information as he/she
wishes,

I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. |

AUTHORIZE THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED
IN THIS FORM. -

Dated Patient signature

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

Relationship to Patient E Print Name




