
Eva L. Jessup, D.D.S,
e¿z¡ Qlearvlew Parkway, suite eo¿

Metsirio, LA Tooor

Telephonor (So+) +gS-1662

We

We

are to welcome our Please to fiuto take fewa minutes out ttrispleased you practice.
fo asrm as can. If have we'll be tocompletely you you any questious glad help you.

look toforward wor wlth m health.dental

¿ir,

PATIBNT INFOR]VIATION

¡L

Last Flrst lnitial

Address '-
city State- Zlp-
Sex!M[FAge-Birthdatc-EJslnglsFM¡rrledEWtdoweofJDivorced
Drivers License #

Patient Employed by - _ ., , Occupation

Business Address

Pegcr Phonc #

ln case of emergency who should be notllïsd?

Whom may we thank for roferring

€oo, Seo,

t)

Business Phone(-)-

Home Phone(' )

Cell Phone #

t-

PBRSON RESPONSIBLE FOR ACCOUNT

Name Soo, Sec,

citY .-' , ,, . 
- 

state- zlq-
SexDM!FAge-Birthdate-ElslngtefJMarrled[Widowed[Divorcod
Drivers Lic¿nse # rr

Last Flrst lnltial

.Pagcr Phone # ()

Home Phone

Cell Phone #

Business Ad Buslnes¡ P

Patienf. Employed Occuoation

Paymenl b due tnfult ut tlme of lreatment unless þrlot sftengemenls høve been øpproved



PRIMARY INSTJRANCE

DENTALHISTORY

MEDICÁLHISTORY

L¡¡t N¡mo Flnt Nams Mlddle

Soc. Soc. Blrth date 

- 

Relaüon to Paüent 

-

Address (lf different from pationt's Phonc

stats- zlp-

PergQn Responslble for Account

Subscriber # Group

t)

Ponson Rosponsible Employod

lnsuranæ

Names of oher dependents covered under thls

Do you tuave secondarY

Occupatlon 

-

Contract #-

Reason for Todat's Visit , . -
FormerDentist , - , .. -

Addresg

Date of last dentalX-raYsDate of last dental care

Check (4 lf you have had problems wlth any of the followlng:

howoften do you fross? How often do you brush?

E]
tr
E

tr
E

E

tr
E
n
tr

Sensltlvlty to hot
Sensltlvlty þ eweets
Sen¡ltlvlty when bltlng
Sorec or growtlt¡ ln Yourmouth

Bad breatl¡
Bloodhg gums
Cllc*lng or popplngJaw
Food colledlon betwsen teetl¡

Grindlng teeth
Looæ teeth or broken filllngc
Perlodont¡l treaùnent
Ssn¡lüvlty to cold

Physician's Narne -- . , Date of Last V¡s¡t 

-

Haveyouhadanyseriouslltneggesoroperatlonr?EYegENoltyec,de9cdbg

Havàyoù'overhadabloodüansfuslon?EYesENolfyos,glveapproxlmatedateg

(Women) Are you pregnant? E yes E No Nurslng? E yes E No
l'-l

fanni u¡¡ûi controlpilldHormone Therapy E Yes El No

Ched (4 if you have or havs had any of ttró foüowlng:'

nr'ðt¡t
Arüuitis, Rheumat¡sm

¡'rtiñc¡al Hea¡t Valves
A¡lificlalJoints
Asüma
Back Problems
Blood Disease
Canær

Cortisone Troaûnont¡
Cough, Perclstsnt' '?
Emphyeem¡
Dlabote¡
Epllopsy/Solzureo
Fahting
Gl¡ucoma
Hearl Murmur

Hepatitls
Hlgtr/læw Blood Pressure
HIV/AIDEARO
J¡W P¡h TMJ/TMD
Ktrdney Dl¡c¡¡c
Uvcr Dlrc¡¡c
Mlb¡lV¡lvc ProlaPec . .,
Pgcem¡kgr

Scarlot Fover
Qtroke
Thyrold Prqbleme
Tobacoo Hablt
Ton¡lllltl¡
Tuberculosle
Uloer
Venereal Dlsease

payment ís due tnfull at ttnu olteún¿nl wl{J's prlor arrsngewnls hsve been oPProved



Chemical Dependency
Chemotherapy

Heart Problcms
Hemophilla

Radiation Treatment
Respiratory Dlsease
Rheumetic Fevor! Circulatory Problems

MEDICATIONS
List medications you arc cunently taking: ALLERGIES

n Penicillin D LocalAnesthetic

E Codelne D Aspirin

1

2

J

)

Ã

7

D sutra

E lodine

E LEtex

I otne

o

1
'ì

AUTHORIZATION

{¡

i'

I authorize my lnsurance company to pay to the dentist all lnsurance benofits othorwise payable to me for services rendered, I authorize

the use of this signature on all insurance submissionç,

I authorize the dentist to release all infgrmation necessary lo secure the payment of benefits, '\
I understand that I am fnancially responsible for all chargor whethçr or not peld by inrurance,

I understand that I am financially responsiblo for all collectlon and legal fees associated with my account, All the above information is true to

the best of my knowledge,

Signatu Date

pøyment is due in futl øl time of lreøtmenl unless prlor qrrøngemenls høve been øpproved,



Clearview Dental Care LLC
Eva L. JessuP DDS

2221Clearvrew PkwY, Ste. 202

Metairie, LA 70001

$oknowledgement of receiPt of , '

¡TOTICE Of PRIVâCY pRAC'IICES bandout "

I æknowledge that I h¿ve ræeived a NOTICE Of PRAVICY PRACT=ICES bandout'

Sig¡utt¡rç Datp

if other tban patient

ia' 
r.



Adjunctive Oral Cancer Screening Acceptance Form

Our practice continually strives to provide important enhancements in oral health care for our patients.
we are concerned about oral cancer and look for it in all at risk paticnts.

One person dles every hour from oral cancer ln the Unlted States.

Late detection of oral cancer is the prirnary reason that moralþ rates are so dismal. As with most other cancers,
age is the primary risk factor for oral canc€r, Though tobacco t¡se is a major predisposing risk factor, 25o/o of
oral cancer vlcdms þve no lifestyle rlsk factors.

We find that using Vizil,it€ Plus along with a visual oral qancer examination improves ou ability to identify
suspicious a¡eæ th¿t may have been missed during the conventional examination. Early detection of
precancerou¡ tissuc can minimize or eliminate the potentially disfiguing effects of oral cancer and possibly
save your life. Vizilite Plus is a painless exam that gives us a better chance to find any oral abnormalities
you may have at an early stage. .

Dental insurance might not cover the Vizilite Plus exam. However, this ofûce is happy to veriff your
to file thiscoverage for you and will also providç you with'a medical insuance form for

procedure with your medical insuance. The fac for this onhansed examination is iWKu
Yes. I authorize the clinician to perform the Vizilite Plus exam along with the standard oral cancer
examination, I accept financial responsibility for this enhanccd examination, r

Print name:

Signature: Date:

¡ry

No. I would prefer not to have the Vizilite Plus exam at this time.
t.

Print name:

Sienature:

Itruruffi[iltlliltilililrilü

('ulrt¡llclc e:tclt lilllc lltc t'r:uni¡l:rliurr ir ¡rtr lururt'tl lrntl ¡ll:rcc in tl¡c ¡t;rticnt's I'ilc

4LA.215.200&l

Date:

ó50ó02 0409



Dr. Eva Jessup

IMPORTAIVT IIVFORMATIOAI FOR OUR PATIEIVTS

DENTAL INSURANCE.,.

We are glad to assist you in obtaining the maximum benefrt from your dental insurance
plan. Once your plan coverage has beçn verifred, we will acaept assignment of payment

from your insurance company, Most plans cover a portion of the dental fee, which means

you will be responsible for your deductible or Ço-pay and the portion we estimate your

plan wili cover, Payment of your portion is expected at the time of service.

Please note: Full payment is expected at your first visit if no insurance information
is provided to our office.

PAYMENT OPTIONS...

For your convience, we accept major credit cards, cash and personal checks, Outside

financial arrangements can be made to assist you with your budget, For any treatment

over g I 000,00 we offer a courtesy savings of 5% when all fees are paid at the beginning

of treatment with cash check or credit card. We also offer outside financing as a payment

option. ( Please see brochure available )

A fee of $25.00 will be charged for any NSF checks.

APPOINTMENTS,.,

Our appointments are scheduled to respecf your time, We reserve a specific time for your

care and we make every effort to see you at that appointed time. We appreciate your
promptness and consideration in not changing your scheduled time. We also understand

that circumstances may arise and you might need to change your appointment time.

Lle resoectfullv ask th vou øíve us 24 hours notice of cancellation. if we receive notice

less than 24 hours be vour aonointment we shall reserve the r ht to charse a 825.00

cancellation fee, Prices are iect to chanpe without notice.

We welcome you to our practice and will be happy to answer any questions that you

may have. ìy

I hereby authorize that I have read and understand the above information'

Signed by patient Date



NOTICB OF PRIVACY PRACTICES

This Notice Describes How Health Information About You May Be Used And

Disctosed And How You Can Get Access To This Information'

Ptease Review It Carefully. The Privacy Of Your Health Information Is

hilPortant To Us'
-.!\

Our Legal DutY
Fedcral and Smrc law rcquircs us to maintsin ttrc p¡vacyìiyour hcaith information, TT¡t law also rcquircs us lo give

you rhis norice ¡bou¡ our privacy practicce , our ftguf ãrí¡.t, ind your rights conccrning your hcalth information' We

musr follow rhc privacy pía.iirÉ'*o irr.riuc in ¡ñis 
"ãlir. 

*r..ilð i¡ is iñ cffcct, This noticc takcs cffect April I 4, 2003,

and will rcrn¡in in cffcct un¡il wc rcplacc it.

Wc rcscrvc thc right to chrngc our privrcy prrcliccr and ¡hc rcrms of this noticc ¡¡ any timc, provídc thc law allows u¡

ro do so. wc rcscrvc ,r,.'rigñitó-rlr. ¡ni Ëna,rærln out ptiru.y practiccs and thc ncw tcrrltti of our noticc cffcc¡ivc

for all hcatth informa¡íon tli¡t wc m¡inl¡in, inctriOin! hcatitr ¡nforms¡ion wc crcatcd or rcccived bcforc wc madc thc

.t -g.t. Wc wíll changc this noticc bcforc uy ncw changcs arc implcmcntcd'

you rnay rcqucsf.å copy of our notícc at B¡ìy timÊ, For morc informstion"dboul our privacy practiccs, or for additiona'l

copics ofthis nolicc, plcrsc contsct uE.

Uses ¡nd Disclosures of He¡lth Informstlon
Wc usc and disclosc hcal¡h informslion abou¡ you for trcstmenl, Paymcnl, and hcalth carc operations, For cxamplc;

Trca¡mcn!: Wc nuy usc your hcalrh infonn¡tion for ¡rcatmcnt or disclosc it to a dcnfisl, physician or othcr hcalthcarc

providcr providing trca¡mcnl for you.

payrncnt: Wc may usc ¡nd disclosc your hcalth ínformation to obtain paymcnl for scrvices wc provìdc lo you' trVc nuy

also disclosc youi hcalrh infonnation to a¡lothcr hcalrh care providcr or cnlily that is subjcct to the fedcral Privacy

Rulcs for its paynrcnt ac¡ivilics.

Hcalrh Carc Opcrations: Wc rnay usc and disclose your hcalth information for our health carc opcrations. This can

includc quality asscssmcn¡ and improvcmcnt activitics, professional. rcvicws, providcr pcrformance'. trainíng programs'

accrcd¡taiion, ccnifìcation, liccnsing ¡nd crcdcntisling icrivities, Wc may disclose your healthcarc.informa¡ion to

anothcr hcalti¡ ca¡c providcr rhar is ãubjcct ro thc fcdcial privacy rulcs and thal has a rclationship with you'

On your Authoriz¡tion: You rnry givc ur wrincn authorizstion to usc your infonn¡tion or to disclosc íl to anyonc for

any purposc. you rnry rcvokc thisin writing st sny timc. Unlcss you give.us ¡ wrincn ¡ulhorization, wc canno¡ usc or

¿isciosj your hcalrh infonn¡tion for any rcason cxçcpl thosp dcscribcd.in..this nolicc

To Your Family And Fricnds: Wc nuy di¡closc your hcallh infornratíon to o family mcmbcr, fricnd or othcr pcrson to.

thc cxtcnt n.r..rury ro hclp with youihcalth cari or with payment for your hcalth carc. Bcforc wc disclosc your hcalth

carc infornrq¡ion to¡hcsc pcoplc, wc will providc you with on opportuníty to objcct or usc our disclosure, lf you arc not

pr.r.nt, or in rhc."rnr of un är.rgrn.y, wc will dísclosc your mcdical informalion bascd on our profcssíonal judgmcnt

älwhcrhcrrhcdi¡closurcwouldbãiniourbcstintercst, Wrrayuscourprofexional judgmentandourcxpcricncc

wi¡h comrnon practicc to mskc rcusonábl. inl'crehëcs of your bcsl inlcrcst jn allowing I Pcrson to pick up fillcd

prcscriptions, mcdical supplics, x.rays, of othcr similar forms of health information,

Appoinfmcnt Rcmindcrs: Wc may usc õr disclosc your hcalth informalion to providc you with appointmcnt rcmindcrs;

such as voicc msil mcsssgcs, lctten snd post cards.

Disastcr Rclicf: Wc may usc or disclosc your hcalth information to a public or private cntity authorizcd by law or by its

chatcr ¡o assist in dis¿stcr rclicf cfforts.


