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We realize that it is a contradiction to politely say “Welcome” and to immediately request that you complete these forms in the same sentence.
However, it is vital that we obtain accurate, pertinent information in order to render the best possible treatment. Therefore, we must ask for your
indulgence and request the inevitable. Please complete the following 4 forms. All information will be kept completely confidential. By the way,
this is not an examination, and no grade will be given, so if you have any questions or would like assistance, please ask. Thank-you and
welcome to our office!

I Personal Information
Last Name: First Name: Nickname:
Middle Name: Salutation: [ Mr. [ IMrs.[IMs. [ Dr.
Home Address:
City: State: Zip:
Social Security #: Email: Drivers Lic. #
Home Phone: Work Phone: Cell Phone:
Employer:
Employer Address:
City: State: Zip:
Sex: |:| M |:| F Birth Date: Age:
Spouse: Spouse Employer:

Who may we thank for this referral?

Person Responsible For This Account (If patient is a minor or adult dependent)

Responsible Party: Relationship:
Address:
City: State: Zip:

Phone: Fax: Email:

In the event of an Emergency, who should we contact?

Emergency Name: Relationship:

Home Phone: Work Phone:

Dental Insurance Information Do you have dental insurance coverage? |:|Yes DNO

Primary Insurance: Group# / Cert.#: Employer:
Name of Policy Holder: Birthdate: SS#:
Necessary for claim submission
Secondary Insurance: Group# / Cert.#: Employer:
Name of Policy Holder: Birth Date: SS#:

Necessary for claim submission

I Certify that the above given information is true and accurate to the best of my knowledge.

Signature of Patient, Parent, or Guardian Date
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Il. Medical / Dental History
Name DOB Height ' ” Weight Ibs. Date
Last First Middle
1. Are you in good health? ..o, Yes No 8. Are you CURRENTLY taking any of the following?
2. Any changes in your general health within the past year? ......... Yes No Blood Thinners / ASPirin .........cccoiiiiiiiiiiieeeeeen, Yes No
3. My last physical examination was on Blood Pressure Medications ............cccovviiviiiiiinnnnens Yes No
4. Are you now under the care of a physician? ........................... Yes No Insulin / Diabetes Medications ..............cccooviiiiiiinninnnns Yes No
If yes, for what? Steroids / CortiSoNe ..........ccooiiiiiiiiii Yes No
5. The name and address of my physician(s) is Thyroid Medication ...........ccooviiiiiiii e Yes No
Heart MediCations ...........ccevieiiiiiieiee e Yes No
Office address Telephone NItrOgIYCerin ... Yes No
6. Have you ever been hospitalized in the past 5 years? .............. Yes No CoUuMAAIN ..o Yes No
If yes, please explain FOSEBMAX ..\ Yes No
7. Are you ALLERGIC or have you ever experienced a reaction to any of the Actonel / Boniva / Aredia / Zomita ..........c.ccooviviiiiiiiinnn. Yes No
following?
Local AnesthetiCs ...........ccoviiiiiiiiiiii, Yes No
Penicillin or Other Antibiotics...............cocoveviiininin. Yes No 9. Please list ALL medications you are CURRENTLY taking
LateX e Yes No
Sedatives, Narcotics ..........ccovveiiiiiiiiiiiin, Yes No
Aspirin / lbuprofen ..........ccoooiiii Yes No
10diNE ..o Yes No 10. Do you smoke? If yes, howmuch? ..............ccoceeenninn. Yes No
COABING ...eeeiiiii e Yes No 11. How many alcoholic drinks do you have per day?
OtherS ..o Yes No 12. Do you take any illegal drugs or medications? ............... Yes No
13. Do you HAVE or have you EVER had any of the following?
GENERAL YES NO | CARDIOCASCULAR YES NO | RESPIRATORY YES NO
Tire Easily, Weakness O 0O Rheumatic Fever O O Tuberculosis O O
Marked Weight Change O 0O Heart Murmur / Heart Defects O 0O Emphysema O 0O
Night Sweats 0O O Chest Pain / Discomfort O 0O Asthma / Hay Fever 0o 0O
Persistent Fever o O Heart Attack / Heart Trouble o 0O Persistent Cough O 0O
Eruptions / Rash / Hives O O Shortness of Breath 0o O Sputum Production / Phlegm o O
Change In Skin Color O 0O Swelling of Ankles O 0O Cough Up Bloody Sputum O 0O
Visual Change O 0O High Blood Pressure O 0O Difficulty Breathing O 0O
Glaucoma O 0O Low Blood Pressure 0 0
Loss Of Hearing o 0O Heart Defects 0 0O BLOOD
Ringing In Ears O 0O Mitral Valve Prolapse O 0O Abnormal Bleeding O 0O
Frequent Nosebleeds ] ] Artificial Heart Valve ] ] Bruise Easily J J
Sinus Problems O O Pacemaker O 0O Anemia O 0O
Blood Transfusions 0 0
NERVOUS SYSTEM DIGESTIVE SYSTEM Aids / Arc / HIV O O
Stroke O 0O Hepatitis o O
Convulsions / Epilepsy / Seizures [1 [ Jaundice O 0O NEOPLASMS
Headaches (] (] Ulcers O O Cancer 0O 0O
Numbness / Tingling ] ] Change In Appetite O O Tumors Or Growths O 0O
Dizziness O O Bloody / Coffee Ground Vomitus [1 [ Chemotherapy/Radiation Therapy [1  []
Fainting O O Black, Bloody Or Pale Stools O O
Psychiatric Treatment L [ Liver Disease / Cirrhosis L [ BONE / MUSCLES
Arthritis / Rheumatism 0 O
ENDOCRINE GENITO / URINARY Avrtificial Joints 0 O
Diabetes O 0O Kidney Disease O 0O Osteoporosis O 0O
Family History Of Diabetes 0 0 Frequent Urination O O
Thyroid Condition / Goiter O 0O Burning on Urination O 0O WOMEN
Urethral Discharge O 0O Are you Pregnant? O 0O
Bloody Urine O 0O Are you Nursing? O 0O
Sexually Transmitted Disease O O Are you taking birth control pills? [0 [
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14. Why are you now seeking Dental Treatment?
Explain

15. Did YOUT DENLIST ASK YOU T0 SEE US?.....uueiieeiiieeieiettiraesiteteesattteaeesuseeesssttaeeeaasseaeasteeaeaassseeaasssssaansseeeeaassseeeeasseseesanss sanseeeeeassseaessnsenseannsseeennsnnneesnn Yes No
16. Has any Dentist ever suggested that you see a Periodontist?................... No

17. Do you feel you know and understand what causes Periodontal DISEASE...........ocuiuieiuiiiii e No
18. Has a dentist ever told you that you will lose all your teeth someday ... No
19. Do you believe you will lose all or most of your teeth someday......................... No
20. Do you believe that tooth 10Ss is preventable Or tre@tablE?...........ooi i et e e e st e e s st e e ebreee e snbbeeeesnneees Yes No
21. Are you greatly concerned about losing your teeth and/or facial DONE SIIUCIUIE?..........coiiiiiiiiiiie e e ee e e Yes No
22. DO YyOU ViSit YOUT AENTIST FEGUIATTY?......cieeeee it e ettt e e et e e e et e e e aa e e e e sseeaeeaaasee ssteee e ssbeeeeassaeeeannaeeeesssaeeeannseeaeeansaeaens ..Yes No

23. DO YOUr QUMS DIEEA OF TEEI SOMB?.... . eiiie e ceiieee ettt e ettt e et e e ettt e e s sbt e e e e saae e e e e sstaeeeanss 2 assteaeeassbeeeeasseeeeeamnaeeaeenssaeeeansteeeeanssaeaesnnnnneannn ...Yes No

24. Do you feel you have constant bad breath?............cccocccviiviiieiiiiiiinnnns ...Yes No
25. D0 any Of YOUI tEET fEEI IOOSE?........eeiei ettt e e et e e et e e e s st e e es seeasaabee e e sseaeeeannneaeeeessaeeeaanneeas ...Yes No
26. Are any of your teeth sensitive to hot, cold, sweets, or biting?................ ...Yes No
27. Have you noticed a change in your bite or shifting or tEeth rECENTIY?........co i et e e e s e e e e e e e s e nrneeeenas Yes No
28. Do you feel that dentures are an adequate replacement for NAtUral tEETN?..........ooi i e e e e sneeees Yes No
29. When was the last time your teeth were cleaned or scaled?

30. Do your jaws pop or click or do you have difficulty opening or CIOSING YOUF JAW?..........coiuiiiiiiiiiiiie sttt ettt Yes No
31. Have you ever had braces or OrthOONTIC trEALMENT?..... ... uiii et e e e e et ee sttt e e essaeeeesassee e e s ntaeeeesssteeesansseessnnneeesnnnneeennnes Yes No
32. Do you have a tremendous fear or become overly anxious when seeing @ dentist?...........c.oiii i Yes No
33. Have you ever had a bad or traumatic experience in @ dental OffICE7.........cviii i e Yes No

If so, explain

| certify that | have read and understood the two pages Medical / Dental History Forms above. | acknowledge that my questions, if any, about the
inquiries set forth above have been answered to my satisfaction. | will not hold my Doctor, or any other member of the staff, responsible for any
errors or omissions that | have made in the completion of these forms.

Signature of Patient, Parent, or Guardian Date

Medical History Updates:

Date Please Note Any Changes in Your Medical History since you last filled out these forms Patient Signature Doctors Review

For Completion by the Doctor

Patient management considerations and comments if any:

Doctor Signature Date
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IV. Financial Policies

PAYMENTS

o We accept Cash, Checks and Credit Cards

o We offer third party financing through CareCredit® and Lending Club®

e Payment in full is required on the day of service unless prior arrangements are made

o We are in network providers for Delta Dental Premier and out of network for all other PPO’s
e We do not accept HMO’s

INSURANCE POLICY

Our insurance coordinator will assist patients in obtaining their entitled insurance benefits for all services
rendered. A formal request to our Insurance Coordinator is required if pre-authorization of benefits is needed
prior to scheduling for a procedure. Pre-authorization can take anywhere between 2-6 weeks depending on the
carrier. Third party payers (insurance carriers) may pay less than the billed fees. Therefore, all fees incurred
are ultimately patient responsibility regardless of insurance benefits.

DELTA DENTAL PREMIER INSURANCE

o Diagnostic service (i.e. examinations and radiographs) fees will be billed and collected from Delta. Any
unpaid balance is the patient’s responsibility and will be billed directly to the patient.

e Therapeutic service (i.e. surgeries) fees require prior pre-authorization. The patient portion of the fee is
required in full on the day of service. The insurance portion will be billed and collected from Delta.

PPO INSURANCE

e Diagnostic service (i.e. examinations and radiographs) payments are required in full on the day or
service.

e Therapeutic service (i.e. surgeries) payments are required in full on the day of service unless pre-
authorization was obtained in which case only the patient portion of the fee is required on the day of the
procedure and the insurance portion will be billed and collected from the carrier.

e A 5% discount is extended for all non-delta PPO insurance patients, with payments made with cash or
check on the day of service for all surgeries.

UNINSURED PATIENTS

o Payments are required in full on the day of service unless prior arrangements are made.
e A 5% discount is extended for all uninsured patients, with payments made with cash or check on the
day of service for all surgeries.

Patient Initials
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FINANCING
Three financing options are available for any amount over $1,000.

e [n-Office Financing — 50% of the fee is required on the day of service with the remaining balance paid in
two equal installments over the following 2 months. A valid credit card or postdated check is required.

e Financing through CARECREDIT® or LENDING CLUB® - Interest free plans available up to 24 months.
Interest plans available up to 60 months. See our financial coordinator for additional information.

LATE CHARGES

A late charge of 1.5% on any unpaid and owed balance past 90 days will be assessed to your account unless
prior financial arrangements are made with the office manager. Failure to keep your account current may
prevent delivery of additional dental services, except in cases of emergencies.

BROKEN / MISSING APPOINTMENTS

Treatment time is specifically reserved for each individual patient. In consideration for all our patients needing
appointments, we request AT LEAST 48 HOURS NOTICE if you are unable to keep your appointment for any
reason. A missed appointment charge may be assessed to your account after the second broken or missed
appointment. If three appointments are missed or broken, partial payment for service will be required prior to
rescheduling the appointment.

1. l understand the office policy regarding financial arrangements, that payment is required at the time
of service, that this policy applies regardless of insurance coverage and that | am ultimately financially
responsible for all fees incurred by me or my dependents.

2. l understand and agree that if | fail to pay any outstanding balance within ninety (90) days, that my
account may, without further notification, be referred for collection; | further agree to pay all
reasonable costs incurred for this collection including interest, collection agency costs and/or
attorney fees.

3. I authorize the release of all medical / dental records regarding all treatments and charges rendered
to me or my dependent, to third party payers as needed to process payments.

4. 1 authorize payment of benefits directly to this office from third party payers if applicable.

X

Signature of Patient, Parent, or Guardian Date




NOTICE OF PRIVACY P‘(‘Tl('l-‘.s

Protecting Your
Confidential Health Information

1s Important to Us

Notice of Privacy Practices
This notice describes how health information about you
may be used and disclosed and how you can get access to
this information. Please review it carefully.

Our Promise

Dear Patient;

This notice is not meant to alarm you. Quite the opposite! It is our desire to
communicate to you that we are taking seriously Federal law (HIPAA—Health
Insurance Portability And Accountability Act) enacted to protect the
confidentiality of your health information. We do not ever want you to delay
treatment because you are afraid your personal health history might be
unnecessarily made available to others outside our office.

Why do you have a privacy policy?

Very good question!

The Federal government legally enforces the importance of the privacy of
health information largely in response to the rapid evolution of computer
technology and its use in healthcare. The government has appropriately sought
to standardize and protect the privacy of the electronic exchange of your health
information. This has challenged us to review not only how your health
information is used within our computers but also with the Internet, phone,
faxes, copy machines, and charts. We believe this has been an important
exercise for us because it has disciplined us to put in writing the policies and
procedures we follow to protect your health information when we use it.

We want you to know about these policies and procedures which we developed
to make sure your health information will not be shared with anyone who does
not require it. Our office is subject to State and Federal law regarding the
confidentiality of your health information and in keeping with these laws, we
want you to understand our procedures and your rights as our valuable patient.

We will use and communicate your HEALTH INFORMATION only for the
purposes of providing your treatment, obtaining payment, conducting health
care operations, and as otherwise described in this notice.

How your HEALTH INFORMATION

may be used To Provide Treatment

We will use your HEALTH INFORMATION within our office to provide you
with dental care. This may include administrative and clinical office
procedures designed to optimize scheduling and coordination of care between
hygienist, dental assistant, dentist, and business office staff. In addition, we
may share your health information with physicians, referring dentists, clinical
and dental laboratories, pharmacies or other health care personnel providing
you treatment.

To Obtain Payment

We may include your health information with an invoice used to collect
payment for treatment you receive in our office. We may do this with
insurance forms filed for you in the mail or sent electronically. We will be
sure to only work with companies with a similar commitment to the security
of your health information.

To Conduct Health Care Operations

Your health information may be used during performance evaluations of our
staff. Some of our best teaching opportunities use clinical situations
experienced by patients receiving care at our office. As a result, health
information may be included in training programs for students, interns,

associates, and business and clinical employees. It is also possible that health
information will be disclosed during audits by insurance companies or
government appointed agencies as part of their quality assurance and compliance
reviews. Your health information may be reviewed during the routine processes of
certification, licensing or credentialing activities.

In Patient Reminders

Because we believe regular care is very important to your oral and general health,
we will remind you of a scheduled appointment or that it is time for you to
contact us and make an appointment. Additionally, we may contact you to follow
up on your care and inform you of treatment options or services that may be of
interest to you or your family. These communications are an important part of our
philosophy of partnering with our patients to be sure they receive the best
preventive and restorative care modern dentistry can provide. They may include
postcards, folding postcards, letters, telephone reminders or electronic reminders
such as email (unless you tell us that you do not want to receive these reminders).

To Business Associates

We have contracted with one or more third parties (referred to as a business
associate) to use and disclose your health information to perform services for us,
such as billing services. We will obtain each business associate’s written
agreement to safeguard your health information.

NOTICE OF PRIVACY PRACTICES

Federal law generally permits us to make certain uses or disclosures of health
information without your permission. Federal law also requires us to list in the
Notice each of these categories of uses or disclosures. The listing is below.

As Required By Law
We may use or disclose your health information as required by any statute,
regulation, court order or other mandate enforceable in a court of law.

Abuse or Neglect

We may disclose your health information to the responsible government agency
if (a) the Privacy Official reasonably believes that you are a victim of abuse,
neglect, or domestic violence, and (b) we are required or permitted by law to
make the disclosure. We will promptly inform you that such a disclosure has
been made unless the Privacy Official determines that informing you would not
be in your best interests.

Public Health and National Security

We may be required to disclose to Federal officials or military authorities health
information necessary to complete an investigation related to public health or
national security. Health information could be important when the government
believes that the public safety could benefit when the information could lead to
the control or prevention of an epidemic or the understanding of new side effects
of a drug treatment or medical device.

For Law Enforcement

As permitted or required by State or Federal law, we may disclose your health
information to a law enforcement official for certain law enforcement purposes,
including, under certain limited circumstances, if you are a victim of a crime or
in order to report a crime.

Family, Friends and Caregivers

We may share your health information with those you tell us will be helping you
with your home hygiene, treatment, medications, or payment. We will be sure to
ask your permission first. In the case of an emergency, where you are unable to
tell us what you want, we will use our best judgment when sharing your health
information only when it will be important to those participating in providing
your care.

Workers’ Compensation Purposes
We may disclose your health information as required or permitted by State or
Federal workers’ compensation laws.

SOCAL PERIO
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Protecting Your Confidential lk‘ Information is Important to Us

Judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial
proceeding in response to a subpoena or a request to produce documents.

We will disclose your health information in these circumstances only if the
requesting party first provides written documentation that the privacy of your
health information will be protected.

Incidental Uses and Disclosures
We may use or disclose your health information in a manner which is incidental
to the uses and disclosures described in this Notice.

Health Oversight Activities

We may disclose your health information to a government agency responsible
for overseeing the health care system or health-related government benefit
program.

To Avert A Serious Threat To Health or Safety

We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person or to the public.

To The U.S. Department of Health
and Human Services (HHS)

We may disclose your health information to HHS, the government agency
responsible for overseeing compliance with federal privacy law and regulations
regulating the privacy and security of health information.

For Research

We may use or disclose your health information for research, subject to
conditions. “Research” means systemic investigation designed to contribute to
generalized knowledge.

In Connection With Your Death Or Organ Donation

We may disclose your health information to a coroner for identification
purposes, to a funeral director for funeral purposes, or to an organ procurement
organization to facilitate transplantation of one of your organs.

If applicable State law does not permit the disclosure described above, we will
comply with the stricter State law.

Authorization to Use or Disclose Health Information
Other than is stated above or where Federal, State or Local law requires us, we
will not disclose your health information other than with your written
authorization. You may revoke that authorization in writing at any time.

PATIENT RIGHTS

You have the following rights related to your health information.

Restrictions
You have the right to request restrictions on the use or disclosure of your health
information for treatment, payment, or health care operations in addition to the

restrictions imposed by federal law. Our office is not required to agree to your
request, but we will endeavor to honor reasonable requests. We generally are not
required to agree to a requested restriction. Our office will honor your request
that we not disclose your health information to a health plan for payment or
healthcare operation purposes if the health information relates solely to a health
care item or service for which you have paid us out-of-pocket in full.

Confidential Communications

You have the right to request that we communicate with you by alternative
means or at an alternative location. You may, for example, request that we
communicate your health information only privately with no other family
members present or through mailed communications that are sealed. We will
honor your reasonable requests for confidential communications.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health information, including
your complete chart, x-rays and billing records. If you would like a copy of
your health information, please let us know. We may need to charge you a
reasonable, cost-based fee to duplicate and assemble your copy. If there will be
a charge, we will first contact you to determine whether you wish to modify or
withdraw your request.

Amend Your Health Information

You have the right to ask us to update or modify your records if you believe
your health information records are incorrect or incomplete. We will be happy
to accommodate you as long as our office maintains this information. In order
to standardize our process, please provide us with your request in writing and
describe the information to be changed and your reason for the change.

Your request may be denied if the health information record in question was not
created by our office, is not part of our records or if the records containing your
health information are determined to be accurate and complete. If we deny your
request, we will provide you with a written explanation of the denial.

Accounting of Disclosures of Your Health Information
You have the right to ask us for a description of how and where your health
information was disclosed. Our documentation procedures will enable us to
provide information on health information disclosures that we are required to
disclose to you. Please let us know in writing the time period for which you are
interested. Thank you for limiting your request to no more than six years at a
time. We will provide the first accounting during any 12-month period without
charge. We may charge a reasonable, cost-based fee for each additional
accounting during the same 12-month period. If there will be a charge, the
Privacy Official will first contact you to determine whether you wish to modify
or withdraw your request.

Request a Paper Copy of this Notice

You have the right to obtain a copy of this Notice of Privacy Practices directly
from our office at any time. Stop by or give us a call and we will mail or email
a copy to you.

We are required by law to maintain the privacy of your health information and
to provide to you or your personal representative with this Notice of our Privacy
Practices. We are required to practice the policies and procedures described in
this notice but we do reserve the right to change the terms of our Notice. If we
change our privacy practices we will be sure all of our patients receive a copy
of the revised Notice. You have the right to express complaints to us or to the
Secretary of Health and Human Services if you believe your privacy rights have
been compromised. We encourage you to express any concerns you may have
regarding the privacy of your information. We will not retaliate against you for
submitting a complaint. Please let us know of your concerns or complaints in
writing by submitting your complaint to our Privacy Officer.



