PATIENT INFORMATION DATE

Dr. Mr. Mrs. Ms. PATIENT NAME

(Last) (First) (MI)

How would you like your appointments to be confirmed? (check one) _ text _ e-mail __ phone call

E-mail: Cell #:

Whom may we thank for referring you ? Name Insurance Co.

Other

IF YOU ARE COVERED BY DENTAL INSURANCE, PLEASE FILL OUT FOLLOWING

Is this policy in your name? YES NO

If NO, whose name is It under?

Relationship to you?  Spouse Parent (If parent, is name different from patient?

Birth date of the policyholder Soc Security# of policyholder

Name of group dental program Subscriber ID Number Group#

Employer Name

Employer Address/City/State/Zip

Insurance Company

Insurance Company Address/City/State/Zip

Insurance Company Telephone #

AUTHORIZATION | authorize insurance payment to be paid directly to the dental office. | understand that | am
responsible for all costs of dental treatment and for balances not covered by the insurance carrier.

INFORMED CONSENT | agree to have the doctors & staff of Longwood Dental Group examine and treat me, including but not
limited to; physical examination, radiographic examination, and performance of indicated treatment. The
risks and benefits of any recommended procedures have been explained and | have had the opportunity
to ask questions. | authorize the dental office to administer such medications and perform diagnostic and
therapeutic procedures necessary for proper care. The above information is correct to the best of my
knowledge.

SIGNATURE DATE
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Health History Form ADRA,

] American Dental Association

[ E-mail: Today’s Date: www.ada.org

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

rName: Home Phone: Include area code Business/Cell Phone: Include area code ]
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ( )
) include area codes

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
I TN DR CTIEIE s e s e A i T i K T Y P A P B T e e P S T A R e S A TS Ll B Ll
Persistent cough greater than @ 3 WEEK QUIATION ........c.c.coieiiuiuiuiiiiiiiiistises s es e eh st h et sh st 1 (R (N
COUGh that ProdUCES BIOOM. ......ceviieusirrererstsiiiieisuetetsistnirarisrars e aras st s s ere s s aes st a8 s AR P S bR e e EE AR RO RS R SR eR SRS 428 S A b o 0o O
Been exposed t0 anyoNe WIth TUDEICUIOSIS ..........c..iveeuiiuriismriirrssrer et esressi et sea s e sa e es s s b bbb e bR e s s o o o

|_If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

D en ta I I n f orm at ION For the following questions, please mark (X) your responses to the following questions.

Yes No DK Yes No DK ]
Do your gums bleed when you brush or floss? ..o O [ O Doyou have earaches or neck pains?.......c.cccoiimmnmmminnnianin B 1 B
[0 [0 Do you have any clicking, popping or discomfort in the jaw?.... [ O [
0 [ | Do you brux or grind your teeth? ............cccoivimimrininnnennnenninens | A i L
[0 [0 Do you have sores or ulcers in your mouth? .........ccccovincinnnn i ) 8
0 [ Do you wear dentures or partials? ..........ccocooovvimiiicnicicrinnnnss 5 S
Have you ever had orthodontic (braces) treatment? ................... [0 [ [ Do you participate in active recreational activities? .................... 1 )
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? ...... 0O G
AT B Do bt e s L A o L B R S A O O D pateof your last dental exam:
Is your home water supply fluoridated? ... O O O \what was done at that time?
Do you drink bottled or filtered water? ..., O o O
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort? ... [0 [ [

What is the reason for your dental visit today?

How do you feel about your smile?

Medical Information sease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK
Are you now under the care of a physician? ... O O [ | Have you had a serious illness, operation or been
Physician Name: Phone: include area code hospitalized in the past 5 Years?......coccuevcvnnvnininsiseessssisinns i R I [ |

( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription

Are VU TN g00H TRAINT .ovesarssrengeveiesissmsminpemmrisopsassonissireionss O O O | orover the counter medicing(S)? ........cccoeeremimnriinieiimimrnieaneens B 8 .
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
HE DB o s S A T TE [0 [ [O and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:

.

© American Dental Association, 2006
Form S500




M e d 1Ca l I n fO rma t |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK No DK
DO you'wear CONtact IeNSes? iz itissinmsasisaiiissismissisiasmassensns [0 [0 [ Do you use controlled substances (drugs)?................ 0O O
Are you taking, or have you taken, any diet drugs such as Do you use tobacco (smoking, snuff, chew, bidis)? ..............c....... 2 R 1 O
Pondimin (fenflluramine), Redux (dexphenfluramine) or If so, how interested are you in stopping?
phen-fen (fenflluramine-phentermine combination)? ..........c..c....... I (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? ..........ccoccovevcieciinnninninncicnannns i U U
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease?.........c...cviviimmnisiinisieninesnnis O [0 O Ifyes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates 1 e 11 e e U NS oy B IO R TR T W B
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? ...................... Cl 1]
OF MEtaStatic CANCRIT.. cuint ittt smssisisiisive O O T | NMISingd st semimasisiasm s it S anamiiotan 8 1 B 1
Date Treatment began:
Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? ..o, Ol B "3
Date: If yes, have you had any complications?
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals B B El
Local anesthetics O 0O 0O Latex (rubber) |5 [ 0 |
Aspirin O O O lodine [ 0 A
Penicillin or other antibiotics [0 [0 O Hay fever/seasonal g0 B8
Barbiturates, sedatives, or sleeping pills 0 O O Animals L a o
Sulfa drugs O O O Food B O B
Codeine or other narcotics O O 0O Other | S 1 A
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK Yes No DK
Heart MUMMUr ... oveeeveen. N L1y R———ee O O 0O Chronicpain.......ceerrereenes O [ [ Sleepdisorder..........cccccuuee & e o
Mitral valve prolapse........[] I [ Blood transfusion .............. [1 [ O Diabetes Typel or I.....[1 [ [ Mental health disorders...... 1 S sl [ |
Artificial heart valves ....... O o | Hyes date Eating disorder ................... 0 0O O Speify:
Rheurnatic fever ............. 0O 0O 0O | Hemophilia....ininnnee 0 O 0O Malnutrition [0 [ Recurrent Infections............ 0 S

: AIDS or HIV infection......... [0 0O [ Gastrointestinal disease ...... O O [  Type of infection:
Cardiovascular disease. ...... B B O Anhilyseecesmesgen [0 0O 0O G.E. Reflux/persistent Kidney problems................. T (=
ANGING vsmssvarmvsrassias 0 O O Autoimmune disease ......... E O L - heanbWh.comanemmm [0 [ [ Nightsweats .......cccoeen 01 A |
Arteriosclerosis .................. O O [ Rheumatoid arthritis .......... o 0O 0O O [0 Osteoporosis........ccccererienen O 8 o
Congestive heart failure ..... O O O systemic lupus Thyroid problems................ [0 O O Persistent swollen glands
Coronary artery disease......[1 [J [  erythematosus................ B L [ SHO0KBemsmunssmmmmsing RN "= IO ———— |
Damaged heart valves........ O O O Asthma....coeeinnen OO L Glaucomase s [0 [0 [ Severe headaches/
Heart attack ..........ccceenene O B O Bronechitisi.auwaaitiaan [0 [ Hepatitis, jaundice or MIGraines ......c.ceeveeeeenne B & &
Low blood pressure ...........[]  [J [ Emphysema ... O 0O  liver disease............ccccuuue [0 O [ Severeorrapid weightloss..[0] [ [
High blood pressure..... .0 0O [ Sinus trouble.. O [ EPilepsy...ccreerrrrervensceran [0 [0 [ Sexually transmitted disease. (1 [ [
Congenital heart defects.... I [ [ Tuberculosis ........ccccoeuvnene [0 [0 Fainting spells or seizures ... (] [ [ Excessive urination.............. O 8 B
Pacemaker :...cccouuereesesnsorone [0 [0 [ Cancer/Chemotherapy/ Neurological disorders ...... I T [
Rheumatic heart disease..... ] [ [ Radiation Treatment......[]1 O [ If yes, Specify:
Abnormal bleeding............ 0 O O Chestpain uponexertion...[] O [
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... o o o
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ..o 5
Please explain:
NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment. 1
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.
Signature of Patient/Legal Guardian: Date:
f FOR COMPLETION BY DENTIST i

Comments:
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where Science meels art

FINANCIAL POLICIES

We are dedicated to providing you the highest quality dental care and personal service. Providing
our patients this level of customer service requires some financial and insurance policies. It is very
important that you read carefully and understand each of the following statements.

INSURANCE

As a courtesy and convenience to our patients we are happy to assist in filing your insurance claims.
However, your insurance is a contract between you, your employer and the insurance company.
Longwood Dental Group is not a party to this contract. Therefore, all charges are your responsibility.
Our office will submit your dental claims to your first and if applicable your secondary insurances as a
courtesy. It is your responsibility to provide us with your current insurance information, understand
your benefits, monitor what has been paid to our office and be aware the balance remaining in

your insurance benefits.

CHARGES

We require all deductibles and co-payments be paid at time of service. We have no control over what
your insurance company will or will not pay. We will estimate your dental treatment to the best of our
ability. However, all charges for treatment are ultimately the patient’s responsibility. Please be
advised: if your account becomes *90 days delinquent, the account will automatically be sent to a

collections agency and a 50% service fee assessed.
* excludes payment plans in compliance, extending beyond 90 days

APPOINTMENTS

We require confirmations of all appointments. You may choose the method of confirmation most
convenient (email / phone / text).

We require 48 hour notice (2 business days) to cancel or reschedule an appointment. All cancellations
must be received by phone. Please be advised, there may be a charge up to $100.per hour of the
doctor or hygiene time for appointment cancelled without 2 business day notice.

| grant permission to the staff of Longwood Dental Group to contact me by phone at home, work or on
my cell to discuss matters related to the above. | have read, understand and agree to the above

statements.
(minors must have signature of parent or guardian before being seen)

SIGNATURE DATE




NOTICE OF PRIVACY PRACTICES
(DENTAL)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The Health insurance Portability & Accountability Act of 1996 ("HIPAA") is a federal program that requires
that all medical records and other individually identifiable health information used or disclosed by us in any
form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient,
significant new rights to understand and control how your health information is used. "HIPAA" provides
penalties for covered entities that misuse personal health information.

As required by "HIPAA", we have prepared this explanation of how we are required to maintain the privacy of
your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment, payment
and health care operations.

o Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include teeth cleaning services.

. Payment means such activities as obtaining reimbursement for services, confirming coverage, billing
or collection activities, and utilization review. An example of this would be sending a bill for your visit
to your insurance company for payment.

°

Health care operations include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually
identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such

authorization in writing and we are required to honor and abide by that written request, except to the extent
that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

o The right to request restrictions on certain uses and disclosures of protected heaith information,
including those related to disclosures to family members, other relatives, close personal friends, or
any other person identified by you. We are, however, not required to agree to a requested restriction.
If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

. The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

® The right to inspect and copy your protected health information.

¢ The right to amend your protected health information.

d The right to receive an accounting of disclosures of protected health information.

°

The right to obtain a paper copy of this notice from us upon request.

ITEM D70-6028/25544 & MAY 2002



We are required by law to maintain the privacy of your protected health information and to provide you with
notice of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of ﬁ"/’ ,20 _‘J and we are required to abide by the terms of
the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of
Privacy Practices and to make the new notice provisions effective for sl protected health information that we

maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from this
office. '

You have recourse if you feel that your privacy protections have been yiolated. You have the right to file
written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights,

about violations of the provisions of this notice or the policies and procedures of our office. We wilt not
retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
or to file a complaint:

The U.S. Department of Health & Human Services
Office of Civil Rights
200 Independence Avenue, S.W.
~ Washington, D.C. 20201
(202) 619-0257
Toll Free: 1-877-696-6775

DENO1



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

LONGWOOD DENTAL GROUP

[ understand that, under the Health Insurance Portability & Accountability Act of 1966
(“HIPAA”), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
healthcare providers who may be involved in that treatment directly and indirectly.

e Obtain payment from third-party payers.

e (Conduct normal healthcare operations such as quality assessments and physician
certifications.

[ acknowledge that I have been informed by you of your Notice of Privacy Practices
containing a more complete description of the uses and disclosures of my health
information. I have been given the right to review such Notice of Privacy Practices prior
to signing this consent. I understand that this organization has the right to change its
Notice of Privacy Practices from time to time and that I may contact this organization at
any time at the address below to obtain a current copy of the Notice of Privacy Practices.

[ understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

[ understand that I may revoke this consent in rigthing at anytime, except to the extent
that you have taken action relying on this content.

Patient Name:

Signature:

Relationship to Patient:

Date: / /

OFFICE USE ONLY

[ attempted to obtain the patient’s signature in acknowledgement on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below.

Date: / / Initials: Reason:
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