PLEASE PRINT

CONFIDENTIAL INFORMATION QUESTIONNAIRE

SOCIAL SECURITY #

PATIENT’S LEGAL NAME LAST, FIRST DATE OF BIRTH

PREFER TO BE CALLED HOME PHONE # CELL PHONE #

PATIENT’S ADDRESS STREET APTH# CITY STATE ZIp E-MAIL

WV RENSIVNEYER pATIENT'S / GUARDIAN'S EMPLOYER OCCUPATION

Os Om Ow (o]

(] UNDERAGE18

WORK ADDRESS STREET APTH  CITY STATE ZIP | WORK PHONE #

SPOUSE’S NAME LAST, FIRST M SPOUSE’S EMPLOYER OCCUPATION
SPOUSE’S WORK ADDRESS STREET APTH  CITY STATE 7IP | WORK PHONE #

OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?

EMERGENCY CONTACT INFORMATION

PERSON WE MAY CONTACT IN CASE OF AN EMERGENCY (OTHER THAN YOUR FAMILY HOME)

NAME RELATIONSHIP

HOME PHONE # WORK PHONE # CELLPHONE #

REQUEST FOR CONFIDENTIAL COMMUNICATION

AS MY DENTAL CARE PROVIVD‘ER, YOU MAY DO THE FOLLOWING WITH MY PERMISSION:
YES

Contact me at home

Contact me via cell phone

Contact me at work

Contact me via e-mail

Leave messages on my home voicemail / answering machine
Leave messages on my cell phone voicemail

Leave messages on my work voicemail / answering machine
m
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PLEASE PRINT

INSURANCE AND FINANCIAL INFORMATION

FVSHOR UM B |\ S URANCE COMPANY NAME INSURANCE ADDRESS INSURANCE PHONE
COVERAGE
D) ves Dno |
SUBSCRIBER'S NAME PATIENT’S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER'S BIRTHDAY | SUBSCRIBER’S SSN /1D #
[C) seLF ) sPouse ) DEPENDENT
GROUP / PROGRAM NUMBER EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER’S ADDRESS
SISO YA &R | NSURANCE COMPANY NAME INSURANCE ADDRESS INSURANCE PHONE
COVERAGE
D)yves D)o |
SUBSCRIBER'S NAME PATIENT’S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER’S BIRTHDAY | SUBSCRIBER'S SSN /D #
) seLF ) spouse [[C) DEPENDENT
GROUP / PROGRAM NUMBER EMPLOYER (iF DIFFERENT FROM ABOVE) EMPLOYER'S ADDRESS

RELEASE INFORMATION

YOU MAY DISCUSS MY HEALTHCARE WITH
YES  NO OTHERS (PLEASE PRINT)

Health Care Providers [} ) L

Insurance Companies [ M)
G SRS e

CONFIRMATIONS

DO YOU PREFER A CONFIRMATION CALL

[ No,itis unnecessary ) VYes,itisa helpful reminder

T T

ASSIGNMENT & RELEASE

| hereby authorize my insurance benefits to be paid directly to the dentists. | am financially responsible for any
balances due and authorize the dentists to release any information for this claim. | authorize that my records can be
used by the doctor if he so determines. In consideration of the services rendered to me by this dental office, | am
obligated to pay said office in accordance with its credit terms and policy.

I consent to making of videotapes, photographs, and x-rays before, during, and after treatment, and to use the same
by the doctor in scientific papers, demonstrations and/or presentations.

| certify that | have read or had read to me the contents of this form and do realize the risks and limitations involved.

SIGNATURE - PATIENT / GUARDIAN DATE

WITNESS SIGNATURE DATE

—

v2012 Kois Center, LLC To reorder, please visit: www.koiscenter.com
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Patient’s Name Nickname Date of Birth
LAST FIRST INTIAL
Parent's/Guardian’s Name Relationship to Patient
Address
PO OR MAILING ADDRESS cITY STATE ZiP CODE
Phone Sex M FQ
Home Work
Have you (the parent/guardian) or the patient had any of the following diseases or ProbIEMS? ........cciiiiiiiiiiii e QYes WNo

1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, ~3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

4 Anemia Q Cancer O Epilepsy Q HIV +/AIDS Q Mononucleosis A Thyroid

3 Arthritis Q Cerebral Palsy 4 Fainting O Immunizations O Mumps 1 Tobacco/Drug Use
O Asthma O Chicken Pox Q Growth Problems 4 Kidney U Pregnancy (teens) 4 Tuberculosis

O Bladder Q Chronic Sinusitis QO Hearing 0 Latex allergy 0 Rheumatic fever 1 Venereal Disease
U Bleeding disorders U Diabetes O Heart Q Liver QO Seizures Q Other

4 Bones/Joints U Ear Aches Q Hepatitis O Measles Q Sickle cell

Please list the name and phone number of the child’s physician:

Name of Physician Phone

711d ‘ﬁC‘JfC)I"Q Yes No

Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ..., 1.0 Q4
If yes, please list:

2. s the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2.8 a

3. s the child allergic to anything else, such as certain foods? If yes, please explain: 3.8

4. How would you describe the child’s eating habits?

5. Has the child ever had a serious illness? If yes, when: Please describe: 5.0 Q

6. Has the child ever been NOSPAIZEAR s rusmmsrmmsusms v vvsssmrsmmmmsassvenseses s e s st i s e ses s o5 oxsss e s s s ona s s s s s s dsns vy v smssstn s 6. 4d Q

7. Does the child have a history of any other illnesses? If yes, please list: 7.Q 04

8. Has the child ever received a general anesthetiC? ..iiciiiiiiiiinii i e e cxnesssses s sy it Sxenfalindiin s seooserornensrnnnssnsnsssssvanns 8. a Q4

9. Does the child have any Inherted ProbIEMIST. s q s imsistiviits msssmanssinssisssssmmssorsis yrasmsssarms s vansnssessessssss b SO I i b s conmu s e s s sssssmronens 9.0 Q
10. Does the child have any speech difficulties?.. " o a
11. Has the child ever had a blood ransfuSion?. s ssws e s i s v 0l B S B B ccecoram e o a
12. Is the child physically, mentally, or emotionally IMPAIrETT? ....eeceesimiiiiiiiimmmmeismmsmiommsiisarimesivisssmmesesss ARSI Gl i i3l esres o ereranes a u
13. Does the child experience excessive bleading WHen CULT ........vi it ranis s e sssrencden s Fodssn aims s oy sk oo b . a a
14, |s the child currently being treated for any MNESSEST i iiwieesiirmmuiiiisimmmnrsiruin i isseseiieeimine s e et oo b ik vesaseneseaennnt a a
15. s this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: g Q
16. Has the child had any problem with dental treatment in the Past? ... i s s e is asaiwe e e 16. Q 4
17. Has the child ever had dental radiographs (X-rays) 8XPOSEAT ...ccciureeiiniisssunmmmntsssossmessssssesisisnnnsieesisaninnesssres AT e mBE c1uressvssssassasteasessiionse 17. 0 QO
18. Has the child ever suffered any injuries to the mouth, head or teeth? .......ccccciiiiiiiiii s Q Q
19. Has the child had any problems with the eruption or shedding of teeth? .......coovviiiiiiiiiii s c19. 8 O
20. Has the child had any orthodontiC TFEAIMENT? .......c..iii it e re e e e e e e e bt s Sda e e e as s ss bt e xS b un e 2b s enncne s annes .a a
21. What type of water does your child drink? 1 City water 1 Well water 1 Bottled water 1 Filtered water
22, Does the child take flUoride SUPPIEMENEST . ... i s EhTh s s s s o e e e e e s 22. &1
P TR T3 TV To T T (=0 o To 4 ay s Tz Lo (30T LT =Y o OOt o P -1 A e PP o 23. 3 -Q
24, How many times are the child’s teeth brushed per day? When are the teeth brushed? 24. 3 Q
25. Does the child suck his/her thumb, fINGErs OF PACITIEI?.....oiiiiiiiiiii e aae s s b et e 25.Q 0
26. At what age did the child stop bottle feeding? Age Breast feeding? Age
27. Does child participate in active recreational @CHVIIES? ......cciii i s 27. a4 Q

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | 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.

Parent’s/Guardian’s Signature Date

For completion by dentist
Comments

For Office Use Only: O Medical Alert QO Premedication  Q Allergies 0 Anesthesia ~ Reviewed by
Date

© American Dental Association, 2006 To Reorder call 1-800-947-4746
Form S707 or go online at www.adacatalog.org




Mukilteo Smiles
Stacey C. Sype, DDS, PLLC

Responsibility and Consent Statement

Patient:

I give my consent to any advisable and necessary dental procedures, medications, or
anesthetics to be administered by the attending dentist or by the supervised staff for
diagnostic purposes or dental treatment.

[ understand and acknowledge that I am financially responsible for the services provided
for myself or the named above, regardless of insurance coverage.

For your convenience, we will submit your insurance claims but you are ultimately
responsible for your own account balance. Most insurance companies do not cover 100%
of all services; therefore your “estimated” portion is due at time of service. Please be
aware if any portion of your claim is denied, you are responsible for the balance. Please
monitor your monthly statement and notify us promptly if insurance payments have not
been applied to your account within 45 days.

In some instances, when scheduling a major restorative appointment, a 50% deposit may
be required.

To better serve our patients we accept cash, personal check, Visa, MasterCard and
Discover. Care Credit financing is available upon approval offering no interest and
extended payment plans with low interest. There is a $37 charge for any returned check.

To better utilize time available for patient care, we require 48 hours notice for
appointment changes or cancellations. Broken or changed appointments without
proper notice are subject to a $25 per ¥ hour of reserved appointment time.

Signature Date

If this Consent is signed by a guardian on behalf of patient, please complete the
following:

Guardian’s Name:

Relationship to Patient:




Acknowledgement of Receipt of
Statement of Privacy Practices

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of
Mukilteo Smiles. The Statement of Privacy Practices describes the types of uses and disclosures of my
protected health information that might occur in my treatment, payment for services, or in the
performance of office health care operations. The Statement of Privacy Practices also describes my rights
and the responsibilities and duties of this office with respect to my protected health information. The
Statement of Privacy Practices is also posted in the facility.

Mukilteo Smiles reserves the right to change the privacy practices currently described in the Statement of
Privacy Practices. If privacy practices change, I will be offered a copy of the revised Statement of
Privacy Practices at the time of my first visit after the revisions become effective. I may also obtain a
revised Statement of Privacy Practices by requesting that one be mailed or otherwise transmitted to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

in addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified
below. (I understand that the default answer is “NO”. Without indicating “YES” in answer to the each
individual question, personal protected (PHI) cannot be shared with anyone unless otherwise allowed
by HIPAA rules.)

Spouse only OYES |[ONO
Any Member of my immediate family: (Spouse, Children, Children’s Spouses) | (1YES | LINO
Any Member of my extended family: (Parents, Grandchildren) COYES |[INO
Other- OYES |[INO

Name of patient (please print):

Patient signature:

Patient’s personal representative: (Please Print):

Personal Representative’s signature:

Representative’s Telephone Number: Date:

OFFICE USE ONLY BELOW THIS LINE

Acknowledgement Not Obtained

Provided Prior to
Treatment? L YES LNO Date Statement Provided:

Needed more time to review Statement

Reason for not obtaining

patient signature Wanted to consult another person before signing

Physically unable to sign

No reason offered

mERmEEwEE x) §w

Other:

Mukilteo Smiles
4901 - 81st Place SW * Mukilieo * Washington * 98275 * 425-438-2400




Authorization and Consent
To Send Unencrypted Patient Information by Email and Other
Electronic Means

Until | tell you in writing to stop, | authorize Mukilteo Smiles, Stacey C. Sype, DDS,
PLLC to transmit patient information relating to my treatment, health, or payment by
email or other electronic means, without encryption or special security precautions, to
me or someone | designate, or to other health care providers, health plans and others
involved in my treatment, payment for my treatment, or Mukilteo Smiles, Stacey C.
Sype, DDS, PLLC health care operations. The patient information that may be emailed
may include my x-rays, health history, diagnosis, treatment, and payment records.

| understand that:

e | do not have to sign this form.

e My treatment, payment, enroliment and eligibility for benefits will not be affected
by my decision about signing this form.

e If I don’t sign this form, Mukilteo Smiles, Stacey C. Sype, DDS, PLLC may use
other ways to send my information, such as U.S. Mail, or may ask me to send my
information to third parties myself.

e There is some risk that emails and other electronic messages may be improperly
acquired by hackers or received by unintended recipients. If that happens, the
information may be redisclosed and no longer protected by privacy law.

e Mukilteo Smiles, Stacey C. Sype, DDS, PLLC does not email such sensitive
personal information as Social Security number, credit card number, mental
health diagnosis, genetic information, alcohol/substance abuse, or positive HIV
status unless the patient insists.

| can tell you in writing to stop emailing my patient information at any time, but if | do so,

this will not affect emails that Mukilteo Smiles, Stacey C. Sype, DDS, PLLC already sent
before receiving my written instructions to stop.

Patient name (please print)

Signature: Date:

Reproduction of this material by dentists and their staff is permitted. Any other
use, duplication or distribution by any other party requires prior written
permission from the American Dental Association.

© 2014 American Dental Association. All rights reserved.




Statement of Privacy Practices

MukKilteo Smiles

Our office is dedicated to protect the privacy rights of our patients and the confidential information
entrusted to us. It is a requirement of this practice that every employee receive appropriate training and
is dedicated to the principal concept that your health information shall never be compromised. We may,
from time to time, amend our privacy policies and practices but will always inform you of any changes that
might affect your our obligations and your rights.

Protecting your Personal Healthcare Information

We use and disclose the information we collect from you only as allowed by the Health Insurance
Portability and Accountability Act and the state of Washington. This includes issues relating to your
treatment, payment, and our health care operations. Your personal health information will never be
otherwise given or disclosed to anyone — even family members — without your consent or written
authorization. You, of course, may give written authorization for us to disclose your information to
anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to
make certain that the confidentiality, integrity, and access to your records is always protected. Our
privacy policy and practices apply to all former, current, and future patients, so you can be confident that
your protected health information will never be improperly disclosed or released.

Collecting Protected Healthcare Information (PHI)

We will only request personal information needed to provide our standard of quality health care,
implement payment activities, conduct normal health practice operations, and comply with the law. This
may include your name, address, telephone number(s), Social Security Number, employment data,
medical history, health records, etc. While most of the information will be collected from you, we may
obtain information from third parties if it is deemed necessary. Regardless of the source, your personal
information will always be protected to the full extent of the law.

Disclosure of your Protected Healthcare Information

As stated above, we may disclose information as required by law. We are obligated to provide
information to law enforcement and governmental officials under certain circumstances. We will not use
your information for marketing or fund-raising purposes without your written consent. We may use and/or
disclose your health information to communicate reminders about your appointments including voicemail
messages, answering machines, and postcards unless you direct us otherwise. We will never use,
disclose, sell, or otherwise allow access to your personal, protected information in exchange for or receipt
of financial remuneration.

Any breach in the protection of your personal health information, including unauthorized acquisition,
access, use, or disclosure, will be fully investigated, addressed, and mitigated as established by the
HIPAA Privacy Breach Notification Rule. You have a right to and will.be provided all information relating
to any breach involving your personal PHI

Your Rights as our Patient

You have a right to request copies of your healthcare information; to request copies in a variety of
formats; and to request a list of instances in which we, or our business associates, have disclosed your
protected information for uses other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights have been violated, we
urge you to notify us immediately. You can also notify the U.S. Department of Health and Human
Services.

An expanded, and complete copy of our Statement of Privacy Practices, is available for your review.

Mukilteo Smiles
43901 - 81st Place SW * Mukilteo * Washington * 98275 * 425-438-2400




