mukilteo

1 smiles

Patient Information

Name: Preferred Name:

Home Address: City: State Zip:
Home #: Work #: Mobile #:

Email:

Sex: M /F BirthDate: __/ _/ SS#:

Family Status (circle): Single Married Divorced Child Spouse’s Name:

Whom may we thank for referring you to our practice?

Person Responsible for Account

Name of responsible party:

Relationship to patient (Circle): Self Spouse Parent Other:

Home Address: City: State: Zip:
Home #: Work #: Mobile #:
Email:
BirthDate: _ / _/ SS#:
C 0 C

In the event of an emergency, whom should we contact? Name

Relationship Home #: Work #: Mobile #:

Employment Information

Employer Name: Phone:

Address:

Insurance Information (Primary)

Name of Insured: Relationship to patient:

Insured BirthDate: ___ /. / Insurance Plan Name:

Group Name: Group Number: ID#

Insurance Co Phone #: Claims Address




Insurance Information (Secondary)

Name of Insured: Relationship to patient:

Insured BirthDate: __/___/

Insurance Plan Name: Insurance Co Phone #:

Claims Address

City, State, Zip

Group #: ID #:

Cancellations and Missed Appointments

To better utilize time available for patient care, we require 48 hours advance notice of a cancellation. Patients
who do not provide 48 hours notice of a cancellation or who do not present for a scheduled appointment
may be charged a fee. Broken or changed appointments without proper notice are subject to a $25 per %
hour of reserved appointment time.

I have read the Cancellation and Missed Appointment Policy. I understand and agree to this Policy.

Signature Date

Authorization and Responsibility

[ understand and acknowledge I am financially responsible for the services provided for myself or the named
above, regardless of insurance coverage. Your estimated portion is due at time of service. I understand that
I am financially responsible for all charges whether or not paid by insurance.

[ authorize the dentist to release all information necessary to secure the payment of benefits.

[ authorize my insurance company to pay to the dentist or the dental group all insurance benefits otherwise
payable to me for services rendered. I authorize the use of this signature on all insurance submissions.

Signature Date

Electronic Communications

I consent to receiving HIPAA compliant electronic communications, such as email and text messages. |
understand that there is no obligation to receive these electronic communications. Message/data rates may
apply, and [ may opt -out of receiving electronic communications at any time.

I acknowledge the electronic communications are not encrypted and 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.

Signature: Date




ADA.
Child Health/Dental History Form Ao Dl Aodation

www.ada.org

Patient’s Name Nickname Date of Birth
LAST FIRST INITIAL
Parent’s/Guardian’s Name Relationship to Patient
Address
PC OR MAILING ADDRESS CiTY STATE ZIP CODE
Phone Sex MU FQ
Home Work
Have you (the parent/guardian) or the patient had any of the following JISEaSES OF PrOBIBIMS? .....v.veereeeeeeeereee e eree oo oo dYes UNo

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:

O Anemia U Cancer O Epilepsy Q HIV +/AIDS O Mononucleosis O Thyroid

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

Q Bladder Q Chronic Sinusitis Q Hearing Q Latex allergy O Rheumatic fever Q Venereal Disease
U Bleeding disorders {4 Diabetes O Heart Q Liver Q Seizures Q Other,

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

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

Name of Physician Phone
/»\;'\E‘ ' §»--§~<; vin e d)
wnlla s misTor y Yes No
1. lIs the child taking any prescription and/or over the counter medications or vitamin supplements at this IME? ...c..cevvrieeeieeeeeee e eeiee s 1. 0O

If yes, please list:

2. ls the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2. Q
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3. 40 Q4
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
6. Has the child ever DEEN NOSPITAIIZEUT ......ui ittt e et e e e et e ea e e e R b e e b e s b e s he e b b e beeabesbeebassbeebessbeesen et rennnennes 6. O QO
7. Does the child have a history of any other illnesses? If yes, please list: 7. Q0
8. Has the child ever received a general @nesthetic? .....civw it issssessrorsotorsessesses shike i85 5 B Bihuns v egsemennrnsemensersnesnssene 8. 4 Q
9. Does the child have any inherited problems?......... .9.0 Q
10. Does the child have any speech diffilcUtieS?.......uvvviviiiiiiiiiieiieiei ..10.ad Q
11. Has the child ever had a blood transfusion2. s msmsmssnmsmmmssesaanin .11..0 4
12. Is the child physically, mentally, or @mMotioNally IMPAIEAT ...veii it et sr e et ssste s et s e s b s e s e eree s a e e st e s eneesianeeeneeeereeateeeens 12.Q Q
13. Does the child experience excessive DIEediNg WNEN CUL? ... saa e s e e e s be e s b e s s abe s erneearaseesareestesenrneens 13.Q Q
14. s the child currently Deing treated fOr @NY MINESSES? ..oi i i ettt e e et et e e s e e s e e e ta e s e e eat eraeesae emee s e eesenenn e e e naneerenenenens 14. 0 Q
15. Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: 15..0 Q4
16. Has the child had any problem with dental treatment IN the PAST? ..vv..iv i s e s st a e s e e e e etenereaeeineas 16.Qd Q4
17. Has the child ever had dental radiographs (X-rays) EXPOSEUT ..viiuiiiueriireiieiite e ettt ete e ee e eereeers e sreessreeaabesserae s deas s atee e Eh b e e seeeesieeessetesenessaeeaaes 17.Q Q
18. Has the child ever suffered any injuries to the Mouth, NEad OF tEETNT ...c... i et ee e e a e s een e s 186.Q QO
19. Has the child had any problems with the eruption or shedding of teeth? ... .19. 0 Q
20. Has the child had any orthodONTIC trEAIMENT? ..iiiiie e e e e e e e e e e e e st r e et e s e esesebbab e teeesseesses s ear e s seeaeesee s e st i e e ananenn 20.aQ Q
21. What type of water does your child drink? QO City water 1O Well water QO Bottled water QO Filtered water
22. Does the child take flUOKide SUPPIEMENTS? ... ..o e e e ettt e e et e s s e eE s e s s b te e e e s aaeeassesanesseaseeseesrteeeesaseteaeannane 22.0 Q
23. Is fluoride t00ThPaste USEA? ... ... ettt h e e h bt oo R b bt e ettt e e ek b b e s a2+ shAe e e e bea e e e e amreeeessaeeeesressnanaans 23.4Q Q
24, How many times are the child’s teeth brushed per day? When are the teeth brushed? 24.Q Q
25. Does the child suck his/her thumb, fingers of pacifier?.......cminnmn s e s L D0 25.3 Q4
26. At what age did the child stop bottle feeding? Age Breast feeding? Age
27. Does child participate in active recreational aGHVIHEST viwussssssssssvmmm s snssevsssrivisssssssy s sssswss o o vivir 1o s sasvassihs s oy sives ies sams soowsss sosvss e svasaman 27.4a 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: 1 Medical Alert  Q Premedication O Allergies QO Anesthesia  Reviewed by
Date
© American Dental Association, 2006 To Reorder call 1-800-947-4746

Form S707 or go online at www.adacatalog.org




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 | [NO
Any Member of my immediate family: (Spouse, Children, Children’s Spouses) | 0 YES | ONO
Any Member of my extended family: (Parents, Grandchildren) LJYES | CONO
Other- OYES |[ONO

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

AcKknowledgement Not Obtained

Provided Prior to

|
Treatment? LOYES |ONO

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

o0 0/go|a

Other:

Mukilteo Smiles
4430 106th St. SW, Ste. 101 * Mukilteo * Washington * 98275 * 425-438-2400




Statement of Privacy Practices

MukKilteo Smiiles

Our office is dedicated to protect the privacy rights of our patients and the confidential information
entrusted to us. Itis 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 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 o 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
4430 106th St. SW, Ste. 101 * Mukilteo * Washington * 98275 * 425-438-2400




