DENTAL REGISTRATION AND HISTORY

Date

SS/HIC/Patient ID #

Patient Name

i ] PATIENT INFORMATION 2 DENTAL INSURANCE

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Last Name
Group #
First Na Middle Initial z Frcd 5
et e L g Is patient covered by additional insurance? [JYes [JNo
Address
Subscribers Name
E-mail .
Birthdate SS#
City ; . .
Relationship to Patient
State Zip
Insurance Co.
Sex M [F Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[ Married ] Widowed 1 Single ] Minor | certify that |, and/or my dependent(s}, have insurance coverage with
f and assign directly o
[] Separated [ Divorced [ Partnered for years NEma ol ISUrsrea: Corpanylies)
Patient Employer/School Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
Employer/School Address the use of my signature on all insurance submissions.
The above-named dentist may use my health care information and may disclose
such information 1o the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
: my current treatment plan is completed or one year from the date signed below.
Spouse’s Name
Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SS#
Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you? : s
Date Relationship to Patient
@ PHONE NUMBERS
Home ( ) Work ( ) Ext Cell Phone ( )
Spouse’s Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship

Home Phone ( ) Work Phone ( )

DENTAL HISTORY

Reason for today’s visit Burning sensation on tongue [dYes [1No Mouth breathing [dYes [1No
Chew on one side of mouth [dYes [1No Mouth pain, brushing [JYes []No
Cigarette, pipe, or cigar smoking []1Yes []No Orthodontic treatment [TYes [ No
Former Dentist Clicking or popping jaw [Yes []No Pain around ear [OYes [INo
City/State Dry mouth [OYes []No Periodontal treatment [IYes [ No
o Fingernail biting [IYes [ No Sensitivity to cold [JYes [1No
Date of last dental visit - et
Food collection between the teeth [1Yes [JNo Sensitivity to heat OYes [ No
Date of last dental X-rays Foreign objects [IYes []No Sensitivity to sweets CYes [1No
Place a mark on “yes” or “no” to indicate if you ~ Grinding teeth OYes [No Sensitivity when biting OYes [1No
have had any of the following: Gums swollen or tender [OYes [1No Sores or growths in your mouth [JYes []No
Bad breath [JYes []No Jaw pain or tiredness [JYes []No How often do you floss?
Bleeding gums [JYes [ONo Lip or cheek biting [dYes [1No
Blisters on lips or mouth [OYes [[INo Loose teeth or broken fillings [OYes [1No How often do you brush?
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&HEALTH HISTORY

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred ta as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [1Yes [ No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV [JYes [1No Epilepsy [1Yes [INo Respiratory Disease [JYes [No
Anemia [dYes [INo Fainting or dizziness [JYes [No Rheumatic Fever [JYes [dNo
Arthritis, Rheumatism [OYes [No Glaucoma [OYes []No Scarlet Fever [Yes [1No
Artificial Heart Valves [1Yes [1No Headaches [OYes []No Shortness of Breath [OYes []No
Artificial Joints [OYes []No Heart Murmur [OYes []No Sinus Trouble [JYes [1No
Asthma [1Yes [1No Heart Problems [JYes [ No Skin Rash [OYes []No
Back Problems [dYes [INo Hepatitis Type [OYes [No Special Diet [JYes [1No
Bleeding abnormally, with [dYes [1No Herpes [JYes []No Stroke [dYes [INo
extractions or surgery High Blood Pressure (Yes [JNo Swollen Feet or Ankles OYes [No
Blood Disease ClYes [1No Jaundice OYes [ONo Swollen Neck Glands OYes [No
Cancer ClYes [1No Jaw Pain CYes [JNo Thyroid Problems [Yes [1No
Chemical Dependency LlYes [1No Kidney Disease [1Yes [JNo Tonsilltis OYes [INo
Chemotherapy ClYes [INo Liver Disease CYes [JNo Tuberculosis CYes [ONo
Circulatory Problems LlYes [1No Low Blood Pressure (OYes [JNo Tumor or growth on head or  [JYes [ No
Congenital Heart Lesions [(dYes [INo Mitral Valve Prolapse [JYes []No neck
Cortisone Treatments [(OYes [1No Nervous Problems [1Yes [INo Ulcer [OYes [1No
Cough, persistent or bloody []Yes []Na Pacemaker [1Yes [1No Venereal Disease [OYes [1No
Diabetes [JYes [No Psychiatric Care [IYes [No Weight Loss, unexplained [JYes []No
Emphysema ClYes [1No Radiation Treatment OYes ONo

Do you wear contact lenses? [1Yes [ No

Women:

Are you pregnant? []Yes []No Due date Are you nursing? [1Yes [JNo

Taking birth control pills? [JYes [1No

MEDICATIONS ALLERGIES
L_ist any medications you are currently taking and the correlating diagno- [] Aspirin [[] Local Anesthetic
o [] Barbiturates (Sleeping pills) [ Penicillin
[ Codeine [] Sulfa

Pharmacy Name L] lodine [ Other.
Phone ( ) [ Latex

! ' b UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? []Yes [] No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date

Has there been any change in your health since your last dental appointment? []Yes [ No

For what conditions?

Are you taking any new medications? If so, what?

Patient’s Signature Date

Doctor's Signature Date




Palmer & Associates Dentistry Financial Policy June 22, 2005

Regarding Payments
e All payments are due in full at time of service. Please be prepared to make your payment, (see options below).
e Payment options: (Cash, Check, Visa, MasterCard, Discover, CareCredit (Dental credit card)
e We reserve the right to assess a re-billing fee of $20 per mailed billing statement.

Regarding Insurance

e All deductibles and patient portions are due at time of service.

e We cannot bill your dental insurance company unless we have your accurate insurance information.

e We do not bill secondary insurance. We will be happy to print a claim for you so you may file your secondary insurance
company.

o We will make every attempt to verify your insurance coverage prior to starting treatment, however; it is your insurance policy,
and you are ultimately responsible for knowing your benefits and coverage. This is for your benefit so that misunderstandings
between you and your insurance company are not an expensive surprise.

e We may accept assignment of insurance benefits directly. This is done so that you do not have to pay 100% of treatment fees
upfront and then wait for insurance to reimburse you.

e The account balance is your responsibility whether your insurance company pays or not. Your insurance policy is a contract
between you and your insurance company and we are not a party to that contract. We will be happy to help you understand your
coverage in order to minimize personal expenses as much as possible.

e Please understand that it is our job to treat your dental needs. We may recommend treatments that we feel are necessary but that
may not be covered at 100%, or may not be covered at all. We do understand that it is your decision to choose dental treatments,
but we cannot be held responsible for the fact that your insurance plan may not cover what is best for you. The original purpose
of insurance was to supplement unforeseen expenses, not to dictate treatment.

e |If your insurance company has not paid your account within 30 days, the account balance will be automatically transferred to
you. It is our opinion that 30 days is more than enough time for an insurance company to make a payment on dental treatment
that is listed as a benefit in their contract with you. Since the contract is not between the insurance company and our office we
have very little leverage in getting them to pay us. You and your employer are their customers and they will respond to requests
by you much more favorably.

Regarding Participating Provider Insurance
e All co-pays and deductibles are due prior to treatment
¢ Inthe event that your insurance coverage changes, refer to information in above paragraph.

Regarding Usual and Customary Rates (UCR)
e  Our practice is committed to providing the best treatment for our patients and we charge a fair fee. You are responsible for
payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

Regarding Minor Patients
e  The adult accompanying a minor or parent or guardian of the minor is responsible for full payment. Unaccompanied minors, pre-
arrangements can be made over the phone for credit card payments. If you prefer to send cash or check, please call our office
prior to appointment for estimation of fees.
e For minors of separated or divorced parents, account payment ultimately lies with the guardian of record.

Regarding Missed Appointments
e Unless cancelled at least 24 hours in advance, a charge of $30 will be added to your account (longer scheduled appointments will
incur a charge of $30 per hour).

I/We have read the financial policy; I/We understand and agree to this financial policy:

X X
(Signature of patient or responsible party) (Date) (Signature of Co- responsible party) (Date)

Minor/ Other family members covered by this agreement:
1.

2
3.
4



PALMER & ASSOCIATES DENTISTRY

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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicabie federal and statc law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal dutics, and your rights concerning your heafth
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes offect 41412003 and will remain in cffect until we replace it

Woe rescerve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicaole law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice cffective for all health information that we maintain. including health information we creat-
cd or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may requaest a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copics of this Notice, plecasc contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We usc and disclosc health information about you for treatment, payment. and healthcare operations. For cxample:

Treatment: We may use or disclose your health information to a physician or other heaithcare provider pro-
viding treatment to you.

Payment: We may usc and disclosc your health information to obtain payment for scrvices we provide to you.

Healthcare Operations: Wo may usc and disclosc your health information in connection with our healthcare opor-
ations. Healthcarc operations include guatity assessment and improvement activities. reviewing the competence or
gualifications of healthcare professionals, cvaluating practitioner and provider performance. conducting training
programs, accreditation, certification, licensing or credentialing activitics.

Your Authorization: In addition to our usc of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to usc your healtn information or to disclose it to anyone for any pur-
posc. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in cffect. Unicss you give us a written authorization, we
cannot usc or disclosc your health inforration for any reason cxcept those described in this Notice.

To Your Family and Friends: Wc must disclose your health information to you. as described in the Paticnt
Rights scction of this Notice. We may disclosc your health information to a family member. fricnd or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so

Persons Involved In Care: Wec may usc or disclosc health information to notify, or assist in the notification of
(including identifying or locating) a family member. your personal representative or another person responsible for
your care. of your location, your gencral condition, or death. If you arc present. then prior to use or disclosure of your
health information. we will provide you with an opportunity to object to such uses or disclosures. In the cvent of your
incapacity or cmergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is dircctly relevant to the person's involvement in your
healthcare. We will also usc our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to oick up filled prescriptions, medical supplics, x-rays. or
other similar forms of health informaticon.

Marketing Health-Related Services: We will not usc your health information for marketing communications
without your writtcn authorization.

Required by Law: WWc may usc or disclosc your health information when we arce required to do so by law.

Abuse or Neglect: We may disclosc your health information to appropriate authorities if we reascnably belicve that
you arc a possible victim of abusc. neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your hiealth or safety or the health
or safcty of others



National Security: \We may i :iose o military aulinerities the heslth information of Armed Forces personnel under
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Palmer & Associates Dentistry

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

! , have received a copy of this

office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

O individual refused to sign
[0 Communications barriers prohibited obtaining the acknowledgement

[0 Anemergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

© 2002 American Dental Associstion

All Rights Reserved

Reproduction and uss of Lhis form by dentists and their sLalf s permitted. Any other use. duplication or disiribution of this form by any other party requires the priof
writzen approval of the American Dentat Associstion.

This Form is sducational only, does not constitute legal advice, and cavers only federal, NOt state, law {August 14, 2002).





