Patient Number ABC HEALTH HISTOHY & REGISTRATION

PATIENT INFORMATION
PATIENT'S NAME Last First._ Middle Initial _SEX: M F BIRTHDATE AGE
Sac. Sec. # If Patient is a Minor, give Parent’s or Guardian's Name TODAY'S DATE
Who May We Thank for Referring You to our Office? Reason for this Visit

—
RESPONSIBLE PARTY INFORMATION

NAME Last First Middle Initial — MARITAL STATUS
RESIDENCE Street Apt. # City State Zip

MAILING ADDRESS Street Apt. # City State Zip

HOW LONG AT THIS ADDRESS HOME PHONE CELL PHONE

WORK PHONE E-MAIL

PREVIOUS ADDRESS (if less than 3 yrs.) Street City State Zip How Long
SOCIAL SECURITY # BIRTHDATE DRIVER'S LICENSE # RELATION TO PATIENT
EMPLOYER OCCUPATION NO. YEARS EMPLOYED

RESPONSIBLE PARTY'S SPOUSE

EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAME
EMPLOYER - OCCUPATION ) e RELATIONSHIP
S0C. SEC. # BIRTHDATE o ewsamor Il ADDRESS CITY, STATE
HOME PH. CELL PH. HOME PH. CELL PH.

WORK PH. E-MAIL WORK PH.

If you have d

coverage, complete this for the second coverage.

DENTAL INSURANCE INFORMATION (Primary Carrier)
Insured’s Name
Insurance Co. E-MAIL
Insurance Co. Address

Insured’s Name
Insurance Co. E-MAIL
Insurance Go. Address

Insured's Employer Insured's Employer

Insured's Soc. Sec. # Local #

Group #

Insured’s Soc. Sec. #- Group # Local #

It is important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

*DENTAL HISTORY* YES NO *MEDICAL HISTORY* YES NO
_ HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? Bl u]
[Last COMPLETE Dental Exam, Date: | Are you under a PHYSICIAN'S CARE now? | m]
| Last FULL MOUTH X- HAYS DATE: (16 Small Films or Panoramic) For what?
Are you having PROBLEMS now? o O | What MEDICATIONS are you currently taking?
WHAT?
Is your present dental health POOR? ] [m] Have you ever taken Fen-Phen/Redux? o o
Do you wear DENTURES? (Partials or Full) O i) Are vou PREGNANT? o [m]
xe 5|rdou uu::app: with your dg:tures‘? = o )0 you use cigars/cigarettes, pipe or chewing tobacco? (circle) 0 H
'ould you like to know more about 5
PERMANENT REPLACEMENTS? o o PLEASE v YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
Are you APPREHEN_S_}_VE about dental treatment? o m] AIDS/HIV Pos. o o Faintin O O Psychiatrc care & i
Have you had any PERIODONTAL (GUM) treatments? ] O | Anaphylaxis o o Food aﬂsmies O O Rapidweight gainfoss g 0
Do your gums BLEED, or feel TENDER or IRRITATED? O S R G O (el 4 o mm g
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circle) O ] Artificial heart valves o o Heart murmur O O Rheumatic/scarlet faver o O
Are you UNHAPPY with the APPEARANCE of your teeth? o O | Aificial joints O O  Heartproblems pemsosy O O Shingles o o
Are you aware of GRINDING or CLENCHING yourteet? 0 O |4 vy O O Honophlasowmmsw O O S0 5 o
Do you have HEADACHES, EARACHES, or NECK PAINS? ] ] Back problems 0 B Herpes o o Smna Bifida & 0
Have you worn BRACES on your teeth (ORTHODONTICS) m] O | Blood disease O O  Hepailis o o B H
Do you have DISCOLORED testh that bother you? O O |Getdoedeny O 0O y;ﬂ“ ahod ke 3 B ’Hﬁ}g";‘f‘ﬁm, dis: & H
Would you like your smile to LOOK BETTER or DIFFERENT? O (m] Chemotherapy g o mw disease ormatfunction O O disease ormafunction O O
O o FEGULARLY s OENTAL F0SS7 oo |Emgmier 00 jesm, 5 gEeM oo
i ist: Cough (persistent) o O (fatex, wool, matal chennicals] Tuberculosis g .0
. Cough up blood O O Miralvalve proapse O O UlerCoitis o o
City: State: Diabetes o o Nervous pmtﬁems O O \Venereal disease 2 0
Epilepsy o o Pacemaker/heart surgery a O
How Ry e W0 o teee? ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS?
Please RANK the following in the order in which they would
KEEP YOU FROM having dental treatment. o Gl bl sl i s
Are you aware of being allergic to any other medications or substances?
FEAR of pain . LACK of concem # Mo plonsarligt: :
Is there any other Medical or Dental information that you feel | should know about?
COST of treatment i MISSING work fime # FAMILY PHYSICIAN PHONE E-MAIL
PATIENT Signature (Parent of Child) Date: DENTIST Signature
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Protecting Your
{7 (onfidential Health Information
is Important to Us

Notice of Privacy Practices
This notice describes how health information about

ou may be used and disclosed and how you can get
Eccess E: this information. Please review it carefu?ly.

Our &%
= Promise! =S

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
o 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.

/g:‘,f
- Qﬁl 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 reqular 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 cateqories 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.

Stuart Winter, D.M.D
8605 Ralston Rd. * Arvada, CO 80002-2350  (303) 424-4567



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

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 requlations requlating 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

Patient Acknowledgment
Patient Name(s):;

Thank you very much for taking time to review how we are carefully using your health
information. If you have any questions we want to hear from you. If not, we would appreciate
very much your acknowledging your receipt of our policy by signing and

returning this card. We look forward to seeing you again soon!

Patient Signature @
il
Date / / =

For additional information about the matters discussed in this notice,
please contact our Privacy Officer.

Effective Date:

your health information other than with your written authorization. You may revoke that
authorization in writing at any time.

4% PATIENT RIGHTS

) 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 exprss 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.
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