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—5 ) HEALTH HISTORY.

Physician’s Name ; Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include oombinatlons of Ionimm, Adupex Fastin {brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). (] Yes N~

Place a mark on “yes” or “no” to indicate if you have had any of the following: | 5
AIDS/HIV Yes []No Epilepsy . Yes []No Respiratory Disease ~ [OYes [1No
Anemia | Yes []No Fainting or dizziness Yes [JNo Rheumatic Fever " [JYes [INo
 Arthritis, Rheumatism Yes [JNo  Glaucoma Yes [INo Scarlet Fever ~.[dYes [INo
Artificial Heart Valves Yes [JNo  Headaches =’ | Yes [INo Shortnessof Breath [ 1Yes [INo
Artificial Joints ~~ _~ [JYes [ONo ,  HeartMurmur Yes [JNo SinusTrouble . . [lYes [ONo
Asthma ‘ " [OYes [INo  HeartProbléms Yes [INo Skin Rash ~ [OYes [INo
Back Problems Yes [ No Hepatitis Type ___  [Yes [(INo  Special Diet Yes [JNo
Bleeding abnormally, with “L.1Yes No Herpes B Yes [JNo Stroke | | Yes [ No
extractions or surgery . - High Blood Pressure Yes [JNo . Swollen Feet or Ankles Yes
Blood Disease Yes [INo  jaundice Yes Swollen Neck Glands Yes
Cancer - Yes LINo jaw Pain st 8 Yes Thyroid Problems Yes
Chemical Dependency JYes [1No  Kidney Disease 1Y Tormilitls —— 0" ¥
v Yes LINo  LiverDisease © [Yes Tuberculosis Yes [
Circulatory Problems . [Yes [INo | ow Blood Pressure Yes [ Tumor or growth on head or [JYes
Congemtal Heart Les:ons Yes No Mitral Valve Prolapse 1 Yes No neck '
Cortisone Treatments Yes [ INo = " Nervous Problems Yes MNo Ulcer e . Yes
Cough, pers!stent or bioody Yes [ |No pﬁémaker - Yes [ No Venereal Disease e i el IR
DMBOs: . o 5son | Yes [INo ' pgychiatric Care Yes [No  WeightLoss, unexplained  [JYes [

'Emphysema o HYes TINo - - Radiation Treatment | Yes [ No

§8585%%

238727

ZZ%

Do you wear contact lenses? [J1Yes [JNo
Are you pregnant? [JYes [INo - Duedate_ -~ Are you nursing? [] Yes No
Taking birth controf pilis? [JYes [ONo

MEDICATIONS. | 2 4 . ALLERGIES

List any medications you are currenﬁy taﬁng and the conalating dlagno- | Aspirin | Local Anesthetic
.sis - . :

Barbiturates (Sleeping pills) 1 Penicillin

Codeine Semaer Sulfa

. -4

lodine _ | R _LOther

Latex

(To be filled in at future appointments)

~§ ) UPDATES

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 _ R | | e g

Doctor's Signature (i B giris o i st __ Date

:ﬂli..iill.j!illi.!l.ili..i.l...l!t‘tl..l.l...l.llll.t.lilllllill..ililil.".l.l!.l.'i!t."i.i'tllit.ttll.ilOOOCGCOtlﬁﬁlilitl'#[l!t!.!liﬁ

" Has there been any change in your heahhsince your last dental appointment? [] Yes [INo

 Are you taking any new medications?__ ' Sain _ If so, what?

;. Patient’s Signature’ YT A e 31 g e} 50 gllvee wrnd) e  Daiag

. Doctor's Signature s ' = i | Date




Family Dentistry By Design
Dr. Kelly Bradley

Financial Policy

Welcome to Family Dentistry By Design — where our team is proud to provide you superior dental care at reasonable fees.
Feel and look your very best through our excellent dental care. Be confident in your care knowing we are committed to
your treatment being successful. Nothing should stand between you and the smile you want and deserve. Know our team
is committed to finding affordable financial options that fit your lifestyle.

For your convenience, we accept Visa, Debit, MasterCard, American Express, and Discover. You also may be interesied
in Care Credit - a third-party financial group offering a line of credit for dental/medical fees for those who qualify. Please
feel free to ask a member of our team for information and an application.

Trust that you will always receive the finest care at the most reasonable fees. If you have questions regarding your account
or would like more information, please contact us at 928-753-5200

Kindly remember you are fully responsible for all fees charged by this office regardiess of your insurance coverage.

Please understand that payment of your services is considered part of your freatment. Because of
this, we have adopted a simple financial policy for ALL of our patients. Please read and sign this
policy prior to any treatment being started.

1.) All patients must complete our patient information forms before seeing the doctor for
treatment. '

2.) Full payment is due at the time of service for your dental investment. If your account is turned
over fo collections for non-payment, interest fees and collections fees may be incurred. In the
event payments are not received within 90 days and your account is turned over to collections
a 10% finance charge may be added to your account in addition to the fees necessary for

collection purposes.
3.) If you have dental benefits (a.k.a. insurance), your portion due for your dental investment will
be due at the time of service.

4.) We accept cash, check, credit cards, and Care Credit.
5.) We offer the following for our self-pay patients:
10% reduction in fee for self-pay patients when paying with a personal check or cash.

6.) We have a 24 hour cancellation policy. If your appointment is cancelled, rescheduled or you
simply do not show for your appointment you could be charged a $75.00 fee.

INSURANCE

If you belong to a traditional insurance plan, our team will file a claim with your insurance as a courtesy to you. However,
please be prepared to pay any patient portions and/or deductibles in full at the time of service. Your portion is estimated
ahead of time for you, so you will have no question how much will be due that day. Be aware that the balance incurred at
our office is your personal responsibility regardiess of your insurance company's payment and coverage. Coverage
amounts vary from policy to policy, and it is your responsibility to seek coverage amounts and limits of liability on your
insurance policy. Please understand that your insurance policy is a contract between you and your insurance company.
Family Dentistry by Design holds no part in the contract between you and your insurance company, and will not be
responsible in the event your insurance company denies any claim.

Please sign below stating your compliance and understanding of our financial policies

Signature of Patient Date




Family Dentistry By Design
Dr. Kelly Bradley

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

Federal and state law requires us to maintain the privacy of your health information. That law also requires us to give you this notice about our
privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices we describe in this
notice while it is in effect. This notice took effect January 1, 2011 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this notice at any time, provided such applicable law permits the changes. We
reserve the right to make the changes in our privacy practices and the new terms of our notice effective for all health information that we maintain,
including health information we created or received before we made the changes. Before we make significant change in our privacy practices, we
will change this notice and make the new notice available upon request.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment and health care operations. For Example:

Treatment: We may use your health information for treatment or disclose it to a dentist, physician, or other health care provider providing treatment
to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health
information to another health care provider or entity that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose your health information for our health care operations. Health care operations include quality
assessment and improvement activities, reviewing the competence or qualifications of health care professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. We may disclose your health
information to another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support
some of their health care operations

On your authorization: You may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give
us an authorization, you may revoke it in writing at any time. Your revocation will not affect any uses or disclosures permitted by your authorization
while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those
described in this notice.

To Your Family and Friends: We may disclose your health information to a family member, friend or other person to the extent necessary to help
with your health care or with payment for your health care. Before we disclose your health information to these people, we will provide you with an
opportunity to object to our use or disclosure. If you are not present, or in the event of your incapacity or an emergency, we will disclose your
medical information based on our professional judgment of whether the disclosure would be in your best interest. We may use our professional
judgment and our experience with common practice to make reasonable inference of your best interest in allowing a person to pick up filled
prescriptions, medical supplies, x-rays, or other similar forms of health information. We may use or disclose information about you to notify or assist
in notifying a person involved in your care, of your location and general condition.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages,
postcards, e-mail, or letters.)

Disaster Relief: We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster
relief efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest
or benefit:

As required by law:

For public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding
work-related illness or injury;

To report adult abuse, neglect, or domestic violence;

To health oversight agencies;

In response to court and administrative orders and other lawful processes;

To law enforcement officials pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;




“To coroners, medical examiners, and funeral directors;
To an organ procurement organization;
To avert a serious threat to health or safety;
In connection with certain research activities
To the military and to federal officials for lawful intelligence, counterintelligence, and national security activities;
To correctional institutions regarding inmates; and
As authorized by state worker’s compensation laws.

® & & & o & o

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a
format other than photocopies. We will use the format you request unless we cannot practicably do so. You must make a request in writing to obtain
access to your health information

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not
required to agree to these restrictions, but if we do, we will abide by our agreement (except in an emergency). Any agreement we may make to a
request for additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your request is not
binding unless our agreement is in writing.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to
alternative locations. You must make your request in writing. You must specify in your request the alternative means or location, and provide
satisfactory explanation how you will handle your payment under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must explain why we
should amend the information. We may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us using the information listed at the end of
this notice.

If you believe that:
e We may have violated your privacy rights,
¢  We made a decision about access to your health information incorrectly,
e  Qur response to a request you made to amend or restrict the use or disclosure of your health information was incorrect, or
e  We should communicate with you by alternative means or at alternative locations,

You may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request. We support your right to the privacy of your health information.
We will not retaliate in any way in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.

YOU MAY REFUSE TO SIGN THIS POLICY

M

Patient Name (Printed)

W

Patient Signature

W

Date Signed
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