TIME 8:59 AM

ID: Chart ID:

First Name:
Patient Is: | | Policy Holder
[ ] Responsible Party

PATIENT REGISTRATION

i “Responsible Party (if someone other than the patient)

First Name:

| Address:

: City, State, Zip:
Home Phone:

| Birth Date:

O Responsible Party is also a Policy Holder for Patient

: Patient Information

Rem. Benefits: .00

DATE 12/4/2017

Last Name: Middle Initial:
Preferred Name:
Last Name: Middle Initial:
Address 2:
Pager:
Work Phone: . Ext Cellular:

Soc Sec: Drivers Lic:

O Primary Insurance Policy Holder

(O secondary Insurance Policy Holder

| Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: () Male () Female Marital Status: () Married () Single () Divorced () Separated ()} Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [] I would like to receive correspondences via e-mail.
Section 2 Section 3
Referred By:
Employment Status:  (7) Full Time () PartTime () Retired L
Previous Dentist:
Student Status: () Full Time () Part Time Emergency Contact:
Medicaid 1D: Pref. Dentist: Emergency Contact #:
Employer 1D: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
- Primary Insurance Information-
Name of Insured: Relationship to Insured:") self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State, Zip: City, State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
Secondary Insurance Information
Name of Insured: Relationship to Insured:() Self () Spouse () Chid () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City,State, Zip:
Rem. Deduct: .00



TIME 8:59 AM Megan A Welker DD3 DATE 12/4/2017

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
| following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you éver been hospitalized or had a major operation? (O Yes (O No  If yes, please explain:
Have you ever had a serious head or neck injury? () Yes () No  If yes, please explain:

Are you taking any medications, pills, or drugs? (O) Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O) No
o e e et e o) Yes (] Mo
Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

‘Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes (O) No Nursing? () Yes () No

Are you allergic to any of the following?
[] Aspirin [ ] Peniciliin [ ] Codeine
' ] Other If yes, please explain:

[ ] Local Anesthetics [ ] Acrylic [ ] Metal [ ] Latex [] Sulfa drugs

Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes (O No | Cortisone Medicine (O Yes (O No | Hemophilia (O Yes () No | Radiation Treatments (O Yes () No
Alzheimer's Disease (O Yes () No | Diabetes (O Yes (O No | Hepatitis A O Yes (O No | RecentWeight Loss O Yes ) No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis BorC (O Yes (O No | Renal Dialysis (O Yes () No
Anemia (O Yes (O No | Easily Winded (O Yes (O No | Herpes (O Yes (O No | Rheumatic Fever () Yes () No
Angina (O Yes (O No | Emphysema (O Yes () No | High Blood Pressure () Yes (O No | Rheumatism O Yes () No
Arthritis/Gout (O Yes () No | Epilepsy or Seizures () Yes () No | High Cholesterol () Yes () No | Scarlet Fever (O Yes (O No
Avrtificial Heart Valve (O Yes (O No | Excessive Bleading (O Yes (O No | Hives or Rash (O Yes (O No | Shingles () Yes (O No
Artificial Joint (O Yes (O No | Excessive Thirst (O Yes (O No | Hypoglycemia (O Yes () No | Sickle Cell Disease O Yes () No
Asthma (O Yes () No | Fainting Spells/Dizziness(() Yes () No | Iregular Heartbeat () Yes () No | Sinus Trouble O Yes (O No
Blood Disease (O Yes (O No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida (O Yes (O No
Blood Transfusion (O Yes () No | Frequent Diarthea (O Yes () No | Leukemia (O Yes (O No | Stomach/intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | FrequentHeadaches () Yes () No | Liver Disease (O Yes O No | Stroke O Yes O No
Bruise Easily (O Yes (O No | Genital Herpes (O Yes (O No | LowBlocd Pressure () Yes () No | Swelling of Limbs (O Yes O No
Cancer (O Yes () No | Glaucoma () Yes () No | Lung Disease (O Yes () No | Thyroid Discase Q Yes (O No
Chemotherapy (O Yes (O No | Hay Fever O Yes (O No | Mitral Valve Prolapse () Yes (O) No | Tonsililis O Yes (O No
Chest Pains (O Yes (O No | HeartAttack/Failure () Yes () No | Osteoporosis (O Yes () No | Tuberculosis Q) Yes () No |
Cold Sores/Fever Blisters () Yes (O) No | Heart Murmur (O Yes (O No | PaininJaw Joints () Yes (O No T‘:mors of s Q-Yes () No |
Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes () No | Parathyroid Disease () Yes () No \lj'e?zrseaf o 8 :Zz 8 :jg
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No | PsychiaticCare () Yes () No Vallow datifdice O Yes O) No

Have you ever had any serious illness not listed above? () Yes (O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




AUTHORIZATION FOR USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
(Page 1 of 2)

1. Client’s name:

First Name Middle Name Last Name
2. Date of Birth: / /3. 8SSN: - - 4. Date authorization initiated: __ / /
5. Authorization initiated by:

Name (client or provider) (If provider, please specify relationship to client)
6. Information to be Used or Disclosed:

[] My dental information relating to the following treatment or condition:

[ ] Most recent years of record

[ ] My dental records for the following date(s):

[ ] Entire dental record
[ ] Include [ ]Exclude: My health information related to drug and/or alcohol abuse
[ ] Include [ ]Exclude: My health information related to HIV/AIDS

[] Other information to be used or disclose (describe information in detail):

7. Purpose of Use or Disclosure:
[] Treatment, Payment or Health Care Operations
[ ] Disclosure to Life Insurer for Coverage Purposes
[ ] Disclosure to Employer of results of pre-employment physical or lab tests
[] Marketing Purposes
[] To the Following Family Members:

[ ] Other (describe each purpose of the requested use and disclosure in detail):

8. Person(s) Authorized to Make the Disclosure:

9. Person(s) Authorized to Receive the Disclosure:

10. This Authorization will: [_] not expire, [ ] expireon __/ /  or [ ] upon the happening of the following event:

Authorization and Signature: I authorize the release of my confidential protected dental information, as described in my
directions above. I understand that this authorization is voluntary, that the information to be disclosed is protected by law,
and the use/disclosure is to be made to conform to my directions. The information that is used and/or disclosed pursuant to
this authorization may be redisclosed by the recipient unless the recipient is covered by state laws that limit the use and/or
disclosure of my confidential protected dental information.

Signature of the Client:

Signature of Personal Representative:

Relationship to Client if Personal Representative:

Date of signature:  / /



CLIENT RIGHTS AND HIPAA AUTHORIZATIONS
(Page 2 of 2)

The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of
1996, as amended from time to time (“HIPAA™).

1.
2.

Tell your provider if you do not understand this authorization, and the provider will explain it to you.

You have the right to revoke or cancel this authorization at any time, except: (a) to the extent information has already
been shared based on this authorization; or (b) this authorization was obtained as a condition of obtaining insurance
coverage. To revoke or cancel this authorization, you must submit your request in writing to provider at the following
address (insert address of provider):

You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment, payment,
enrollment or your eligibility for benefits. However, you may be required to complete this authorization form before
receiving treatment if you have authorized your provider to disclose information about you to a third party. If you refuse
to sign this authorization, and you have authorized your provider to disclose information about you to a third party, your
provider has the right to decide not to treat you or accept you as a patient in their practice.

Once the information about you leaves this office according to the terms of this authorization, this office has no control
over how it will be used by the recipient. You need to be aware that at that point your information may no longer be
protected by HIPAA. If the person or entity receiving this information is not a health care provider or health plan
covered by federal privacy regulations, the information described above may be disclosed to other individuals or
institutions and no longer protected by these regulations.

You may inspect or copy the protected dental information to be used or disclosed under this authorization. You do not
have the right of access to the following protected dental information: psychotherapy notes, information compiled for
legal proceedings, laboratory results to which the Clinical Laboratory Improvement Act (“CLIA”) prohibits access, or
information held by certain research laboratories. In addition, our provider my deny access if the provider reasonably
believes access could cause harm to you or another individual. If access is denied, you may request to have a licensed
health care professional for a second opinion at your expense.

If this office initiated this authorization, you must receive a copy of the signed authorization.

Special Instructions for completing this authorization for the use and disclosure of Psychotherapy Notes. HIPAA
provides special protections to certain medical records known as “Psychotherapy Notes.” All Psychotherapy Notes
recorded on any medium by a mental health professional (such as a psychologist or psychiatrist) must be kept by the
author and filed separate from the rest of the client’s medical records to maintain a higher standard of protection.
“Psychotherapy Notes” are defined under HIPAA as notes recorded by a health care provider who is a mental health
professional documenting or analyzing the contents of conversation during a private counseling session or a group, joint
or family counseling session and that are separate from the rest of the individual’s medical records. Excluded from the
“Psychotherapy Notes” definition are the following: (a) medication prescription and monitoring, (b) counseling session
start and stop times, (c) the modalities and frequencies of treatment furnished, (d) the results of clinical tests, and (e) any
summary of: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. Except for
limited circumstances set forth in HIPAA, in order for a medical provider to release “Psychotherapy Notes” to a third
party, the client who is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for the
release of Psychotherapy Notes. Such authorization must be separate from an authorization to release other dental
records.

You have a right to an accounting of the disclosures of your protected dental information by provider or its business
associates. The maximum disclosure accounting period is the six years immediately preceding the accounting request.
The provider is not required to provide an accounting for disclosures: (a) for treatment, payment, or dental care
operations; (b) to you or your personal representative; (c) for notification of or to persons involved in an individual’s
dental care or payment for dental care, for disaster relief, or for facility directories; (d) pursuant to an authorization; (e) of
a limited data set; (f) for national security or intelligence purposes; (g) to correctional institutions or law enforcement
officials for certain purposes regarding inmates or individuals in lawful custody; or (h) incident to otherwise permitted or
required uses or disclosures. Accounting for disclosures to dental oversight agencies and law enforcement officials must
be temporarily suspended on their written representation that an accounting would likely impede their activities.



