PATIENT INFORMATION AND HEALTH HISTORY

INITIAL EXAM DATE

PATIENT'S NAME DATE OF BIRTH
SINGLE  MARRIED LONG TERM PARTNER  DIVORCED SEPARATED WIDOWED

PATIENT'S ADDRESS PHONE

PERSON RESPONSIBLE FOR THIS ACCOUNT PHONE

ADDRESS

EMPLOYED BY BUSINESS PHONE

BUSINESS ADDRESS PATIENT’S SS#

DENTAL INSURANCE PLAN (IF ANY) REFERRED BY

DENTAL HISTORY

CHIEF ORAL COMPLAINT

DATE OF LAST DENTAL EXAM. ANY PREVIOUS MAJOR DENTAL TREATMENT, [J YES [J NO WHEN

DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWING - INDICATE WITHA (V')

JWVYN S.IN3lLvd

D Teeth sensitive to cold, heat, sweets or pressure D Bad breath D Cigarettes, pipe or cigar smoking
O Bleeding gums. How long O Unpleasant taste O Texture of toothbrush
D Food impaction D Unfavorable dental experience D Frequency of brushing
O Clenching or grinding O Complications from extractions [0 Dental Floss
| Burning of tongue [J Periodontal treatment [J  Inter dental stimulators
D Swelling or lumps in mouth D Orthodontic treatment [:] Water jet device
O Frequent blisters on lips or mouth O Mouth breathing O Disclosing tablets or solution
[ Pain around ear D Oral habits, i.e., fingernail biting D Fluoride supplements
[0 uUnusual sounds in ear while eating cheek biting, etc. O Aicohal
MEDICAL HISTORY
PHYSICIAN’S NAME DATE OF LAST PHYSICAL EXAM. AGE
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING - INDICATE WITHA (V)
[J Allergies to drugs [J Asthma [J immune System Disorders (AIDS, HIV, ARC)
[ Allergies to anesthetics [0 Hay fever or allergies in general [0 stroke
] Any heart ailments [0 Diabetes O Thyroid
[ High blood pressure [0 Kidney problems [0 Eye disorders
[0 Neurological problems [J Latex sensitivity [0 Tonsilitis
[] Radiation treatments [J Liver problems or hepatitis [0 Tuberculosis
[] Excessive bleeding from cut or extraction O Malignancies [J Ulcer or colitis
[C] Anemia or blood problems [ Psychiatric care/emotional problems [ Pregnancy If so, what month
[ Arthritis O Rnheumatic fever [0 Venereal disease
[] Chronic Fatigue Syndrome [0 sinus problems [0 other

Describe any current medical treatment including drugs taken, even though not listed above

APPOINTMENTS: A minimum charge will be made for failed or cancelled appointment without prior notification of 24 hours. This fee covers only
a portion of the overhead such as salaries, electric, heat, etc., which still has to be paid whether you are present or not. Once an appointment is made,

please remember this time has been reserved for you.

INSURANCE: To avoid misunderstandings regarding dental insurance, we wish our patients to know that all professional services rendered are charged
directly to the patient and that patients are personally responsible for payment of fees. We will prepare necessary forms or reports to help you obtain

your benefits from insurance companies, upon receipt of full (or partial) payment of bill. We do not render our services on the basis that insurance
companies will pay all our fees. Each fee is individual for the individual patient.

SIGNATURE DATE

(PARENT OR GUARDIAN, IF PATIENT IS A MINOR)
Form #D100



TIME 10:43 AM DATE 7/12/2011

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 ever been hospitalized or had a major operation? () Yes () 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? () Yes () No If yes, please explain:

, Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
- Have you ever taken Fosamax, Boniva, Actonel or any -

. other medications containing bisphosphonates?" ' Ye$ () No

Are you on a special diet? () Yes () No

S g Do you use tobacco? () Yes () No

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

Sy B

g —Women: ATE YOl — N =
s | Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes (-) No Nursing? (_ Yes(_) No
—Are you allergic to any of the following?
-“: | || Aspirin [ | Peniciliin | ] Codeine [ Local Anesthetics [ ] Acrylic [ ] Metal [ ] Latex [ ] Sulfa drugs
= E | Other If yes, please explain:
oY —Do you have, or have you had, any of the following? -
| AIDS/HIV Positive ) Yes () No | Cortisone Medicine () Yes (O No | Hemophiia” =~~~ () Yes () No |  Radiation Treatments () Yes ) No
- | Alzheimers Disease () Yes (_) No | Diabetes () Yes () No | Hepatitis A () Yes () No | Recent Weight Loss () Yes () No
’ | Anaphylaxis (") Yes (_) No | Drug Addiction () Yes () No | Hepatitis Bor G (O Yes () No | Renal Dialysis () Yes () No
| Anemia (") Yes () No | Easily Winded () Yes () No | Herpes (O Yes () No | Rheumatic Fever ) Yes () No
= | Angina () Yes () No | Emphysema () Yes () No | High Blood Pressure () Yes (0) No | Rheumatism () Yes () No
; | Arthritis/Gout () Yes () No | Epilepsy or Seizures (O Yes () No | High Cholesterol  (0) Yes (1) No | Scarlet Fever () Yes () No
| Artificial Heart Valve () Yes () No | Excessive Bleeding (O Yes (O) No | Hives or Rash " (O Yes () No | Shingles () Yes () No
| Artificial Joint () Yes ()'No | Excessive Thirst () Yes () No | Hypoglycemia - =~ () Yes ). No. | Sickle Cell Disease () Yes (' No
| Asthma ()Yes () No | Fainting Spells/Dizziness(_) Yes () No | lIrregular Heartbeat. (_) Yes (1) No | Sinus Trouble () Yes () No
| Blood Disease ) Yes () No | Frequent Cough (©) Yes () No | Kidney Problems _ (_) Yes () No | Spina Bifida () Yes () No
| Blood Transfusion "y Yes () No | 'FrequentDiarrhea () Yes () No | Leukemia () Yes () No | Stomach/Intestinal Disease () Yes () No
| Breathing Problem (") Yes () No | Frequent Headaches (_) Yes (0) No | Liver Disease () Yes () No | Stroke () Yes ) No
| Bruise Easily () Yes ) No | Genital Herpes () Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs () Yes O) No
| Cancer () Yes () No | Glaucoma () Yes () No | Lung Disease (O) Yes () No | Thyroid Disease ) Yes () No
| Chemotherapy (") Yes () No | Hay Fever () Yes O) No | Mitral Valve Prolapse (). Yes () No | Tonsillitis ) Yes () No
| Chest Pains (" Yes () No | HeartAttackFaiure () Yes () No | Osteoporosis () Yes ( ) No | Tuberculosis ) Yes () No
: | Cold Sores/Fever Blisters ) Yes () No | Heart Murmur () Yes O) No | PaininJaw Joints () Yes () No | rumors or Growths (! Yes () No
| Congenital Heart Disorder’ ) Yes | ) No | Heart Pacemaker () Yes () No | Parathyroid Disease () Yes ( ) No ol ) Yes () No
| Convulsions () Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care () Yes ) No Venermel Digeses (D Yes ) No
! e T 2 Yellow Jaundice ) Yes () No
Have you ever had any serious illness not listed above? () Yes (7) No

Comments:
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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 fesponsibility to inform the dental offiée of any changes in medical status.
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SIGNATURE OF PATIEN'i', PARENT, or GUARDIAN




AUTHORIZATION FOR USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
(Page 1 0f2)

1. Client’s name:

First Name Middle Name Last Name
2. Date of Birth: [/ 3.8SN: - - 4. Date authorization initiated: __ / /
5. Authorization initiated by: _PellporT Family Dentistry, PL.L.C
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 [JExclude: My health information related to drug and/or alcohol abuse
[] Include [JExclude: My health information related to HIV/AIDS
[J 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:
[C] 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.



