Famly Dent\ ﬂc.

Welcome to our Clinic!

We look forward to meeting you in person at your first appointment. Before you come
in, we thought you might appreciate knowing a little bit about us and getting an idea about
what you can expect during your first visit.

We may be a little different than dentists you have had in the past. We believe that
achieving and maintaining healthy teeth and gums takes a team effort. You play as big a role as
we do in reaching that mutual goal. So, you can expect to be extensively involved in your
treatment.

During your first visit, we'll examine your teeth, gums, jaw alignment and soft tissues.
We'll take x-rays and examine your bite. We will take your blood pressure and check for oral
cancer. We also take your photo for your file, don't worry we won't share it with anyone else.
Later, using our findings from your exam, we will determine a treatment plan that is best for
you and go over it together.

Included in this New Patient Welcome Packet, you will find your Patient Registration,
Medical History Form, Appointment Time Reminder, Office Payment and Insurance Policies and
our Notice of Privacy Practices. Please fill them out at your convenience. Please be sure to
bring these forms with you at your first appointment. Please bring your current insurance
information/ card (if applicable) as well. Also, if there are current records from your previous
dentist, please bring them with you. You may also have them forward your records to us
electronically or through the mail.

If you have any questions about our practice, please call us at any time. We welcome
you to our practice and look forward to meeting you in person

Sincerely, X
O

6070 Jackson Street * P.O. Box 1389 © Spirit Lake, ID 83869
208-623-6400

o)




TIME 10:23 AM Spirit Lake Family Dental DATE 4/30/2015

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 f
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 C ) 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 ) Yes () N
other medications containing bisphosphonates? 4 1Es L.} No

-

Are you on a special diet? () Yes () No
Do you use tobacco? (“‘ Yes ( 'r\ No
Do you use controlled substances? ( ) Yes ( ) No
Pregnant/T rymg to get pregnant? O Yes () J No Takmg oral contraceptwes’? x ) Yes ) No Nursing? () Yes () No

” Are you allerglc to any of the followmg?
- [ ] Aspirin [ ] Penicillin [ ] Codeine D Local Anesthetics [] Acrylic [ ] Metal [ ] Latex [ ] Sulfa drugs

- [_] Other Ifyes, please explain:

Do you have, or have you had, any of the following? - = st e

AIDS/HIV Positive () Yes () No | Cortisone Medicine (0 Yes () No | Hemophilia (0 Yes () No | Radiation Treatments () Yes () No |
Alzheimer's Disease () Yes () No | Diabetes () Yes () No | Hepatitis A ) Yes C ) No | Recent Weight Loss (O Yes () No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C () Yes () No | Renal Dialysis () Yes () No

. Anemia (O Yes () No | Easily Winded (O Yes () No | Herpes () Yes ( No | Rheumatic Fever (O Yes (O No

. Angina (O Yes (O) No | Emphysema () Yes () No | High Blood Pressure () Yes (_) No | Rheumatism (O Yes () No
Arthritis/Gout (O Yes (O) No | Epilepsy or Seizures () Yes (_) No | High Cholesterol (O Yes () No | Scarlet Fever () Yes () No

. Avrtificial Heart Valve (O Yes () No | Excessive Bleeding () Yes () No | Hives or Rash () Yes f ) No | Shingles (O Yes () No
Artificial Joint () Yes () No | Excessive Thirst () Yes () No | Hypoglycemia () Yes () No | Sickle Cell Disease () Yes () No |
Asthma (O Yes (O) No | Fainting Spells/Dizziness () Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble () Yes () No
Blood Disease () Yes () No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida () Yes () No |

\ Blood Transfusion () Yes (0) No | Frequent Diarrhea (0) Yes () No | Leukemia (O Yes () No | StomachiIntestinal Disease () Yes (_) No |
Breathing Problem (O Yes () No | Frequent Headaches () Yes () No | Liver Disease () Yes () No | Stroke () Yes () No

- Bruise Easily (O Yes () No | Genital Herpes (O Yes (C) No | LowBlood Pressure () Yes () No | Swelling of Limbs (U Yes () No
Cancer C ) Yes () No | Glaucoma (C) Yes () No | Lung Disease () Yes () No | Thyroid Disease () Yes () No

© Chemotherapy () Yes ( ) No | Hay Fever (O Yes () No | Mitral Valve Prolapse () Yes () No | Tonsilitis ) Yes (O No
Chest Pains C ) Yes () No | HeartAttack/Failure () Yes () No | Osteoporosis () Yes () No | Tuberculosis () Yes () No |
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (”1 Yes () No | PaininJawJoints () Yes () No | rumorsor Crowiis L) fes L% Na
Congenital Heart Disorder () Yes (_) No | Heart Pacemaker () Yes () No | Parathyroid Disease () Yes () No S:eileerrseal Disease (k‘)) zzz Ej :g
Convulsions () Yes () No | Heart Trouble/Disease g/ Yes f ) No | Psychiatric Care () Yes () No Yellow Jaundice (O Yes () No ;

Have you ever had any serious illness not listed above? () Yes ( J 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




TIME 10:23 AM DATE 4/30/2015
PATIENT REGISTRATION
ID: Chart ID:
First Name: ] ~_ Last Name: - - Middle Initial:
Patient Is: | | Policy Holder Preferred Name:
|| Responsible Party

—Responsible Party (if someone other than the patient)—

| First Name: Last Name: Middle Initial:

f Address: Address 2:

City, State, Zip: Pager:

| Home Phone: Work Phone: Ext: Cellular:

| Soc Sec: Drivers Lic:

| Birth Date:

’ O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

—Patient Information

Address: Address 2:
| City: ~ State / Zip: _ Pager:
: Home Phone: Work Phone: Ext: Cellular:
Sex: () Male ) Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
|
g E-mail: {_] I'would like to receive correspondences via e-mail.
Section 2 Section3  — -
? - ) —~ . —~ . Referred By:
| Employment Status: (7)) Full Time () PartTime () Retired
Previous Dentist:
Student Status: () Full Time () Part Time Emergency Contact:
Medicaid ID: Pref. Dentist: Emergency Contact #: ~
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.: o
—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 () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: - Address:
Address 2: Address 2:
City,State,Zip: City,State, Zip:
.00 Rem. Deduct: .00

| Rem. Benefits:




Spirit Lake Family Dental

We believe in the importance of quality dental care, and we strive to provide the best dental treatment possible. Also,
we understand the financial limitations that can influence your choice of care. We work with most insurance companies
and always try to maximize your coverage through meticulous detailing of procedures and interaction with your insurer.
We even fill out your claim forms and we’re available to answer any questions we can.

Financial and Billing Policies

If you have insurance:

® We will gladly bill your insurance on your behalf, so please bring all necessary information with you. This
includes your insurance card and subscriber information.

e |f your insurance requires Co-Payment, it is due at time of service.

* Even if you have insurance, your patient portion is your responsibility and due at the time of service.

® We will provide estimates for your treatment as a courtesy to you. However, all insurances and plans are unigue
and ultimately you are responsible for knowing your dental insurance benefits.

e We encourage you to contact our office if you have any questions regarding your account.

e Parents or legal guardians must accompany minors and are responsible for payments.
*There is a $35.00 charge for returned checks

If you DO NOT have insurance:
® We accept cash, personal checks, most major credit cards and Care Credit.
¢  You must pay at time of service

Patient Late Cancellation and Failed Appointment Policy

All late cancellations/failed appointments will result in $25.00 automatic fee charged to the account.

® Your scheduled appointment is reserved for you only. Your agreement to this contract is that you will be here
on time. We realize that certain events are out of our control. In these cases please give us a call with a 24
hour notice, to change and/or cancel an appointment.

My signature below verifies that | have read and received a copy (if requested) of the above financial policy. |
understand that regardless of insurance coverage, | am responsible for payment on my account.

Patient Consent for Use and Disclosure of Protected Health Information/Privacy Practices

| acknowledge that | have reviewed or received a copy of the Notice of Privacy Practices for the office of Spirit Lake
Family Dental. The notice describes the types of uses and disclosures of my protected health information that might
occur in my treatment, payment for services, or in the performance of office dental care operations, including
communications with referring dentists.

I have read and understand the above information. | understand that I am responsible (regardiess of my insurance or
lack of) for any charges incurred form services rendered.

Patient Name (Please Print)

Authorized Signature (parent if minor) Date




Spirit Lake Family Dental Notice of Privacy Practices

STATEMENT OF PRIVACY PRACTICES

The staff of Spirit Lake Family Dental is dedicated to protecting the privacy rights of our patients and the
confidential information entrusted to us. The commitment of each employee to ensure that your health
information is never compromised is a principle concept of our practice. We may, from time to time,
amend our privacy policies and practices. A current copy will always be available for your review at our
office.

PROTECTING YOUR PERSONAL HEALTHCARE INFORMATION

We use and disclose the information we collect from you only as allowed by the Health Insurance
Portability and Accountability Act and the state of Idaho. This includes relating to your treatment,
payment, and our dental care operations. Your personal health information will never be otherwise
given to anyone — even family members — without your written consent. You, of course, may give
written authorization for us to disclose your information to anyone you choose, for any purposes.

COLLECTING PROTECTED HEALTH INFORMATION

We will only request personal information needed to provide our standard of quality dental care,
implement payment activities, conduct normal dental practice operations, and comply with the law.
This may include your name, address, telephone number(s), Social Security Number, employment data,
medical history, health records, etc. While most of the information will be collected from you, we may
obtain information from third parties if it is deemed necessary. Regardless of the source, your personal
information will always be protected to the full extent of the law.

DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION

As stated above, we may disclose information as required by law. We are obligated to provide
information to law enforcement and governmental officials under certain circumstances. We will not
use your information for marketing purposes without your written consent. We may use and/or
disclose your health information to communicate reminders about your appointments including
voicemail messages, email messages, answering machines, and postcards.

PATIENT RIGHTS

You have the right to request copies of your healthcare information; to request copies in a variety of
formats; and to request a list of instances in which we, or business associates, have disclosed your
protected information for uses other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights have been violated, we
urge you to notify us immediately. You can also notify the US Department of Health and Human
Services. Please let us know if you have any question concerning your privacy right and the protection
of your personal health information.




