Thank you for selecting our dental healthcare team!
We will strive to provide you with the best pObslH(f dental care.
To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help
Patient #

SS#/SIN
Patient Information (coNemENTIAD Dut
Name Birthdate Home Phone

State/ Zi
Address City Prov. Ppé
Email Cell Phone
Check Appropriate Box: [ Minor O Single O Married O Divorced O Widowed O Separated

State/ Full Part
If Student, Name of School/College City Prov. O Time O Time
Patient or Parent/Guardian’s Employer Work Phone

X State/ Zipé

Address City Prov. PG
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referving you?
Person to contact in case of emergency Phone
Responsible Party

Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone SS#/SIN
Is this person currently a patient in our office? [ Yes O No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

LI Cash O Personal Check Credit Card OO VISA [ MasterCard O Iwish to discuss the office’s payment policy.
Insurance Information
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Zip/
Address of Employer City Prow. PC:
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. ke
How much is your deductible? How much have you used? Max. annual benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? ] Yes O No IF YES, COMPLETE THE FOLLOWING:
_ Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone
State/ Z[i})/
Address of Employer City Prov. (e
Insurance Company Group # Policy/ID #
State/ Zip/
Ins. Co. Address City Prov. I.JC.
How much is your deductible? How much have you used? Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment ROW? ............c.coooovvrvrvrernrnnn, O 10. Are you wearing contact lenses?..............c..cooooevovernrnnnn, o
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... J[ S o] Local Anesthetics (e.g. Novocain) [ )
Ifyes, please explain Penicillin or any other Antibiotics o) 1
ST DYHDS oeFvietsnas hsssssorcsvmiios e EHEHE
3. Are you taking any medication(s) Barhifirates... e 58 SoRU SRR RN L SRR s
including non-prescription medicine? .............cccooeerivrceirinrnninns 1 - Bl i T e BEEsa
If yes, what medication(s) are you taking? =l e
Ao 15
4. Have you ever taken Fen-Phen/Redux? ............c..c..ccocovvvveveennn... I A Any Metals (e.g. nickel, mercury, etc.) 2o Al ]
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer LAt RUDPer st i S s S B Sl L HSE
medications containing bisphosphonates?............cc.cccoccoovevvnnnnn. 1 = Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
in the last 24 hours? OJ associated with a known illness (lasting more than 3weeks)?... [ [
7. Do you use tobdcco? ................... L] 13. Women Only:
8. Do you use controlled SUDSEANCES? ............ccccrurrunimrerenierrineiennn, =k [ @) Are you pregnant or think you may be pregnant?........ 0 d
A . : ! b) Are you nursing?...........ccoocevovoveieeeieieeeeeenn S8 1] O
9. Do you have or have you had any of the following? o b kingi e S A O
Yes No Yes No Yes No
High Blood Pressure....................... i [ Hettrt DISEUse svevessscersmssmmssssaessass O O [l ]
Heart Attack..........cooccoveveervenrennnn. 0 O Cardiac Pacemaker ........................ B E 2] - [
Rheumatic Fever .........c.ocooovenenn... =l Heart Murmur............oocovevneeen. 1A E
Swollen AnRes.............coooovveeevnen.. 0 O ANGING.ooeeeeen. [ Hay Fever / Allergies.. R i
Fainting / SEizures ............oo.cov...... [=), ] Frequently Tired...........co.ccooevvene.... o [t Tuberculosis ..o R
AN cevsmsoneisvememnmitys: [l e 11 [l e Radiation Therapy..........c.cc......... 3 [ |
Low Blood Pressure..........cccovvuunn. [y 3T R0 e O N 5 Glatichm b smmmmnienini B [A
Epilepsy / Convulsions.. o S 1577 s OV NN S [E Recent Weight Loss ..........cocoevnennn. 5] 5[]
LEUREMIA. ..o [=] = [5] APRIIES oo O O Liver DISEaSe e csvomsosssanconssvommsesomminass =l =
DiABELES ... L1 [0 Joint Replacement or Implant......... (R Heart Trouble ...........ccoocvrevvrre, 6] O |
Kidney Diseases. s O O Hepatitis / Jaundice........................ Jiil| ] Respiratory Problems...................... ] |
AIDS or HIV Infection.................... O O Sexually Transmitted Disease.......... I Mitral Valve Prolapse........................ [
Thyroid Problems..cvs.csswsseusesessss 5 Stomach Troubles / Ulcers.............. A Other I [
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ........................ 0 O 8. Do you have frequent headaches?..............c..ccoocovvervnnn, f5il¢ s [
2. Are your tecth sensitive to hot or cold liquids/foods?.................... O d 9. Do you clench or grind your teeth?................ R i i
3. Are your teeth sensitive to sweet or sour liquids/foods? ................ HEAE 10. Do you bite your lips or cheeks frequently? ..................... ===
4. Do you feel pain to any of your teeth?...........cc.coevvvrunernicincnnnnss =i ] 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? O E TERE PUSED v ssmrervsonsemmmsmimmvosssvssosis st vasseionebies e
6. Have you had any head, neck or jaw injuries?................ 5 [ 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? .............ccoeeveeecreoriereniens B o]
problems in your jaw? 13. Have you had any orthodontic treatment?...................... =] f[=
T 1 R e R e o Od 14. Do you wear dentures or partials?..............cccoevverniunnen. i
PN oIt eariSIdE OFfACE) o sinmsmummnevsssesponsaniisosss sspensens Ll If yes, date of placement
Difficulty in opening or closing............cccovevereriinionninneenn. O O 15. Have you ever received oral hygiene instructions
Difficulty in CheWIng ..........ccovvierrrreieiieieee e ([ regarding the care of your teeth and gums? .................... I P [
16. Do you like your smile?..............ccccovoeeeeeeeeeeeeeeeen. JE1 L B ]

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

Signature Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1014/16306
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{NAME OF PRACTICE}

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. i

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY v

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required 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 that are described in this Notice while it is in effect. This Notice
takeseffect ___/___/__,and will remain in effect until we replace it. -

We reserve the right to change our privacy practices and the terms of this Nohce at any time, provided such
changes are permitted by applicable law. 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 creat-:
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our pnvacy practmces or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you, _ : o B

Payment: We may use and disclose your health information to obtain payment for services we provide 10 you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accrednatlgn certification, licensing orcredentlalmg activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
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 must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with yoyr healthcare or with payment for your healthcare, but only if you agree that
we may do so. ) .

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person's involvement in your
nealthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best Interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may ais-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence. counterintelligence, and other national security activities, We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient'under certain circum-
stances. S

Appointment Reminders; We mayguse or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, ‘or letters). CUETLEE Rl el et

3 I

PATIENT RIGHTS
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
‘equest tnat 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. You may
otain a form to request access by using the contact information listed at the end of this Notice. We will charge you
asonable cost-based fee for expenses such as copies and staff time. You 'may also request access by sending us
tter 1o the address at the end of this Netice. If you request copies, we will charge vou $0.__ foreach page.
per hour for staff time to locate and copy your health information; and postage if you want the copies mailed

(¢ you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
tnat format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)
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Disclosure Accounting: You have the right to receive a list of instances in-which we or our business associates
aisclosed your health information for purposes, other than treatment, payment, healthcare operdtions and certain
other aclivities, for the last 6 years, but not before April 14, 2003, If you request this accounting more than once in a
'2:month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
nealth information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health infor-
ralion by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request. g

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
2no it must explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form. ) :

QUESTIONS AND COMPLAINTS " .
't you want more information about our privacy practices or have questions or concerns, please contact us.

I' you are concerned that we may have violated your privacy rights, or vou disagree with a decision we made about
access 1o your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also 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. s g

/v& support your right to the privacy of your health information. We will not retafiate in any way if you choose to file
complaint with us or with the U.S. Department of Health and Human Services. .

Contact Officer:

Telephone Fax:

T 2002 American Dental Association
Al Rignts Reserved

AEcroeuction and use of this form by denlists and their staff is permitted. Any other use. duplication or distribution of this form by any other party requires the prior
~nten 2pproval of tne American Oental Association.

Trus Form s egucational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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Charles J. Appichausi, D.DS.
1 84tStratfield Road
Fairfield, CT 06825-1651

ACKNOWLEDGMENT OF RECESTOF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgment *

. have received a copy of this
office's Notice of Privacy Practices. =

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgment of receipt of our Notice of
Privacy Practices, but acknowledgment could not be obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgment

An emergency situation prevented us from obtaining acknowledgment

gd .0 -g'g

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution
of this form by any other party requires the prior written-approval of the American Dental Assoclation.

This Form Is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



