Patterson #051-5767

PATIENT INFORMATION (CONFIDENTIAL)

NAME FIRST M LAST DATE

ADDRESS CITY ggg%/ %I(Fl)/
E-MAIL CELL PHONE HOME PHONE

SS#/SIN BIRTHDATE

CHECK APPROPRIATE BOX: D MINOR D SINGLE D MARRIED D DIVORCED I:‘ WIDOWED D SEPARATED
S

TATE/

IF COLLEGE STUDENT, FT. / P.T., NAME OF SCHOOL CITY PROV.
PATIENT’S OR PARENT'S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ ZIP/
BUSINESS ADDRESS CITY PROY. PC.
SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YQU?
\PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY h
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER’S LICENSE # BIRTHDATE SSH#/SIN
EMPLOYER WORK PHONE
\IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES D NO
INSURANCE INFORMATION h
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ Z1P/
EMPLOYER ADDRESS CITY PROYV. PC.
INSURANCE CO. TEL, # GRP # POLICY/L.D. #
. STATE/ ZIP/
INS. CO. ADDRESS CITY PROV. P.C.

HOW MUCH IS YOUR DEDUCITIBLE?

HOW MUCH HAVE YOU USED?

MAX ANNUAL BENEFIT?

DO YOU HAYE ANY ADDITIONAL INSURANCE? [ '] YES [ ] 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/ Z1P/
EMPLOYER ADDRESS CliY PROV. P.C.
INSURANCE CO. TEL. # GRP # POLICY / L.D. #

STATE/ Z1P]
INS. CO. ADDRESS CITY PROV. P.C.

\HOW MUCH IS YOUR DEDUCTIBLE?

HOW MUCH HAVE YOU USED?

MAX ANNUAL BENEFIT?

X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

F] BT

PATIENT NUMBER




NAME

FREI DENTISTRY

BIRTHDATE TODAY'S DATE
DENTAL HISTORY
1. Reason for visit:
2. When was your last denial visit?
3. How offen do you brush your teeth?
4. What fexture brush doyouuse? SSoff O Medium O Hard
YES NO YES NO
3. Do your gums bleed while brushing? O O 13. Have you had any head, neck, or
6. Do your gums bleed when flossing? O O jaw injurles? O
7. Do you feel pain fo any of your teeth 14. Do you have frequent headaches? 0
when brushing or flossing them? (8] 15, Do you clench or grind your teeth
8. Are your teeth sensitive to hot, cold, while awake or asleep? O
sweet or sour foods/liquids? O O 16. Do you bite your lips or cheeks frequently? O (3
9. Have you noticed any loosening of 17. Have you ever had:
your teeth? 0O O a. Orthodontic freatment (braces)? 0
10. Does food tend to become caught b. Oral surgery? O o
belween your teeth? 3 c. Gum treciment? a
11. Do you have any sores or lumps in or d. Your feeth ground or the bife adjusted? O
near your mouth? o T e. Worn a bite plane or other appliance? O
12, Have you ever experienced any of the 18, Are you satisfied with the appearance
following problems in your jaw? of your feeth? o O
a. Clicking? 3 19. Have you ever had an upsetting
b. Pain (Joint, ear, side of face)? 0o o experience in the dental office?
c. Difficutty in opening or closing? 0 20. Is there anything about having dental
d. Difficulfy in chewing? freatment that bothers you? O
MEDICAL HISTORY
Although dental personnel primarily tfreaf the area in and around your mouth, your mouth is a part of your entire body. Hedlth problems
that you may have, or medication that you may be faking, could have an imporiant inferrelationship with ihe deniisiry that you will be
receiving. Thank you for answering the following questions.
YES NC YES NO
1. Are you in good health? O 8. Have you had any abnormal bleeding? e R |
2. Have there been any changes in your 5 ]g. 30 you brulse easily? ’ 0o G
eneral heaith within the past year? U - TIOVE you aver feduirec a =
3 gcﬁe of your last physical Fe)xqrr\:' s =
' . ' 11. Have you had a recent weight 10ss?
4. Physiclan’s name —
12, Do you use tobacco? O
FICeRs 13. Do you use alcohoi or llegal drugs?
EhoneHo: i 14. Are you wearing confact lenses? O
5 g;i;gé;g RS elSeo b g O 18. Do you have any disease, condition
, - or problem not listed above that :
6. Have you ever jaeen ho§pn’ra.hzed for any you think | should know about? 03
surglcal operation or serious illness? g o -
Plecse explaln. i .
1. Are you pregnant or think you
may be pregnant? 4
7. Are you faking any medicine(s) 2. Are you nursing? O 0O
inciuding non-prescription medicine? o O 3. Are you taking birth conirol pills? O O

If yes, what medicine(s) are you taking?

(OVER)

FORM 112005 N/SIN2  ITEM RINY




/MEDICAL HISTORY CONTINUED...._

YES NO YES

Are you aillergic fo or have you had reactions fo: 10, Stroke? -

1. Local anesthetics like novocaine? £ 3 11. Sinus frouble? .

2. Penlcillin or other antibiotics? a 12. Lung or breathing problems?

3. Sulfa drugs? O J 13, Asthma or hay fever?

4. Barbiturates, sedatives or sleeping pllis? o O 14. Hives or skin rash?

5. Asplrin? o o 18. Fainting spells or seizures?

6. lodine? 16. Diabetes?

7. Other? o 4 17. AIDS or HIV infection?
Do you have or have you ever had the following: 18, Thyroid problems?

19. Allergies?

1. Rheumatic heart disease or rheumaitic fever?

2. Scarlet fever?

3. Hear! defect or heart murmur?

4. Heart frouble, heart attack, or angina?
A. Do you have pain in your chest upon exertion?
B. Are you ever short of brecth affer mild exercise?
C. Do your ankles swell?
D. Do you get short of breath when you lie down?

20. Arthritis or theumatism?

21. Joint replacement or implant?
22, Stomach ulcer?

23. Kidney trouble?

24, Tuberculosis?

25. Persistent cough?

26. Cough that produces blood?

; : 27. Cancer?
E. Do you require extra pillows when you sleep? 28. Sexually fransmitted disease?
Pacemaker? 29. Epilepsy?

. Heart surgery?

30. Anemia?
31. Leukemia?
32. Glaucoma?

. High blood pressure?
. Low blood pressure?
. Hepatitis, jaundice or liver disease?

QuuaQadoaoQQooooooooooa
UDDUQQQQQQQDD!HEQQQQQQU%

QaaQuaoooooaao
QuQooaoadQaooann

O wNOo O

| certify that the inforrnation listed is complete and accurate.

X

(PATIENT, PARENT or GUARDIAN)

DATE

FOR COMPLETION BY THE DENTIST:
SUMMARY OF DENTAL HISTORY

SUMMARY OF MEDICAL HISTORY

MEDICAL HISTORY UPDATE: INITIALS:

DATE COMMENTS PATIENT DENTIST HYGIENIST




FREI DENTISTRY
Financial Policy

Thank you for choosing our office for your dental care. We are committed to providing the highest
quality service. Please understand that payment of your bill is considered part of your treatment The

following is a statement of our financial policy that we require you to read and sign prior to your
treatment

You are expected to pay all charges in full at the time of service if:
You have no insurance coverage.

You prefer to file your own insurance.

Your insurance carrier sends payment directly to yau.

Insurance benefits cannot be verified by our office.

Proper authorization from your insurance carrier has not been received.

m e o 9

Our preferred method of payment is cash or check. We also accept Visa, Mastercard, American Express, and

Discover. A charge of $25.00 will be imposed for all returned checks, and you will be expected to pay by cash or card
for future services.

Regarding Insurance

Our office files primary insurance as a courtesy for all of our patients. Please bring your insurance
card and a claim form with you and keep our office informed of all insurance changes and special
authorization requests. We cannot bill your insurance company unless you bring in all insurance
information. We may accept payment of a portion of your bill from dental insurance benefits. We will
obtain a pre-estimate of benefits upon your request However, we require the uninsured portion of your
bill to be paid by the time treatment is completed. The balance of the fee, after deducting any payment
received from the insurance company, shall be the sole responsibility of the patient. If payment has
not been received from any billing to an insurance company within 60 days of treatment

completion, the unpaid balance will immediately become due and payable by the patient who

then may pursue the insurance company for reimbursement.

Your insurance policy is a contract between you and your insurance company and we are not a party to

that contract. Please be aware that some or all of the services rendered may not be covered by your
insurance plan at the discretion of your insurance carrier.

Usual and Customary Rates

Our practice is committed to providing the best dental treatment for our patients and we charge within
the range of what is usual and customary for such dental treatment in our area. The "usual and
customary” rates that insurance companies use to determine their benefits are decided upon by them
based upon factors not within our control. You are responsible for payment of the fee charged
regardless of any insurance company's fee schedule.

Please help us serve you better by keeping scheduled appoint'ments. We will assist you by providing a
reminder of your appointments. There will be a charge for repeated missed appointments. Thank you

for your review and consideration of our financial policy. Please let us know if you have any questions.

I have read this financial policy and agree to abide by it:

Signature of Patient/Financially Responsible Party Date



FRE! DENTISTRY

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 1S IMPORTANT TO US.

QUR LEGAL DUTY

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 lega! 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
takes effect _APRIL 14,2003 ang 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
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 & copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Natice, please contact us using the information listed at the end of this Notice.

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

Treatment: We may use or disclose your health inforration to a physician or other healthcare provider pro-
viding treatment to you.

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

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

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written suthorization 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 heatth 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 infarmation to a family member, friznd or other person

to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Invelved 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
professionai judgment disclosing only health information that is directly relevant to the person's involvernent in your
healthcare. We will also use our professional judgment and our experience with common praciice 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 infarmation 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, negiect, or damestic violence or the possible victim of cther crimes. We may dis-
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 heaith information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintetligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected hiealth information of inmate or patient under certain circum-
stances.

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

PATIENT RIGHTS

Access: You have the right o look at or get copies of your health information, with limited exceptions. You may

request that we provide copies in a format other than photocapies. We will use the format you request unless we

cannot practicably do so. {You must make a request in writing to abtain access to your health information. You may

obiain a form to request access by using the contact infarmation listed at the end of this Natice. We witl charge you

a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us

a letier to the address at the end of this Notice. If you request copies. we will charge you $0 for each page.
3 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you. If you request an aiternative format, we will charge a cost-based fee for providing your health information in

that format. If you prefer. we will prepare a summary or an explanation of your health infarmation for s fee. Contact

us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment. payment, healthcare operations and certain
other activities, for the last 6 years. but not before April 14. 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for respanding to these additional reguests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health inforrmation. We are not required to agree to these additional restrictions, but if we de. 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 heaith infor-
mation by alternative means or to alternative lacations. (You must make your request in writing.) Your request must
specify the alternative means or location, and pravide satisfactory explanation how payments will be handied under
the alternative means or location you request.

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

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

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please Contact Us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your heaith 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 aiternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You alse 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 if you choose to file
a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: JACLYN

Tetephone: 480-661-7745 fax. 480-661-5216

E-mait:

Adiress: 8438 E. SHEA BLVD., SUITE 100 SCOTTSDALE, AZ 85260

B 2002 American Demat Association
An Rignis Reserved

Reproduction and use of this form by denlists and their stalf is permitted. Any eiher use. duplication or distributlon of ihis form Dy any OWher parly requires the prior
writien approval of the Amerlcan Dental Assaciation.

This Form is educationat only, does not constitute legal advice, and covers only federal, not state, law {August 14, 2002).



FREI DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

b
office’s Notice of Privacy Practices.

, have received a copy of this

Please Print Name

Signature

Date

For Office Use Only

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

[ Individual refused to sign
[ Communications barriers prohibited obtaining the acknowiedgerment
[1 An emergency situatien prevented us from obtéining acknowledgement

[] Other (Please Specify}

© 2002 Amer'lcan.Damal Association
All Rights Reserved

Reproduction and use of this form by derxists and their staff is pem-w::ed Any other usa, deIlcamn or distribution of this form by any other party requires the prior
written approval of the American Derral Asscciation.

This Form is educational only, does not consttute legai advice, and covers oniy federal, notstate, law (August 14, 2002).



FREI DENTISTRY

D DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Nama:

Address:

Telephone: E-mail
Patien: #: Secial Security #.

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consenz: By signing this farm, you will consent to our use and disclosure of your arotected health infor-
mMation EO carry Qut treatment, payment activities, and heaithcare operatons.

Notice of Privacy Practices: You have the fight to read our Notice of Privacy Pracrices before you decide whether
o sign this Consent. Our Notice provides a description of our treatment, payment activities. and healthcare oper-
ations. of the uses and disclosures we may make of your protecied health information. and of other important mat-
Lers about your protected hagith information. A copy of our Notice accompanies this Consent. We Encourage you o
read it carefully and completely before signing this Consent,

We raserve the right to change our privacy practices as describedt in our Notice of Privacy Practices. If we change
Our privacy practices, we will issue a revised Netice of Privacy Practices, which w

ill contain the changes. Those
chznges may apply 1o any of your protected heaith information that wa maintain.

You may obtain a copy of our Notice of Privacy Practicas, inciuding any revisions of our Notice, at any ime by contacting:

Csntact Person: JACLYN L
rtephore. 480-B61-7745 e 480-661-5218

E-mait:
acuress: 8438 E. SHEA BLVD., SUITE 100 SCOTTSDALE, AZ 85260

Right to Revoke: You will have tae right ta revoke this Cansent at any tme by giving us written notice of your
revocation submiited to the Contact Person fisted above, Please understand that revocation of this Consent wifl not
affect any action we 100k in reliance on this Consent before we received your revocation, and that we may decline to
real you or to continue treating you if you revoke this Consent.

SIGNATURE
L ' . hiave had full opportunity (o read and consider the
conients of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consen:
form, t am giving my consent to your use and discldsure of my protected heslth information to carry out treatment,
Payment actvities and health care operations.

Signature: Date:

if this Consent is signed by a perscnal representative on behalf of the patient, complete the following:

Parsonal Represenzative’s Name:

Relaticnship o Patient

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
include completed Consent in the patient’s chait.




REVOCATION OF CONSENT !

I revoke my Consent for your use and disciosure of my protected health information for treatment, paymoenz
activities, and bealthcare operations.

| understand that revocation of my Consent will not affect arly action you tWok in relisnce on my Consent before yor
received this written Notice of Revocation. | aiso understand that you may decline to treat or to continue to treat me
after | have revoked my Cansent,

Signature: Date:

& 2002 American Dentai Assecalion

Al Rights Reserved

Repreducuon and use of tuslorm by denlists and ek stalf s permitied. Any olier use, duplication o disirbedan ©f this farmn by any Giher party regiuicas the pricy
wtien approval of ihe American Dental Assucation

This Form is sducational only, daes net canstitte legal advice, and covers only federa!, not state, faw {August 14, 2002).




