CHILD REGISTRATION FORM

Tell Us About Your Child

Date:

Child’s Name:

First Last Mi

Child’s Birthdate: Child’s Age:

Nickname:

Gender: o Male o Female o Non-Binary

Home Address:

Cell Phone or Home Phone #:

School Grade

Person Responsible for Account

Name:

Relation:

Billing Address:

Cell Phone #:

Social Security #:

Method of Payment: o Insurance o Credit Card

Who Is Accompanying The Child Today?

Name:

Relation:

Do you have legal custody of the child? o Yes o No

Are there other family members in this practice? If so who?

Previous Dentist:

Last visit date:

Parent’s marital status:
o Single o Married o Separated o Divorced o Widowed

Parent’s or Guardian’s Information

Name:

CONSENT:

| consent to the diagnostic procedures and treatment by
the dentist necessary for proper dental care.

| consent to the dentist’'s use and disclosure of my records
to carry out treatment, obtain payment, and for those
activities and health care operations related to treatment
or payment.

| consent to the disclosure of my records to the following
persons who are involved in my care or payment for that
care.

My consent to the disclosure of records shall be effective
until | revoke it in writing.

| authorize payment directly to the dentist or dental group
of insurance benefits otherwise payable to me. |
understand that my dental care insurance carrier or payor
of my dental benefits may pay less than the actual bill for
services. By signing this statement, | revoke all previous
agreements to the contrary and agree to be responsible
for payment of services rendered, for any co-payments
and deductibles that my insurance does not cover or are
not paid, by my dental care payor.

Date of Birth:

Cell/Work/Home Phone #:

Employer:

Parent’'s/Guardian’s Signature

Date:




CHILD DENTAL & MEDICAL HISTORY FORM

Child’s Name: Date of Birth:

First Last Mi

Parent/Guardian’s Name:

DENTAL HISTORY- Mark the appropriate answer

1. Is this your child’s first visit to a dentist? ...
2. If not, how long since the last visit to the dentist?

3. Were any x-rays taken when your child previously visited the dentist?............ccccccoviiiiiiiinnnns
4. Does your child eat between meals? ...

5. Does your child eat sweets, such as candy, soda pop, or chewing guM?..........ccccevcvveeeeiiiieeeeenns
6. When does your child brush his/her teeth?

L1 Upon arising L1 After eating any food I Right after meals [ Before going to bed
7. How does your child receive Fluoride?

O Community water [ Well water [ Fluoride drops or tablets [1 Fluoride gel or rinse

8. Have any cavities noted in the past?. ...
9. Were any teeth (baby or permanent) removed by extraction?..............coii i
Was it suggested that the space be maintained?.............cooo i
Was an applianCe PlACEA.........cooui it e e e e e
10. Have there been any injuries to teeth, such as falls, blows, chips, etC?..........cccoiiiiiiiiiiii
11. Has anyone in the family, including parents, had orthodonticS?............cooviiiiiiii e,
12. Has your child ever received a local anesthetiC?..........coouuuiiiiii e
13. Has your child ever had occlusal Sealants........... ..o
14. Does your child think there is anything wrong with his/her teeth?.............cccoo i

MEDICAL HISTORY - Mark the appropriate answer

Is the child currently under the care of a physician? ...
Please explain:

Are IMMUNIZAtIONS CUITENE? .o e e et e e et et e e e eeeaeeneas

Please list:
Please list all drugs and/or things that cause the child allergic reactions:

Anything you would like to discuss with the Doctor in Private? ............coiiiiiiiii e

Has the Child had/experienced any of the following:

[J Abnormal Bleeding [ Chicken Pox [ High Blood Pressure [J Mononucleosis
1 AIDS/ HIV [ Convulsions [ Lupus [ Scarlet Fever

I Allergies ] Diabetes [ Low Blood Pressure ] Sickle cell anemia
] Anemia I Epilepsy [ Liver problems O Tonsillitis

(] Any Hospital Stay/surgery [ Heart Murmur [ Measles [ Tuberculosis (TB)
1 Asthma [0 Hemophilia [ Mitral Valve Prolapse [0 Rheumatic Fever
1 Blood Transfusion 1 Hepatitis 1 Hearing Impairment 1 Skin Rash

] Congenital Heart defects 1 Hives ] Handicaps/ Disabilities ] Cancer

Please discuss any serious medical problems the child experiences/ed

Yes

O

Yes

OO0OoOooOoooonoaoo

No

O

pd
(e)

OO0OOoOoOoOO0oOoooan

Parent’s/Guardian’s signature: Date:




LAKESHORE FAMILY DENTISTRY

Office Policies

It is our mission to provide the best dental care possible and to be helpful regarding office
issues. To do so, we need your partnership and a clear understanding of our office policies.
Therefore, we ask that you read and consider the following.

Insurance Policies

Note to patients with insurance: WE ARE IN-NETWORK PROVIDERS FOR DELTA DENTAL
PPO AND PREMIER ONLY for all other dental insurance plans we are considered
out-of-network, which means that your benefit levels and co-payments could be affected, so
please check with your insurance for coverage details.

If you have a dental insurance plan, we are happy to process any insurance claim as a service
to you and accept the assignment of your insurance benefits. However, your deductible and the
estimated co-payment are due and payable when services are rendered.

We shall make an effort to inform you of your payment before your dental treatment. In some
instances, additional charges may arise on the appointment date from additional unexpected
treatment performed.

We will estimate your deductible and the portion not covered by your insurance. Our estimates
may differ somewhat from your insurance company's calculations; therefore the amount due in
our office may be adjusted accordingly. Please remember that any insurance reimbursement
quoted is only an estimate and we cannot predict what the insurance company will do.

Your insurance coverage is a unique contract between you, your employer, and your insurance
company. Not all services are covered by every insurance plan. Please be aware that our staff
does its best to provide you with the correct information regarding your insurance, but we
cannot possibly know all of the details of your policy. Ultimately you are responsible for payment
for the services we provide and any balance remaining after the Insurance Company has paid
the claim.

Most companies pay a percentage of our accepted fees. The percentage may vary by the type
of procedure. Other companies reimburse based on a percentage of an arbitrary "schedule" of
fees, which bears no relationship to the current standard cost in this area.

While we do our best to work within your insurance limits and/ or inform you of services not
covered by your insurance plan, our main goal is to recommend the absolute best treatment
available based on your individual dental needs. We do not base treatment recommendations
on what your insurance company will cover.



We strive to bill correctly, and we are willing to correct any errors. However, the reality is
insurance may still not cover some services, even if they are medically appropriate and billed
correctly.

Returned Checks and Collection Procedures

* All returned checks are subject to a $35.00 non-sufficient funds fee.

* We reserve the right to forward any balance past due by 90 days to a third-party collection
agency for collection purposes.

* A service charge will be added if a balance due is not paid within 60 days. The percentage
rate is 1.5% per month and 18% annually.

For your convenience, we accept cash, checks, Visa, MasterCard, Discover, and American
Express.

Appointment Policies

Your appointment time is reserved exclusively for you. Please be considerate of others and give
us 48 hours notice for cancellation or rescheduling of your appointment. Please call us; do not
send emails. If an appointment is not kept or canceled without the proper notice you will be
charged a fee of $50.00 per hour. If you do not arrive for a scheduled appointment, you will be
charged a $ 75.00 per hour No-Show fee.

If you have any questions about the above information or any uncertainty regarding insurance
coverage, Please do not hesitate to ask our office manager. We are here to help you.

Date

Patient or Guardian’s Signature



HIPAA PRIVACY FORM 1

Notice of Privacy
Practices

Purpose: This form, Notice of Privacy Practices, presents the information that federal law
requires us to give our patients regarding our privacy practices. {Note: this form may need to be
changed to reflect the dental practice’s particular privacy policies and/or stricter state laws.}

We must provide this Notice to each patient beginning no later than the date of our first service
delivery to the patient, including service delivered electronically, after April 14, 2003. We must
make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the
patient. We must also have the Notice available at the office for patients to request to take with
them. We must post the Notice in our office in a clear and prominent location where it is reason-
able to expect any patients seeking service from us to be able to read the Notice. Whenever the
Notice is revised, we must make the Notice available upon request on or after the effective date of
the revision in a manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting a Naotice.
We must also post the revised Notice in our office as discussed above.

© 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 Association

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

HIPAA PRIVACY FORMS
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Lakeshore Family 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 IS IMPORTANT TO US.

OUR 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 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
takes effect ___Jan-1.2017  and 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 a copy of our Notice at any time. For more information about our privacy practices, 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.

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

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

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that 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
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
areasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you request copies, we will charge you $0.00 for each page,
$0.00 _ 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 alternative 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 information for a 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 responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health 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-
mation 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.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
and 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
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 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.

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: L@keshore Family Dentistry

Telephone: (510) 444-4331 rax (510) 444-4331

Email. 3309lakeshoredental@gmail.com
Address: 3309 Lakeshore Ave. Oakland, CA 94610

© 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 Association.

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



HIPAA PRIVACY FORM 2

Acknowledgement of
Receipt of Notice of
Privacy Practices

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

© 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 Association

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

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement™

I 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 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 acknowledgement
[1 An emergency situation prevented us from obtaining acknowledgement

[] 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 Association

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