Health History Form D Serena G. Pugeda DMD

Earnails Sacramento, CA 96816

E-mail: 2 4
L 2 o ] Phone (916) 446-7768 - Fax (916) 446-9014

Email spugeda@sbcglobal.net

As required by law, our office adheres to written polides and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you This office
does not use this information to discriminate.

rName: Home Phone: incude ares code Business/Cell Phone: inctude ares code ]
st frst_ Mdde C_) C ) ]
Address: City: State: Zip:
P - . Maiing pddress e T S
Occupation: Height: Weight: Date of birth: Sexx M F
SS# or Patlent 1D: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) include ares codes ¢ )

if you are completing this form for another person, what is your relationship to that person?

| Your Name _ Relationship

Do you have any ofthefollowmg diseases or | problems: (MDKHywnon'thwdnmwmwadm) Yes No DK

ACtVE TUDRRCUIOSIS v convssisssssvmsivmmimnesimeiasto i 0o a

Persistent cough greater than a 3 week duration oo

Cough that produces blood ... g 0oa

Been exposed to anyone with tuberculosns ..................................................................................................................................................................... oo
(_If you answer yes to any of the 4 items above, please stop and retum this form to the receptionist. J

Dental Information s the ttowing questions please mark 09 your responses to the following questions

Yes No DK . Yes No DK
Do your gums bleed when you brush or floss? .........ccccceerrenennee, 00 O O | Do you have earaches or neck Pains? ............cocoeeueieereruememencsesecmnens ooa
Are your teeth sensitive to cold, hot, sweets or pressure?................ O O O | Do you have any dicking, popping or discomfortin the jaw? ... O 0O O
Does food or floss catch between your teeth? ............cccooiveeencnee O O O | Do you brux or grind your teeth? ...........c..ccocovvvcvcrrcnanne x B0 B
IS YOURMOUNIAV 2. co.covsusssonsassosonsnonsinsisnsssaummsssassasassnssasasssosnss sssase O O 0O | Do you have sores or ukers in your mouth? ..........c.cccocvecvurcuvecencnes Oooa
Have you had any periodontal (gum) treatments?...........cc.ccccueecueee 0O O 0O | Do you wear dentures or partials? ..............ccccerueremremieerscerennssnnenses ooao
Have you ever had orthodontic (braces) treatment? ..........cccceeueeee O O O | Do you participate in active recreational activities?...............cc.o....... Oo0oo
Have you had any problems assodated with previous dental Have you ever had a serious injury to your head or mouth?............ gaaano
TR — O O O | pate of your last dental exam:
Is your home water supply fluoridated? ..........cccovieniinnnninnininen O O O | what was done at that time?
Do you drink bottled or filtered water? .. 0ooa
If yes, how often? Cirde one: DAILY / WEEKLY / OCCASIONALLY | Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.............. OoDaga
What is the reason for your dental visit today?
How do you feel about your smile?

L J

MEdtca_Iklflf(_)[[ngtlon Please mark (X} your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK | Yes No DK |
Are you now under the care of a physician? .............c.cccconevienrinnn O O O | Have you had a serious illness, operation or been
Physician Name: Phone: include ares code hospltahzed in the past 5 years? B 00
( ) if yes, what was the illness or problem?
Addresy/City/State/Zip: i, g A
Are you taklng or have you recenUy taken any presaiption

Are you in good health? ... O O O | orover the counter MediCNE(S)? .........cccoovvreveeecvieeeereecneseessaeenne O0a0o

Has there been any change in your general health within if so, please list all, including vitamins, natural or herbal preparations

the past Yeard ..ccvinunimnnsiisin st S s 0O O 0O | and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:
. J
© 2007 American Dental Assodation

Form S500




Medical Information mmmmmmlndiamlfyouhavcorhawmtwmyofﬂn!olowhgdbma‘mbm

(Cbodol(lfyoubon'txnowﬂnmmmequsdon) Yas No DK Yes No DK
Do you wear contact lenses? .. v - .0 [0 €1 Do you use controlled substances {(drugs)?...........cccocormmevervncsnenne L3 {1 15
Joint Replacement. Have you had an onhopednc total joint (hlp, Do you use tobacco (smoking, snuff, chew, bidis)?......................... 0o
knee, elbow, finger) replacement? .. .. [T 00 O H so, how interested are you in stopping?
Date: if yes, have you had any compltcatoons? (Circle ane) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages? 0o
medications, alendronate (Fosamax®) or risedronate (Actonet®) If yes, how much alcohol did you dnnk in the Iast 24 hours?
for osteoporosis or Paget's disease? ......... ..o it O O O i yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
10 begin treatment with the intravenous bisphosphonates R et e 00U
(Aredia® or Zomela®) for bone pain, hypercaicemia or skeletal "Numberof weeks: __
complications resulting from I’5991'5 disease, muluple myeloma Taking birth control pills or hormonal replacemem? [T S o B
Or metastatic cancer?... w00 O | Nursing? ... a5
Date Treatment began.
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes Mo DK
To alt yes responses, specify type of reaction. Metals ou e
| Local anesthetics 0O 1 (] Latex (rubber) i1
Aspirin {1 0O [} lodine o
I Penicillin or other antibiotics 0 O [0 Hay fever/seasonal 0o
: Barbiturates, sedatives, or sleeping pills {3 00 Animals g O &)
Sulfa drugs 00 0 Food Ooad
: Codeine or other narcotics [J L1 1) Other 0o
| Please mark (X) your response to indicate if you have or have nothadanyofﬂlcﬁolbuwngdlsauswpmblm
Yes No DK No DX Yes No DK
Anrtificial (prosthetic) heart valve ..................... PR £ [ & []l Autoimmune disease ............ O [ O Hepatitis, jaundlceor
Previous infective endocarditis .............ccoceveereerieimvnseremraescnesnnnnenens |1 £ [1° Rheumatoid arthritis ............. 7 O M0 liver disease... .. 00
Damaged valves in transplanted heart.............ccc.oveevmencnracaeenveneeenene. - 3 [0 Systemsc lupus evymematosus U O [ Epilepsy . PR 5 | i -
Congenital heart disease (CHD) ‘ Asthma... ... €1 [] Fanting spells or seizures....... [ ] [J
Unrepaired, cyanotic CHD .. o ol Bronchms .[7 O O Neurologkal disorders........... 5 ) {J
Repaired (completely) in last 6 months (m -] | EmphySema ........cecveeeeceenns O O O (i yes, specify:
Repaired CHD with residual defects .. [ O, Sinus trouble.. ... O [ Sleep disorder... S g i M
T e Saan * Tuberculosis .. . 3 O[O Mental health a'sordets sy 13 &)
f;tz;mzemg;ogéaedm antbnrrpmplyiamsno Iangermmmmwdtd Cancer/Chemaﬂ'lerapyl Specify:
| Radiation Treatment ..........[J [0 (3 Recurent Infectons............0 O O
: Yes No DK Yes No DK Chest pain upon exertion......C] O O Type of infection:
Cardiovascular disease. .........[J ] [ Mitral valve prolapse... .00 [0 [0 Chronic pain.. S | N o W .00 Q0
[ ANGINA - . e [ OO (5 Pacemaker . ... O 7 Diabetes Typel or ll .0 O (O Night sweats... < .0 L1
Antenosclerosis ..0 O O Rheumatic fever ..[3 O O Eeating disorder... .D [0 O Osteopoross....... s B B
Congestive heart failure ........C} 0O [] Rheumatic heart disease........ 0 €1 {1 Malnutrition....... .0 O O Peristent swullen glands
Damaged heart valves.........[7 00 [0 Abnormal bleeding .. ..0 O 0O Gastrointestinal disease.......... 0O 0 O inneck.. JUSSTOOY S T B I !
Heart attack ... ... .0 00  Anemia............... .0 O [1 G.E. Reflupersistent Seveteheadad‘tesl
Heart murmur ............ccoee.... 11 0 (1 Blood transfusion ............... 00 O O  heartburn ... 0O O  migraines .. i w0 80
Low blood pressure .01 O 3t yes, date: Ukers .. oo Severeorrapndwetghtbss I I |
High biocod pressure............. .1 O [J Hemophilia..........ccoeeereeee.. 3 0 0 Thyroid pmblems 0O O Sewallytransmutted disease.... 0O [ ..
Other congenital heart AIDS or HIV infection .. ..0O O 2 Stoke... = 0O [1 Excessive urination..............[3 O [
defeCts .coioeiinmnins B El .E) ARt oisissassssises oo Glaucoma...... g
Has a physician or previous dentist recommended that you take antibiotics prior 10 your dental reatmMent? ..............cccoviiiinerniciriiessecans [ [
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ... -0 0
Piease explain:
i s i — -

\.

NOTE: Both Doctor and pmem are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth

above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not

take because of errors or omissions that | may have made in the completion of this form.

Signature of PatientA egal Guardian:

Date:

—

Comments:

FOR COMPLETION BY DENTIST




Consent Form

Wl Nome: Date of Birth: ]

| authorize the operating Dentist and Assistont 1o perform any ofher procedures which they deem necessary or deskable in
atiempting fo improve the condition stated on the diognostic freatment form, or reat unheaithy or untorseen conditions thot
may be encounfered duing operation. | know thol the practice of Dentistry ond Surgery k not an exaci science and mall
therelore repulable practitioners cannot fully guaraniee resuits.

| acknowledge Ihat no guotaniee or assurance has been mode by anyone regarding the denlal freatment which | have|
requested ond authorized. t
Allemative ond possible reoctions have been explained 1o me cleary and in detall. Complicalions. such as Infection. |
hemomhoge ond/or bleeding. scammng, contraciion, possibie deformitles, prolong healing timeover fhe estimate. reaclion lo any!
arug before, during and after surgery, numbnass or liching of the longue, figs, teeth, tissues (Parasthesia), ractred jaw, ect.. |
have been clearty explained 10 me. :
| CERTIFY THAT | HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT TO DENTAL TREATMENT AND THAY THE EXPI.ANATIONS!

[ THERIN REFERRED YO WERE MADE. ANYTHING | DID NOT UNDERSTAND HAVE BEEN EXPLAINED TO ME. -}
i rect Signohure:
Doclors signoture: Witness. Do, Reialion; Date:
2. Treotrnant: . signahure:
Doc lor's signoture: wiiness. Dale: Reiotion: Date:
3 Treuiment, Sgnokse:
Docilor's sgnalure; Winass: Dote: Reiotion:, Dote:
4 Traciment Ssignofure:
Doclors sgnolure: WAtnessS: Oate: RetoNon: Dale:
5. Treatment: signature:
Doctor's signakre: wiiness: Daote: Relalion; Pole:,
&. Treotment Signoiwre:
Doclors sgnoture; Winess: Dale: Relofion: Dale:
7. Trectment. Signolure:
Doclor's signalwe: witness. Date: Relofion: Dote:
8 Treatment, Signature:
Doctors sgnchae. witness. Dale: Reloton; Dote:
9. Irecimaent: Signoture:
Doclor's ugnolure: wiiness: Dofle:, Relalion: Dole:
10. Treclment. Signaiwe:
Doctor's sgnotuse’ Witness: Oote: Reicfion: Dale:
1t Teeokment Signoiure:
Docor's nONFe; Wilness:; Dole: Reiotion; Dole’

Poge ___




Consent Form

[Potienrs Name: Dote of Bith: |

Reod ond invtil the items checked below. Reod, sign and date the bottom of this form.

1. Q orgs 2 Medication: nifal:
j understand that ontiblofics and anaigesics ond other medications can couse aliergic feoctions cousing redness
and sweiling of lissue, pain, iiching, vomiting and/or anophylactic shock (severe aflergic reaction). Date:
2. Q chonges in Treatment Plan: wihck
understand that during freaiment It may be necessary to change or add procedures because ot conditions found )
while working on the teeth that were not discovered during examination. The mosi common being root cancl Date:

iheropy folowing routine restorative procedures. | give my permission 10 the Dentist 1o make any or ol changes and
oaditions as necessary. ]

3. Q Anesthesia: il

ireqlize the risk in receiving an anesthetic. some of which are upset slomach, dizziness, vomiting, sore om. inflomed Gl
vessels of the arm, adverse reactions 1o drugs causing cardiac armest. miscamoge. disodging of chipping teeth ond 8:

L __)cw bone. i _
|
4. Q removol Of Teeth: initiot:
Allematives 1o removol hove been explained 10 me (r00! conal theropy. crowns and periodontol surgery. etc.) and ‘ -
I outhorize the Dentlst 1o remove Ihe folowing teeth and ony others | Dote:

necessary tor reason in parograph #2. | undersiond removing teelh does not aways remove o intection, It present,
and it may be necessary lo have turther treatment. | undersiond the risk Involved In hoving leeth removed. some of
which are pain, sweling, spreod of intection, dry socket, loss of feeling in my teeth. ips. tongue, and surounding
tissue (poresihesia) that can last for an indefinlte period of lime {days/monihs). or iroctured jow. | understand | may
need further reatment by a specialist or even hospitalizotion f complications orise during or following ireaiment;
the cost of which is my responsibilty. -

{

s. Q crowns, srdges, Cops: inifiat:
1 understond that sometlmes it s not possible to moich the color of nalwral teeth exoctly with artificiat teeth. | furiher l
undersiond that | may be wearing temporary crowns, which may come off easlly and that | must be careful 1o ; Date:
ensure thot thay are kept on unill the permanent crowns are delivered. | reclize the final opportunity to moke

chonges in my new crown, bildge. or cap {include shope. fil, size, and color} wil be done before cemeniation.

6. O penture, Complete or Partial: Iﬂﬁd:
1 understand that full or poriial dentures are artificial, constructed of plastic, melal. and/or porceiain, The problems
of weanng these appiikances have been expiained 10 me. Including looseness, soreness. and possible treakoge. | Oate:
reglize the final opportunity 1o make changes in my new denlure (including shape, fif, sk, plocemenl, ond color) |
wil be the "leeth In wax” TRY-IN visit, | understand ihal most dentures require refining. opproximatety 3-12 months
olter initial plocement. The cost lor the reline is not included in ihe litial denlure fee.

. - ———rm— - . me - -

7. O endodontic Treatment (Root Canal): nifa:
{reclize there is no guaraniee 1hal rool canal treaiment will save my tooth and that compiicotions can occur from
the treaiment ond that occasionally metal objects are cemented in the tooth or extended through the 1ool, which Daole:
does not necessarily alfect the success of the treatment. | understand that occasionalty additional surgical
procedures may be necessary {ollowing root canal freatment {apicoectomy}.

8. O rerodontal Loss (Tissue & Bone): ittt
| uncersiond that | have a serious condition cousing gum and bone infection/loss and thai it can lead to the loss of
my leeth. Altemative ireatment plans have been exploined 10 me including gum surgery, repiacement ana/or Dote:
extroctions. | undersiand that underioking ony dental procedure may hove a futre adverse etfect on my
periodontal condition.

e. O rmings: nifal:

| have been odvised by the Dentist tha! the omaigam of composile resin resioration ks an acceptabie procedure
occording 10 ADA guideiines ond os such is a treotmeni used by Dr. Pugeda. The advontages & disodvantages ot Oote:
ollernotive matenal hos been exploined 1o me. 5

1 understand that dentisiry Is not an exact sclence and that, therefore, repuloble practitioners connot fully guorantee results. §
acknowledge hat no guarantee hos been made by anyone regording the dental treaimeni which | hove requested ond outhorized, |
have had the opportunity fo read this form and ask questions. My questions have been answered fo my satislaction. | consen 10 the

proposed fregtmend.

Patient’s Signature Date
or Guardian's Signaiuwre Oale
Dentist's Signaolure Dote

,ee it tameree

Poae




DR.SERENA G. PUGEDA, D.M.D., Inc.

2518 LL Street, Suite A Sacramento CA 95816
Office (916) 4467768 Fax (916) 4469014

Patient Acknowledgment of
Receipt of Dental Material Fact Sheet

I acknowledge that I have received from Dr. Serena G. Pugeda, D.M.D.
a copy of the Dental Material Fact Sheet dated October 17, 2001.

(Print Patient’s Name)

(Patient or Guardian'’s Signature)

S—
(Date)

The introductory prevision of the Dental Material Fact Sheet is reprinted
below for reference purpose only.

The following document is the Dental Board of California’s Dental Material Fact Sheet.
The Department of Consumer Affairs has no Pposition with respect to the language of this
Dental Material Fact Sheet; and its linkage of the CDA web site does not constitute an
endorsement of this document. .

The Dental Board of California

Dental Material Fact Sheet ,

Adopted by the board on October 17, 2001 :

As required by Chapter 801, Statutes of 1992, the Dental Board of California has
prepared this fact sheet to summarize information on the most frequently used
restorative dental materials. Information on the fact sheet is intended to encourage
discussion between the dentist regarding the selection of dental materials best suited for
the patient’s needs. It is not intended to be a complete guide to dental material science.

The most frequently used materials in restorative dentistry are amalgam, composite
resin, glass ionomer cement, resin-ionomer cement, porcelain (ceramic), porcelain
(fused-to-metal), gold alloys (noble) and nickel or cobalt-chrome (base-metal) alloys.
Each material has its own advantages and disadvantages, benefits and risks. These and
other relevant factors are compared in the attachment matrix titled “Comparison of
restorative Dental Material.” A glossary of Terms is also attached to assist the reader in

understanding the terms used.

The statement made are supported by relevant, credible dental research published
mainly between 1993-2001. In some cases, where contemporary research is sparse, we

indicate our best perceptions based upon information that predates 1993.

The reader should be aware that the outcome of dental or durability of a restoration is
not solely a function is influenced by the dentist’s technique when placing the restoration,
the ancillary materials used in the procedure, and the patient’s cooperation during the
procedure. Following restoration of the teeth, the longevity of the restoration will be
strongly influenced by the patient’s compliance with dental hygiene and home care, their
diet and chewing habits.




DR. SERENA G. PUGEDA, D.M.D.

2518 L STREET, SUITE A SACRAMENTO CA 95816

Notice of Cancellation

Dear Patient:

We go to great lengths in this office to see that you get quality personal
dental care at the lowest possible cost.

Our ability to offer services to you is in our personal manner and with
reduced costs is directly dependent upon your cooperation. When we
make an appointment with you, we reserve the time for you with our staff
and it costs us dearly if you do no show up. Please understand our office
policy regarding this matter.

It is our office policy to work with your insurance to see that you have as lithe
financial burden as possible in receiving your dental care. Our agreement
to accept your plan with litle or no out of pocket cost is contingent,
however, upon your agreement and commitment to KEEP ALL
APPOINTMENTS as scheduled. Your signature below acknowledges your
understanding and agreement that your failure to keep all appointments
without a 24 hour nofice of cancellation will result in you being charged a
cancellation fee of $25.00 for each occurence. Thank you for you
cooperation.

Sincerely,
Dr. Serena G. Pugeda, D.M.D.
& staff.
X
print patient name
X
patient or guardian signature dale

Payment Notice: A service charge of $25 or 5% of the face, whichever is
greater, may be imposed immediately on any dishonored checks. After the
first occumence we will no longer accept your personal check, only cash or
money order will be accepted.




Dr. Serena G. Pugeda, D.M.D.
2518 L Street, Suite A
Sacramento, CA 95816

{NAME OF PRACTICE}

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Teiephone: E-mail:
Patient #: Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-
mation to carry out treatment, payment activities, and healthcare operations. .

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to 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 protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to

read it carefully and completely before signing this Consent.
otice of Privacy Practices. If we change

We reserve the right to change our pri;racy practices as described in our N
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain,

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Contact Person: ___DR: SERENA &. PUGEDR, DMp
Alp -ty - 1P e A10- 40 (-9014

Telephone:
Emai: | SPUGEDA @ SPBL GLORAL- NET
adgress: 25V L STREET, SUITE A SACRAMENTD CA Akl

You will have the right to revoke this Consent at any time by giving us written notice of your
Contact Person listed above. Please understand that revocation of this Consent will not
Consent before we received your revocation, and that we may decline to

Right to Revoke:
revocation submitted to the
affect any action we took in reliance on this
treat you or to continue treating you if you revoke this Consent.
SIGNATURE '
L , have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form. | am giving my consent to your use and disclosure of my protected health information to carry out treatment,

payment activities and health care operations.

Date:

Signsture:
H this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGNIT.

Include completed Consent in the patient’s chart.




REVOCATION OF CONSENT
| revoke my Consent for your use and disclosure of my protected heaith intormation for treatment, payment *
activities, and healthcare operations.

1 understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. 1 also understand that you may decline to treat or to continue to treat me

after 1 have revoked my Consent.

Signature: ¢ Date:

© 2002 Amencen Dental Association

ANl RigMs Reserved

Reproducton and use of this form by dentists and thew staff is permitiad. Any cther use. duphcation or distribution of this form by any other party requires the prior
wriien approve! of the Amencan Dental Association.

This Form I3 aducational only doss not constitule legal advics, and covers anly fedaral, not state, law (August 14, 2002).




Dr. Serena G. Pugeda, D.M.D.
2518 L Street, Suite A
Sacramento, CA4 95816

{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 INFORMAT/ON.

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

OUR LEGAL DUTY '
We are required by applicable federai 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 right; f:qnceming your hea.hh
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice

takes effect g, / 14 / g3 and will remain in effect until we replace it.

Wae 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: n 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 authaorization while it was in effect. Uniess you give us a written authorization, we
cannot use or disclose your healith 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 heaithcare 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 tamily 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 heaith 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 healith 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 posstble victim of abuse, neglect, or domestic viotence 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 {or lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawfut 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
a reasonable 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. QQ_ for e_ach page.
$_5  perhourfor staff time to locate and copy your health information, and postage if you want the copies njaﬂgd
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 ina
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 healith 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 handied under
the altermative 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 concemed 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 Heaith and Human Services. We will provide you with the address to file your
complaint with the U.S. Depariment 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. Dp( ngE“ﬂ & PUG EDA N DMD
Telephone: __ A1\0 - 440 - 1769 Fac __ QIo- 44b- 9014
emai__ SPUGEDA @ SRCEHOPAL- NET

Address: 25'8 L STREET  iTE A
CACRAMEND (A gsiv
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Dr. Serena G. Pugeda, D.M.D.
2518 L Street, Suite A
Sacramento, CA 95816

{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

\ , have received a copy of this
office’s Notice of Privacy Practices.

Please Pnnt Name

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:

0O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement
O

Other (Please Specify)
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