CLAREMORE
FAMILY
DENTAL

PATIENT INFORMATION

NAME: PREFERRED NAME:

DATE OF BIRTH: SOCIAL SECURITY NUMBER:

ADDRESS: EITYe STATE: 21P:

PHONE (__ ) CELLSH= ) TEXT REMINDERS/ COMMUNICATION? Y or N

EMAIL ADDRESS?

CIRCLE APPROPRIATE STATUS: MINOR SINGLE MARRIED WIDOWED SEPARATED DIVORCED

MINOR PARENTS NAME AND ADDRESS IF DIFFERENT:

EMERGENCY CONTACT: PHONE: (__ ) RELATIONSHIP:

WHOM CAN WE THANK FOR REFERRING YOU?

SPOUSE INFORMATION

NAME: DATE OF BIRTH: SSN:

EMPLOYER: PHONE: (__)

DENTAL INSURANCE INFORMATION

PRIMARY DENTAL INSURANCE NAME: PHONE: (__)
MEMBER ID: GROUPH#: NAME OF INSURED:

DOB: RELATIONSHIP TO PATIENT: SSN:
NAME OF EMPLOYER WORK#: (__)
SECONDARY DENTAL INSURANCE NAME: PHONE: (__ )
MEMBER ID: GROUPH: NAME OF INSURED:

DOB: RELATIONSHIP TO PATIENT: SSN:

NAME OF EMPLOYER WORK #: (___)




Dental History

Why have you come to the dentist today? Are your teeth sensitive to heat, cold, or anything else?

Do you have mobility in your teeth?

Are you currently in pain? OYes OnNo Do you still have wisdom teeth?

Do you require antibiotics before dental treatment? OYes [ONo Previous / Present Dentist: Last Visit Date:

Your current dental health is O Good O Fair O Poor (Please Circle)

Do you floss dally? OYes O No Brush daily? ClYes I No Would you like fresher breath? [ Yes (0 No Whiter teeth? (J Yes
Type of bristles on your toothbrush? ClHard O Medium [ Soft | Are you happy with the way your smile looks? O Yes

If not, what would you char»ger.7

Do your gums ever bleed? [ Yes (ONo Everitch? COYes [ No

Have you ever had periodontal disease? OYes [ No

Medical History

(e
Do you have 3 personal physician? OYes [ONo Are you currently under the care of a physician?

Physician’s Name: Please explain:

Address: Do you smoke or use tobacco in any other form:
Street

Have you ever taken Phen-Fen, Redux or Pondimin?

City State Zip For Women: Are you taking birth control pills?
Phone ( ) Date of last visit: Are you pregnant O Unsure

Your current physical health is: OGood OFair OpPoor | Week#__ Are you nursing?

Do you or have you experienced the following?

N Hay Fever Y Liver Disease
Headaches Low Blood Pressure
Heart Attack Lupus

Heart Murmur Mitral Valve Prolapse
Heart Surgery Pacemaker
Hemophilia Persistent Cough
Hepatitis Psychiatric Problems
Herpes Radjation Treatment
High Blood Pressure Rheumatic Fever
HIV*/Aids Scarlet Fever
Kidney Problems Selzures

Colitis

Congenital Heart Defect
Diabetes

Difficulty Breathing
Drug Abuse
Emphysema
Epilepsy

Ever Hospitalized
Fainting Spells
Fever Blisters
Glaucoma

Shingles

Sickle Cell Disease
Sinus Problems
Steroid Therapy
Stroke

Thyroid Problems
Tonsillitis
Tuberculosis (TB)
Ulcers

Venereal Disease

Abnormal Bleeding
Alcohol Abuse
Anemia

Arthritis

Artificial Bones/Joints
Artificial Valves
Asthma

Blood Transfusion
Cancer
Chemotherapy
Chicken Pox
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Please list any serious medical condition(s) that you have experienced?

Are you taking any prescription/over the counter drugs? (0 Yes O No If yes, please list each one:

Are you allergic to any of the following?

Y N Aspirin Y N Codeine Y N Erythromycin Y N Latex Y N Sedatives Y N Tetracycline
Y N Barbiturates Y N Dental Anesthetics Y N Jewelry / Metals Y N Penicillin Y N Sulfa Drugs Y N Other

Please list anything additional that causes allergic reactions:

Our office is HIPAA compliant and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

Authorization

I affirm that the information I have given is correct to the best of my knowledge, and that it is my responsibility to inform this office of any changes in my medical
status. I authorize the dental staff to perform the necessary services I may need. I-assign the Doctor all insurance benefits. I understand that I am responsible for
payment of services rendered, any deductible, and co-payment that my insurance does not cover. I understand that the administration of local anesthetic may cause
an untoward reaction or side effects which may include, but are not limited to, bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or rarely,
permanent numbness. I understand that occasionally needles break and may require surgical retrieval.

I have received a copy of this offices Notice of Privacy Practices.

Signature

Medical History Update

1 have read my medical history dated and confirmed 1 have read my medical history dated and confirmed
that it states past and present medical condition that it states past and present medical condition

Signature Signature




PAYMENT POLICY

This letter is to explain the payment policy of CLAREMORE FAMILY DENTAL. Due
to the increased cost of mailing statements and in an effort to keep our fees as
low as possible, we find it necessary to expect our patients to pay in full for the
service rendered at the end of each appointment.

If you do not have insurance and it is found that you need to return to our office,
we expect full payment at the time services are rendered unless other
arrangements have been made prior to the appointment. We accept cash,
checks, and credit cards. There is a finance option available to our patients
through “Care Credit”. You can apply online at www.carecredit.com.

If you have insurance, we will still be accepting benefit assignment. We do
require you to pay your part of the percentage that your insurance company does
not cover and your deductible if applicable. PLEASE NOTE, THIS IS ONLY AN
ESTIMATE OF WHAT YOUR PERCENTAGE WILL BE. THERE MAY BE ADITIONAL
AMOUNTS OWED AFTER YOUR INSURANCE PAYMENT IS RECEIVED. WE DO OUR
VERY BEST TO GIVE YOU THE MOST ACCURATE ESTIMATE THAT WE CAN, BUT

WE HAVE NO TUARANTEE OF BENEFITS UNTIL THE CLAIM IS FILED AND OUR
INSURANCE PAYS.

IF YOU ARE UNABLE TO KEEP YOUR APPOINTMENT, A 24-HOUR NOTICE MUST
BE GIVEN IN ORDER TO AVOID A $65.00 CHARGE.

We hope this policy will better serve you and avoid any misunderstanding. If you

have any questions about the above policy, please do not hesitate to ask us. We
are here to help you.

We agree to be jointly and severally liable for all charges not paid by my dental
benefit plan for each family member on this account.

Signature Date

Spouses Signatue Date

Claremore Family Dental Date




Claremore Family Dental
1480 W. Blue Starr Drive, Claremore, OK 74017
(918) 342-5070

MEDICAL INFORMATION RELEASE FORM
(HIPAA RELEASE FORM)

Name: Date of Birth: [

Release of Information

[ ] |authorize the release of information including the diagnosis, records;
examination rendered to me and claims information. This information may

be released to:

[ 1Spouse Phone#
[ ]Child(ren) Phone#
{ ] Other Phones#

[ 1 Information is not to be released to anyone.
This Retease of Information will remain in effect until terminated by me in writing.

Messages

Please call [ ] my home
{ 1 my work
[ 1 my cell number

If unable to reach me:

[ 1 you may leave a detailed message
[ ] you may leave a message to confirm appointment time and date

[ ] please leave a message asking me to return your call

[ ]

Signed. Date: 7/

Witness: Date: / /




Claremore Family Dental
1480 West Blue Starr Drive, Claremore, OK 74017
(918) 342-5070

Acknowledgement of Receipt of Notice of Privacy Practices

* You May Refuse to Sign This Acknowledgment*

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

Print Name;

Signature:

Date:

For Office Use Only

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

0 Individual refused to sign
{3 Communications barriers prohibited obtaining the acknowledgement
[ An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify)




Claremore Family Dental
1480 W. Blue Starr Drive, Claremore, OK 74017 » (918) 342-5070

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.

We are required by law to maintain the privacy of protected health information, to provide Individuals with notice of our legal dutles and privacy practices with
respect to protected health informatian, and to notify affected individuals following a breach of unsecured protected health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect September 1, 2013, and will remain in effect until we replaceit.

We reserve the right te change cur privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law, and to make
new Notice provisions effective for all protected health information that we maintatn. When we make a significant change in our privacy practices, we will change this
Notice and post the new Notice ciearly and prominenily at our praclice cation, and we will provide coples of the new Notice upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using

the information Hsted at the end of this Notice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose your health information for different
purposes, including treatment, payment, and heaith care
operations. For each of these categories, we have provided a
deseription and an example. Some information, such as HiV-related
information, genetic information, alcoho! and/or substance abuse
records, and mental health records may be entitled to special
confidentiality protactions under applicable state or federal law. We
will abide by these special protections as they pertain to applicable
cases involving these types of records.

Treatent. 'We may use and disclose your health Information for your
treatment. For example, we may disclose your health information to a
specialist providing treatment 1o you.

Payment. We may use and disclose your heatth information to obtain
reimbursement for the treatment and services you receive from us or
another entity involved with your care. Payment activities include billing,
collectians, dlaims management, and determinations of eligibility and
roverage to obtain payment from vou, an insurance company, or another
third party. For example, we may send claims to your dental health plan
containing certain health information.

Heafthcare Operations. We may use ahd disclose your heaith information in
connection with our healthtare operations. For example, healthcare
operations indude quality assessment and improvement activities,
conducting treining programs, and licensing activities.

individuals Invalved in Your Care or Payment for Your Care. We may
disclose your health information to your family or friends or any other
ingividual identified by you when they are involved in your care or in the
payment for your care. Additionally, we may disclose information about you
to a patient representative. If a person has the authority by law to make
health care decisions for you, we will treat that patient representative the
same way we wauld treat you with respect to vour health information.

Disaster Relief. We may use or disciose your health information to assist in
disaster relief efforts.

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

Public Health Activities. We may disclose your health information for public
health activities, including disclosures to:

1] Prevent of control disease, injury or disability;

[L] Report child abuse or neglect;

o Report reactions 1o medications or problems with
products or devices;

o Notify a person of a recali, repair, or replacement of
products or devices;

[+] Netify a person who may have been exposed to a
disease or condition; or

o Notify the appropriate government authority if we
befieve a patient has been the victim of abuse, neglect, or

domestic vibience,

Nationai Security. We may disclose to military authorities the health
information of Armed forces perscnnel under certain circumstances. We
may disclose to authorized federal officials heatth information required for
lawful intelligence, counterintelligence, and other nations! securlty activities.
We may disclose 10 correctional institution or law enforcement official
having lawful custody the protected heafth information of an inmate or
patient.

Secretary of HHS. We will disclose your health information to the Secretary
of the U.S. Department of Health and Human Services when required ta
investigate or determine compliance with HIFAA.

Worker's Compensation. We may disclose your PHI to the extent authorized
by and to the extent necesssry to camply with laws relating to worker's
compensation or other similar programs established by law.

Law Enforcement. We may disclose your PHi for law enforcement purposes

as permitted by HIPAA, as required by law, or in response 1o 3 subpoena or
court order.

Heaith Oversight Activities. We may disclose yous PH) to an oversight agency
for activities authorized by law. These oversight activities include audits,
investigations, inspections, and credentialing, as necessary for licensure and
for the government to monitor the heaith care system, government
programs, and complance with civil rights laws.

Judicial and Administrative Proceedings. If you are involved In a lawsuit or a
dispute, we may disclose your PHI in response to 3 court or administrative
arder. We may alee disclose health information about vou in respanse 1o a




subpoena, discovery request, or other lawful process instituted by someone
else involved in the dispute, but only if efforts have been made, either by the
reguesting party or us, to tell you about the request or to obtain an arder
protecting the information requasted.

Research. We may disclose your PHI to researchers when their research has
been approved by an institutional review board or privacy board that has
reviewed the research proposal and established protocois to ensure the
privacy of your information.

Coroners, Medical Examiners, and Funeral Directors. We may release your
PHI to a coroner or medical examiner. This may be necessary, for example, to
identify-a deceased person or determine the cause of death. We may alse

disclose PHI to funeral directors consistent with applicable law to enable
them to carry out their duties.

Fundraking. We may contact you to provide you with Information about our
sponsored activities, including fundraising programs, as permitted by
applicable law. If you do not wish to receive such information from us, you
may opt out of racelving the communications,

Other Uses and Disclosuras of PHI

Your authorization is required, with a few exceptions, for disciosure of
psychotherapy notes, use or disclosure of PHI for marketing, and for the sale
of PHI. We will also obtain your written authorization before using or
disclosing your PHI for purposes other than those provided for in this Notice
[or as otherwise permitted or required by law). You may revoke an
authorization in writing at any time. Upon recelpt of the written revocation,
we will step using or discinsing your PHI, except to the extent that we have
diready taken action In reliance on the authorization.

Your Hesith information Rights

Access. You have the right to look at or get copies of your health Information,
with imited exceptions. You must make the request in writing. You may
obtain a form to request access by using the contact Information listed at the
end of this Notice. You may also request access by sending us a letter to the
address at the end of this Notice. f you request information that we
maintain on paper, we may provide photocopies. If you request information
that we maintain electronically, you have the right to an electronic copy. We
will use the form and format you request if readily producible. We will charge
you a reasonable cost-based fee for the cost of supplies.and labor of copying,
and for postage if you want copies malled to you. Contact us using the
information tisted at the end of this Notice for an explanation of our fee
structure.

f you are denied a request for access, you have the right to have the denial
reviewed in accordance with the requirements of applicable law.

Disclosure Accounting. With the exception of certain disclosures, you have
the right to receive an accounting of disclosures of your health information in
accordance with applicable laws and regulations. To request an accounting of
disclosures of your health information, you must submit your reguest in

We support your
1Y

writing to the Privacy Official. 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 the additional requests,

Right to Reguest a Restriction. You have the right to request additional
restrictions on our use or disclosure of your PHI by submitting a written
request to the Privacy Official. Your written request must include {1) what
Information you want to limit, (2) whether you want te limit our use,
disclosure or both, and [3) to whom you want the limits to apply. We are not
required to agree to your request except in the case where the disclosure is
to a health plan for purposes of carrying out payment or health care
operations, and the information pertains solely to a health care ltem or
service for which you, or 3 person on your behalf [other than the health
plan}, has paid our practice In full.

ARernative Communication. You have the right to request that we
communicate with you about your health information by alternative means
or at alternative locations. You must make your request in writing. Your
request must specify the alternative means or location, and provide
satisfactory enplanation of how paymenis will be handied under the
alternative means or location you request. We will accommodate all
reasonable requests. However, if we are unable to contact you using the
ways or incations you have requested we may rontact you using the
informaticn we have.

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 shauld be amended. We may deny your request under certain
circumstances. if we agree to your request, we wifl amend your record!s) and
notify you of such. If we deny your reguest for an amendment, we will
provide you with a written explanation of why we denied it and explain your
rights.

Right to Notification of a Breach. You will receive notifications of breaches of
your unsacurad protectad health information as required by law.

Electronic Notice. You may receive a paper copy of this Notice upon request,
even if you have agreed to receive this Notice electronically on our Web site
or by electronic mail (e-maif).

Questions and Complaints

# you want more information about our privacy prattices or have questions
or concerns, please contact us.

If you are concernad that we may have violated your privacy rights, or if you
disagree with a decision we made about actess to your heaith information or
in response to a request you made to amend or restrict the use or disclosure
of yowr health information or to have us communicate with you by
atternative means or at alternative locations, you may complain o us using
the contact information Hsted 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.

ight 10 the privacy of your health information. We wili not retaliate in any way if you choose to flle a

Fi
complaint with Us or with the U.5. Department of Health and Human Services.

Qur Privacy Official:
Kathy Smith
Claremore Family Dental
{918) 342.5070




