PATIENT REGISTRATION

1D: Chart 1D:
First Name: Last Name: Middle Initial:
Patient Is- [ | Policy Holder Preferred Name:
|:| Responsible Party

— Responsible Party (if someone other than the patient)

First Name Last Name: Middle Initial: __

Address: Address 2:

City, State, Zip: Pager.

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc. Sec: Drivers Lic:

@] Responsible Party is also a Policy Holder for Patient

Patient Information
Address:

City:

Home Phone: Work Phone:

O Primary Insurance Policy Holder

Address 2:

State / Zip: Pager:

@) Secondary Insurance Policy Holder

Ext: Cellular:

() Divorced

Drivers Lic:

() Separated () Widowed

Section 3

Emergency Contact:

Sex: ) Male (O Female Marital Status: () Married () Single

Birth Date: Age: Soc. Sec:

E-mail: |:| | would like to receive correspondences via e-mail.
Section 2

Employment Status: () Full Time (O Part Time () Retired

Student Status: () Full Time (O Part Time

Emergency Contact #:

Referred By:

Medicaid 1D: Pref. Dentist: Eligibility Date:
Employer 1D: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
— Primary Insurance Information
Name of Insured: Relationship to Patient(") Seif () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip City, State, Zip:
Rem. Benefits: .00 Rem. Deduct: 00
Secondary Insurance Information
Name of Insured- Relationship to Patient( ) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State,Zip: City,State Zip:
Rem. Benefits: 00 Rem. Deduct: 00




MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an imporiant interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? O Yes (_} No  If yes, please explain:

Have you ever been hospitalized or had a major operation? ) Yes () No If yes, please explain:

Have you ever had a serious head or neck injury? O Yes O Mo  If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes (_) No  If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? O Yes O Mo

No

Have you ever taken Fosamax, Boniva, Actonel or any —
other medications containing bisphosphonates? QYesQ

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use centrolled substances? () Yes () No
Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes(O) No Mursing? () Yes () No
Are you allergic to any of the following?
[] Aspirin [] Peniciliin [] codeine [] Local Anesthetics ] Acrylic ] Metal [] Latex [] sulfa drugs

D Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDSMHIV Positive (O Yes () Mo | Cortisons Medicine () Yes () Mo | Hemophilia () Yes () Mo | Radiation Treatments O ves (O Ne
Alzheimer's Dissase () Yes () Mo | Diabetes () Yes () Mo | Hepatitis A () Yes () Mo | Recent Weight Loss () Yes () No
Anaphylaxis (O ves () No | Drug Addiction (") ves () Mo | HepatiisBor C (") ves () No | Renal Dialysis () es () Mo
Anemia () Yes (C) Mo | Easily Winded () Yes () Mo | Herpes () Yes () Mo | Rheumatic Fever () Yes () No
Angina () ves (C) Mo | Emphysema () es (C) Mo | High Blood Pressure () Yes () No | Rheumatism (O ves () No
Arthritis/Gout () Yes () Mo | Epilepsyor Seizures () Yes () Mo | High Cholestersl () Yes () No | Scarief Fever () ves () No
Artificial Heart Valve () Yes () Mo | Excessive Bleading () Yes () Mo | Hives or Rash () Yes (C) Mo | Shingles () Yes () No
Artificial Joint () ves () No | Excessive Thirst () ves () Mo | Hypoglycemia () ves () No | Sickle Cell Disease () ves () No
Asthma (0 Yes (0 No | Fainting Spells/Dizziness{_)} Yes () Mo | ImegularHeartbeat () Yes () Mo | Sinus Trouble () ves () No
Blood Diszase () Yes () Mo | Frequent Cough () Yes () No | KidneyProblems () Yes (() No | Spina Bifida () Yes () No
Blood Transfusion (O Yes () Mo | Frequent Diarrhea () ez (O Mo | Leukemia () Yes () Mo | Stomach/Intestinal Disease () Yes {_) No
Breathing Problem (O es () No | Frequent Headaches () es (() Mo | Liver Disease () ves () Mo | Stroke () Yes () No
Bruise Easily () Yes () No | Genital Herpes () Yes () Mo | Low Bleed Pressure () Yes () Mo | Swelling of Limbs () ves () No
Cancer () Yes () No | Glaucoma () Yes () Mo | Lung Disease () Yes () Mo | Thymoid Disease () Yes () No
Chemotherapy () Yes () No | Hay Fever () Yes () Mo | Mitral Valve Prolapse( ) Yes () No | Tonsillitis 8 es () No
Chest Pains () Yes () No | Heart Attack/Failure () Yes () No | Osteoporosis ) Yes () Mo | Tuberculosis Yes () No
Cold SoresiFever Blisters () Yes () No | Heart Murmur () Yes () No | PaininJawdoints () Yes () Mo a‘mm"' Growths 8 :ﬁ; 8 :9
Congenital Heart Disorder( ) Yes () No | Heart Pacemaker Q Yes Q Mo | ParathyroidDissase () Yes Q No | o= ! e o No
Convulsions (O ves O No | Heart Trouble/Dissase (O Yes (0 No | Psychiatric Care (O Yes O Mo | (0", o E) Yes d No

Have you ever had any serious illness not listed above? (") Yes (C) No

Comments:

To the best of my knowledge, the guestions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Appointment Agreement

Please notify us, prior to your appointment or prior to seeing the dentist or hygienist of
any changes in address, phone numbers, email address, marital status, medical
situation, medications taken, or insurance coverage.

A 24-hour notice is required to cancel an appointment. If we are given less than a 24
“BUSINESS HOUR” notice, it is considered a broken appointment. A broken
appointment will require us to charge your account a $75.00 charge per appointed
family member.

If you should require a procedure that a treatment plan of $500 or more, we ask that
you pay a 50% reservation fee when scheduling to hold your reservation for services.
This nonrefundable deposit will be applied to your balance.

A parent or guardian must sign for children under the age of 18 years old. The parent
or guardian that signs the patient in and/or makes the appointment is responsible for
the patients account.

I fully understand the conditions of the Agreement and agree to abide by the limitations
set forth. I also understand that I have the primary duty to provide payment for
services rendered at Dental Bliss, and that I am responsible for the entire fee. I hereby
authorize payment directly to Dental Bliss.

Print Patient Name

Signature of Patient and/or Responsible Party Date



Financial Agreement

Thank you for choosing the office Dental Bliss for your dental home. As a special
service to you, we assist you in filing insurance claims so that you might receive the
maximum benefit available from your insurance coverage. In relieving you of this
financial burden we have set some guidelines and limitations which must be
recognized and adhered to:

I fully understand the conditions of the Agreement and agree to abide by the limitations
set forth. I also understand that I have the primary duty to provide payment services
rendered at Dental Bliss, and that I am responsible for the entire fee. I hereby authorize
payment directly to Dental Bliss.

Print Patient Name

Signature of Patient and/or Responsible Party Date

HIPPA Notice of Privacy Practices



Dental Bliss

THIS NOTICE DESCRIBES HOW MEDICAL/DENTAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED, HOW YOU CAN GET ACCESS TO THIS
INFORMATION, PLEASE READ AND REVIEW CAREFULLY

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to
carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required
by law. It also describes your rights to access and control your protected health information. "Protected health
information" is information about you, including demographic information, that may identify you and that relates to
your past, present or future physical, dental or mental health condition and related health care services.

1.Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, dentist, our office staff and others
outside of our office that are involved in your care and treatment for the purpose of providing health care services to
you, to pay your health care bills to support the operation of the dentist/physician's practice, and any other use
required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your health care with a third
party.

We will also disclose to a family member, spouse, adult children, and information as necessary for your overall
dental care.

For example: we would disclose your protected health information, as necessary, to a home health agency that
provides care to you. An another example would be when we would need to share your records of information to a
specialist or a physician to whom you have been referred to, to ensure that the physician or specialist has the
necessary information to diagnose or treat you.

Payment: Your protected health information will be sued as needed to obtain payment for your health/dental care
services. For example: obtaining approval for a dental procedure from an insurance carrier that may require that
your relevant protected health information be disclosed to the insurance plan to obtain approval for the procedure.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support
the business activities of your dentist's practice. These activities include, but are not limited to, quality assessment
activities, employee review, activities, training of medical/dental students, licensing, and conducting or arranging for
other business activities. For example: we may disclose your protected health information to dental/hygiene
students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you
will be asked to sign your name. We may use or disclose your protected health information as necessary to contact
you to remind you of your appointment via mail or by phone.

We may use or disclose your protected health information in the following situations without your authorization:
These situations include: as Required by Law, Public Health issues as required by Law, Communicable Diseases,
Health Oversight Abuse or Neglect, Food and Drug Administration requirements, Legal Proceeding, Law
Enforcement, Coroners, Funeral Directors, Organ Donation services, Research, Criminal Activity, Military Activity
and National Security, Workers' Compensation. Under the law, we must make disclosures to you and when required
by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with
the requirements of

Section 164.500.

Your rights:



Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information: Under federal law, however, you
may not inspect or copy the following records; psychotherapy notes, information compiled in reasonable
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information
that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information: This means you may ask us
not to use or disclose any part of your protected health information for the purposes of treatment, payment or
healthcare operations. You may also request that any part of your protected health information not be disclosed to
family members or friends who may be involved in your care or for notification purposes as described in this Notice
of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction
to apply in writing.

Your physician/dentist is not required to agree to a restriction that you may request. If physician/dentist believes it
is in your best interest to permit use and disclosure of your protected health information, your protected health
information will not be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communication from us by an alternative means or at an
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you
have agreed to accept this notice alternatively i.e. electronically.

You may have the right to have your physician/dentist amend your protected health information. If we deny
your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a
rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have
the right to object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have

been violated by us. You may file a complaint with us by notifying our privacy contact of your complain. We will
not retaliate against you for filing a complaint.

This notice was published and became effected on April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPPA Compliance Officer in person or by phone at our main phone number 615-794-8810..

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

PLEASE PRINT Patient Name:

Signature: Date:




