Douglas County Health Department and Dental Clinic

PATIENT REGISTRATION
Date:

Patient Information:
First Name: Last Name: MiI:

E-Mail Address:

Birth date: SSN: Sex:M or F Race:
Address: Apt #

City:
State: Zip:

Home Phone # Work #
Cell Phone #

Driver’s Lic #

Employer
Would you Like a Text Message Reminder?  YES NO
Are you: Single Married Divorced Widowed

Emergency Contact Name: Phone Number:
Responsible Party: (Complete only if Patient is a minor)
First Name: Last Name: MI:

Relationship to patient:
Legal Guardian of patient:
E-mail Address:

Birth date: SSN: Sex: MorF
Address: Apt#:__
City:
State: Zip:

Home Phone: Work #:
Cell Phone #

Driver’s Lic #

Employer
Are you: Single Married Divorced Widowed

Emergency Contact Name: Phone Number:

Name and relation of person completing this form:




TIME 9:22 AM Douglas County Health Dept DATE 10/6/2015

MEDICAL HISTORY

PATIENT NAME Birth Date

| Although dental personnel primarily treat the area in 2nd 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 important interrelationship with the dentistry you will receive. Thank you for answering the

. following questions.

Are you under a physician's care now? () Yes () No |If yes, please explain:

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

Have yau ever had a serious head or neck injury? () Yes () No 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? () Yes () No

Have you ever 1a_ker:! Fosamax, gonlv_a. Actonel or 3Ny~ vas ) No
other medications containing bisphosphonates? - /

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes (_) No

Do you use contralled substances? () Yes (_) No

~Women: Are you = ¢ T =
| Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are-yuu allergic to any of the 'fo!Iowing?
[ ] Aspirin [] Penicillin ["] Codeine [] Local Anesthetics [] Acrylic || Metal [7] Latex ] Sulfa drugs

| [] Other If yes, please explain:

Do you have, or have you had, any of the following? -
| AIDS/HIV Positive () Yes (C) No | Cortisone Medicine () Yes () No | Hemophilia () Yes () No | Radiation Treatments (O Yes ) No

| Alzheimer's Disease () Yes () No | Diabetes () Yes () No | HepatilisA (O Yes () No | Recent Weight Loss (O Yes (O No
| Anaphylaxis () Yes (O No | Drug Addictien () Yas () No | HepatiisBorC () Yes ({) No | Renal Dialysis (0 Yes () No
| Anemia () Yes () No | Easily Winded () Yes () No | Herpes () Yes () No | Rheumatic Fever () Yes () No
| Angina () Yes () No | Emphysema () Yes ) No | HighBlood Pressure () Yes () No | Rheumatism ) Yes () No
| Arthriis/Gout () Yes () No | EpilepsyorSeizures () Yes () No | HighCholesterol (O Yes (O No | Scarlet Fever O Yes O No |
| Artificial Heart Valve () Yes () No | Excessive Bleeding () Yes () No | Hives or Rash () Yes () No | Shingles (O Yes () No |
| Arificial Joint () Yes () No | Excessive Thirst () Yas (O No | Hypoglycemia () Yes () No | Sickle Cell Disease ) Yes () No |
| Asthma ) Yes () No | Fainting Spelis/Dizziness( J Yes () No | Irregular Heatbeat () Yes () No | Sinus Trouble (O ves O No |
| Blood Disease () Yes () 'No | FrequentCough (O Yes O) No | Kidney Problems () Yes (1) No | Spina Bifida () Yes () No
‘[ Blood Transfusicn () Yes () No | Frequent Diarrhea () Yes () No | Leukemia () Yes () No | Stomach/intestinal Disease () Yes () No
| Breathing Problem () Yes () No | FrequentHeadaches () Yes () No | Liver Disease (O Yes (O No | Stroke O Yes (O No
| Bruise Easily () Yes () No | Genital Herpes () Yes () No | LowBlood Pressure () Yes (0 No | Sweliing of Limbs () Yes () No
| Cancer () Yes () No | Glaucoma {0 Yes () No | Lung Disease () Yes (_) No | Thyroid Disease () Yes () No
| Chemotherapy () Yes () No | Hay Fever ) Yes () No | Mitral Valve Prolapsa () Yes () No | Tonsililis i) Yes () No
| Chest Pains () Yes () No | HeantAttack/Failure () Yes (J) No | Osteoporesis () Yes () No | Tuberculosis (J Yes () No
| Cold Sores/Fever Biisters () Yes () No | Heart Murmur () Yes () No | PaininJdawJoints () Yes () No In"'m"m or Growths 9 :es & :°
| Congenital Heant Disorder(_} Yes (_) No | Heart Pacemaker () Yes () No | Paralhyrold Disease () Yes () No Vemal hcatios 3-) Y:: :‘*3 N:
| Convulsions () Yes () No | Hean Trouble/Disease () Yes () No | PsychiayicCare () Yes O N9 | Yapow daundice E’L‘) Yaa ,:*; No

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

Comments:

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

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE

- =




DENTAL CLINIC POLICY & PROCEDURES 2023-2025
THESE POLICIES ARE IMPORTANT AND WILL BE STRICTLY ENFORCED.
PLEASE READ CAREFULLY - PRIOR TO INITIALING AND SIGNING.
These policies were created to provide all our patients with the best possible dental care.
we’ll gladly answer questions before you initial & sign; but both are required below to be a patient
here.

C—— > NO FOUL LANGUAGE WILL BE TOLERATED!!! INITIALS

e|f applicable insurance card and valid identification (photo id) is required.

eQur goal is to help you have good oral health. With this as our main goal, we require each patient
receive a dental cleaning and x-rays from a dental hygienist before receiving any treatment with the
dentist. (Adult Cleanings May or May Not Be Covered by Ins. Depending on Ins. Plan)

eFollow the dental staff's care instructions between visits.

e As a hygienist will discuss with you, it is important to receive regular cleanings and exams. (Usually every
6 months.) Regular visits help prevent future dental problems.

e Appointments MUST be confirmed at least 24 hours before or appointments W/LL BE CANCELED!

e Our office makes every attempt to contact you via text/phone call. Itis YOUR RESPONSIBILITY to
provide us with your current contact information in order to take advantage of this courtesy. Patients
must VERBALLY CONFIRM their appointment, at least 24 hours prior to their appointment time, if not
confirmed appointment WILL BE CANCELED and considered a failed appointment.

INITIALS

eArrive 10 minutes prior to your appointment to allow time for check in. Patients arriving after their
scheduled appointment will be rescheduled. We are committed to seeing our patients at their scheduled
appointment time. If we anticipate any delay due to an unforeseen problem or emergency, we will
attempt to notify you immediately. INITIALS

©24 HOUR NOTICE OF CANCELLATION IS MANDATORY. NO EXCEPTIONS!

® FIRST FAILED APPOINTMENT - Existing patients, this is your only missed appointment without penalty.

INITIALS
e SECOND FAILED APPOINTMENT- A $20 fee is required prior to any individual/family member receiving
any treatment following a failed appointment. INITIALS

® THIRD FAILED APPOINTMENT- Patient is no longer eligible to receive any dental treatment from our
dental clinic. No exceptions. This includes those with treatment plans; regardless of whether or not the
treatment plan has begun or is near completion. INITIALS

e Following a third failed appointment; our office will aftempt to notify you of dismissal by mail to the most recent address you
have shared with us. We do this purely as a courtesy and are not responsible for lost, stolen, or undelivered mailings. Your
initials confirm understanding and agreement to the above. INITIALS

Please complete other side.



Medicaid & Insurance Policy

e | understand and agree that | am financially responsible for all charges for any and all
services rendered.

e | understand that wile my insurance may confirm my benefits, confirmation of benefits is
not a guarantee of payment and that | am responsible for any unpaid balances.

¢ | understand and agree that it is my responsibility to know insurance has any deductible,
co-payment, co-insurance, out of network, usually and customary limit, prior
authorization requirements or any other type of benefit limitation for the services |
receive and | agree to make payment in full.

e | agree to inform the office of any changes in my insurance coverage. If my insurance has
changed or is terminated at the time of service, | agree that | am financially responsible

for the balance in full.
INITIALS

My initials/signature confirm | understand and agree to all the above
dental clinic policies.

Patient/Guardian Signature Today’s Date

Witness Today’s Date



Douglas County Health Department _
Notice of Privacy Practices Form 7.20 -

This notice describes how medical information about you may be used and disclosed, and how you can gain access to this information.
Please review it carefully.

Protected health information (PHI), about you, is maintained as a written and/or electronic record of your contfacts or visits
for healthcare services with our practice. Specifically, PHI is information about you, including demographic information (i.e.,

name, address, phone, etc.), that may identify you and relates to your past, present or future physical or mental health
condition and related healthcare services.

Our practice is legally required to maintain the confidentiality of your PHI, and to follow specific rules when using or
disclosing this information. This Notice describes your rights to access and confrol your PHI. 1f also describes how we follow
applicable rules when using or disclosing your PHIto provide your freatment, obfain payment for services you receive,
manage our healthcare operations and for other purposes that are permitied or required by law.

Your Rights Under The Privacy Rule

Following is a statement of your rights, under the Privacy Rule, in reference to your PHI. Please feel free to discuss any
questions with our staff.

You have the right fo receive, and we are required to provide you with, a copy of this Nofice of Privacy Practices - We are
required by law to follow the terms of this Notice. We reserve the right to change the terms of the Notice, and fo make the
new Nofice provisions effective for all PHI that we maintain. We will provide you with a copy of our current Notice if you call
our office and request that a copy be sent to you in the mail, or ask for one at the time of your next appointment. The
Nofice will also be posted in a conspicuous location in the practice, and if such is maintained, on the practice's web site.

You have the right to authorize other use and disclosure - This means we will only use or disclose your PHI as described in this
notice, unless you authorize other use or disclosure in writing. For example, we would need your written authorization to use
or disclose your PHI for marketing purposes, for most uses or disclosures of psychotherapy notes, or if we intended to sell your
PHI. You may revoke an authorization, at any time, in writing, except to the extent that your healthcare provider, or our
practice has taken an action in reliance on the use or disclosure indicated in the authorization.

You have the right to request an alternative means of confidential communication - This means you have the right to ask us
to contact you about medical matters using an alternative method (i.e., email, fax, telephone), and/or to a destination
(i.e.. cell phone number, alternative address, etc.) designated by you. You must inform us in writing, using a form provided

by our pracfice, how you wish to be contacted if other than the address/phone number that we have on file. We will follow
all reasonable requests.

You have the right fo inspect and obtain a copy your PHI* - This means you may submit a written request to inspect or obtain
a copy of your complete health record, or to direct us to disclose your PHI to a third party. If your health record is
maintained elecironically, you will also have the right to request a copy in electronic format. We have the right to charge a
reasonable, cost-based fee for paper or electronic copies as established by federal guidelines. We are required fo provide
you with access to your records within 30 days of your written request unless an extension is necessary. In such cases, we will
notify you of the reason for the delay, and the expected date when the request will be fulfilled.

You have the right fo request a restriction of your PHI* - This means you may ask us, in writing, not to use or disclose any part
of your protecied health information for the purposes of freatment, payment or healthcare operations. If we agree to the
requested resiriction, we will abide by it, except in emergency circumstances when the information is needed for your
freatment. In certain cases, we may deny your request for a resfriction. You will have the right fo request, in writing, that we
restrict communication to your health plan regarding a specific freatment or service that you, or someone on your behalf,
has paid forin full, out-of-pocket. We are not permitted to deny this specific type of requested resfriction.

You have the right to request an amendment to your protected health information* - This means you may submit a written
request fo amend your PHI for as long as we maintain this information. In certain cases, we may deny your request.

You have the right to request a disclosure accountability*® - You may submit a written request for a listing of disclosures we
have made of your PHI to entities or persons ouiside of our practice except for those made upon your request, or for
purposes of freatment, payment or healthcare operations. We will not charge a fee for the first accounting provided in @
12-monfth period.

You have the right fo receive a privacy breach nofice - You have the right to receive written notification if the practice
discovers a breach of your unsecured PHI, and determines through a risk assessment that notification is required.

* If you have questions regarding your privacy rights, or would like to submit any type of written request described above,
please feel free to contact our Privacy Manager. Contact information is provided at the bottom of the following page.

page 1 of 2
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- How We May Use or Disclose Protected Health Information

Following are examples of uses and disclosures of your protected healfh information that we are permitted fo make. These
examples are not meant to be exhaustive, but to describe possible types of uses and disclosures.

Treatment - We may use and disclose your PHI to provide, coordinate, or manage your healthcare and any related services.
This includes the coordination or management of your healthcare with a third party that is involved in your care and
treatment. For example, we would disclose your PHI, as necessary, to a pharmacy that would fill your prescriptions. We will
also disclose PHI to other Healthcare Providers who may be involved in your care and freatment.

Payment - Your PHI will be used, as needed, to obiain payment for your healthcare services. This may include certain
activities that your health insurance plan may undertake before it approves or pays for the healthcare services we
recommend for you such as, making @ determination of eligibility or coverage for insurance benefits.

Healthcare Operations - We may use or disclose, as needed, your PHI in order fo support the business activities of our
practice. This includes, but is not limited to business planning and development, quality assessment and improvement,
medical review, legal services, auditing functions and patient safety activities.

Special Notices - We may use or disclose your PHI, as necessary, fo contact you to remind you of your appointment. We
may contact you by phone or other means to provide results from exams or fests, fo provide information that describes or
recommends treatment aliernatives regarding your care, or to provide information about health-related benefits and
services offered by our office.

We may contact you regarding fundraising activifies, but you will have the right to opt out of receiving further fundraising
communications. Each fundraising notice will include instructions for opting out.

Health Information Organization - The practice may elect fo use a health informatiion organization, or other such
organization fo facilitate the electronic exchange of information for the purposes of treatment, payment, or healthcare
operations.

To Others Involved In Your Healthcare - Unless you object, we may disclose o a member of your family, a relative, a close
friend or any other person that you identify, your PHI that directly relates to that person's involvement in your healthcare. If
you are unable to agree or object tosuch a disclosure, we may disclose such information as necessary if we determine that
it is in your best interest based on our professional judgment. We may use or disclose PHI to notify or assist in notifying a
family member, personal representafive or any other person that is responsible for your care, of your general condition or
death. If you are not present or able fo agree or object to fhe use or disclosure of PHI (e.g., in a disaster relief situation),
then your healthcare provider may, using professional judgment, determine whether the disclosure is in your best interest. In
this case, only the PHI that is necessary will be disclosed.

Other Permitted and Required Uses and Disclosures - We are also permitted to use or disclose your PHI without your written
authorization, or providing you an opportunify fo object, for the following purposes: if required by state or federal law: for
public health activities and safety issues (e.g. a product recall); for health oversight activities: in cases of abuse, neglect, or
domestic violence; to avert a serious threat to health or safety: for research purposes; in response fo a court or
administrafive order, and subpoenas that meet certain requirements; fo a coroner. medical examiner or funeral director; to
respond to organ and fissue donation requests to address worker's compensation, law enforcement and certain other
govemment requests, and for specialized govemment functions (e.g., military, national security, etc); with respect to a
group hedlth plan, fo disclose information to the health plan sponsor for plan administration; and if requested by the
Department of Health and Human Services in order to investigate or determine our compliance with the requirements of
the Privacy Rule.

Privacy Complaints

You have the right to complain to us, or directly to the Secretary of the Department of Health and Human Services if you
™\ believe your privacy rights have been violated by us. We will not retaliate against you for filing a complaint.

You may ask questions about your privacy rights, file a complaint or submit a written request (for access, restriction, or
amendment of your PHI or to obtain a disclosure accountability) by nofifying our Privacy Manager af:

_Q{Zﬂ_l__'&l(tmrhan L AVI-253-437 Ot 1203
\/ Effective Date I/QI/QOQ‘? Publication Date l’/Q/QOQ_?
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