TIME 10:44 AM DATE 7/12/2011
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
PatientIs: [ | 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:

O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder

O Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: ) Male () Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [ ] I'would like to receive correspondences via e-mail.
Section 2 Section 3
Employment Status: () Full Time () Part Time () Retired Additional Comments:
Student Status: () Full Time (O Part Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
—Primary Insurance Information
Name of Insured: Relationship to Insured:") 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
Secondary Insurance Information
Name of Insured: Relationship to Insured:O) Self () Spouse (O 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

Printed copies of this document are considered uncontrolled.
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TIME 10:43 AM DATE 7/12/2011

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 important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation?Q Yes Q No
Have you ever had a serious head or neck injury? Q Yes Q No

Are you taking any medications, pills, or drugs? O Yes O No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any O v O
other medications containing bisphosphonates? es

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No
Women: Are you
Pregnant/Trying to get pregnant? () Yes () No

Taking oral contraceptives? () Yes () No Nursing? () Yes() No

Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine
D Other If yes, please explain:

[ ] Local Anesthetics [ ] Acrylic [ ] Metal [ ] Latex [ ] Sulfadrugs

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

AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes () No | Hemophilia (O Yes () No | Radiation Treatments (O Yes O No
Alzheimer's Disease (O Yes () No | Diabetes (O Yes () No | Hepatitis A (O Yes () No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C (O Yes () No | Renal Dialysis (O Yes () No
Anemia (O Yes () No | Easily Winded (O Yes () No | Herpes (O Yes () No | Rheumatic Fever O Yes O No
Angina (O Yes () No | Emphysema (O Yes () No | High Blood Pressure () Yes () No | Rheumatism O Yes ) No
Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes () No | High Cholesterol (O Yes () No | Scarlet Fever O Yes O No
Artificial Heart Valve (O Yes (O No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes (O No | Shingles O Yes O No
Artificial Joint (O Yes () No | Excessive Thirst (O Yes () No | Hypoglycemia (O Yes () No | Sickle Cell Disease O Yes ) No
Asthma (O Yes (O No | Fainting Spells/Dizziness() Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease (O Yes () No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida O Yes ) No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes () No | Leukemia (O Yes () No | Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches () Yes () No | Liver Disease (O Yes () No | Stroke O Yes O No
Bruise Easily (O Yes () No | Genital Herpes (O Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs O Yes O No
Cancer (O Yes () No | Glaucoma (O Yes () No | Lung Disease (O Yes () No | Thyroid Disease O Yes O No
Chemotherapy (O Yes () No | Hay Fever (O Yes (O No | Mitral Valve Prolapse () Yes () No | Tonsillitis O Yes O No
Chest Pains (O Yes () No | Heart Attack/Failure (O Yes () No | Osteoporosis O Yes () No | Tuberculosis O Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur O Yes () No | PaininJawJoints () Yes () No | rumors or Growths O Yes () No
Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes () No | Parathyroid Disease () Yes () No Ulcers Q Yes () No

! - o Venereal Disease (O Yes () No
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care O Yes O No Yellow Jaundice O ves () No

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

Comments:

To the best of my knowledge, the questions 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
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Samoset Family Dental

Informed Consent For General Dental Procedures

You, the patient or guardian, have the right to accept or reject dental treatment recommended by your
dentist. Prior to consenting to treatment you should carefully consider the anticipated benefits and commonly
known risks of the recommended procedure, alternative treatments or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks and complications with your
dentist and all your questions are answered. Bu consenting to treatment, you are acknowledging your
willingness to accept known risks and complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate information before, during and after
treatment. It is equally important you follow your dentists’ advice and recommendations regarding
medication, pre and post treatment instructions, referrals to other dentists or specialists and return for
scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of a
poor outcome.

PLEASE READ AND INITIAL THE ITEMS BELOW AND SIGN AT THE BOTTOM OF THE FORM
1. TREATMENT TO BE PROVIDED

[ understand that during my course of treatment the following care may be provided:

Examinations ___ Preventative Services Restorative Procedures
Extractions ___ Endodontics Other
(Patient/Guardian Initials )

2. DRUGS AND MEDICATIONS

[ understand that antibiotics, analgesics and other medications can cause allergic reactions causing
redness and swelling of tissues, pain itching, vomiting and/or anaphylactic shock (severe allergic
reaction)

(Patient/Guardian Initials )
3. CHANGES IN TREATMENT PLAN

[ understand that during treatment it may necessary to change or add procedures because of conditions
found while working on the teeth that were not discovered during examination, the most being root canal
therapy following routine restorative procedures. I give my permission to the dentist to make any/all
changes and additions as necessary.

(Patient/Guardian Initials )

(Patient/Guardian Signature) (Date)



OFFICE POLICIES FOR SAMOSET FAMILY DENTAL

We understand there are many options for dental care and we appreciate that you have chosen our
office. In an attempt to maintain our fees at a reasonable level, we ask for your cooperation by
observing the following:

PLEASE read and initial each policy.

BROKEN/MISSED APPOINTMENTS- If you cannot keep your reserved appointment, please notify us
within 24 hours of your appointment to avoid a charge of $50. The fee is not covered by insurance and

you will be directly billed. Payment must be made prior to your next appointment. Obviously there are
certain situations that are inevitable — Discretion is made for each situation.

(Parent/Guardian Initial )

PAYMENT IS DUE AT TIME OF SERVICE — Payment in full for all services is expected the day the service is
rendered, unless previous arrangements have been made. This includes any co-pay and/or deductible
for those patients with dental insurance. Cash, Check, MC, Visa, Discover and American Express are
welcome. We also offer Care Credit for monthly payment plans and our MEMBERSHIP PLAN for patients
without dental insurance.

(Patient/Guardian Initial )

RESIN FILLINGS — This office uses resin/composite restorations. Some insurance companies pay what
they would have paid for a silver filling. There could be a higher charge with your insurance. If you need
more information, please ask your dentist.

(Patient/Guardian Initial )

UNDERSTANDING YOUR DENTAL POLICY — As a courtesy, we check on insurance when you become a
New Patient. It is not the responsibility of our office to know each patient’s dental insurance policy. If
your insurance should change, then it becomes your responsibility to notify us and to identify what has
changed to your policy. Also, as a courtesy we submit claim to your insurance: therefore the most up to
date insurance information is necessary at each appointment. Our office is always happy to help you
understand your insurance — just ask!

(Patient/Guardian Initial )

REMINDERS - As a courtesy we send reminders for all appointments 1 week prior to your reserved
appointment and a reminder again 1-2 days prior to all appointments. Please listen and confirm phone
calls OR confirm the emails. It is your responsibility to remember your appointments, and the services
we provide are a courtesy. Do not rely on them — technology is not perfect. PLEASE provide the most
UP-TO-DATE information or our efforts will not be effective.

(Patient/Guardian Initial )

X-RAYS — Our Standard of Dental Care requires we take X-rays every 12-18 months. We will take them
annually unless there is a reason. If you have any questions or concerns, please speak with one of our
Doctors or Hygienists.

Patient/Guardian Signature




Policy for Your Private Health Information o=_ /

This notice describes how health information about you may be used and disclosed and how you can get access to this information.

Notice of Privacy Practices

As Required By Law

We may use or disclose your health information as required by any
statue, regulation, court order or other mandate enforceable in a court of
law.

Abuse or Neglect

We may disclose your health information to the responsible government
agency if (a) the Privacy Official reasonably believes you are a victim of
abuse, neglect, or domestic violence, and (b) we are required or
permitted by law to make the disclosure.

Public Health and National Security

We may be required to disclose to Federal officials or military authorities
health information necessary to complete an investicgation related to
publich health or national security, for example, the control or prevention
of an epidemic or understanding the new side effects of a drug treatment
or medical device.

By Law Enforcement

As permitted or required by State or Federal law, we may disclose your
health information to a law enforcement offical for certain law
enforcement purposes, including, under certain limited circumstances, if
you are a victim of a crime or in order to report a crime.

Family, Friends and Caregivers

We may share your health information with those you tell us will be
helping you with your treatment, medications, or payment. We will be
sure to ask your permission first. In the case of an emergency, where you
are unable to tell us what you want, we will use our best judgement
when sharing your health information only when it will be important to
those participating in providing your care.

Workers’ Compensation Purposes

We may disclose your health information as required or permitted by
State or Federal workers’ compensation laws.

Judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial
proceeding in response to a subpoena or a request to produce
documents. We will disclose your health information in these
circumstances only if the requesting party first provides written
documentation that the privacy of your health information will be
protected.

Incidental Uses and Disclosures

We may use or disclose your health information in a manner which is
incidental to the uses and disclosures described in this Notice.
Health Oversight Activities

We may disclose your health information to a government agency
responsible for overseeing the health care system or health-related
government benefit program.

To Avert a Serious Threat to Health or Safety

We may use or disclose your health information to reduce a risk of
serious and imminent harm to another person or to the public.

To The U.S. Department of Health and Human Services (HHS)

We may disclose your health information to HHS, the government agency
responsible for overseeing compliance with federal privacy law and
regulations reglating the privacy and security of health information.

For Research

We may use or disclose your health information for research, subject to
conditions. “Research” means systemic investigation desgined to
contribute to generalized knowledge.

In Connection With Your Death or Organ Donation

We may disclose your health information to a coroner for identification
purposes, to a funeral director for funeral purposes, or to an organ
procurement organization to faciliated transplantation of one of your
organs. If State law does not permit such disclosure, we will comply.

Authorization to Use or Disclose Health Information

We are required to obtain your written authorization in the following
circumstances: (a) to use or disclose psychotherapy notes (except when
needed for payment purposes or to defend against litigation filed by
you); (b) to use your PHI for marketing purposes; (c) to sell your PHI; and
(d) to use/disclose your PHI for any purpose not described in this Notice.

We will also obtain your authorization before using or disclosing your
PHI when required to do so by (a) state law, such as laws restricting the
use or disclosure of genetic information or information convcerning HIV
status; or (b) other federal law, such as federal law protecting the
confidentiality of substance abuse records. You may revoke that
authorization in writing at any time.

Your Rights as a Patient
You have the following rights related to your health
information.

Restrictions

You have the right to request restrictions on the use/disclosure of your
health information for treatment, payment, or healthcare operations in
addition to the restrictions imposed by federal law. Our office is not
required to agree to your request, unless (a) you request that we not
disclose your PHI to a health insurance company, Medicare/Medicaid for
payment or healthcare operations purposes; (b) you, or someone on
your behalf, has paid us in full for the healthcare item or service to
which the PHI pertains; and (c) we are not required by law to disclose to
the insurer, Medicare/Medicaid the PHI that is the subject of your
request, but we will endeavor to honor reasonable requests.

We generally are not required to agree to a requested restriction. Our
office will honor your request that we not disclose your health
information to a health plan for payment or helathcare operations
purposes if the health information relates solely to a healthcare item or
service for which you have paid us out-of-pocket in full.

Confidential Communications

You have the right to request that we communicate to you by alternative
means or location. For example, you may request that we communicate
your health informatino only privately with no other family embmers
present or through mailed communications that are sealed. We will
honor your reasonable requests for confidential communications.

Inspect and Copy Your Health Information

You have the right to read, review and copy your health information,
including your complete chart, x-rays and billing records. If you would
like a copy of your health information, please let us know. We may need
to charge you a labor-based fee to duplicate and assemble your copy.

Inspect and Copy Your Health Information

You have the right to ask us to modify your records if you believe your
health information records are incorrect or incomplete. We will be happy
to accomodate you as long as our office maintains this information. Your
request may be denied if the record in question was not created by us
or if the records are determined to be correct.

Accounting of Disclosures of Your Health Information

You have the right to ask for a description of how and where your health
information was disclosed. Please let us know in writing the time period
for which you are interested. Thank you for limiting your request to no
more than six years at a time. We will provide the accounting of the past
12-month period without charge, otherwise we may charge a fee.

Patient Acknowledgement:
Patient Name(s): X

Patient Signature(s): X

Date: / /






