The benefits of a happy, healthy ™%
smile are immeasurable! Oor goal is to

help you reach and maintain maximum

ABOUT YoU
Tnduy's Date:
E-mail Address:

Name;

LRET L Hi MRS ME DE

I prefer fo be called: " Male T Female
Bithdate: __/ /  Age:

Home Address:

AFTDHDO

SEast w

[ single  [7] Married || Divorced  [[1Widowed [ Separated
Hm & | } Pager / Cell #:

Wi #: | | Ext:

oral health. Please fill out this
form completely, The better we com-
municate, the better we can care for you.

INSURANCE COVERAGE

Dental Coverage: || Yes || Mo

Insurgnce Co. Mome:

Insurance Co, Address:

Insurance Co, Phone # | J

Group # [Plan, Local or Policy 4):

Insured's Meme: Relation:
Insured's Birthdate: / £ Insured's 55 #:

Insured's Employer:

Employer:

Emp|u1l,rar’s Address:

How lang there? Oreupation:

Where & when are best fimes to reach you?

Wham may we Thank for referring you?

Ctther fclmi|].r members seen by us:

Previaus | Prasent Denfish:
Plecae Circel

Last Visit Date:

His / Her Mame:

Secondary
Dental Coverage: [ Yes [ No

Insurance Co. Mome:

Insurance Co. Address:

Insurance Co. Phone & | ]

Group # (Plan, Local or Policy #):

Insured's Mome: Relation:

Insured's Birthdote: ! £ Insured's 55 &

Insured's Employer:

Emplayer:

Wk ] Ext 554

Birhdate; /S / Driver's License #:
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(it rdin e e e Biredd

Person Responsible for Account:

Wha (] Ext__ Hm#:

Billing Address:

Relation: 554
DL &

In the event of an emergency, is there someone
who lives near you that we should contact?
His / Her Name: Relation:
Wk ) Hm#: (|

MEDICAL HISTORY

Do you have a personal physician? [ Yes
Physician’s Nome:
Phane # J Date of fast visit:
Are you currently under the care of o physicion? [0 Yes L Mo
Ple-nlse expl;_lin:l_

i W
CONTIMUED ON BACK
T E,‘g# (i, iy

i




Your current physical health is; [l Geod LI Fair [ Poor
Are you toking any prescription / -
over-the-counter or herbal supplement drugs? LlYes | No

Plaase list each ane;

Have you ever taken Phen-Fen? iAlia knavwn as Redus or Pondiminl [ Yes D1 No
If 50, when? - )

For Women: Are you foking birth control pills? [ Yes | Mo
Areyoupregnant? | Yes [ Mo Week #: S
Areyourursing? [ Yes [ No

Have you ever had any of the following diseases or medicol problems?

¥ N Abnormal Bleeding ¥ N Hepatitis

¥ M Aleohdl / Drug Abuse ¥ N Herpes [ Fever Blisters

¥ M Anemia T N High Blood Pressure
YN Arhritis TN HIV* S AIDS

Y M Arificiel Bones / loints / Valves ¥ N Haspitalized for Any Reason
¥ M Asthma ¥ N Kidney Prablems

¥ N Blood Transhusicn N liver Disease

¥ M Cancer [Chemotherapy f N Low Blood Pressure

T M Colitis ¥ M Mikral Valve Prolopse

¥ M Congenital Heort Defect ¥ M Pacemaker

Y M Dicbetes ¥ N Psychiatric Problems

¥ M Difficulty Breathing ¥ N Rodiotion Treatment

Y N Emphysemn f N Rheumafic / Scarlet Fever
f M Epilepsy * N Seizures

Y M Foinfing Spells ¥ N Shingles

¥ M Frequent Headaches ¥ M Sickle Cell Disease | Traits
T M Gloucoma ¥ M Sinus Problems

M Hay Fever ¥ M Stroke

Y M Hearl Attack ¥ M Thyroid Problems

Y M Heart Murmur oMW TuEercu]usis (TR]

M Heart Surgery ¥N Uleers

M Hemophilia ¥ N Venereal Disetse

Please list any serious medical condifion|s) that you hove ever had:

Are '_.r:.t.u allergic to any of the following?

T M Aspirin T M Erythramycin T N Mefls
T M Codeine T N lewelry ¥ N Penicillin
T M Dental Anesthetics ¥ M Lotex ¥ N Tetrocyline

Please list any other drugs/materials that you are allergic lo:

Why have you come to the dentist today?

Do you require anlibiotics before dental treatment? Yes [OMNe
tre you currently in pain? 71 Yes 7 Mo Do your gums ever bleed? L Yes T1No

Have you ever had a serious / difficult problem associated

with any previous dental work? [Ifes [No
Do you now or have you ever experienced pain /

discombort in your jow joint (T THD|? OYes Mo
Your current dental health is: [1Good | Fair L Poor
Do you like your smile? LiYes [OMNo
Would you like whiter teeth? [ 1Yes LINo  Fresher breath? = Yes Mo
How many fimes o week doyou floss? _ odoydoyou brush?
Type of bristles? DSl CMediom  THard
Do you smoke or use tobacco in any other form? OYes [CMa

understand that the information that | have

given today is correct to the best of my

knowledge. | also understand that this information

will be held in the strictest confidence and it is my

responsibility fo inform this office of any changes in my

medical status. | authorize the dental staff to perform any

necessary dental services that | may need during diagnosis
and treatment with my informed consent,

Signature Date

Payment is due in full ot the tfime

treatment unless prior
]

FICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY

OFFICE USE ONLY OF

If this office aceepts insurance, | understand thet 1 am responsible for
pyment of services rendered and alsa responsible for paying any co-
payment and deductibles that my insurance does not cover,

Signature Date

Our office is HIPAA Compliant and commilted to meeling or exceeding the
standards of infection conirol mandoted by OSHA, the CDC and the ADA.

I verbally reviewed the medical / dental information above with the patient named herein.  Initials: Date:
Doctor's Comments:
MEDICAL HISTORY UPDATE
1. Date: Comments: Signature:
2, Date; Comments: Signature:
3. Dates Comments: Signature;

CLASSIC WELCOME
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DRS. TIMMS AND KOSLOW, P.A.
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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

Ve are required by applicable federal 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 rights concerning your health
infarmation. We must follow the privacy practices that are described in this Motice while it is in effect. This Notice
takes effect (04/01/03), and will remain in effect until we replace it

We reserve the right to change our privacy practices and the terms of this MNotice 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 Motice effective for all health information that we maintain, including health information we
created 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 Motice available upon request.

You may request a copy of our Motice at any time. For more information about our privacy practices, ar for
additional copies of this Motice, 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 providing
treatment to you.

Payment: \We may use and disclose your health infarmation to obtain payment for services we provide to you.

Healthcare Operatiens: \We may use and disclose your health information in connection with our healthcare
operations.  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: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. 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.  Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this
Naotice,

To Your Family and Friends: We must disclose your healih information to you, as described in the Patient Rights
section of this Netice, We may disclose your health infermation to a family member, friend or other person to the
extent necessary to help with your healthcare or with payment for your healthcare, but anly 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 family member, your personal representative or another person responsible for
your care, of your |ocation, your general condition, or death. |f 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 health information that is directly relevant to the person's invalvement in
your healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar farms of health infermation.

Marketing Health-Related Services: We will not use your health 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 possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclose 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 for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institution or
law enforcement official having lawful custody of protected health information of inmate or patient under certain
circumstances.

Appaintment Reminders: We may use or disclese your health information to provide you with appointment
reminders (such as voicemail messages, postocards, 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. for sach
page, 30. per hour for staff time to locate and copy your health information, and postage if you want the copies
mailed 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 Motice 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 & years, but not before April 14, 2003, 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 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 health
information by alternative means or to alternative locations. {You must make your request in writing.} Your
request must specify the alfernative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or |ocation 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.
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