Alpine Smiles Family Dentistry
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City State, Zip: - o City,State,Zip: . 5
Rem. Benefits: _ 00 00

Rem. Deduct:

Widowed

Other
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Although dental personnel primarily treat

Joedi Pasut DDS

MEDICAL HISTORY

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 guestions

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 you 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
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 | Acrylic | Metal | Latex | Local Anesthetics
Other If yes, please explain:
Do you have, or have you had, any of the following?
AIDS/HIV Positive No Cortisone Medicine ' Yes' ) No Hemophilia - Yes No Renal Dialysis Yes No
Alzheimer's Disease No Diabetes Yes ' No Hepatitis A ' Yes| | No Rheumatic Fever Yes No
Anaphylaxis No Drug Addiction Yes No Hepatitis B or C Yes No Rheumatism Yes No
Anemia ' No Easily Winded . Yes No Herpes | Yes No Scarlet Fever Yes NO
Angina ' No Emphysema Yes. | No High Blood Pressure Yes' | No Shingles Yes! | No
Arthritis/Gout I No Epilepsy or Seizures Yes' | No Hives or Rash | Yes Mo Sickle Cell Disease Yes' No
Artificial Heart Valve ' No Excessive Bleeding Yes.  No Hypoglycemia Yes | No Sinus Trouble Yes No
Artificial Joint ' No Excessive Thirst [ ) Yes( ) No Irregular Heartbeat 1 Yes! | No Spina Bifida Yes No
Asthma | No Fainting Spells/Dizziness. ' Yes( | No Kidney Problems () Yes( ) No Stomach/Intestinal Disease Yes MNo
Blood Disease No Frequent Cough () Yes( | No Leukemia ) Yes( | No Stroke Yes No
Blood Transfusion No Frequent Diarrhea . ) Yes( ) No Liver Disease ) Yes | No Swelling of Limbs Yes | No
Breathing Problem "I No | Frequent Headaches ") Yes( ) No | Low Blood Pressure () Yes' | No | Thyroid Disease Yes | No
Bruise Easily ) No Genital Herpes [ ) Yes( | No Lung Disease ) Yes(_) No Tonsillitis Yes No
Cancer | No Glaucoma ) Yes(_) No Mitral Valve Prolapse! ' Yes' ' No Tuberculosis Yes! | No
Chemotherapy No | Hay Fever ") Yes( ) No Pain in Jaw Joints | | Yes| | No Tumors or Growths Yes ' No
Chest Pains No Heart Attack/Failure Yes| ' No Parathyroid Disease Yes | No Ulcers Yes No
Cold Sores/Fever Blisters | No Heart Murmur ) Yes!| ' No Psychiatric Care . | Yes| | No Venereal Disease Yes No
Congenital Heart Disorder No | Heart Pace Maker "I Yes' | No | Radiation Treatments| = Yes | No | Yellow Jaundice Yes ' No
Convulsions No Heart Trouble/Disease | Yes( | No Recent Weight Loss | ' Yes' = No
Have you ever had any serious iliness not listed above? ' Yes | | No If yes, please explain:

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




Alpine Smiles

Family and Cosmetic Dentistry

At Alpine Smiles, we believe that you deserve the best care. That's why we always present you with the
best dental solution possible to treat your personal situation. Each year we provide outstanding dental care
to hundreds of patients and we want to inform all of our patients of our office policies to ensure all
questions are answered.

Alpine Smiles requires payment in full due at the time of service. If you have dental insurance your
"estimated'' portion is due at the time of service. We accept MasterCard, Visa, American Express,
Discover, cash, debit. We also we can offer payment plans through Healthcare finance on approved credit.
Just ask one of the patient services staff for an application.

Ultimately, you are responsible for all charges incurred in our office. In the case of default on payment
ofthis account, | agree to pay collection costs and reasonable attorney fees included in attempting to collect

this amount of any future outstanding balances.

Broken Appointments: A specific amount of time is reserved especially for you and we strongly
encourage all patients to keep their appointments. If you must change your appointment, we require a
notice of 2 business days to avoid a $75/hour cancellation fee (emergencies are an exception),

If you have dental insurance please read:

Your dental benefits are based upon a contract made between your employer and an insurance company. If
vou have any questions regarding your dental benefits please contact your employer or insurance
company directly. Dental benefit plans will never pay for completion of your dental care. Itis only
meant to assist you.

We currently accept all private care insurance plans (plans that do not require you to select a dentist from a
list or require our office to accept a reduced fee for service). This means that we work with literally
thousands of companies. Although we can maintain computerized histories of payment by a given
company, they do change; therefore it is impossible to give you a guaranteed quote at the time of service.
We estimate your portion based on the most update information we have, but it is ONLY AN ESTIMATE.

Many people receive notification from their insurance company that dental fees are "above usual and
customary." An insurance company determines their reimbursement level by surveying a geographical area,
calculating the average fee, and then determines that 80% of the average fee is customary. Included in this
survey are discounted dental clinics and managed care facilities, which have severely reduced dental fees
that bring down the average. Any doctor in private practice will have fees that insurance companies
define as "higher than usual and customary."”

We bill your insurance as a courtesy. If insurance does not pay within 90 days, Alpine Smiles reserves the
right to request payment in full for services from you and let you collect the insurance funds that are due to
you. It is important that you recognize that the insurance you have is a legal contract between YOU and
your insurance company. Our office is not, and cannot be a part of that legal contract

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you've
always wanted. If there is anything we can do to make your visits here more pleasant, please don't hesitate
to ask one of our staff members.

| have read the above information and agree to the policies of Alpine Smiles.

Print;

Patient or responsible guz_l_rdian if child.

© Sign:

Patient or responsible guardian if child.



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement®

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

Pleasa Prict Namy@

Skgnature

For Office Use Only

We attempted to obtain written acknowledgement of recelpt of our Notice of Privacy Practices. out
acknowledgement could not be obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

| An emergency sltuation prevented us from obtalning acknowledgement

Other (Please Specify)
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"~ 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.

T am — mrwm rp e m s

OUR LEGAL DUTY
We arc required by applicable federal and statc law (o maintain the privacy of your hcalth information \We arc also

required to give you this Notice about out privacy practices. our legal dutics, and your rights concerning your health
ntormaton We must follow the privacy practices that arc described in this Notice while it 1s in cffect. This Notice
takes offoct _ Aprl 14,2003 and will romain in effect until we replace it

We reserve the right to change our privacy practices and the terms of this Notice at any time. provided such
changes arc permitted by applicable law. We reserve the nght to make the changaes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain. including health information we creat
cd or recewved before we made the changes. Before we make a significant changc in our privacy practices we will
changc this Notice and make the new Natice availablc upon request

You may request a copy of our Notice at any time For more information about our privacy practices. or for addition-
al copies of this Notice. plcase contact us using the information listed at the end of this Notice.

i e

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for trcatment, payment. and healthcarc operations, For gxamplc

Treatment: We may use or disclose your health iwformation to a physician or other healthcare proviger pro:
viding reatment 0 you

Payment: Wo may usc and disclosc your hcalth information to obtain payment for services we providic to you

Healthcare Operations: Wc may usc and disclosc your health information in connection with our healthcare oper

atons Healthcare operations include quality assessment and improvement activitics, reviewing the competence or
qualitications of hcalthcarc professionals, evaluating practitioner and proviger performanca congucting training
programs. accreditation. certification, icensing or credentialing activitics

Your Authorization: In addition to our usc of your hcalth information for treatment, payment or healthcare opcra-
[ons, you may give us written authorization tqQ usc your ncaltn informaton or to disclosc it to anyonc for any pur

posc If you give us an authorization, you may rovoke it in writing at any tima. Your revocation will not affect any use
o AIsclosurcs permitted by your authorization while it was in effect. Unless you give us & written authorization. we
cannot use or disclose your health information for any reason cxcept thosc described in this Notice

To Your Family and Friends: Wc must disclosc your health information to you, as described in the Paticnt
Rignts scction of this Notice. We may disclose your health information ta a family member. friend or other person
1o the extent necessary to help with your heaithcare or with payment for your healthcare, but only if you agrec that
W may do so

Persons Involved In Care: Wc may usc or disclosc hecalth information to notify, or assist in the notification aof
Linciuding (dentifying or locating) a farmily member, your personal represcntative or angther personr responsible tor
your carc. ol your location. your gencral condition. or death If you arc prescnt. then prior to use or disclosurce of your
nealth information. wo will provide ybu with an opportunity to objcct to such uscs or disclosurces. In the event of your
incapacity or cmergency circumstances. we will disclose health information bascd on a determination using our
professional jJuggment disclosing only health information that 1s dircctly relcvant (o the person s iInvolvement in your
healthcarc. We will also use our professional jJudgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up hilled prescriptions. medical supphes. x-rays, or
other similar forms of hoalth information

Marketing Health-Related Services: \Wc will not usc your heaith information tor marketing communications
without your writtcn authorization

Required by Law: \Wc may usc or disclose your health information when we arc required to do so by law

Abuse or Neglect: Wc may disclose your health information to appropriate authoritics it we reasonably believe that
you arc a possiblie victim of abusc. neglect, or gemestic violence or the possible victim of other crimes. We may ais-
closc your health information to the extent necessary to avert a serious threat to your health or safety or the healtn
or safcty of others



National Security: We may disclose to military authorities the health information of Armed Forces personnel under
cenain circumstances We may disclose to authorized federal officials nealth information requiread for lawful intelii-
gence. counterintelligence. and othor national security activitics. We may disclosc to correctional insttution or law
enfarcement official having lawful custedy of protected nealth information of inmate or paticnt Linder certaimn circum-
slaNces

Appointment Reminders: Vo may usc or disclost your nealth information 1o proviac you with appomtmaent
reminders (such as voicemall messages. postcards. or letters)

e e e T e -

PATIENT RIGHT

Access: You have the rignt to 1ook at or get Copics of your health information. with limitcd cxceptions You may
reguest that we provide Copies in a format other than photocopies. We will use the format you reguest uniess we
cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may
obtam a form to request access by using the contact information listed at the end of ttus Notice. We will charge you
A4 reasonable cost-based tee tor expenses such as coples and staff ume You may also request access by senading us
A letter to the address at the end of this Notice If you request copies. we will charge youl 30 for cach pagu
b perhour tor staff ume to locate and copy your health information, and postage It you want thy copies rmalicd
to your It you reguest an alternative forrmat. we will charge a cost-based fee for providing your heaitn intormation in
that tormat It you preter we will prepare a suimmary o an explanation of your health informator tor a fee Lontact
WS USINY thy (ntarmation hsted at the end of thus Notice tor a full explanation of our fee structure )

Disclosure Accounting: You navc the right to roceive a list of Instances in whnich we or aur bLSINEeSS asS0CIalcs
disciosmy your healtn information for purposes. other than rreatment. payment. healthcara operations ana cormain
othor activities for the last b years, but not before April 14, 2003. If you request this accounting morc than once in a
12.month pernied. we may charge you a reasonabic. cost-based fee for responding to these additional requests

Restriction: You have the right to request that we place agditional restrictions on our usc or gisclosure of your
nealth information We are not required to agree to these additional restrictions. but if we do. we will abidc Dy our
agreecmoent (cxcept in an emaorgoency)

Alternative Communication: You have the nght to request that we communicate with you about yolr fied Itk arvto
motior by alternative means or to alternative locations. (You must make your request in wnting. ) Your reguest must
specity the alternative means or location, and proviac satistactory explonation now payments will be handied unac
e alternative means or locauon you reguest

Amendment: Yuu Dhave the Night to reguest that we amend your health infarrnation. (Your requost must be 1n writing
ancl it roust cxplain why the intormation should be amenged.) We may deny your requiest under certain circumstances

Electronic Notice: If you recove this Notice on our Web site or by electromc mail (r-mail) you arc entiticd to
rocove this Notice i written farm

e . — ppa— Ty a—————

QUESTIONS AND COMPLAINTS

It you want more information 8bout our privacy practices of have questions or concerns, pleasce contact us.

It wou are concerned that we rndy Nave violated your privacy rights. or you disagrec with a decision we maac about
decess o your health information or in response 1o a reguest you Inade to amend or restrict the wse or disclosure of
vuul health intormation or 10 have us communicatc with you by alternative means Or at alternative locations. you
may cormplan to us using the contact intormation listed at the end of this Notice You also may subrmit a written
cormplaint ta the U'S Department of Health and Human Scrvices We will provide you with the aadress 1o Hic your
complamt with the U S Department of Health and Hurman Services upon request

Ne support your night to the privacy of your health information We will not retanate in any way if you choosa to file
3 complamt with us or with the U.S. Departmgnt of Health ana Human Services
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