CONFIDENTIAL INFORMATION QUESTIONNAIRE

PATIENT'S NAME LAST FIRST MIDDLE DATE OF BIRTH SEX SOCIAL SECURITY #

PATIENT'S ADDRESS  STREET APT# cITY  STATE zZP |  EMAIL HOME PHONE
i MARITAL STATUS o PATIENT'S/GUARDIAN'S EMPLOYER r ~ OCCUPATION
JM 2SS 2D AW
1 UNDER AGE 18

WORK ADDRESS STREET CITY STATE ZIP | CELL PHONE WORK PHONE OK TO CALL

WORK
JYES JNO

SPOUSE'S NAME  LAST ~ FRST  MIDDLE |  SPOUSE'S EMPLOYER ~ OCCUPATION o

WORK ADDRESS ~ STREET CITY STATE  ZIP CELLPHONE = WORKPHONE  OKTOCALL |
WORK

AYES QNO

'PERSON WE CAN CONTACT IN CASE OF AN EMERGENCY (OTHER THAN YOUR FAMILY HOME)

NAME RELATIONSHIP HOME # WORK # CELL #
OTHER FAMILY MEMBERS THATARE PATIENTSHERE  WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE

INSURANCE AND FINANCIAL INFORMATION

INSURANCE INSURANCE COMPANY NAME ADDRESS PHONE
COVERAGE
JYES QNO
SUBSCRIBER'S NAME ~ PATIENT'S RELATIONSHIPTO | SUBSCRIBER'S DATE OF BIRTH SUBSCRIBERS'S SSN
SUBSCRIBER
QSELF 1 SPOUSE 1 DEPENDENT
GROUP/PROGRAM NUMBER  EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER ADDRESS
SECONDARY INSURANCE COMPANY NAME ADDRESS PHONE
COVERAGE
AYES UINO
 SUBSCRIBER'S NAME PATIENT'S RELATIONSHIPTO  SUBSCRIBER'S DATE OF BIRTH SUBSCRIBERS'S SSN
SUBSCRIBER
QSELF L SPOUSE 1 DEPENDENT
GROUP/PROGRAMNUMBER | EMPLOYER (IF DIFFERENT FROM ABOVE) EMPLOYER ADDRESS

ASSIGNMENT & RELEASE:

| hereby authorize my insurance benefits to be paid directly to the dentists. | am financially responsible for any balances due and
authorize the dentists to release any information for this claim. | authorize that my records can be used by the doctor if he so determines.

In consideration of the services rendered to me by this dental office | am obligated to pay said office in accordance with its credit
terms and policy.

| consent to the making of videotapes, photographs, and x-rays before, during, and after treatment, and to the use of same by the
doctor in scientific papers or demonstrations.

| certify that | have read or had read to me the contents of this form and do realize the risks and limitations involved.

Signature Date




MEDICAL HISTORY |

Patient Name Nickname Age
Name of Physician/and their specialty ‘
Most recent physical examination Purpose

What is your estimate of your general health? () Excellent ()Good (JFair (JPoor

DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO
1. hospitalization for illness or injury O (O 26 osteoporosis/osteopenia (. taking bisphosphonates) ~ (J (O
2. anallergic reaction to 27. arthritis L] L]
@] aspi.rii-'z,-ibuprofen, acetaminophen, codeine 28. glaucoma ) o)
O penicillin ) 29. contactlenses O O
Q erythromycin 30. head or neck injuries O O
8 st;if;f:dme 31. epilepsy, convulsions (seizures) O D
O lecal sreatiatic 32. neurologic problems (attention deficit disorder) 0O O
O fluoride 33. viralinfections and cold sores D D
O metals (nickel, gold, silver, ) 34. anylumps or swelling in the mouth L) B
O latex 35. hives, skin rash, hay fever L
O other 36. venereal disease C] D
3. heart problems, or cardiac stent within the lastsixmonths () (J 37 hepatitis (type __) 0 o
4. history of infective endocarditis O (O 38 Hv/ADS 0 0O
5. artificial heart valve, repaired heart defect (PFO) O (O 39 tumor,abnormal growth L) e
6. pacemaker or implantable defibrillator (O @O 40 radiationtherapy L) i)
7. artificial prosthesis (heart valve or joints) (O (O 41 chemotherapy 0O O
8. rheumatic or scarlet fever (O (O 42 emotional problems 0 B
9. high or low blood pressure O (O 43 psychiatrictreatment O O
10. a stroke (taking blood thinners) (O (O %4 antidepressant medication L IEl
11. anemia or other blood disorder O (O 45 alcohol/drugdependency 8
12. prolonged bleeding due to a slight cut (INR >3.5) L) L[
13. emphysema, sarcoidosis C] D ARE YOU:
14. tuberculosis O O presently being treated for any other illness 0O O
15. asthma O O 47. awareofa change in your general health O 0
16. breathing or sleep problems (i.e. snoring, sinus) O (O 48 taking medication for weight management (ie.fen-phen) (J (J
17. kidney disease C] D 49. taking dietary supplements D £
18. liver disease J O 50. oftenexhaustedor fatigued L €l
19. jaundice O O 51 subjecttofrequent headaches L) 0l
20. thyroid, parathyroid disease, or calcium deficiency O O 52, asmokerorsmoked previously Ly i)
21. hormone deficiency (J O 53 considereda touchy person 0 il
22. high cholesterol or taking statin drugs O (O sa often unhappy or depressed Ly
23. diabetes (HbAlc= ) 0 (O 55 FEMALE-taking birth control pills D
24. stomach or duodenal ulcer O (O 56 FEMALE- pregnant = )|
25. digestive disorders (i.e. gastric reflux) O O 57. MALE-prostate disorders 1

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental treatment.

List all medications, supplements, and or vitamins taken within the last two years

Drug Purpose Drug Purpose

Ask for an additional sheet if you are taking more than 6 medications
PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Date

Patient’s Signature
Date

Doctor’s Signature

R B )




DENTAL HISTORY

Referred by How would you rate the condition of your mouth? (JJExcellent (J)Good (JFair () Poor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) /

I routinely see my dentist every:  (J3mo. (J4mo. (J6mo. (J12mo. () Not routinely

WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES

PERSONAL HISTORY O [—

Are you fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [ ]
Have you had an unfavorable dental experience?
Have you ever had complications from past dental treatment?
Have you ever had trouble getting numb or had any reactions to local anesthetic?
Did you ever have braces, orthodontic treatment or had your bite adjusted?
Have you had any teeth removed?

SMILE CHARACTERISTICS

Is there anything about the appearance of your teeth that you would like to change?
Have you ever whitened (bleached) your teeth?
9.  Have you felt uncomfortable or self conscious about the appearance of your teeth?
10 Have you been disappointed with the appearance of previous dental work?

BITE AND JAW JOINT efele |

Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)
12. Do you / would you have any problems chewing gum?
13. Doyou /would you have any problems chewing bagels, baguettes , protein bars, or other hard foods?
14. Have your teeth changed in the last 5 years, become shorter, thinner or worn?
15.  Are your teeth crowding or developing spaces?
16. Doyou have more than one bite and squeeze to make your teeth fit together?
17. Doyou chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?
18. Doyou clench your teeth in the daytime or make them sore?
19. Do you have any problems with sleep or wake up with an awareness of your teeth?

Do you wear or have you ever worn a bite appliance?

TOOTH STRUCTURE efele |

Have you had any cavities within the past 3 years?
22. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food?
23. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?
24. Areany teeth sensitive to hot, cold, biting, sweets, or avoid brushing any part of your mouth?
25. Do you have grooves or notches on your teeth near the gum line?
26. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?

Do you get food caught between any teeth?

GUM AND BONE ofele

Do your gums bleed when brushing or flossing?
29. Have you ever been treated for gum disease or been told you have lost bone around your teeth?
30. Have you ever noticed an unpleasant taste or odor in your mouth? _
31. Isthere anyone with a history of periodontal disease in your family?
32, Have you ever experienced gum recession?
33. Haveyou ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple?
34. Have you experienced a bumning sensation in your mouth?

ST T N
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000000

()
i

00O
0000
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0000000
0000000

0000000
0000000

Patient’s Signature Date

Doctor’s Signature Date




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.

We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and
privacy practices with respect to protected health information, and to notify affected individuals following a breach of unsecured protected
health information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect

February 16, 2026 and will remain 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 are permitted
by applicable law, and to make new Notice provisions effective for all protected health information that we maintain. When we make a
significant change in our privacy practices, we will change this Notice and post the new Notice clearly and prominently at our practice

location, and we will provide copies of the new Notice upon request.

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

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION
ABOUT YOU

We may use and disclose your health information for different
purposes, including treatment, payment, and health care operations.
For each of these categories, we have provided a description and an
example. Some information, such as HIV-related information, genetic
information, alcohol and/or substance use disorder treatment records,
and mental health records may be entitled to special confidentiality
protections under applicable state or federal law. We will abide

by these special protections as they pertain to applicable cases
involving these types of records.

Treatment. We may use and disclose your health information
for your treatment. For example, we may disclose your health
information to a specialist providing treatment to you.

Payment. We may use and disclose your health information to
obtain reimbursement for the treatment and services you receive
from us or another entity involved with your care. Payment activities
include billing, collections, claims management, and determinations
of eligibility and coverage to obtain payment from you, an insurance
company, or another third party. For example, we may send claims
to your dental health plan containing certain health information.

Healthcare Operations. We may use and disclose your health
information in connection with our healthcare operations. For example,
healthcare operations include quality assessment and improvement
activities, conducting training programs, and licensing activities.

Individuals Involved in Your Care or Payment for Your Care.
We may disclose your health information to your family or friends or
any other individual identified by you when they participate in your
care or in the payment for your care. Additionally, we may disclose
information about you to a patient representative. If a person has
the authority by law to make health care decisions for you, we will
treat that patient representative the same way we would treat you
with respect to your health information.

Disaster Relief. We may use or disclose your health information
to assist in disaster relief efforts.

Required by Law. We may use or disclose your health information
when we are required to do so by law.

Public Health Activities. We may disclose your health information

for public health activities, including disclosures to:

« Prevent or control disease, injury or disability;

» Report child abuse or neglect;

« Report reactions to medications or problems with products or devices;

« Notify a person of a recall, repair, or replacement of products or
devices;

« Notify a person who may have been exposed to a disease or
condition; or

« Notify the appropriate government authority if we believe a patient
has been the victim of abuse, neglect, or domestic violence.

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 the
protected health information of an inmate or patient.

Secretary of HHS. We will disclose your health information to the
Secretary of the U.S. Department of Health and Human Services
when required to investigate or determine compliance with HIPAA.

Worker’s Compensation. We may disclose your PHI to the
extent authorized by and to the extent necessary to comply with
laws relating to worker’s compensation or other similar programs
established by law.

Law Enforcement. We may disclose your PHI for law enforcement
purposes as permitted by HIPAA, as required by law, or in response
to a subpoena or court order.

Health Oversight Activities. We may disclose your PHI to

an oversight agency for activities authorized by law. These
oversight activities include audits, investigations, inspections, and
credentialing, as necessary for licensure and for the government
to monitor the health care system, government programs, and
compliance with civil rights laws.

Judicial and Administrative Proceedings. If you are involved in a
lawsuit or a dispute, we may disclose your PHI in response to a court
or administrative order. We may also disclose health information
about you in response to a subpoena, discovery request, or other
lawful process instituted by someone else involved in the dispute,
but only if efforts have been made, either by the requesting party
or us, to tell you about the request or to obtain an order protecting
the information requested.

Research. We may disclose your PHI to researchers when their
research has been approved by an institutional review board
or privacy board that has reviewed the research proposal and
established protocols to ensure the privacy of your information.

Coroners, Medical Examiners, and Funeral Directors. We
may release your PHI to a coroner or medical examiner. This
may be necessary, for example, to identify a deceased person or
determine the cause of death. We may also disclose PHI to funeral
directors consistent with applicable law to enable them to perform
their duties.

Fundraising. We may contact you to provide you with information
about our sponsored activities, including fundraising programs,
as permitted by applicable law. If you do not wish to receive
such information from us, you may opt out of receiving the
communications.




ADA PRACTICAL GUIDE TO HIPAA COMPLIANCE

SUD Treatment Information. If we receive or maintain any
information about you from a substance use disorder treatment
program that is covered by 42 CFR Part 2 {a “Part 2 Program”} through
a general consent you provide to the Part 2 Program to use and disclose
the Part 2 Program record for purposes of treatment, payment or
health care operations, we may use and disclose your Part 2 Program
record for treatment, payment and health care operations purposes
as described in this Notice. If we receive or maintain your Part 2
Program record through specific consent you provide to us or another
third party, we will use and disclose your Part 2 Program record only
as expressly permitted by you in your consent as provided to us,

in no event will we use or disclose your Part 2 Program record, or
testimony that dascribes the information contained in your Part 2
Program record, in any civil, criminal, administrative, or legislative
proceedings by any Federal, State, or local authority, against you,
unless authorized by your consent or the order of a court after it
provides you notice of the court order,

OTHER USES AND DISCLOSURES OF PHI

Your authorization is required, with a few exceptions, for disclosure
of psychotherapy notes, use or disclosure of PHI for marketing, and
for the sale of PHI. We will also obtain your written authorization
before using or disclosing your PHI for purposes other than those
provided for in this Notice (or as otherwise permitted or required by
law}. You may revoke an authorization in writing at any time. Upon
receipt of the written revocation, we will stop using or disclosing
your PHI, except to the extent that we have already acted in reliance
on the authorization,

YOUR HEALTH INFORMATION RIGHTS

Access, You have the right to look at or get copies of your health
information, with limited exceptions. You must make the request
in writing. You may obtain a form to request access by using the
contact information listed at the end of this Notice. You may also
request access by sending us a letter to the address at the end of
this Notice. If you request information that we maintain on paper,
we may provide photocopies. If you request infarmation that we
maintain electronically, you have the right to an electronic copy.
We will use the form and format you request if readily producible.
We will charge you a reasonable cost-based fee for the cost of
supplies and tabor of copying, and for postage if you want copies
mailed to you. Contact us using the information listed at the end
of this Notice for an explanation of our fee structure.

If you are denied a request for access, you have the right to have the
denial reviewed in accordance with the requirements of applicable law.

Disclosure Accounting, With the exception of certain disclosures,
you have the right to receive an accounting of disclosures of
your health information in accordance with applicable laws and
regulations. To request an accounting of disclosures of your
health information, you must submit your request in writing to the
Privacy Official. 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 the additional requests.

Right to Request a Restriction, You have the right to request
additional restrictions on our use or disclosure of your PHI by
submitting a written request to the Privacy Official. Your written
request must include (1) what information you want to limit, (2)
whether you want to timit our use, disclosure or both, and {3) to
whom you want the limits to apply. We are not required to agree to
your request except in the case where the disclosure is to a health
plan for purposes of carrying out payment or health care operations,
and the information pertains solely to a health care item or service
for which you, or a person on your behalf {(other than the health
ptan), has paid our practice in full.

Alternative Communication. You have the right to request
that we communicate with you about your health information by
alternative means or at alternative tocations. You must make your
request in writing. Your request must specify the alternative means
or location, and provide satisfactory explanation of how payments
will be handled under the alternative means or location you request.
We will accommodate all reasonable requests. However, if we

are unable to contact you using the ways or locations you have
requested, we may contact you using the information we have.

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. If we agree to your request,
we will amend your record(s) and notify you of such. If we deny
your request for an amendment, we will pravide you with a written
explanation of why we denied it and explain your rights.

Right to Notification of a Breach. You will receive notifications
of breaches of your unsecured protected health information as
required by law.

Electronic Notice. You may receive a paper copy af this Notice
upon request, even if you have agreed to receive this Notice
electronically on our Web site or by electronic mail (e-mail).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices ar have
questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights,
or if you disagree with a decision we made about access to your
health information or in response to a request you made to amend
or restrict the use or disclosure of your health information or to have
us communicate with you by altemative means or at altemnative
locations, you may complain to us using the contact information
listed at the end of this Notice, You also may submit a written
complaint to the U.S. Bepartment of Health and Human Services,
We will provide you with the address to file your complaint with the
U.5. Department of Health and Human Services upon request.

We support your right to the privacy of your health information.
We will not retaliate in any way if you choose to file a complaint with
us or with the U.S. Department of Health and Human Services.

Reproduction of this material by dentists and thelr staff is permitted. Any other use, duplication or distribution by any cther party requires the prior written approval of the American
Dental Assoclation. This material is educational only, does not constitute legal advice, and covers only faderal, not state, law, Changes in applicable laws or regulations
may require revision. Dentists should contact thefr personal attorneys for legal advice pertaining to HIPAA compllance, the HITECH Act, and the U,S. Department of

Health and Human Services rules and regulations,

©2010-2025 American Dental Association. All Rights Reserved.
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: ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“*You May Refuse to Sign This Acknowledgement**

L , have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communications batrriers p}ohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

O 0o oo

Other (Please Specify)

© 2002 American Denlat Associatllon
All Righls Reserved

Reproduclion and pse of this form by dentists and thelr stalf is permitted. Any ather uae, duplicalion or distribulion of this form by any olher party requires
the prior wrilten approval of the American Dental Association.




