Thank you for selecting our dental healthcare team!

] We will strive to provide you with the best possible dental care.
d To help us meet all your dental healthcare needs, please fill out this form

completely in ink. If you have any questions or need assistance, please ask us -

we will be happy to help.

Patient #
) ) SSH/SIN
Patient Information (conrDENTIAL) Date
Name , Birthdate g-ltgntg Phone 7
Address City Prov io
Email ’ — Cell Phone
Check Appropriate Box [IMinor [Single [IMarried [1Divorced UWidowed [ Separagegt " Fll  Part
If Student, Name of School/College __City Prov. LTime [ Time
gaufzru or Parent/Guardian’ Employer - — ‘SV&E?/PW Z;;%/
usiness Address City Prov. ’C.
Spouse or Parent/Guardian$ Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party elaonshi
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’ License# Birthdate Financial Institution -
Employer i Work Phone SSHISIN

Is this person currently a patient in our office? [ Yes LINo
For your convenience, we offer the following methods of payment. Please chech the option you prefer Payment in full at each appointment.
O Cash [ Personal Check Credit Card L1VISA UlMasterCard [T wish to discuss the offices payment policy.

Insurance Information

Relationshi

Name of Insured _ toefl%:lllge’}'est P
Birthdate SS#/SIN Date Employed
Name of Empl Uni Local®# _ Work Ph i

of Employer Tuon or Work Phone ZIi,p/
Address of Employer : : City Prov. 7C.
Insurance Compan : Grou Policy/ID#

pany . p# ooy 7

Ins. Co. Address City Tov. ’

How much is your deductible? How much have you used? Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes (I Ne IF YES, COMPLETE THE FOLLOWING:

Relatignship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed..
N, Empl i - S

ame of Employer Union or Local g\t’gzzl’hane APPC/
Address of Employer City Prov. 4
Insurance Company Group# Policy/ID#
V _ Zip/
Ins. Co. Address City e PC.
How much is your deductible? How much have you used? Max. annual benefit

Over Please


http:Sptarov.td

Patient Medical History

Physician “~—uffice Phone Dare-of Last Exam
Yes No Yes No
1. Ave you under medical treatment now? 0 O 10 Areyou wearing contact Ienses? .........memeccosccvcrnns O O
2. Have you ever been hospitalized for any 11. Areyou allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years? ...... [J [ Local Anesthetics (e.g. Novocain) . Ry
If yes, please explain ) Penicillin or any other Antibiotics O O
SulfaDIugs .....ocoocvvoveevecnenees 0 O
3. Are you taking any medication(s) , ?ﬁ:‘m """"" E E ;
inclu&ng non- .pﬁm t. - ? B i] IOdine ........... E E
If yes, what medication(s) are you taking? Aspirin O O
4. Have you ever tahen Fen-Phen/Redioc? 0 O A;,:f ggggg g nickel, mercury, €t¢.) ..o E E
5. Have you ever taken fosa{'naag Boniva, Actonel or any cancer Other (plesse i)
"‘M"’”“’“‘“""‘gb‘q"“’?”‘?"‘?‘“? ; O O 12. Do you have a persistent cough or throat clearing not
6. Have you taken Viagra, Revati, Cialis or Levitra associated with a known llness (lasting more than 3 weeks)?.... (3 [
in the last 24 hours? : E} ‘ % 13. Women Only:
7. Do you use ? i be pregnant? ... O
st e — O O pamoprganorhinkyomey Sali=
9. Do you have or have you had any of the following? ¢} Are you taking oral CORtraceptives?........ovriemssenn g o
Yes No Yes No No
High Biood Pressufe .................. -0 T} HeemtDiseasr i o L 0 Ol
Heart Attack .......o.ooooaoocoeee.. 1 ] Cardiac Pacemaker O O O
U O Heart Murmur ....ooooooeeree.. O O L]
U O  Angna O O L
O 0O  Frequently Tired ... O o O
U 0O Anemia... O O U
O 0O  Emphysema. O O U
Epilepsy / Convulsions U O Cancer oo O O 0
Leukemia 0 O  Arthriss g Od O
Diabetes .........ccoo... [l O  Joint Replacement or Implant ...... O O 0
Kidney Diseases ..................... ] [  Hepatitis / Jaundice .......o........ OO [  Respiratory Problems ... O O
AIDS or HIV Infection .................. L 0O  Sexually Transmitted Disease ...... O [  Mitral Valve Prolapse ................. O O
Thyroid Problem ... O O  stomach Troubles/ Ulcers ... O 0O Artfcial bearrValve  [E 0O
Patient Dental History
Name of Previous Dentist and Location, Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing?...............ccco.... (0 [ 8 Doyouhave frequent headaches?...........cooooorreremercerncncens O O
2. Are your teeth sensitive to hot or cold liquids/foods? ................ [ [0 9. Doyouclench or grind your teeth? 0 d
3. Are your teeth sensitive to sweet or sour liquids/foods?............ 0 [0  10. Doyoubite your lips or cheeks frequently? .................. O O
4. Do you feel pain to any of your teeth?............c...coureereerverernnrces [C]  11.Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... O O N EHE PASE? «...oovveeerencrennsnennreeessesnsserenninns O O
6. Have you had any head, neck or jaw injuries? ............c.c....... [0 [O 12 Haveyou ever had any prolonged bleeding
7. Have you ever experienced any of the following following extractions? X =0 0
problems in your jaw? ‘ , B 13_Have you had any orthodontic treatment?............ - O
CHERING ocerncecevneneersseessesn s ssisssseene s s L] [J 14 Doyouwear dentures or partials? ... 1 [
Pain (joint, ear; side of face) cesresissssssnaanes 1 d If yes, date of placement
Difficulty in opening or closing ...............covsvevceeceermverionsecnens (J (O 15 Haveyou ever received oral hygiene instructions
Difficulty in chewing e - O O regarding the care of your teeth and gums? .................. O d
16. Do you like your smile? s O O

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my heaith. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. 1 understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependants.

X
Signature of patient {or parent/guardian if minor) Date

Doctors Comments

Signature Date !
s—
—- PAT TersON OFFICE SUPPLIES 1.800.637.1140 051-1030/16790
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HIPAA Notice of Privacy Practices

GLENWOOD DENTAL ASSOCIATES, LLP
17 WEST GLENWOOD AVENUE
SMYRNA, DE 19977
(302) 653-5011

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTY YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out

treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also

describes your rights to access and control your protected health information. “Protected health information” is information

about vou, including demographic information, that may identify you and that relates to your past, present or future physical or
“mernital healthrorcondition and-related health care services,

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment; We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that the
physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the
health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical students, licensing, and conducting or arranging for other business activities. For
example, we may disclose your protected health information to medical school students that see patients at our office. In
addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicafe your

" physician. We nay also call you by name in the-waiting roem-when your physician is ready to see you. We may use or disclose

your protected health information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary
of the Department of Health and Hurman Services to investigate or determine our compliance with the requirements of Section
164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this autherization, at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the risht to ihspect and copy vour protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a

civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information. ’

You have the right to request a restriction of vour protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you ma)} request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healthcare Professional. S

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copv of this notice from us, upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.

You mav have the right to have vour physician amend vour protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal 3 25 C . Ty

You have the right to receive an accounting of certain disclosures we have made, if any, of vour protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints - ;
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been

violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
against vou for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




