DATE 7287

TIME 1155 AM Glearwater Famiy Dental
MEDICAL HISTORY.
PATIENT NAME Bin Date
your
have,
following questons.

A you under  physiiais care now? () Yes () No I ye, lease explain
Haveyou ever beenhospalzed orhad  major aperaton? () Yes () No
Have you everhad aserous head o neck nuy? () Yes () No
‘Ave youtaking any medications, pills, or drugs? () Yes () No
Do youtake,or haveyou taken, Phen-Fen or Recur? () Yes O No
e you on 8 special e () Yes O No
use tobaceo? O Yes O No
00 you use conrolled substances? O Yes (O No

Women: Ave you -
Yos O o YesONo  Nursing? O Yes O No

Ave you allergic o any of the following?

[Jaspin  [Penciin [ Codeive [ Acic [ Mo [ Jiatex (] Local Anestrtics

(] Otner ifyes, please explain:

100 you have, or have you had, any o the following?

ADSHY Posive YesO No | Consonamedcne () Yes ) No | Hemopnia O Yes O Mo | RenaiDiss QwQr
Avemers Dsssse O Yes ) o | Divetes Yoo O o | Hepsins A OO | M QwQ1
O vesO o | DrugAddton Qg [mmsuc O Rneumatsm QwsQ1
Avama O ves OO o | Easiy Winded OO ho S | e Qwd
Aogina QvesQ o | Empiysema DveeOno mgnammm() WOt | s Qs
P O vesO o | Eptepsyr vesO o | Hwesorfamn O YesO No | ScxeCatDssase O YesO
Anscainestvone O Yes() No | Excosse Boedng (O Yes () No | Hypagyeama ) Yes O No. | Sous Trowle o} te]
Attt ot Ot No | Excesswehist O Yes OO Mo | inegulreanbest O Yes O Ko | Spina i Qwd
hetma QU | st o) e Kooy QwsQ
Bioo Disesse O vesO Mo | FrequentCovgn D v N QwsQ
St Qa0 e | Fsmiowmes O © QWO
Beamegposem O Yes O No | FrequentHeadaches () Yes O) No OwsO
e Easty Qv s Qv o Owd
Cancar Q vesQ Mo | Glacoma Qv o Ol
Chemobers Qe Fever Qv o QveQ
e QvesO o | Heonanacrsiwe O ves O Mo QO
o SoresFever Bsters O Ve ) o | Hoat e Qw0 N Smo

Congentat Hean Disorder() Yes () No | HeartPacabaker () Yes () No.
Conmisions O vesO o | Hean Troiedisesse O Yes O Mo | Recent weign Loss O ves O o

Have you ever had any serious lness ot listed above? () Yas () No Ifyes, please explain

Commens:

SIGNATURE OF PATIENT, PARENT, or GUARDIAN
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CLEARWATER FAMILY DENTAL
PAUL T. RODEGHERO DDS
706 S. FORT HARRISON AVE.
CLAERWATER, FL 33756

Notice of Privacy Practices for Protected Health Information

This notice describes how medical information about you may be used and disclosed
and how vou can get access to this information. Please review it carefully!

With your consent, the practice is permitted by federal privacy laws to make uses and disclosures
of your health information for purposes of treatment, payment, and health care operations.
Protected health information is the information we create and obtain in providing our services to
you. Such information may include documenting your symptoms, examination and test results,
diagnoses, treatment, and applying for future carc or treatment, It also includes billing
documents for those services.

Example of uses of your health information for treatment purposes:

A nurse obtains treatment information about you and records it in a health record. During the
course of your treatment, the doctor determines a need to consult with another specialist in the
area. The doctor will share the information with such specialist and obtain input.

Example of use of your health information for payment purposes:

We submit a request for payment to your health insurance company. The health insurance
company requests information from us regarding medical care given. We will provide
information to them about you and the care given.

Example of Use of Your Information for Health Care Operations:
We obtain services from our insurers or other business associates such as quality assessment,
quality improvement, outcome evaluation, protocol and clinical guidelines dcvclopment lralmng
programs, credentialing, medical review, legal services, and insurance. ill
information about you with such insurers or other business associates as necessary to ublzm
these services.

Your Health Information Right
The health record we maintain and billing records are the physical property of the practice. The
information in it, however, belongs to you. You have a right to:

* Request a restriction on certain uses and disclosures of your health information by delivering
the request in writing to our office. We are not required to grant the request but we will
comply with any request granted;

Request that you be allowed o inspect and copy your health rewrd and billing record—you
may exercise this right by delivering the request in writing to
Appeal a denial of access to your protected health nformaton cxcept in’ ceraln
circumstances;

Request that your health care record be amended to correct incomplete or incorrect
information by delivering a written request to our office;




a statement of disagreement if your amendment is denied, and require that the request for
amendment and any denial be attached in all future disclosures of your protected health
information;

Obtain an accounting of disclosures of your health information as required to be maintained
by law by delivering a writien request to our office. An accounting will not include internal
uses of information for treatment, payment, or operations, disclosures made to you or made
at your request, or disclosures made to family members or friends in the course of providing

care;

Request that communication of your health information be made by alternative means or at
an alternative location by delivering the request in writing to our office; and,

Revoke authorizations that you made previously to use or disclose information except to the
extent information o action has already been taken by delivering a written revocation to our
office.

If you want to exercise any of the above rights, please contact Ginger Rodeghero, in person or in
writing, during normal hours. She will provide you with assistance on the steps to take to
exercise your rights.

"The practice is required to:

« Maintain the privacy of your health information as required by law:

« Provide you with a notice of our duties and privacy practices as to the information we collect
and maintain about you;

Abide by the terms of this Notice;

Notify you if we cannot accommodate a requested resriction or request; and.

Accommodate your reasonable requests regarding methods to communicate health
information with you

We reserve the right to amend, change, or eliminate provisions in our privacy practices and
access practices and 1o enact new provisions regarding the protected health information we
maintain. If our information practices change, we will amend our Notice. You are entitled to
receive a revised copy of the Notice by calling and requesting a copy of our "Notice” or by
visiting our office and picking up a copy.

To Request Information aC ¢
if you have questions, would like additional information, or want to report a problem regarding
the handling of your information, you may contact Ginger Rodeghero.

Additionally, if you believe your privacy rights have been violated, you may file a written
complaint at our office by delivering the written complaint to Ginger Rodeghero. You may also
file a complaint by mailing it or e-mailing it to the Secretary of Health and Human Services.



CLEARWATER FAMILY DENTAL
PAUL T. RODEGHERO DDS
706 S. FORT HARRISON AVE.
CLEARWATER, FL 33756

Notice of Privacy Practices for Protected Health Information
that T have received a copy of

. hereby
m.s practice’s Notice of Privacy Practices. I have been given the opporturity t0 ask any
questions I may have regarding this Notice.

Name Date



CLEARWATER FAMILY DENTAL
PAUL T. RODEGHERO DDS
706 S. FORT HARRISON AVE.
CLEARWATER, FL 33756

FINANCIAL AGREEMENT

Patient's Name ‘Appointment Date Time
0 OPTION A PAYMENT IN FULL AT TIME OF SERVICE

1. Payment is expected at the time of treatment by cash, check, Visa, MasterCard, American Express or Discover
Car

2 OPTIONB COVERAGE BY DENTAL OR MEDICAL INSURANCE

1. Fees for consultation and necessary x-rays are payable in fullat the time of service.

2 If we are able to predetermine insurance coverage electronically, you may know your total financial responsibilty
prior 10 surgery. If not, 25 percent of the total surgery/anesthesia fee is required prior to treatment. After your
insurance has paid. you will receive a final bill showing your remaining balance. The balance will be considered
payabe in ful at that time. Option C (below) is available to pay such balances. Unpaid account balances after 60
days will be charged monthly interest at the rate of 1.5% (18% APR)

PLEASE NOTE |
\CCOUNT BALANCES _ PAST 60
A WELEE CRARGED INTEREST|

RATE OF 1.5% MONTHL}
oy APRy Y\

ssse+++OPTION_B AGREEMENT "+

The total fee for treatment is
Required down payment / co-payment s
d balance due — payable by

=

insur r

I agree to the financial plan outlined above and will be responsible for payment of al fees for treatment

Signature of Guarantor Printed Name. Date

Witness' Signature Printed Name Date

O OPTIONC FINANCING TREATMENT FEES OR BALANCES

Patients wishing 1 finance treatment ees may be elighe for commercial financing. Please request details from our
Finance Manager




