
PATIENT INFORMATION

trMr nMrs nMs trDr
Patient

Date

Middle initial Last
Spouse's Name

(Parent) First Middle initial
Address Spouse's Address (if different)

Street Street

City
Patient's Phone

State zip City

Spouse's Phone
State Zip

Home Work Work
Spouse's Date of Birth

(lell

SexMFAge_Birthdate
Pager

Spouse's Employer
Single Married

Soc. Sec. No.
Widowed Separated Divorced Name (br"rsiness name if self-employed)

Street City State zip
Occupation

Employer Spouse's Occupation

Employer's Address Spouse's Soc. Sec. No

Employer Phone( ) Spouse's Dental Insurance Carrier
Patient's Dental Insurance Carrier Group# Union Local #

Group # Union Local # Whom may we thank for referring you?

Address

Party responsible tbr this account

Billing Address (if different from above)

Patients are always responsible for payment of their bill EVEN if they have dental insurance. It is not always possibte to predict which servicesare covered by the carrier or how much they wilt pay for a particular service. we wilt assist you in every way possible witi your insurancerrier' Iunderstandthatal.5%ofinancecharge(18%oannually)willbeaddedtoallbalancesou.rgOAunr.

RBLEASE AND ASSIGNMENT
I hereby authorize the release of any information including the diagnosis and the records of any treatments or examinations rendered to my

insurance company or companies. This release is solely for the purpose of facilitating the billing and reimbursement directly to the dentist of
insurance benelits under which I am entitled.

CONSENT FOR PROFESSIONAL SERVICES
Signed- Date

I hereby authorize Gary J. Schmid, D.D.s., and/or the dentist in charge of my care and their auxiliaries to administer any treatment,
anesthetics, and to perform such procedures as may be deemed necessary in the diagnosis and treatment of my case aftei discussion of theproposed treatment, alternatives and implications. I understand that reiults are not guaranteed or warranted and cannot be guaranteed orwarranted.

Date Signed

or you have any
DENTAL HISTORY

Reason for today's visit Bad breath

Bleeding gums

Do you smoke

Dry Mouth

YN
YN
YN
YN

Jaw pain or tiredness

Chew on one side only

Clicking or popping jaw

Sensitivity to hot, cold or sweets

Sensitivity to biting

Grinding or clenching of teeth

YN
YN
YN
YN

YN

YN

Former Dentist

City/State

Date of last dental visit Mouth breathing Y N

Pain around ear Y NDate of last dental X-rays



TIEALTH HISTORY
Your Name
Phvsician's Name Phone # Date of Last Visit

Please circle "Y" or '(N" to indicate if you have had any of the followi

AIDS/HIV Positive
Anemia
Arthritis, Rheumatism
Artificial Heart valves
Artificial Joints
Asthma
Back Problems
Bleeding abnormally, with
Extractions or surgery
Blood disease
Cancer
Chemical Dependency
Chemotherapy
Circulatory Problems
Congenital Heart Lesions
Cortisone Treatments
Cough, persistent or
bloody
Diabetes
Emphysema

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N
N

Epilepsy
Fainting or dizziness
Glaucoma
Headaches
Heart Murmur
Hepatitis

Type-
Herpes
High Blood Pressure
Jaundice
Jaw Pain
Kidney Disease
Low Blood Pressure
MitralValve Prolapse
Nervous Problems
Pacemaker
Women:
Are you pregnant?
Due date

Psychiatric Care
Radiation Treatment
Respiratory Disease
Rheumatic Fever
Scarlet Fever
Shortness of Breath
Sinus Trouble
Skin Rash
Stroke
Swelling of Feet or Ankles
Thyroid Problems
Tonsillitis
Tuberculosis
Tumor or growth on head
or neck
Ulcer
Venereal Disease

Unexplained weight loss

N
N
N
N
N
N
N
N
N
N
N
N
N
N

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

N
N

Y
Y N

N
N

Y
Y

N
N

Y
YAre you nursing?

Do you have any disease, condition or problem not listed above that you think I should know about?

MEDICATIONS ALLERGIES
Please list medications you are currently taking: Circle if allergic

Aspirin
Barbiturates
Codeine
Iodine
Latex

to item
Local Anesthetic
Penicillin
Sulfa
OtherHave you ever taken Fen-Phen? Y N

Have you ever taken Redux? Y N
Have you ever taken Fosamax, Boniva, or Actonel ? Y N
Have you ever been given Zometa, Aredia or Didronel? Y N
DATE PATIENT'S/PARENT'S SIGNATURE DOCTOR'S SIGNATURE

UPDATES (to ne fitteO in at future appointments)
Has there been any change in your health since your last dental appointment? Y N
For what conditions?

If so what?Are you taking any new medications?

Patient's signature
Doctor's signature

Date
Date



GARY J. SCHMID D.D.S.

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOWYOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS TMPORTANT TO US.

OUR LEGAL DUTY
vvc are requ red by arppljcable fedcral and statc la\r'"/ to rnajnta n the prlvacy of your health tnformation. We are also
reqliredtogivcyoLl thisNotceaboutoLrf privacypractces,our egai dutics,ancl yourrightsconceTnngyouf health
infofrnatlon,WemustfolowthcprivacypracticesthataredescribedinthisNoticewhi eitisincffect ThisNotce
takcs cffcct a/1412003 , and will remain in cffect untilwe repLace it.

We reserve the right to change our privacy practices anci the tcrrns of thls Noticc at any time , provided such
ch3nges are perrnitted by app icabie law, We Teserve the rlght to makc the changes In our pr vacy practices and the
r] cw tcrms of our Notice effective for a I hcalth informat on that we maintain, including health informat on wc creat,
cd or rcccivcd bcfore we made the changcs, Bcfore we make a sign frcant changc in our privacy practices, we will
change this Notice and make the new Notice avajlable upon rcquest,

Yor nray rcqLresf a copy of our Notice at any timc. For more information abou! our privacy pract ces, or for addrt on-
a cop es of th s Notice, p easc contact us us ng thc nformat on listcd at thc cnd of th s Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
Wc,-lsranddscJosch-oalth nfofmatonaboutyoufortrcatment,payment,andhealthcafcoperations Forcxampe.

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you

Payment: We may usc and disclose your health inforrnation to obtain payment foT scrv ces we provtce to you.

Healthcare Operations: We may use and disclose your hca th inforrnat on in connection with our healthcare oper-
ations Hea thcare operattons include qualrty asscssment and improvemcnt activities, revtewing the competcnce or
qLla ifications of healthcare profcssionals, cva uatrng practitioner and prov dcr performancc, conducting traintng
progfams, accrcditatton, certification, censing or credentialing actlvitlcs.

Your Authorization: In addition to our usc of your hcalth inforrnation for treatmert, payment or hcalthcarc opera-
t ons, you l1-lay g ve us wfitten autnorlzat on to use your health nformation or to disc ose it to anyonc for any pur-
l.tosc. lf you g vc us an aLrthorizat on, you may revokc it rn wr ting at any time. Your rcvocat on wi I not affect any use
or disclosurcs pcrm ttcd by your aulhor zation whrlc it was I effcct. Un ess yoLt g ve us a written authorizat on, we
cannot use or disc ose yo!r health information for any rcason exccpt those cjcscribed in th s Not cc,

To Your Family and Friends: We must disc ose your hcalth nformation to you, as described in the Patrent
Rights scction of this Notice. We may disclose your hea th rnformation to a family membcr, fr end or other person
to tne extent neccssary to help with your healthcare or w th paymcnt for your hcalthcarc, but only if you aqree that
we firay do so.

Persons Involved In Care: We may use or disclose hcaltn informat on to notify, or assist in the notification of
(lncludingidentfyingor ocating) afamilymember,yourpersonal represcntativcoTanothcrpersonresponsiblefor
your carc, of your ocation, your general conditron, or death. lf you are present, then prior to use or d sclosure of youf
heathinformatton,wewil provtdeyouwthanopportunitytoobjecttosLlchusesordisctosures. lntheeventofyour
ncapaclty or crnergcncy clrcumstances, we will disclose health information based on a dctcrmination using our

profcssiona JUdgment disclos ng only health intormation that is directly reievant to thc pcrson's lnvolvcment in your
hcalthcarc. Wc will also use cuT professronalludgrncnt and our expcficnce with common practLCe to make reason-
.rb c rnfcrcnccs of your bcst interest in allowing a person to plck up f I ed prcscripttons, medical suppl es, x,rays, or
other s m lar forms of health nformat on.

Marketing Health-Related Services: We wr I not use your hcalth lnformation for marketinq communicatrons
v/ tnout your wrtten aLrtnonzat on.

Required by Law: Wc may use or disc ose your health nformat on whcn we arc required to do so lly law

Abuse or Neglect: We may d sclosc your health informat on to appropriate authorities if we reasonably believc that
you arc a possible vict m of abuse, neglect, or domcstic v o ence or the possibie victtm of other crrmes. Wc may dis-
close your hcalth lnformation to thc extent nccessary to avert a serious threat to your health or safety or the health
or safety of others



National Security:Wernaydisclosctom itaryaLrthoritiesthchcaLthinforrnationofArrnedForcespersonne unoer
certain cir.rLtrnstances We nr.ry d sclose to authorized federal off cials hcalth nfornratton requlrcd for lawful nLe tr-
qcnce co!ntcrlntcl igcncc,andothernatonal securityactvrties Wenraydisclosetocorrectiona tnstitLlttonorlaw
it[tf.)taeficftt off cia i-raviaq ]a\,"'/fLrl crstody ol protected hca th informatlon of nrrate or patlent under certain c rcLtfn-
-,tili -ralC',.

Appointment Reminders: Wc may usc or d sclosc your hcaith nforrnatlon to pfovidc yoLt wlth apporntmcnt
:cnr ndoTs {srci as vo ccma mcssagcs, postcards, or lcttcrs)

PATIENT RIGHTS
Access: Yor; havc thc rlght to look at or get copics of your health informat on, with lirn tcd exce pt ons, You rnay
r{r.lrru::ttft.ttv,/.tprovdccopcsinaformatothcrthanphotocopcs Wcwill uscthcformatyourc.lLlcstuTtlesswe
il.lrlilot [)racticablv do so (You must makc a fcqL]cst n writing to obtain acccss to your health infofmation You r|ay
obtalr;rforrntoroqucstacccssbyusngthccontact nformation istcdatthcendofthisNOticc Wcwtll chafgcyoLl
il f llal:,arili',tblc ct)st-baso(i lcc for oxpenscs sLrch as copics and staff tirnc You rnay al50 rcqucst acccss by scncling us
a l.rttcr to thc .rdd'cs:i at lho cnd of this Not cc, lf you rcqucst coprcs, wc vi 1l charge you $0 50 for cach page,
$15.00 pcrhorrfo[stafftmctolocatcandcopyyouf hcalthinformaton.]ndpostagcifyouvr'antthccoprcsixa cd
to yor i yOLr roqLra)st:ilr a tofr:rtiv.r format \rc w I chafgc a cost-bascd fcc for provid nq your hcalth nformat on tn
Ilr.ltf(,.r rnal lf yo!prcfcr,v;cwll prcparc.rsLrrnmaryora|'l cxplanationofyourhcaltit informationforafcc.Contact
i :: i .ilr-{r t r-. flo[flat af] liitrd at thlr of (l ot t rr: NUt cc for a fu cxp anat on of our fcc strlcturc )

Disclosure Accounting: You have the fight to I eceive a lrst of rristances in v/hrch v/e or oLrr b!siness assoc atcs
rii:clos-^C youf health information for purposes, other than treatmcnt, payment, hca thcare opcratlons and certaln
oth.rirctr\,rtics,forthc ast6years butnotbeforeAprll-1 4,2003. lfyourcquestthrsaccoLlntingmorcthanonceina
1 2 nronth pcriod, wc may charge you a reasonable, cost based fee for rcspondrng to these additional Tequests.

Restriction: You iavc thc r ght to rcqucst that wc p acc additronal rcstr ctions on our usc or d sc osurc of your
hcalth nfornraton WcarcnotrcquircdtoJgrcetothcscaddrtional rcstriclons,butifwcdo,wcwi labdcbyour
saJTOarnrcrt (cxccpt 1n an crncrgcncy).

Alternative communication: You havc thc rght to reqLrest that we comrnLln cate \/lth you about your hea th infor-
i-atLon by aiterl'l ative means ot to a tcrnatlve locations. (YoU mLrst make your request in \ilr t ng ) Your requcst must
s!.t.llfytlrcatcrnatvorlrcansorlocaton,andprovdcsartisfactorycxplanatonhowpaymentswil behancllcCLtndcr
tire all-t:native means oT ocat on voLt rcoL.tcst

Amendment: Yott l:rvct t.r{) I (lfrt tct roq!ost that wc arnc|-l cr your hca th informat on. (Your rcclucst must bc in v,,1u19,
,r 'a: t rrttr',1 .xli :tit.t '/'!iry tio ilrfof rration shoLrld bc amcndcd.) Wc may dcny your roqUCSI Ltndcr ccftain circumsta|ccs.

Electronic Notice: lf you rcccive this Notrce on our Web sitc or by elcctronic mail (e-mail), yoLr afe ent ticd to
r'oco ve tlr : Notlcc n written fofm.

QUESTIONS AND COMPLAINTS
lfyortrrantmoTc nfoTm;rlonabolrtourprlvacypracticesorhavcquestionsorconcerns,pleasecontactLts.

lf vlrir arC conccf nod tftatt lvc maly havc v o ated yoLrr prlvacy rights, or you c1 saqrcc !vith a dcctsion wc madc about
;rc.it:istoyoL[ i]c'ath nfornnationorinrcsponsctoarcqucstyoumadctoitmcndoTrcstf ctthcuscof dsclosureof
yoLrf fraalth fiorntation or 1-o hirvo ls communicato with you by a tcrnativc TncanS oT at altcrnativC ocat onS, yoLr
nrilycompartoLtsusingthucontact nformatronlrstedatthcenoof thisNoticc Youalsomaysubmitawrttcn
rlorlltrl. nt tO tho i-J S Dcpartmcnt of Hca th and Human Scrviccs. Wc v;il provldc yoLr with thc address to fi e yoLrr
(-nff ! iri|.lt [r ti th(] U S. Dcpartrncnt of ilealth anrl Hlman Scrv ces upon rcqtrcst

i.rL(. ll.lpllort Va lr r clftt to tfra privetcy of your hcalth nformation. \1"/-. wi not reta ate tn anV wav f vo! citoose to I le
i:r .-.rrplarnt \,v th Us or \iv th the U S Departmcnt of ilealth and lluman Scrvrces

cor.ririrr(lfric.r: Gary J. Schmid D.D.S.

f.rorhonc (310)373-8941 Fax (310)373-3545

E nail

Acrcrr.:,:. 3640 Lomita Blvd.#202, Torrance, Ca. 90505

r 2ilir', A,r .r .i it li ir r A!rLtar il ri
t r, i..:,..r ,.

Ih :r FofrJr s edLlcat ona ofly, does not constttute tega advice, and covers on y fecjera , nol state, aw (Augusl14,2002).



GARY J. SCHMID D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedqement=

nave received a copy of this
6" , e - Nor ,-^ of Pr;vrcy Prrcticcs

P ea:e Pr rf N:me

S ctnatrrc

For Office Use Onlv

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, llut
:r Lznnrr,lodnomant .A, ,ld not be Obtained beCaUSe:

n rrdividual refused to sign

n Communications barriers prohibited obtaining the acknowledgement

n Rn emerqency situation prevented us from obtaining acknowleogemenr

n Otncr (Please Specify)

: lil(rl A f., .a r il.ril| 4ir,)a. jrl arl

,i rr, 1 .. F..i..iL.r .e.l

,r lFr npp.aln of i rar Anrarr aaN Doila Alsc.rial on

Thrs Form rs educat ona on y, does not constitute legai advice, and covers only federa , not state, law (August'14, 2002).
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