Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
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 #

SS=/SIN
Patient Information (conrpENTIAL) Date
Name Birthdate Home Phone
State/ Zip/
Address City Prov. P
Email Cell Phone
Check Appropriate Box: 1 Minor [ Single OMaried [ Divorced [Widowed [ Separated
- i ) State/ Full Part
If Student, Name of School/College City Prov. LI Time 0 Time
Paiient or Parent/Guardian’s Emplover Work Phone
; : State/ Zip/
Business Address City Prov. PL.
Spouse or Parent/Guardian's Name Emplover Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Responsible Part
p y Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License = Biithdate Financial Institution
Employer Work Phone SSE/SIN

Is this Person Currently a Patient in our Office? [ ves [ No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

U cash [ Personal Check Credit Card [JvisA [ MasterCard L 1wish to discuss the office’s payment policy.
Insurance Information i
: Relationship
Name of Insured to Patient
Birthdate SS=/SIN Darte Emploved
Name of Emplover Union or Local 2 Work Phone
5 _ State/ Zipl
Address of Employer City Prov. PC.
Insurance Company Group = Policy/ID # g
State/ Zip/
Ins. Co. Address City Prov. PG
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [Jves [ No IF YES, COMPLETE THE FOLLOWING:
; Relationship
Name of Insured to Patient
Birthdate SS#/SIN. Date Employed
Name of Employer Unionorlocal#___ Work Phone
; State/ Zip/
Address of Employer City Prov. PC.
Insurance Company Group = Policy/ID #
State/ prC/
Ins. Co. Address City Prov. FC.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

Over Please



Patient Medical History

Office Phone

Physician

Date of Last Exam

Yes

L
i

1. Are you under medical treatment now?

2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years?......
If yes, please explain

3. Are you taking any medication(s)
including non-prescription medicing?............oooeeeeeeeeeeeerreeennnnn.
If yes, what medication(s) are you taking?

O

b

Have vou ever taken Fen-Phenw/Redi?

No

0
O

9. Are you allergic to or have you had any reactions to the following?
Yes No

Local Anesthetics (e.g. NOVOCAIN) .......occoerceseicrveceireaenes
Penicillin or any other Antibiotics
Sulfa Drugs
Barbiturates
Sedatives
Iodine

Aspirin

Any Metals (e.g. nickel, mercury, €€

OOC0O00Ocd

(I

Other (please list)
10. Do you have a persistent cough or throat clearing not

O O
5. D0 you use tohacco? v 0 O associated with a known illness (lasting more than 3 weeks) [] [
6. Do you use controlled substances? I O 11 Women Only:
7. Are you wearing contact lenses?............ooeueeueeureeevereeceeccrennnnnias B @) !_hf) Al prephatt o titnk yous sy e pregrant?... (1 (1]
b) AT€ YOU NUTSING?..rmrrerereemseeeeeeneemssseeneeneenanes -~ O g
8 Dyl e o have yikt iy o dh Jllovwing? ¢) Are you taking oral confraceptives?..........cccoccecue. 1 O
Yes No Yes No No
High Blood Pressure ...........cc........ O O L1 O  ChestPains L]
Heart AACK oo O O 0 O  Easily Winded ...oocooor.. O
Rheumatic Fever .........oeeneee. 0 o Ol O stoke.. L]
Swollen Ankles ..o, 0 O L1 [0 HayFever/ Allergies ]
Fainting / Seizures ............cououuee.. 0 o O O Tuberculosis......... L]
ASTHING oo, o Od [0 O Radiation 31T 111) EO— [l
Low Blood Pressure .........co.... 0 O Emphysema .....cceeeeoeeeeeeerceueeens O O Glaucoma.eoeecoc.. C]
Epilepsy / Convulsions .................. O O cancere..... 0 [0 Recemt Weight Loss ..o O]
Leukemid ;s icanaci. G Bl CAmnile.,....cn-taes. [J [0 LiverDisease ....oc...... ]
Digbetes i O O Joint Replacement or Implant ....... L] 0  Heart Trouble.......... L]
Kidney Diseases ........cc.cooenvnenann. EEE Hepatitis / Jaundice ...........oocvucn.... O O Respiratory Problems CJ
AIDS or HIV Infection ................... 1 1 Sexually Transmitted Disease ...... L0 O  Mitral valve Prolapse L]
Thyroid Problem ..........cccocconan 0 O  Stomach Troubles/ Ulcers........... O O  Other O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam

Yes
1. Do your gums bleed while brushing or flossing? .....................
2. Are your teeth sensitive to hot or cold liquids/foods? ......
3. Are your teeth sensitive to sweet or sour liquids/foods? ...
4. Do you feel pain to any of your teeth?.............oocoovcooveveerennee.
5. Do you have any sores or homps in or near your mouth? ..........
6. Have you had any head, neck or jaw injuries? .........o..ocoveeeeenee.
7. Have you ever experienced any of the following
problems in your jaw?
Clicking.......
Pain (joint, ear, side of face) .
Difficulty in opening or closing ...
Difficulty in chewing ...........

(|

([

Oo00

Authorization and Release

0 o o o 5

-
m
W
=
=]

8. Do you have frequent headaches? ...
9. Do you clench or grind your teeth? ........cc...cocooevueneene.
10. Do you bite your lips or cheeks frequently? ..................

11. Have you ever had any difficult exaractions
in the past?

12. Have you ever had any prolonged bleeding
following exaractions?............ccoeoicecrcasisineessarssenivssssas
13. Have you had any orthodontic treatment?........cc.......
14. Do you wear dentures or partials?.........ccoeeeeenereeerenns
If yes, date of placement

15. Have you ever received oral hygiene instnuctions

regarding the care of your teeth and gums?...................
16. Do you like your smile?..........ocoeoreereereeserenrnens

Ol
O

OO0 OO0 O oo

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 incorvect information can be dangerous to my health. 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

iod 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 pavable to me. I 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 dependents.
X

Signature of patient (or parent/guardian if minor)

Doctor’s Comments

Signature

Date

16306/051-1014



JOHN J. KILLEEN, D.D.S.
110 VILLAGE SQUARE
SLIDELL, LOUISIANA 70458

Notice of Privacy Practices for Protected Health Information

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

With your knowledge, the practice is permitted by federal privacy laws to makes 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 care or treatment. It also includes billing
documents for those services.

Examples 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 development, training
programs, credentialing, medical review, legal services, and insurance. We will share information
about you with such insures or other business associates as necessary to obtain these services.

Your Health Information Rights
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:

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

2. Request that you be allowed to inspect and request a copy of your health record and billing
record. You may exercise this right by delivering the request in writing to our office. There will be
a charge for copies in accordance with State and Federal laws.

3. Appeal a denial of access to your protected health information except in certain circumstances.
4. Request that your health care record be amended to correct incomplete or incorrect
information by delivering a written request to our office.

5. File 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.

6. Obtain an accounting of disclosures of your health information as required to be maintained by
law by delivering a written 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.

7. 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.

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



ofice.

If you want to exercise any of the above rights, please contact Lana Killeen, Office Coordinator
and Privacy Officer, at 985-643-7516 or 110 Village Square, Slidell, LA 70458, in person or in
writing during normal working hours. She will provide you with assistance on the steps to take to
exercise your rights.

Our Responsibilities
The practice is required to:

1. Maintain the privacy of your health information as required by law.

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

3. Abide by the terms of this Notice.

4. Notify you if we cannot accommodate a requested restriction or request.

5. 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 to 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 or File a Complaint

If you have questions, would like additional information, or want to report a problem regarding the
handling of your information, you may contact Lana Killeen, Office Coordinator and Privacy
Officer. You may also file a complaint by mailing it to the Secretary of Health and Human
Services whose street address is 1301 Young Street, St. 1169, Dallas, Texas 75202 (214-767-
40586.

We cannot, and will not, require you to waive the right to file a complaint with the Secretary of
Health and Human Services (HHS) as a condition of receiving treatment from the practice.
We cannot, and will not, retaliate against you for filing a complaint with the Secretary.

Other Disclosures and Uses

Notification

Unless you object, we may use or disclose your protected health information to notify, or assist in
notifying, a family member, personal representative, or other person responsible for your care,
about your location, and about your general condition, or your death.

Communication with Family

Using our best judgment, we may disclose to a family member, other relative, close personal
friend, or any other person you identify, health information relevant to that person's involvement in
your care or in payment for such care if you do not object or in an emergency.

Food and Drug Administration (FDA)

We may disclose to the FDA your protected health information relating to adverse events with
respect to products and product defects, or post-marketing surveillance information to enable
product recalls, repairs, or replacements.

Workers Compensation

If you are seeking compensation through Workers Compensation, we may disclose your
protected health information to the extent necessary to comply with laws relating to Workers
Compensation.



Public Health
As required by law, we may disclose your protected health information to public health or legal
authorities charged with preventing or controlling disease, injury, or disability.

Abuse and Neglect
We may disclose your protected health information to public authorities as allowed by law to
report abuse or neglect.

Correctional Institutions
If you are an inmate of a correctional institution, we may disclose to the institution, or its agents,
your protected health information necessary for your health and safety of other individuals.

Law Enforcement

We may disclose your protected health information for law enforcement purposes as required by
law, such as when required by a court order, or in cases involving felony prosecutions, or to the
extent an individual is in the custody of law enforcement.

Health Oversight
Federal law allows us to release your protected health information to appropriate health oversight
agencies or health oversight activities.

Judiciall/Administrative Proceedings

We may disclose your protected health information in the course of any judicial or administrative
proceeding as allowed or required by law, with your consent, or as directed by a proper court
order.

Other Uses

Other uses and disclosures besides those identified in this Notice will be made only as otherwise
authorized by law or with your written authorization and you may revoke the authorization as
previously provided.

Website
If we maintain a website that provides information about our entity, this Notice will be on the
website.



JOHN J. KILLEEN, D.D.S.
110 VILLAGE SQUARE
SLIDELL, LOUISIANA 70458

I hereby acknowledge that | have read a copy of this practice's Notice of Privacy Practices. |
understand that | may ask any questions | may have regarding this Notice and receive a copy if |
request it.

Signature and Date

In order for us to confirm your appointments, we may reach you at:

Home Other
Work Email
Cell

Photos taken during treatment may be used to educate other patients, staff, or doctors. They may
be displayed in the office, bulletin board, office brochure, website without identification of the
patient. Photos that are taken from the local newspaper may be posted on our bulletin board.

Signature and Date

Records that have not been picked up prior to a visit to a specialist may be faxed to that
specialist's office so that they may provide treatment in a timely manner.

Signature and Date



consultation evaluation form

Date Name

Please list your initial concern. Why did you come in today?

What type of ireatment would you like Dr. Killeen to provide?

What bothers you most about your smile?
overlapped teeth bleeding gums
crooked teeth bad breath
broken teeth
chipped teeth
missing teeth
discolored teeth
spaces between teeth
old silver fillings
other:

What are your final expectations? Describe how you would like your smile
to look and feel.

What factors are most important to you when making a decision about
your teeth?

time cost fear quality
other:
in office use only: fmx pan sm photos exam

bwx pax dvd:




MEDICATIONS, VITAMINS & HERBS

MEDICATION DOSAGE REASON FOR TAKING
L.
2,
3
4.
5.
Update alert:

Have you been treated for Osteoporosis (bone density)?

If yes, what drugs have you taken or are taking now for this condition?

Length of time taking medication.
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