2335 KNOB CREEK ROAD, SUITE 107
JOHNSON CITY, TENNESSEE 37604
(423) 282-1030

FAX (423) 282-4714
www.chadjohnsondds.com

Chad E. Johnson

DDS, PC

WeleoH*

Thank you for selecting our dental healthcare team! We will strive to
provide you with the best possible dental care. To belp us meet all your
dental bealthcare needs, please fill out this form completely in ink.
If you have any questions or need assistance, please ask us —
we will be bappy to belp.

Date:

Patient I, nﬁrmatz'on (CONFIDENTIAL)

Name

Last First Ml

Check Appropriate Box: O Minor 0O Single 0 Married 0O Diverced [ Widowed O Separated [ Genderr O Male O Female
Birthdare Age S5# Drivers License
Addbress City State Zip
Email Home Phone * Wark Phone Ext.
Fax Cell
If Student, Name of School / College City State ______ L1 Full Time U1 Part Time
Patient’s or Parent’s Employer Work Phone
Business Address City State Zip
Spouse or Parents Name Employer Work Phone
Whom May We Thank for Referring You?
Relationship
Person to Contact in Case of Emergency to Patient Phone
Res PO nsible P d?’l)f (IF OTHER THAN PATIENT)
Name of Person Responsible for this Account Relationship to Patient
Adedress Home Phone
Employer Work Phone S5#
Insurance Information
Name of Insured Relationship to Patient
Birthdate Social Security # Date Employed
Name of Employer Union or Local # Work Phone
Address of Employer City State Zip
Insurance Company Group # Policy/ID #
Ins. Co. Address City State Zip

How much is your deductible? How much have you used?

Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE O ves O No

IF YES, COMPLETE THE FOLLOWING:

Name of Insured Relationship to Patient
Birthdate Secial Security # Date Employed 452
Name of Employer Union or Local # Work Phone

Address of Employer City State Zip
Insurance Company Group # Policy/lID #

Ins. Co. Address City State Zip

How much is your deductible? How much have Yo tsed?

Max. Annual Benefit

Over Please




Patient Medical History

Physician Office Phone : Date of Last Exam
Yes No 9. Do you bave or bave you bad any of the following?
1. Are you under medical treatment now? .......... O o Yes No Yes No
2. Have you ever been bospitalized for any surgical AIDS or HIV Infection ......... O 0O High Blood Pressure.......... a a
operation or sen‘ous illness witbin the last 5 years? 11 [ RHEIEL o O 0O Joint Replacement or
if yes, please explain R A N ELE ImBlant v i B El
iti Kidney Diseases ............... 1 frd
3. Are you m‘ng any medicaﬂon(s) T R A Bl T O O ldaney Liseases
including non-prescription medicine?.......... 5 R R e e 0. IO Reukemia ... diniiiins: 0o
If ves, what medication(s) are you taking? R Tt OO LerDiseass.........comisn B
Cardiac Pacemaker........... O 0O LowBloodPressure.......... 0 0O
4. DO you use toBaACCO?...............c.cocviveiiiniireisisiniins B S e Chest Pain............ice. O O  Mirtal Valve Prolapse......... oo
5. Do you use controlled substances? ..................... i IR - v sttt O 0O Osteoporosis....... atesiasisanss a0
6. Are you wearing contact lenses?........................ | 1 i | Easily Winded.................. O O RadiationTherapy.............. 00
7. Are you allergic to or bave you bad any reaction Empbysema..........o..ooe...... O 0O RecentWeightloss.............. 3 IR
to the following? 2o ashi
Local Anesthetics (€.8. HOVOCAINEG)..............ococvvvvern.. -0 Epilepsy | Convulsions...... O O Respiraiory Problems.......... oo
Pordetllin ou. i R s e EJ 63 Fainting | Seizures.............. O O Rbeumatic Fever................. =
Other Antibiotics & e . x
Sulfa Drugs.......... 5 S Frequently Tived............... O 0O Sexually Transmitied
Barbiturates ..... o o GlAUCOMU.-. . bar s svrsesiionns BB i A e g o
Sedatives........... el | :
il s t 'O Hay Fever [ Allergies.......... O O SOkt 0o
VLT AR MR b RO ot 25 T B S El7:T Heart Attack g Stomach Troubles | Ulcers.. O 0O
Any Metals (e.g. nickel, mercury, €1C.)............ccc........ i B | : Swollen Ankles.........oo........ 1 o |
Tl RN e e LD R S S N L '8 B @ Heart Disease...... o ;
Other (please list) 130 HaA Macomtuer . g Thyroid Problem................. 5
8. Women Only: e g Tuberculosis.................. O O
a) Are you pregnant or think you may be pregnant?. i S i b oo
b) Are you nursing? ... s ; Cl=0 F2 e T LA B SR S 3 5T 3 | 7
¢) Are you taking oral comraceptivev’ I IR T | Ifyes, A B orC Other Al B
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?............. O O 8. Do you have frequent beadaches? .................................... 0. E]
2. Are your teeth sensitive to bot or cold liquids/foods?....... [ O 9. Do you clench or grind your teeth? .................................... 7
3. Are your teeth sensitive to sweet or sour hquidlg”ood;? | B = | 10. Do you bite your lips or cheeks frequently? ................... i i e |
4. Do you feel pain to any of your teeth?... v 8 0O 11. Have you ever bad any difficult extractions
5. Do you have any sores or lumps in or near your mouer 00 T R RS S s R B B e I W R e oo
6. Have you bad any bead, neck or jaw injuries? ................ oo 12. Have you ever bad any prolonged bleeding
7. Have you ever experienced any of the following i e Ll e e e e e R e Bl
problems in your jaw? I3. Have you bad any orthodontic treatment? ..................... El 3
Clicking.... - B0 14. Do you wear dentures or partials?............................ 0 0O
Pain 00m: ear, sm'e offace) SO AR 5 il If yes, date of placement
Difficulty in opening or closing ....................c........... O O 15. Have you ever received oral hygiene instructions
DI T 7T A U5 0 A A S O SR oo I [ | regarding the care of your teeth and gums?.................. O O
16 'D0 POt TRE YOUy SHEIER i1 2 e s ettt Y - )

Authorization and Release

I certify that I bave read and understand the above information fo the best of my knowledge. The above questions have been accurately answered. I understand that
providing incorrect information can be dangerous to my bealth. I authorize the dentists to release any information including the diagnosis and the records of any
freatment or examination rendered to me or my child during the period of such dental care to third party payors andjor bealth practitioners. I authorize and request
my insurance company 1o pay directly to the dentist or dental group insurance benefits payable 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 sevvices rendered on my bebalf or my dependents.

X Date:
Signature of patient (or parent if minor)

FORM 072411 R/04/09 (TEM B101



CHAD JOHNSON, D.D.S,, P.C.
FAMILY & COSMETIC DENTISTRY
2335 Knob Creek Road, Suite 107
Johnson City, TN 37604
Telephone: (423) 282-1030
Fax: (423) 282-4714

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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes
effect, 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. We reserve the right to make the changes in our privacy practices and the new terms of our
Notice effective for all health information that we maintain, including health information we created or received before we
made the changes. Before we make a significant change in our privacy practices, we will change this Notice and make
the new Notice available 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.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations,
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you
give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or
disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose your health information to a family member, friend or other person to the extent
necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care, of your
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we
will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our professional judgment disclosing
only health information that is directly relevant to the person’s involvement in your healthcare. We will also use our
professional judgment and our experience with common practice to make reasonable inferences of your best interest in
allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.



FINANCIAL AGREEMENT POLICY

To reduce our administrative costs and keep our fees to you as low as possible, we ask that you pay
for all services rendered at the day of your appointment. If you have dental insurance, please pay
your estimated percentage at the time you receive treatment. Any balance over 60 days will be
subject to finance charges at the rate of 1.5% per month. Returned check fee is $25.00.

Please indicate below the method of payment you intend to use to pay for your dental treatment,
including your co-payment.

PAYMENT OPTIONS EXTENDED PAYMENT OPTIONS
Cash or check Care Credit (Approval Required)
Visa or MasterCard

Electronic Funds (Debit Card)

APPOINTMENT CANCELATION POLICY

Our goal is to help you achieve and maintain a healthy and attractive smile. In order to accomplish this,
it is important that you keep the appointments reserved for you. To better serve our patients we
require a 48 hour cancellation policy. If you are unable to give prior notice, a late cancellation fee of
$25 may be charged to your account.

MISSED APPOINTMENT POLICY

1. For the FIRST missed appointment, we will try to assist in rescheduling the appointment at a
time which may be least likely missed, forgotten or interrupted.

2. For the SECOND missed appointment, you will receive a letter from our office stressing the
importance of your dental health and the potential health related consequences for delaying
dental treatment.

3. If a THIRD missed appointment should occur, our office will impose a $40 cancellation fee billed
to your account that is non-covered by your insurance. You will bear complete responsibility for
this fee. Repeated missed appointments may result in dismissal from our practice.

Print Name of Patient or Responsible Party Signature of Patient or Responsible Party

Date Reviewed by




Marketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization.

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

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you
are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your
health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of
others.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders
(such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot
practicably do so. (You must make a request in writing to obtain access to your health information. You may obtain a
form to request access by using the contact information listed at the end of this Notice. We will charge you a reasonable
cost-based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the
address at the end of this Notice. If you request copies, we will charge you $0.___ for each page, $___ per hour for staff
time to locate and copy your health information, and postage if you want the copies mailed to you. If you request an
alternative format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we
will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at
the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain other
activities, for the last 6 years, but not before April 14, 2003. 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 these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement
(except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information
by alternative means or to alternative locations. {You must make your request in writing.} Your request must specify
the alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative
means or location you request.

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

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

If you are concerned that we may have violated your privacy rights, or 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 alternative means or at alternative 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.
Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S.
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.

Contact Officer: Bergie Flom
Telephone: 423-282-1030 Fax: 423-282-4714
Address: 2335 Knob Creek Road, Johnson City, TN 37604

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

Print Name: Signature:

Date:
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