Patient Information

Thank vou for choosing our praciice for vour dental needs. Please complete this form in ink., If you have any questions or
concerns, do not hesitate to ask for assistance. We will be happy to help.

(Please Print)

Name-— ==& - Swveie
First Middle Initial

Address

___ Date

Last

SSHIC/Patient ID#

City

Sex: O Female O Male Birthdate E-mail

State Zip

Home Phone ( )
Do you prefer to receive calls at:

0 Marmied O Widowed O Single
Patient Employer/School

Cell Phone (____)
dJ Home [ 'Work
J Minor O Separated

Work Phone ( )
Qi Cell O No Preference
Q Divorced O Partnered for.
Occupation

years

Employer/School Address

City

State _ Zip

Spouse or parent’s name Employer

Waork Phone ( ) =

Whom may we thank for referring you to us?

Phone (

Person to contact in case of gency

Responsible Party

Name of person responsible for this account

Relationship to patient
Address

Phone }

City
MName of employer

Insurance Information
Name of insured
Birthdate

Name of employer
Adidress

Social Security #

City

Work Phone (_ 3

Relationship to patient

State Zip

_ Date employed

Work Phone (

State Zip

Insurance Co. Group #__

City

Insurance Co. Address

Employer #

State Zip

How much is your deductible?

How much have you used?

_ Max. annual benefit?

DO YOU HAVE ADDITIONAL INSURANCE? O NoQ Yes [F YES, PLEASE COMPLETE THE FOLLOWING:

Name of insured

1o patient

Birthdate Social Security #

Name of emy

Work Phone ( s

Address

City

State _ Zip

Insurance Co,

Group #
Insurance Co, Address

____Employer #

City

_State Zip

How much is your d

How much have you used?

Max. annual benefit?
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Dental History

Name Age Date of last exam
Former Dentist Date of last dental X-rays

Reason for today's visit

How often do you floss?
Please check any of the following conditions that apply to you:
I Bad breath Grinding teeth C sitivity to heat
J Bleeding gums J Loose teeth or broken fillings & - ty to sweets
0O Clicking or popping jaw 1 Periodontal treatment ! sitivity when biting
[ Food collection between teeth O Sensitivity to cold - Sores or growths in your mouth

Medical History

Physician _ _ Date of last visit
Flease list all medications you are currently taking:
Allergies: N 5

(Women) Are you pregnant? 0 Yes 0O No Nursing? O Yes O No Taking birth control pills? J Yes O No
Check {,) if you have had any of the following:

[JAIDS O Congenital Heart Lesions [ Hepatitis < Rheumatic Fever

J Anemin 3 Cortisone Treatments [J Hemia Repair 3 Scarlet Fever

U Arthritis, Rheumatism O Coungh, Persistent J High Blood Pressure O Shortness of Breath

U Amificial Heart Valves 1 Cough up blood [ HIV Positive U Skin Rash

D Artificial Toints J Diabetes [ Jaw Pain J Swmoke

[ Asthma J Epilepsy [ Kidney Disease 1 Swelling of Feet or Ankles
0 Back Problems o Fainting [ Liver Disease 0 Thyroid Problems

1 Bleeding Abnormally < Glavcoma [ Mitral Valve Prolapse U Tobacco Habit

[ Blood Disease 3 Headsiches | Nervous Problerns O Tomsillitis

L Cancer ) Heart Murmur [ Pacemaker 3 Tuberculosis

U Chemical Dependency ' J Heart Problems 3 Psychiatric Care O Ulcer
[ Chemotherapy Describe, 3 Radiation Treatment ' Venereal Disease
I Circulatory Problems J Hemaophilia ' Respiratory Disease

Have you ever takeg,any of these medications?
Diet Medications: < Dexfenfluramine O Fen-phen  J Pondimin 2 Redux
Blood Thinners: 3 Coumadin 3 Warfarin
Other: d Levoxyl [ Synthroid

. . .
Certification and Assignment

To the best of my knowledge, the above information is complete and correct. 1 understand that it is my
respansibility to inform my doctor if T, or my minor child, ever have a change in health.

I certify that I, and/or my dependent(s), have insurance coverage with

T of Infuraac: Company ()
and assign divectly to Dr. o all insurance benefits, if any, otherwise payable to me
for services rendered. T understand that [ am financially responsible for all charges
whether or not paid by insurance. 1 authorize the use of my signature on all
insurance submissions,

The above-named doctor may use my health care information and may disclose

such information to the above-named Insurance Company(ies) and their agents

for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patbent, Parent, Guardian or Persona] Representative Dage

Please print pame of Patient, Parent, Guardian or Personal Represesative Relstionskip




CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Patiant Name or

Address: City/State, Zip

SOCIAL SECURITY #

SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of comments: By signing this farm, you will consant to your use and disclosure of your protacted health
infarmation 1o cary out treatment, payment aclivities, and healthcare operations.

Notice of Privacy Practice: you have the right to read cur Notice of Privacy Fractices before you declde whether to
sign this consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations,
aof the uses and disclosures we may make of your protecied health information, and of other important maters about
your protected health informatian. A copy of our Notice accompanies this Consent. We encourage you to read it
carefully and completety before signing this consent.

\We reserve tha right to change our privacy practices described in or Notice of Privacy Practices. If we change our
privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes
may apply 1o any of your protected health information that we maintain,

‘You may obtain a copy of our Notica of Privacy Practices, including any revisions of our Notice, at any time by
contacting.

Contact Person: Kim Le Telephone: 713-690-1900 Fax: 713-890-1931

Address: 4410 Westway Park Blvd Suite #600, Houston, T.X. 77041

Right to Revoke: you will have the right to revoke this consent at any time by giving us written notice of our revocation
submitted to the Congact Person listed above. Please understand that revocation of this Consent will not affect any

action we iook in reliance on this consent before we recalve your revocation, and that we may decline fo treal you or
to continue treating you if you revoke this consent.

01 do NOT authorize any inf ion to be di d with any family members or friends.
O authorize about or tobe with the following person(s):
SIGNATURE

I . {Patient's Name or Guardian in Print} have had full oppertunity o read
and consider the contents of this Gansent farm and your Notice of Privacy Practices. | understand that, by signing this
Consant form, | am giving my consent i your use and di of my health to carry out
treatment, payment activities and health care operations

Date;

If this Consent is signed by a personal represantative on behalf of the patient complete the following:
Personal s Name:,

Relationship to Patient:
YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT
ude leted Consent in the patient's chart




NOTICE OF PRIVACY PRACTICES
THIS NOTIGE 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 your privacy practices, our legal duties, and your rights conceming your health
infarmation. W must follow the privacy prschoee that are described in this Notica while it is in effect. This Notice
takes effect March 1, 2003 and will remain in affact until we replaca 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 resarve the right to make the changes in our privacy praciices and the new tarms.
of our Notice effective for all health information that we maintain, Including health infarmation we created or receive
before we mada 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.

YYou may request a copy of our Notice at any time, For more information about our privacy practice, or for additional

copies of this Natice, please contact us using the information listed at the end of this Nollce
USES AND DISCLOUSURES OF HEALTH INFORMA'

‘We use and disclose health Information about you for Iraoim;nt payment, lngmMmrn apemnm For mmple
L

Treatment: we may use or disclose your health a or
‘g’aym.m we may use and disclose your hesalth information to obtain payment for services we provide to you.
Hun.huu Dpnmim wa may use and disclose your haalth in with our
perations Include quality and imp the
or qualifications of health ioner and provider perf training
dification, licensing or activities.
Your Authorization: In addition to our use of your heaith i lon for , payment or

you may give Us written autharization to use your health information or fo disclese Jt o anyone for any purpose. If you
give us and authorization, you may ravoke It in writing at any time. Your revocation will not affect any use or
your auth ion while it was in effect. Unless you give us a written authorization we

cannal use or disciose your health information for any reason except hose described in this Notice.
To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
seciion of this Notice. We may disclose your health information to 8 family member, friend or cther person to the
exient necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
do so.
Parsons invelved In Care: We may use or disclose health information o nofify, or assist in the notification of
(including identifying or locating) a family member, you personal representative or another person responsible for
your care, of your location, your general condition, or death. If you re present, then prior to use or disciosure of your
health information, we will provide you with an opporunity to object to such uses or disclosure of your health
Infoamaﬂoﬂ we will provide you with an oppertunity to object to such uses or disclosures. In the event of your
we will disciose health information based on a determination using our

g only health inf lon that is directly relevant to the person's involvement in your
healthcare. We will also Use our and our ' with common practice to make
reasonable infarences of our best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays,
or other similar forms of health information,
Marketing Health-Related Services: We will not use your health information for 9 i without
your writien authorization.
Required by Law: We may use or disclose your health Inl'onmon whan we re required to do so by law. .
Abuse or Neglect: We may disclose your health i o if we bly believe that
‘you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disciose your health information to the extent nacessary to avert a serious threat to you health or safety or the health
or safely of others,
Natlonal Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. \We may disclose to authorize federal officials health information required for lawful
intelliganca. Counterintelligence and other national security activities. WWe may disclose to correctional institution or
law enforcement official having lawful custody of protected health information of inmate or patient under cerain
circumstancas.
Appointment Romlnd.n ‘We may use or disclose your health information to provide you with appointment

i (such as or letters)

‘PATIENT RIGHTS




PATIENT RIGHTS

Access: you have the right to look at or get coples of your health information with limited exceptions, You may
request that we provide copies in a format other that photocopltes. We will use the fermat you request uniess we
cannot practicably do se. (You must make a 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 reguest 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. $25,00 per hour for staff time 1o locate and copy your health information and -
postage if you want the copies mailed to you. If your 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 & fee. Contact us using the infermation listed at the end of this notice for a full
explanation of our fee structure.

Disclosure Accounting: You nave the right to receive a list of instances in which we or our business assoclales
disclosed your health information for purposes, other than fresiment, payment, healthcare operations and cerlain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in
a 12-menth 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 acditicnal restrictions, but if we do we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to reques! that e communicate with you about your heaith
infarmation by alternative means or to alternative locations. (You must make your request in writing.) Your request
must specify the altemative means or localion, and provide satisfactory explanation how payments will be
handied 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 explain why the information should be amended.) We may den your request under certain
circumstances.

Electronic Notice: If you receive this Motice on our Web site or by E-mail you are entitlad o raceive this Netice in
wiritten form.

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

If you are concermed that we may have violated your privacy rights, or your disagree with a decision we made
about access to 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 & complaint with us or with the U.S. Department of Health and Human Services.

2002 American Dental Association

All rights reserved "
Reproduction and use of this form by dentist and their staff is permitted. Any other use, duplication or distribution

of this form by any other party reguires the prior written approval of the American Dental Association



