HIPAA PRIVACY FORM 2

Acknowledgement of
Receipt of Notice of
Privacy Practices

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement™

l, , have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[ Individual refused to sign
[] Communications barriers prohibited obtaining the acknowledgement
[ An emergency situation prevented us from obtaining acknowledgement

[]1 Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



Leslie A. Mitchell, DMD
440 Villa Rd.
Newberg, OR 97132
(503) 538-9389

Policy on Broken Appointments

Our office has a 24 hour cancellation policy. There is a $50.00 charge per scheduled
appointment not kept. After 3 broken appointments or same day cancellations, you will
be put on a “Same day ONLY” status.

Signing this statement does not constitute agreement or disagreement with the policy
described. Signing merely indicates you have been informed of our office policy
regarding broken dental appointments.

| HAVE READ AND UNDERSTAND THE ABOVE:

Date:

Signature of patient or parent



Dental Concerns Assessment

Patient’s Name Date

Please rank your concerns or anxiety over the dental procedures listed below.

Please fill in any additional concerns. |

Level of Concern

None| Low | Med. | High |Explain

1. Anesthetic (“Novocaine™) ..........ccovvvviiiiinniennnnn.

2. Radiographs (“X-Rays”).......cccoevviiiiiiiiiiiinannn.

3. Jaw getting tired. ...,

4. GagrefleX....oovviiiiii i

5. Fear of being injured...............cooiiiiiiiiiiin.n.

6. Not being in control or able to stop the dentist...........

7. The amount of treatment needed................ooooe....

8. Sounds and/or smells in the dental office................

9. Not feeling free to ask questions or to be listened to......

10. Receiving too little information............................

11. Too many short appointments or too long of appointments...

12. Please rate your smile

(Dislikeit) 1 2 3 4 5 6 7 8 9 10 (Loveit

Do you require premedication or Nitrous Oxide with your dental care?

Comments:




L s free {7/ fk 0 yoer

WE ARE PLEASED TO WELCOME YOU TO OUR PRACTICE. PLEASE TAKE A FEW MINUTES TO FILL OUT THIS
FORM AS COMPLETELY AS YOU CAN. IF YOU HAVE QUESTIONS WE'LL BE GLAD TO HELP YOU. WE LOOK
FORWARD TO WORKING WITH YOU IN MAINTAINING YOUR DENTAL HEALTH.

PATIENT INFORMATION

PHONE ALT. PHONE

NAME SS/HIC/PATIENT ID #
LAST NAME FIRST NAME MIDDLE INITIAL

ADDRESS E-MAIL

CITY STATE Z1p

SEX OM UF  AGE BIRTHDATE

[OMARRIED [COWIDOWED [ISINGLE [IMINOR [JSEPARATED [IDIVORCED [JPARTNERED FOR _____
PATIENT EMPLOYER/SCHOOL OCCUPATION

EMPLOYER/SCHOOL ADDRESS EMPLOYER/SCHOOL PHONE

WHOM MAY WE THANK FOR REFERRING YOU?

IN CASE OF EMERGENCY WHO SHOULD BE NOTIFIED? PHONE

PRIMARY INSURANCE

PERSON RESPONSIBLE FOR ACCOUNT
LAST NAME FIRST NAME MIDDLE INITIAL

RELATION TO PATIENT BIRTHDATE SS/HIC/PATIENT ID #
ADDRESS (IF DIFFERENT FROM PATIENT) PHONE
CITY STATE VALY
PERSON RESPONSIBLE EMPLOYED BY OCCUPATION
BUSINESS ADDRESS BUSINESS PHONE
INSURANCE COMPANY

CONTRACT # GROUP # SUBSCRIBER #

NAMES OF OTHER DEPENDANTS COVERED UNDER THIS PLAN

ADDITIONAL INSURANCE

IS PATIENT COVERED BY ADDITIONAL INSURANCE

SUBSCRIBER NAME RELATION TO PATIENT BIRTHDATE
ADDRESS (IF DIFFERENT FROM PATIENT) PHONE

CITY STATE Z1p
SUBSCRIBER EMPLOYED BY BUSINESS PHONE
INSURANCE COMPANY SOC. SEC. #

CONTRACT # GROUP # SUBSCRIBER #
NAMES OF OTHER DEPENDANTS COVERED UNDER THIS PLAN

PLEASE COMPLETE BOTH SIDES


Maggie
Typewritten Text

Maggie
Typewritten Text

Maggie
Typewritten Text

Maggie
Typewritten Text

Maggie
Typewritten Text


DENTAL HISTORY

REASON FOR TODAY'S VISIT DATE OF LAST DENTAL CARE

FORMER DENTIST DATE OF LAST DENTAL X-RAYS

ADDRESS

CHECK (¥) IF YOU HAVE HAD ANY PROBLEMS WITH ANY OF THE FOLLOWING:

o SENSITIVITY TO HOT

o SENSITIVITY TO SWEETS

o SENSITIVITY WHEN BITING

o SORES/GROWTHS IN YOUR MOUTH

o GRINDING TEETH

o LOOSE TEETH OR BROKEN FILLINGS
o PERIODONTAL TREATMENT

o SENSITIVITY TO COLD

o BAD BREATH

o BLEEDING GUMS

o CLICKING OR POPPING JAW

o FOOD COLLECTION BETWEEN TEETH

HOW OFTEN DO YOU FLOSS? HOW OFTEN DO YOU BRUSH?

] A\

MEDICAL HISTORY

PHYSICIAN'S NAME DATE OF LAST VISIT

HAVE YOU EVER USED A BISPHOSPHONATE MEDICATION? COMMON BRAND NAMES ARE FOSAMAZ, ACTONEL, ATELVIA, DIDRONEL,
BONIVA. 0 YEs [ NO

HAVE YOU EVER TAKEN ANY OF THE GROUP OF DRUGS COLLECTIVELY REFERRED TO AS “FEN-PHEN?” THESE INCLUDE COMBINA-
TIONS OF IONIMIN, ADIPEX, FESLIN (BRAND NAMES OF PHENTERMINE) AND REDUX (DEXFENFLURAMINE). [1 YES [ NO

HAVE YOU HAD ANY SERIOUS ILLNESSES OR OPERATIONS? [J YES [0 NoO IF YES, DESCRIBE
IF YES, GIVE APPROXIMATE DATE

HAVE YOU EVER HAD A BLOOD TRANSFUSION? [0 YES [ NoO
NURSING? [0 YEsS [0 NO TAKING BIRTH CONTROL PiLLs? [J YEs [ No

(WOMEN) ARE YOU PREGNANT? [ YEs [ NoO

CHECK (¥) IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

o ANEMIA

o ARTHRITIS, RHEUMATISM
o ARTIFICIAL HEART VALVES
0 ARTIFICIAL JOINTS

o ASTHMA

o BACK PROBLEMS

o BLOOD DISEASE

o CANCER

o CHEMICAL DEPENDENCY

o CHEMOTHERAPY

o CIRCULATORY PROBLEMS

o CORTISONE TREATMENTS
o COUGH, PERSISTENT
o COUGH UP BLOOD

o DIABETES

o EPILEPSY

o FAINTING

o GLAUCOMA

o HEADACHES

o HEART MURMUR

o HEART PROBLEMS

o HEMOPHILIA

o HEPATITIS

o HIGH BLOOD PRESSURE
o HIV/AIDS

0 JAW PAIN

o KIDNEY DISEASE

o LIVER DISEASE

0 MITRAL VALVE PROLAPSE
o PACEMAKER

0 RADIATION TREATMENT
0 RESPIRATORY DISEASE

o RHEUMATIC FEVER

o SCARLET FEVER

o SHORTNESS OF BREATH
o SKIN RASH

o STROKE

o SWELLING OF FEET/ANKLES
o THYROID PROBLEMS

o TOBACCO HABIT

o TONSILLITIS

o TUBERCULOSIS

o ULCER

o0 VENEREAL DISEASE

MEDICATIONS: LIST MEDICATIONS YOU ARE CURRENTLY TAKING: ALLERGIES

AUTHORIZATION

I CERTIFY THAT | AND/OR MY DEPENDENT(S), HAVE INSURANCE COVERAGE WITH AND ASSIGN DIRECTLY TO

DR. ALL INSURANCE BENEFITS, IF ANY, OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. | UNDERSTAND

THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY INSURANCE. | AUTHORIZE THE USE OF MY
SIGNATURE ON ALL INSURANCE SUBMISSIONS. THE ABOVE-NAMED DENTIST 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 SERVICE 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 PATIENT, PARENT, GUARDIAN, OR PERSONA REPRESENTATIVE

PRINT NAME OF PATIENT, PARENT, GUARDIAN, OR PERSONA REPRESENTATIVE

DATE

DATE

PAYMENT IS DUE IN FULL AT TIME OF TREATMENT UNLESS PRIOR ARRANGEMENTS HAVE BEEN APPROVED.




National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

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 30, for each page,
$ per hour for staff time to locate and copy your health information, and postage if you want the topies 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 heatth information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosurs 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 ina
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 heatth infor-
mation by alternative means or to altemative 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 altemative 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.

Electronic Notice: Hf you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form,

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

f 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 Netice. 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:

Telephone: Fax:
E-mail:

Address:

© 2002 American Dental Association
All Rights Reserved o
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prioc
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Dr.isa membe'ofmeADA ODAandAGDaswe!lasaurlocal dentalsudetvand isa firm believer in
continuing education, keeping abreast of current innovations and improving patient care.
She enjoys family time, gardening, reading, camping, watching sports and practicing dentistry.
Qur carefully sefected team members are exceptionally skilled, highly educated individuals excelling in
expanded function dental assisting, dental hygiene and dental business administration.
Our entire team is dedicated to the belief that patient education and prevention is one of the best tools we
can provide to our patients in helping them achieve excellent dental health.

OUR MISSION
We will offer high-quality, friendly service in a gentle, caring atmosphere. Our patients are the heart of our
practice and the reason we are here. At all times our patients will be treated with respect, dignity and
compassion. Being of service to our patients is the definition of our purpose and the mission of our practice.

PATIENT SERVICES
The services we provide include:

Comprehensive Exams~Qral Cancer screenings~Professional consultations~Diagnostic Imaging~
Cleaning~Periodontal Treatment~Laser Therapy~Fluoride~Oral-B toothbrushes~Instruction
~Patient Education~
Nightguards~Dentures~Partials~Crowns~Bridges~Composite Fillings~In-Office Whitening
Root Canal Therapy~Sealants~Extractions~Implant Placement & Restorations~Advanced Esthetic Dentistry

HOURS OF APPOINTMENT
Our office hours are:
Monday and Tuesday 8:30am — 5pm / Wed 8:30am - 6:00pm/ Thurs 8:30am — 3pm
Fridays by appointment
Hours are by appointment and we strongly believe in the value of your time.
We strive to honor scheduled appointment times and appreciate your cooperation in this regard.
When emergencies occur, we will do our utmost to see you in a timely manner.

FOR YOUR COMFORT

You may wish to bring your own favorite music selections or use the I-Pod provided by the office.
We use tinted glasses for ease of viewing and provide Nitrous Oxide sedation, if desired.

PAYMENT OPTIONS
We are proud to provide several options to our patients for payment of dental services.
You may choose from:
1. Full payment at appointment with 5% discount (5% additional for seniors)
2. Insurance billing with payment of estimated portion at appointment
3. Extended payment plan (ask our Office Manager for details)
For your convenience, we accept cash, checks, Visa, MC and money orders

ABOUT INSURANCE
As an insurance consumer, you are probably aware of the constant changes in benefits, co-pays, deductibles
and coverage by your insurance company. We currently work with many insurance plans and do our best to
keep up with these changes. We gladly submit dental charges to your insurance on your behalf and will do
our best to provide you with the most accurate estimate of coverage available to us at the time of service.
We ask that all our patients be aware that they are ultimately responsible for any and all charges incurred as

a result of treatment. Please be prepared at your first appointment by bringing your benefit

booklet.
LESLIE A. MITCHELL, DMD, PC
NEWBERG DENTAL

440 VILLA ROAD, NEWBERG, OR 97132
503-538-8338 | WWW.NEWBERGDENTAL.COM
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