(858)484-3300
[ERCE

DENTISTRY

Patient Information
Today’s Date:

Patient Name: Preferred Name:
Last First MI

[(OMale [JFemale [OMarried [JSingle [Jchild [JOther

Social Security #: TDL#

Phone (Home): (Work): Ext: Cell:

Birth Date E-Mail Address:

Preferred Contact Method: |:| Home Number |:| Work Number |:| Cell Number |:| Email |:| Text
Preferred Appointment Confirmation Method: ] Home Number ] Work Number |:|Cell Number O Email O Text

Preferred Method To Schedule Future Appointments: |:| Home Number |:| Work Number |:| Cell Number |:| Email |:| Text

Home Address:

Street City/State Zip Code
Work Address:

Street City/State Zip Code
Employer Name: Position: How long there?:

Please list other members of your immediate family who are patients in our office

Referral Information
Can we thank someone for referring you? Or did you find us on your own?

Family Member ___ Website
___ CEREC-One-visit dentistry
Coworker ___ CADSMILES
__Insurance Company
Friend ___Location/Drive-by
___Post Card
Doctor ___ Other

What is the reason for your visit today?

Date of Last Dental Visit:

Are you interested in sedation dentistry? []Yes [JNo

. Why did you leave your previous dentist?
. Are you interested in whitening your teeth? [JYes [[]JNo
o If you could change your smile, what would you do?

We routinely use latex products for your safety. If you have a known sensitivity to latex products, please notify
us prior to being called back to the treatment room.



HEALTH QUESTIONNAIRE
Today’s Date Patient’s Name Birthdate
/ / / /

Name of person completing form (if different from patient) and relation to patient:

Please answer the following questions to the best of your ability, realizing that true and accurate answers
are important to the delivery of quality of care. All information you provide will be kept confidential.

**PLEASE ANSWER BY CIRCLING Yes (Y) or No (N) FOR EACH INDIVIDUAL QUESTION.

1.
2
3.
4. Are you currently in a phySiCIAN'S CAIE? ......euvius i et et i e ee et et e e e eae e eaeaennennas Y

\l

Are you in good NEaItN? ... ..o s Y

. Has there been any change in your general health in the pastyear? ..............cccceevveveea. Y

Date of Last check up by physician: / /

If so, what for?

Treating Physician’s Name: Phone Number:
. Have you had any serious illness, operations, or hospitalizations? .....................coceeie. Y
If so, describe and give approximate dates:

. Have you ever had intravenoussedationorgeneral anestnesia? ........covoiiiiiiii i
Were there any adverse effects? ..........
. Do you generally tolerate dental treatment well7

. DO YOU HAVE OR HAVE YOU EVER HAD

A

B.
C.

O

AT OTVOoOZZIr AT IToOmm

. Lung Disease (asthma, emphysema, chronic cough, bronchitis, pneumonia, TB,

. Liver Disease (jaundice, hepatitis)? .........ccoeiiiiie it e e e e
 KIANEY DISBASE? ...ttt e et e e e e e e e e

. Arthritis? (Which Joints?) ..
. Glaucoma? ..
. Frequent or recurrlng mouth sores’> ..

. Implants/artificial joints anywhere in your body’) (Heart vaIve hlp, knee)’)

. Noises in jaw joint, pain near ear when chewing, do you grind or clench teeth7 ........
. SINUS 0r NASAl PrODIEBMS? ..o

Heart disease that was detected at birth? ..

Rheumatic fever of Rheumatic heart dlsease’) .
Cardiovascular disease (chest pain, heart trouble heart attaok coronary artery dlsease
high blood pressure, stroke, palpitations, heart surgery, angioplasty, pacemaker)? ..

shortness of breath, severe cough)? ..

Neurological Disorders (seizure, epllepsy, falntlng d|zzmess nervous dlsorder)’)
Blood Disease (bleeding disorder, anemia, blood transfusion, do you bruise easrly)’> .....

Diabetes? .. .
Thyroid Drsease (hypothyrordrsm tumor)’>
Stomach ulcers or Intestinal problems’)

Radiation (X-ray treatment for cancer) in head and neck region? ..

Any disease, drug or transplant operation that has depressed your immune system? ....
Recurrent infections of any kind? ..

k<<<kkk<<<kk<<<<k e <k <<=

9. ARE YOU TAKING OR USING ANY OF THE FOLLOWING

@MMoUO®»

N 01 00} [ Y
Anticoagulants (blood thinners)’? ............................................................... Y
Thyroid mediCationS? .........cooiiiieiie e e e e Y
Antihistamines, deoongestants’7 ................................................................ Y
High blood pressure or heart mediCcation? ...........cooviiiiieiie i e e, Y
Steroids? ............ PP 4
Tranqunrzers antldepressants’> PP €
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H Stomach or GI medications (antacids, BIC.) 7 e Y N
. Cholesterol reducing drugs? ........... cen Y N
J. Aspirin, ibuprofen, NSAIDS or ant| |anammatory drugs narcotlcs oprods or other
0T LT C LT 1 Y N
K. Weight reduction pills or diet aids (over the counter or “natural” products)? ............ Y N
L. Vitamins, Natural remedies (ginko biloba, ephedra, ginseng, etC.)? .....ccccccvvvvvervenenne. Y N
M. Marijuana, cocaine or other “recreational” drugs? ..........ccoeeiiiiiiiii i, Y N
N. Any other regular medications, pills, supplements or drugs? ...........cccceeevvviiennnn. Y N
PLEASE LIST ALL CURRENT MEDICATIONS HERE
10. ARE YOU ALLERGIC TO OR HAD A BAD REACTION FROM:
A. Local anesthetic (Novocain-like drugs)? .........ccooeiiiiviiiii i Y N
B. Penicillin, Amoxicillin, Cephalosporins? ..........c.cooiiiiiiiiiiiiiii e Y N
C. Other antibiotics? .. Y N
D. Barbiturates, sedatrves’? . T 4 N
E. Aspirin, ibuprofen, NSAIDS or other paln medlcmes’) .Y N
F. Codeine or other narcotics or oprods7 .Y N
G. Latex? . Y N
H. Other aIIergles or reactlons7 .Y N
Please List:
11. Do you have hay fever, frequent skin rashes, €tC.? .........cccoeiiiiiiiiiii e Y N
12. Do you use alcohol? How much per day? Y N
13. Do you smoke? .. PRIV TR R PPUTURTITE ¢ N
What product and how many per day’) For how long?
14. Do you use Spit tobacCo? .......cc.vviveiieie e For how long? Y N
15. Are you, or have you been, in a drug or alcohol recovery program? .. : A ¢ N
16. Do you have any other disease, condition or problem not listed above that you thlnk the
doctor Should KNOW @DOUL? ... ...c.oiiiiieeeesiese e nnees Y N
17. Do you wish to talk to the doctor privately about anything? ................c.ccooiiiiii Y N
18. Any additional comments?
19. WOMEN
A. Are you taking birth control pills? .. Y N
B. Are you pregnant, trying to become pregnant or ny chanc you mlght be pregnant’7...Y N
C. Are you BREAST FEEDING? ... .iuiiiii i e e e et e e e e e Y N
D. Are you taking hormonal replacement? ...........ccoceiiiiiii i Y N

I understand the importance of a truthful health history and realize that incomplete information may
have an adverse effect on my treatment. To the best of my knowledge, the information above is
complete and accurate.

/ /
Date Signature of person completing form Doctor’s initials




Consent for Services and Financial Policy

As a condition of your treatment by this office, financial arrangements must be made in advance. The
practice depends upon reimbursement from the patients for the costs incurred in their care and financial
responsibility on the part of each patient must be determined before treatment.

GENERAL

Thank you for choosing our practice as your Dental Care Provider. We are committed to your treatment
being successful. Please understand that payment of your bill is considered a part of your treatment. The
following is a statement of our Financial Policy, which we require you to read and sign prior to treatment.
All patients must complete our Information and Insurance form before seeing the doctor.

WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, AMERICAN EXPRESS, and
CARE CREDIT

DENTAL INSURANCE: Our office will gladly work with you to help get the maximum benefit available
to you. Most dental insurance plans do not cover 100% of your cost of treatment. Therefore, you will be

expected to pay your deductible and your ESTIMATED co-payment on the day services are rendered.
We will gladly file your insurance claim. Many variables exist from carrier to carrier (i.e. deductibles,
annual maximums, allowable fee limitations, non-covered procedures and other restrictions), therefore, we
cannot guarantee any estimated charges. Because your insurance is an agreement between you and the
insurance company, ultimately you are responsible for all charges. Please know that we will do everything
possible to see that you receive the full benefits from your insurance company. If for some reason your
insurance company has not paid their estimated portion within 60 days from the start of treatment, you are
responsible for payment in full at that time. Treatment could be altered if your dental needs change. The
patient will be notified of any change(s) in treatment. After a statement of accounts has been sent and a
balance is left on the account after 60 days, the credit card kept on file will be charged for any balance over
60 days.

REGARDING INSURANCE PLANS WHERE WE ARE A PARTICIPATING PROVIDER

All ESTIMATED portions and deductibles are due prior to treatment. In the event YOUR insurance
coverage changes to a plan where we are a non-participating provider, refer to above paragraph. You are
responsible for advising this office if you have a change in your insurance coverage prior to your
appointment.

USUAL AND CUSTOMARY RATES

Our practice is committed in providing the best treatment for our patients and we charge what is usual and
customary for our area. You are responsible for payment regardless of any insurance company’s
arbitrary determination of usual and customary rates.

ADULT PATIENTS
Adult patients are responsible for full payment at time of service.

MINOR PATIENTS

The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full
payment. For unaccompanied minors, non-emergency treatment will be denied unless charges have been
pre-authorized to be approved by Visa/MasterCard, American Express, Care Credit, or payment by cash or
check at time of service has been verified.

MISSED APPOINTMENTS
We respectfully ask that you give us a minimum of 24 hours notice to cancel or reschedule your
appointment. Please help us serve you better by keeping scheduled appointments.



AUTHORIZATION & RELEASE: 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 period of such dental care to third
party payers and/or healthcare practitioners. | authorize and request my insurance company to pay directly to the
dentist (if my insurance will allow it) or dental group insurance benefits otherwise payable to me. | understand that
my insurance carrier may pay less than the actual bill for services. | agree to be responsible for payment of all
services rendered on my behalf or my dependents. | authorize my personal payment information (checks or credit

cards used to make payments on your account), to be kept on file, if needed, to make restitution on any balance over
60 days past due.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to
this form.

| agree to have any photos taken of me to be used for education, training and/or marketing.

| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Pierce Family Dentistry



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement**

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

{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

L] Communications barriers prohibited obtaining the acknowledgement
] An emergency situation prevented us from obtaining acknowledgement
[

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved



Pierce Family Dentistry

CONSENT FOR USE AND DISCLOSURE OF HEALTH
INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Social Security Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to
sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations,
of the uses and disclosures we may make of your protected health information, and of other important matters about
your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it
carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our 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 to any of your protected health information that we maintain.

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

Contact Person: Alison Labor

Telephone: 858-484-3300 Fax: 858-484-6300
E-mail: info@piercefamilydental.com
Address: 13161 Black Mountain Rd. Suite 5

Agreement As To Resolution Of Concerns: | understand that | am entering into a contractual relationship with
Doctor for professional care. | further understand that meritless and frivolous claims for medical/dental malpractice
have an adverse effect upon the cost and availability of healthcare, and may result in irreparable harm to a
healthcare provider. As additional consideration for professional care provided to me by Doctor, | the patient/guardian
and/or my representative agree not to advance, directly or indirectly, any false, meritless, and/or frivolous claim(s) of
medical/dental malpractice against the Doctor.

Furthermore, should a meritorious medical/dental malpractice case or cause of action be initiated or pursued, | (the
patient) and/or my representative agree to use expert witness(es) who practice primarily in the same specialty as
Doctor. Furthermore, | agree that these expert withesses will be members in good standing of and adhere to the
guidelines and/or code of conduct defined for expert withesses by the American Dental Association.

In further consideration for this, Doctor agrees to the same stipulations.

Mutual Agreement To Maintain Privacy: Dr. Connie L Pierce and " Pierce Family Dentistry” (collectively labeled
“Dentist”) agree to provide treatment to “Patient”. The Dentist takes pride in being able to extend a greater degree of
privacy than is required by law.

Federal and State privacy laws are complex. Unfortunately, some dental offices try to find loopholes around these
laws. For example, dentists are forbidden by law from receiving money for selling lists of patients or medical
information to companies to market their products or services directly to patients without authorization. Some dental
practices, though, can lawfully circumvent this limitation by having a third party perform the marketing. While personal
data is never technically in the possession of the company selling its products or services, the patient can still be
targeted with unwanted marketing information. Dentist believes this is improper and may not be in the patients’ best
interest. Accordingly, Dentist agrees not to provide medical/dental information for the purpose of marketing directly
to Patient. Regardless of legal privacy loopholes, Dentist will never attempt to leverage its relationship with Patient
by seeking Patient’'s consent for marketing products for others.



We want your feedback. If our office gets it right, tell us. If we could do something better, tell us. We take quality
improvement seriously. While there are scores of “rating sites” in cyberspace, many fail to provide useful information.
Let’s get it done right. We can make recommendations as to which sites follow minimum standards for fairness and
balance. Just ask us.

This Agreement shall be in force and enforceable for a period of five years from Dentist’s last date of service to
Patient. As a matter of office policy, Dentist is requiring all patients in its practice sign the Mutual Agreement so as to
establish that any anonymous or pseudonymous publishing or airing of commentary will be covered by this
agreement for all Dentist’s patients. Further, this Agreement will survive for a minimum of three years beyond any
termination of the Dentist-Patient relationship.

Patient and Dentist acknowledge that breach of this Agreement may result in serious, irreparable harm. Patient and
Dentist agree to the right of equitable relief (including but not limited to injunctive relief). Should a breach of this
Agreement result in litigation, the prevailing party in the litigation shall be entitled to reasonable costs, expenses, and
attorney fees associated with the litigation.

Patient has been given the opportunity to ask questions and receive satisfactory and adequate explanations.
SIGNATURE

I, , have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent form, |

am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment
activities and heath care operations.

Signature:
Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s
Name:

Relationship to
Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities,
and healthcare operations.

| understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you
received this written Notice of Revocation. | also understand that you may decline to treat or to continue to treat me
after | have revoked my Consent.

Signhature:
Date:

© 2002 American Dental Association All Rights Reserve
All Rights Reserve



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 4/14/2003 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.

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.

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



intelligence, 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
circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, e-mail 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 $.50 for each page, $20 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.

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

© 2002 American Dental Association
All Rights Reserved
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