Patient Infownation (CONFIDENTIAL)

Thanlk you for selecting our dental healthcare team!
' We will strive fo provide you withtthe best possible dental care.
To help us meet all your dental healthcare needs, please fill out this form

completely in ink. [f you have any questions or need assistance, please ask us -

we will be happy to help.

Patient #
SS#/SIN
Date

Neme Birthdate Home Phone __
Address City Sf%ff/ ZP%
Email Ceil Phone
Check Appropriate Box: T Minor O Single U Maried ODivorced O Widowed - Separated

) State/ Fult Part
If Student, Name of School/College City Prov. O Time O Time
Patient or Parent/Guardian's Employer Work Phone
Address City IE:(OZE.F / %’!Pé
Spouse or Parent/Guardian’s Name Ennployer Worl: Phone
Wham may we thanl for referving you?
Person to contact in casc of emergency Phone
Responsible Party

_ ‘ Relationship

Naine of Person Responsible for this Account to Fatient
Address tome Phone
Email Cell Phone

Financial Institution
Wort: Phone

Driver's License # Rirtheate

SS#/SIN

Employer

Is this person currently ¢ patient inouroffice? T tes [0 No
For your convenience, we offer the following methods of puyment. Please check the eption you prefer. Payment in full at cach appointment,
O Cash O Personal Chech Credit Card O VISA O MasterCard O ! wish to discuss the office’s payment policy

Insurance Information

Neme of Insured

Relationship
to Paticnt

Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Worlk Phone

State/ Zip/
Address of Employer City Prov. BC
[nsurance Company Group # ?ﬁiig}/ID # 7
Ins. Co. Address City Prov. PC

How imuch is your deductible? How much have you used? M. ananial benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O ¥es O Ne IFYES, COMPLETE THE FOLLOWING;

Relgtionship
lo Patient

Date Employed

Name of Insured

Birthdate SS#/SIN
cof yer Unionor Local # _ Work Phone
Name of Emplayes nioit or Loc work, Z}yﬂ/
Address of Employer City Prov. :C.
SLITANCe Group # Policy/ID ##
Insurance Company i St Zgz[
Ins, Co. Addicss City Prov FC.

How miuch is yowr deductibie? How much have you nsed? M. annuel berefit







ratient Medical History

Physician Office Phone _ Date of Last Fxam
Yes No Yes DNo
1. Are you under medical treatment now? . OO 10. Are you wearing comact onses?....o e a o
2. Have you ever been hospitatized for any : 11, Ave you allergic to or have you had any reactions to the fellowing?
surgical operation or serious iliness within the last 5 years?.......... O o Local Anesthetics {e.g. Novocain) ... O O
[fy@_gJ p](,’[!SC Cxpim'” Penicillin orany other Antibiotics.... D D
Sulfa Drugs ... 0o O
3. Are you taking any medication(s) Bahituraty O C
including non-preseription Medice? o.......coooovvvivonireiionisieenieens 0O O SEAIVES ... oo ovv s svarassssreeseeees et s O O
I yes, what medication(s) are you taking? JOAME cooovs oo e o O
ASPIFIL ot OO o ad
4. Have you ever taken Fen-Pher/Rediie? ooo.ooovceervciecrciciiiannns O O Any Metals (e.g. nic! o 1o0 ORURTOOS o o
5. Have you ever taken Foseinax, Boniva, Actonel or any cancer Fattex RUBDBOE oo O O
medications containing bisphosphonates?..... ..o O O Other (pleasc list)
6. Have you aken Viagra, Revatio, Cialis or Levitru 12. Do you have a persistent cougle or thvoat clearing net
i Ehe Jast 249 BOUS? oo 0 O associated with a nown illacss Gosting more than 3weeks)?... 1 [
7. D0 your 15g tobacco? et o d 13, Women Only:
8. Do you tise controlled SUBSIANCES? v e 0 0O a) Are you pregnant or think you may be pregnant?........ 5] %
K ; ’ i BY Are you murSEg 2.
9. Do you have or fave you had any of the foloiving? ) Are you ia!zi'ng%a'cii CONLIAeePEves? O O
Yes DNo Yes No No
High Blood Pressure.. O O Heart Disease ... ood Chest Pains...... y O
a o Cardice Paceriaher......co.co.ovveeeenc. 0 0 Easily Winded oo O
o HEart MUriur. e g O SHORE oot ]
O & ANGING.iiiiiiiioreere e, 1 0 Hay Fever / ANCrgies ..o, -
Fainting / Seigures oo, 0 O Frequently Tived ... ] [l TUPErCUIOSTS ..o O
Asthma..oo, . g O Anemid............ R Radiation Therapy... O
Low Blood Pressure...... R I | Emphysema 0o d Glaneaomat ..o U
Epilepsy / Convulsions.., . O O CARCE v ivnnrrnssssersssessssessen s O O Recent Weight Loss oo, ]
Letlemic oo, O 0 Arthitis o O Liver DiSese oo, J
DHABCLES oovvvveeeveeeees o O Joint Replaceiment or Implant.......... 0 d Heart Trouble oo (]
Kidney Disedases .o.oevvcrivccercnven,. 3 [ Hepatitis / Jaundice........ccovie 0o d Respiratory Problems 0
AIDS or HIV Infection .ovuvnvean..... 0 O Sexvaly Transmitted Disedase......... 0 Mitrai Valve Prolapse.......ccovvcerncenn. d
Thyroid Problem 0 0O O O Other 0]
Patient Dental History
Naie of Previous Dentist and Location Dee of Last Exain
Yes  No Yes DNo
L. Do your gums bleed while brushing or flossing? ..ol O O 8, Do yout have frequent headaehes? i i g O
2. Are your teeth seasitive to hot or cold fiquids/foods? O O 9. Do you clencit or grinid your tecth? oo O
3. Are your teeth sensitive to sweet or sowr liguidsifoods? ............... O 0O 10. Do you bite your lips oi cheels fiequently? .o o d
4. Do you fee! pain to any of your teeth? ..o I 11. Have you ever had any difficult extractions
5. Do you have any seres oi himps in or near your mouth? ............ o O B INE PASE? (s I
6. Have you had any head, neck or jaw injuries?...........coocooveeren. [ 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the foliowing Jollowing extractions? ..., O O
probiems in your jaw? 13. Have you had any ovthodontic treatment? ... o 0
CHERING. ..o, g 14. Do you wear dentures or partials?...... s, 0o
Pain oirt, ean; side of face) oo o O If yes, date of placement
Difficieliy in opening or closing......c i o 15, Have you ever veceived oral hygiene instructions
Difficudty in chewing .c.ccoocovovoreccviiiiosict s, Ll regarding the care of your teeth and gums? ..o, O O
16, Do you like your mile? oo e, O o

Authorization and Release

I eertify that I kave read and understand the above information to the best of my lniowledge. The above questions have been accurately answered.
Iunderstand that providing incorrect information ean 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 duving the peviod of such Dental cave to third party payors
andfor health practitioncrs. I authorize and request py insurance company (o pay directly to the deatist or dental group insurance benefits
otherwise payabic o mc. Dunderstand that iy dental insurence carricr may pay less than the actual Bl for services, agree to be respousible
Sor payment of all scrvices vendered on my behalf or my dependents.

X

Signature of patient (or parent/guardian if minor)

Date

Doctor’s Comments

Date

Signature







CONSENT TO GENERAL DENTISTRY BY:
DANIEL M. SLAVSKY, D.M.D AND STAFF

| authorize Dr. Slavsky and such associates, hygienist and assistants as he may designate to perform those
procedures as may be deemed necessary or advisable to maintain my dental health or the dental health
of any minor or other individual for which | have responsibility, including arrangement and or
administration of any analgesic, therapeutic, and or other pharmaceutical agents including those related
to restorative, palliative, therapeutic or surgical treatments.

| understand that the administration of local anesthetic may cause untoward reaction or side effects,
which may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and
temporary or rarely, permanent numbness. | understand that occasionally needless break and may
require surgical retrieval, Occasionally drops of local anesthetic may contact the eyes and facial tissue and
cause temporary irritation.

l'understand that as part of the dental treatment, including preventative procedures such as cleanings
and basic dentistry, including fillings of all types, teeth may remain sensitive or even possible quite painful
both during and after completion of treatment. Dental materials and medications may trigger allergic or
sensitivity reactions,

After lengthy appointments, jaw muscles may also be sore or tender. Holding one’s mouth open can, in a
predisposed patient, precipitate a TMJ disorder. Gums and surrounding tissue may also be sensitive or
painful during and or after treatment. Although rare, it is also possible for the tongue, cheek or other oral
tissue to be inadvertently abraded or lacerated {cut) during routine dental procedures. [n some cases,
sutures or additional treatment may be required.

| understand that as part of dental treatment items including, but not limited to crowns, small dental
instruments, drill components, etc. may be aspirated {inhaled into the respiratory system} or swallowed.

This unusual situation may require a series of x-rays to be taken by a physician or hospital and may, in rare
cases, require bronchoscopy or other procedures to ensure safe removal.

| understand the need to disclose to the dentist any prescription drugs that are currently being taken or
that have been taken in the past, such as Phen-Fen. | understand that taking the class of drugs prescribed
for the prevention of osteoporosis, such as Fosamax, Boniva or Actonel, may result in complications of
non-healing of the jaw bones following oral surgery or tooth extractions.

| do voluntarily assume any and all possible risk, including the risk of substantial and serious harm, if any,
which may be associated with general preventative treatment procedures in hopes of obtaining the
potential desired results, which may or may no be achieved, for my benefit or the benefit of my minor
child or ward. | acknowledge that the nature and purpose of the foregoing procedures have been
explained to me if necessary and | have been given the opportunity to ask questions.

Patient name: Date:

Signature:







Notice of Privacy Practices Acknowledgement

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), | have
certain rights to privacy regarding my protected health information. | understand that this information can
and will be used to:

» Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

e Obtain payment from third-party payers.

»  Conduct normal healthcare operations such as quality assessments and physician
certifications.

r

I have received, read, and understand your Notice of Privacy Practices containing a more complete r
description of the uses and disclosures of my health information. [ understand that this organization has the

right to change its Notice of Privacy Practices from time to time and that | may contact this organization at

any time at the above address to obtain a current copy of the Notice of Privacy Practices.

I understand that | may request in writing that you restrict how my private information is used or disclosed to
Carry out treatment, payment, or health care operations. | also understand that you are not required to
agree to my requested restrictions but if you do agree then you are bound to abide by such restrictions.

Patient / Legal Guardian Printed Name:
Patient / Legal Guardian Signature:
Relationship to patient (if not seif):
Date:

Office Use Only

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date Initials Reason






Daniel M. Slavsky, D.M.D., LLC /
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 1S IMPORTANT TO US.

OUR LEGAL DUTY
wWe 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 legat 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 04/15/03, and will remain in effect until we replace it.

We reserve the right {0 change our privacy praclices 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
additicnal 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 cperations. For exampie:

Treatment: We may use or disclese 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
operafions. 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 informalion or tc 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 so0.

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 1o 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 lnvolve_ment in your
healthcare. We will also use our professional judgment and our experience with common practice 10 _make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-

rays, of other similar forms of health information.






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

Abuse or Negl_ect: Wg may disclose your health information to appropriate authorities if we reasonably believe that

é%:: Ig;z a; f&sﬁbl?{ I;.u‘c:tifm of ta'bt.lste, qugie;;tl, or domestic violence or the possible victim of other crimes. We may
ealth information to the extent necessary to avert a seri ;

R vttt ry erious threat to your health or safety or the

Nahqnal.Security: We may disclosg to military authorities the health information of Armed Forces personne! under

Ferta_m mrcumsiancgs. .We may disclose to authorized federal officials health information required for lawful

;gteil‘;%e;-gce, cou;’mtefrfm_n@ellhgence, and other national security activities. We may disclose to correctional institution or
w rcemen i i i i j

circumstan?:;ns. official having lawful custody of protected health information of inmate or patient under centain

Appointment Reminders: We may use or disclose your health informati i i i
t - . jon to provide you w
reminders {such as voicemall messages, postcards, or letters). P ¥ ith appointment

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 informatfon. 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. Conlact 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 accouniing mare than oncein a
12-month pericd, we may charge you a reasonable, cost-based fee for responding to these additional requests.

strictions on our use or disclosure of your

Restriction: You bave the right to request that we place additional re losur
but if we do, we will abide by our

health information. We are not required to agree 1o these additional restrictions,
agreement (except in an emergency).

that we communicate with you about your health
ou must make your request in writing.} )’our
planation how payments will be

You have the right to request

information by alternative means or to alternative locations. {Y' ;
request must specify the alternative means or location, and provide satisfactory ex

handled under the alternalive means or location you request,

Alternative Communication:

(Your request must be in

t we amend your health information, i
t under certain

Amendment: You have the right to request tha
¥ ; hould be amended.) We may deny your reques

writing, and it must explain why the information &

circumstances.

Motice on our Web site or by alectronic mail (e-mail}, you are entitied to

Electronic Notice: If you receive this
receive this Notice in written form.







