Patient Number asc HEALTH HISTORY & REGISTRATION
ey

PATIENT'S NAME Last _ . First Middle Initial SEX. M F BIRTHDATE _ _AGE _ _
Soc. Sec. # If Patient is a Minor, give Parent’s or Guardian's Name . TODAY'S DATE
Who May We Thank for Referring You to our Office? Reason for this Visit

|
RESPONSIBLE PARTY INFORMATION

NAME Last First Middle Initial ___ MARITAL STATUS

RESIDENCE Street — — __Apt#__ _ __ City State Zip

MAILING ADDRESS Street Apt. # City State Zip

HOW LONG AT THIS ADDRESS HOME PHONE CELL PHONE — —

WORK PHONE E-MATL —

PREVIOUS ADDRESS (if less than 3 yrs.) Street City — State . Zip— Howlong _ . =
SQCIAL SECURITY # BIRTHDATE — DRIVER'SLICENSE# _ RELATION TO PATIENT

EMPLOYER -occuPATION . NO.YEARS EMPLOYED

RESPONSIELE PARTY’'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAME LAST FIRST MIDDLE

EMPLOYER OCCUPATION { ) NAME RELATIONSHIP
50C. SEC. # BIRTHDATE Mo TEERRImO B ADDRESS CITY. STATE
HOME PH. CELL PH. HOME PH. CELL PH.

WORK PH. E-MAIL WORK PH.

| DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental Insurance coverage, complete this for the second coverage.
Insured's Name
Insurance Co. E-MAIL

Insurance Co. Address —

[ )
| Insured’s Name

Insurance Co. E-MAIL

Insurance Co. Address

Insured's Employer -~~~
Insured's Soc. Sec. # Group # Lacal #

Insured’s Emplayer
Insured's Soc. Sec. #

Local #

Group #

It is impartant that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

*DENTAL HISTORY* YES NO ____*MEDICAL HISTORY* YES NO
HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? - B O a |
Last COMPLETE Dental Exam, Date: Are you under a PHYSICIAN'S CARE now? - | 1
Last FULL MOUTH X-RAYS, DATE:(16 Small Fimsor Panoramic) | Forwhat?
Are you having PROBLEMS now? U L | what MEDICATIONS are you currently taking? -
WHAT? . - B
Is your present dental health POOR? O (1 | Have you ever taken Fan-Phen/Redux? O O
Do you wear DENTURES? (Partials or Full) ] U | Are you PREGNANT? O O
Are you UNHAPPY with your dentures? a O | Do you use cigarsicigarettes, pipe or chewing tobacco? (circle) OJ O
Waould you like to know more about PLEASE v YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
PERMANENT REPLACEMENTS? d d YES NO
v g 5 YES NO YES NO
Are you APPREHENSIVE about dental treatment? MDSHIV Pos. o o Fainting O [0 Pyehiatriccare O O
Have you had any PERIODONTAL (GUM) treatments? @] 1| Anaphylaxis EE = Food allergies 1 [J Rapid weight gainloss o O
Do your gums BLEED, or feel TENDER or IRRITATED? O O | Anemia O O Glaucoma O O Radiation treatment g o
A toeth SENSITIVE 1o hot. cold : T 0 7| Athritis. et O O  Headaches [0 [0 Respiratory discase 0o 0
re your tee 0 hat, cold, swests, pressure? (i) Atificial heartvalves O 3 Heart murmur 00 [ Rheumaticiscarlt fever 0 g
Are you UNHAPPY with the APPEARANCE of your teeth? 0 O | Artificial joints 0O O Heart problems pessesesitg [1 [ Shingles 0 0
Are you aware of GRINDING or GLENCHING your teeth? O O ﬁf;gggaw ¥ % E T e e A et E E
lergy Prane] {Abnom ing) T |
Do you have HEADACHES, EARACHES, or NECK PAINS? O U gk probiems Clin B Herpes O [ SpinaBifida O O
Have yeu worn BRACES on your teeth {ORTHODONTICS) ] a gloed disease % E Hepatitis E E]] glrolge el E 8
7 ancer High blood pressure urgical impl
Do you hav? DISCOLOBED teeth that bother you? g oo Chemical dependency [ L) Jaw pain 0 0O Swelingoffeetorankes O O
Would you like your smile to LOOK BETTER or DIFFERENT? (] U1 | Chemotheropy O O  Kdeydseassormafuncion O] [ Tryroddisesseormafuncion 1 O
Do you REGULARLY use DENTAL FLOSS? O 07 | Circulatoryproblems 0 O Liver dlisease O [ Tobacco habit o
e — gonishone treatments g g Material allergies O O szlllmls ! E E
N f Previ Dentist: UGN {persistent) (latex, wool. metal, chemicais) Uberculosis
ame of Previous Dentis Cough up blood 00 O Mird vale prolapse O O UeerCols g a4
City: State: Diabetes 00 O MNervous problems 0O O Venerea disease o o
= Epilepsy 01 O Pacemakerheartsurgey 01 O
Higwets o e mbaak yoilnTeeliz ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS?
Please RANK the following in the order in which they would Aspirin Local Anesthetic Erythromycin Latex (balloons,
KEEP YOU FROM having dental treatment. Nitrous Oxide : Codelng : Pe.nu:lllm gloves, etc.)
Are you aware of being allergic to any other medications or substances?
. If yes, please list: ]
At ! Sie M, # Is there any other Medical or Demtal information that you feel I shouid! know about?
COST of treatment  # MISSING work time # FAMILY PHYSICIAN - PHONE E-MAIL
PATIENT Signature (Parent of ChilG) — Date: DENTIST Signature

I Fra-027 @ SmartPractice 1-800-522-0800



NOTICE OF PRIVACY PRACTICES

IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE PLEASE CONTACT OUR PRIVACY CONTACT.

MARY ADAMS

GOLDSTONE, KHALIL, AND ASSOCIATES

THIS NOTICE DESCRIBES HOW DENTAL/ MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.

This Notice of Privacy Practices describes how we may use and disclose your protected health information
to carry out treatment, payment or health care operations and for other purposes that are permitted or
required by law.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of
our notice, at any time. The new notice will be effective for all protected health information that we
maintain at that time.

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION BASED UPON YOUR WRITTEN
CONSENT

You will be asked by your dentist to sign a consent/ acknowledgement form. By signing the
consent/acknowledgement form, your dentist, our office staff and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to you may also use
and disclose you PHI (protected health information) to pay your health care bills and to support the
operation if the dentist’s office.

Following are examples of the types of uses and disclosures of your protected health care information that
the dentist’s office is permitted to make once you have signed our consent/ acknowledgement form.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage
your dental care and any related services. This includes the coordination or management of your dental
care with a third party that has already obtained your permission to have access to your protected health
information.

Payment: Your protected dental information will be used, as needed, to obtain payment for your dental
services. This may include certain activities that your dental insurance plan may undertake before it
approves or pays for the dental care services we recommend for you such as; making a determination of
eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity, and
undertaking utilization review activities.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to
support the business activities of your dentist’s practice. These activities include, but are not limited to,
quality assessment activities, employee review activities, training of medical students, licensing, marketing
and fundraising activities, and conducting or arranging for other business activities.

In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name
and indicate your dentist. We may also call you by name in the waiting room when your dentist is ready to
see you. We may use or disclose your protected health information, as necessary, to contact you to remind
you of your appointment.

We will share your protected health information with third party “business associates” that perform various
activities (e.g., billing, transcription services) for the practice. Whenever an arrangement between our office
and a business associate involves the use or disclosure of your protected health information, we will have a
written contract that contains terms that will protect the privacy of your protected health information.



We may use or disclose your protected health information, as necessary, to provide you with information
about treatment alternatives or other health-related benefits and services that may be of interest to you. We
may also use and disclose your protected health information for other marketing activities. For example,
your name and address may be used to send you a newsletter about our practice and the services we offer.
We may also send you information about the products or services that we believe may be beneficial to you.
You may contact out Privacy Contact to request that these materials not be sent to you.

Other uses and disclosures of your protected health information will be made only with your written
authorization, unless otherwise permitted or required by law as described below. You may revoke this
authorization, at any time, in writing, except to the extent that your dentist or the dentist’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent,
Authorizations, or Opportunity to Object.

We may use and disclose your protected health information in the following instances. You have the
opportunity to agree or object to the use or disclosure of all or part of your protected health information. If
you are not present or able to agree or object to the use or disclosure of the protected health information,
then your dentist may, using professional judgment, determine whether the disclosure is in your best
interest. In this case, only the protected health information that is relevant to your health care will be
disclosed.

Others involved in your Healthcare: Unless you object, we may disclose to a member of your family, a
relative, a close friend, or any other person you identify, your health information that directly relates to that
person’s involvement in your dental care. If you are unable to agree or object to such a disclosure, we may
disclose such information as necessary if we determine that it is in your best interest based on our
professional judgment. We may use or disclose protected health information to notify or assist in notifying a
family member, personal representative or any other person that is responsible for your care of your
location, general condition or death. Finally, we may use or disclose your protected health information to
an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and
disclosures to family or other individuals involved in your health care.

Emergencies: We may use or disclose your protected health information in an emergency treatment
situation. If this happens, your dentist shall try to obtain your consent as soon as reasonably practicable
after the delivery of treatment. If your dentist or another dentist in the practice is required by law to treat
you, and the dentist has attempted to obtain your consent, but is unable to obtain your consent, he or she
may still use or disclose your protected health information to treat you.

Communication Barriers: We may use and disclose your protected health information if your dentist or
another dentist in the practice attempts to obtain consent from you but is unable to do so due to substantial
communication barriers and the dentist determines, using professional judgment, that you intend to consent
to use or disclosure under the circumstances.

We may use or disclose your protected health information in the following situations without your
treatment your consent of authorization:

When required By Law, Public Health, Communicable Disease, Health Oversight, Abuse or Neglect,
Food and Drug Administration, Legal Proceedings, Law Enforcement ,Coroners, Funeral Directors, and
Organ Donation, Criminal Activity, Military Activity, Inmates and National Security:

Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by
the Secretary of the Department of Health and Human Services to investigate or determine our compliances.

You have the right to inspect and copy your protected health information

You have the right to request a restriction of your protected health information. This means you may ask us
not to use or disclose any part of your protected health information for the purpose of treatment, payment,
or healthcare operations. You may also request that any part of your protected health information not be
disclosed to family members or friends who may be involved in your care or for notification purposes as



described in this Notice of Privacy Practices. Your request must state the specific restriction requested and
to whom you want the restriction to apply.

Your dentist is not required to agree to a restriction that you request. If dentist believe it is in your best
interest to permit use and disclosure of your protected health information, your protected health
information will not be restricted. If your dentist does agree to the requested restriction, we may not use or
disclose your protected health information in violation of that restriction unless it is needed to provide
emergency treatment.

You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. We will accommodate reasonable requests. We may also condition this
accommodation by asking you for information as to how payment we be handled or specification of an
alternative address or other method of contact. We will not request an explanation from you as to the basis
for the request. Please make this request in writing to you Privacy Contact.

You may have the right to have your dentist amend your protected health information. This means you
may request an amendment of protected health information about you in a designated record set for as long
as we maintain this information. In certain cases, we may deny your request for an amendment. If we deny
your request for amendment, you have the right to file a statement of disagreement with us and we may
prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information. This right applies to disclosures for purposes other than treatment, payment, or

healthcare operations as described in this Notice of Privacy Practices.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to
accept this notice electronically.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights
have been violated by us. You may file a complaint with us by notifying our privacy contact of your

complaint. We will not retaliate against you for filing a complaint.

THIS NOTICE WAS PUBLISHED AND BECOMES EFFECTIVE ON/ OR AFTER FEBRUARY 11, 2008

HPPA NOTICE OF PRIVACY PRACTICES



Goldstone, Khalil, and Associates

PATIENT CONSENT / ACKNOWLEDGEMENT FORM

By signing below, you consent to the use and disclosure of your protected health
information by Goldstone, Khalil, and Associates, our staff, officers, directors,
agents, employees, and our business associates for treatment, payment, and
health care operations. For a more detailed description of uses and disclosures
tor these purposes, please review our Notice of Information Practices (“Notices”).
You have the right to review our Notice prior to signing this consent. The terms
of this Notice may change. If the terms do change, you may obtain a revised
Notice by simply contacting this [facility/office] at (617) 491-1403 and
requesting a revised Notice. We will also post any revised notice in the
[facility/office].

You have the right to request that we restrict our uses or disclosure of your
protected health information that we are otherwise permitted to make for
treatment, payment, and healthcare operations, although we are not required to
agree to these restrictions. However, if we agree to further restrictions, they are
binding on us. Finally, you may refuse to consent to the use of disclosure of your
protected health information, but this must be in writing. Under the law, we have
the right to refuse to treat you should you choose to refuse to disclose your

Protected Health Information (PHI).

THIS FORM IS ALSO USED TO OBTAIN ACKNOWLEDGEMENT OF RECEIPT OF OUR NOTICE OF
PRIVACY PRACTICES OR TO DOCUMENT OUR GOOD FAITH EFFORT TO OBTAIN THAT
ACKNOWLEDGEMENT.

I HAVE REVIEWED, UNDERSTAND, AND AGREE TO THE CONSENT OF THE NOTICE OF PRIVACY

Name: Date:

PLEASE SPECIFY THE EXACT REASON WHY PATIENTS CHOSE NOT TO SIGN THE
CONSENT/ ACKNOWLEDGEMENT OF NOTICE OF PRIVACY.

Section A: Must be completed for all authorizations



