Highland Park Family Dentistry, s.c.

Highland Park Family Dentistry, 5.C.
Financial and Payment Policy

We thank you for choosing Highland Park Family Dentistry, 5.C. for your
dental needs. Please take 2 moment to familiarize yourself with our payment
and financial policies. If you have any guestions, please call our office and we
will be happy to explain our policies to you.

PATIENTS WITH INSURANCE

Payments are due at time of service. You are responsible for paying any out of
pocket fees such as deductibles, co-payments and any out of pocket services
such as flucride, tooth-colored fillings, MI Paste, PreviDent, Arestin, whitening
and any other services not covered by your insurance.

As a courtesy to you, we will submit claims to your insurance, however, the
contract for dental insurance is between you and your insurance company and
ultimately it is your responsibility to know what your benefits are. It is important
that you know what your insurance will pay for and what you will be required to
pay for at the time of service.

We accept cash, checks, credit cards and care credit as forms of payment. Care
Credit offers 6 months free financing. Care Credit brochures are available at our
office or you may call 1-800-365-8295 or apply on line at www.carecredit.com.

PATIENTS WITHOUT INSURANCE

Payments are due at the time of service. As a courtesy to you, we will extend a
5% discount on dental services paid on the day of service with cash, check or
credit card. This courtesy does not include preventative or hygiene services.
There are no discounts on any payments made with Care Credit.

We accept cash, checks, credit cards and care credit as forms of payment. Care
Credit offers 6 months free financing. Care Credit brochures are available at our
office or you may call 1-800-365-8295 or apply on line at www.carecredit.com.
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HIGHLAND PARK FAMILY DENTISTRY, 5.C.

Responsible Party

Mame Firs M Last Preferred Mo
Address Line 1 Home Phone
Addeezs Line 2 Work Phomwe
City-Snte=Fip Mohile Phone
Birth Date Ape HEM Liender Marnal Statas
Prodissian Referred By:

Patient Information

Mame First o Last Preferred
Addeess L | Home Phaone
Address Line 2 Work Fhone
Ciy-State-Lip Winhale Phome
Birth Date Age BN Gender Marital Status
Profession

Insurance and Employver Information

Kelation 10 Insured Subscriber Mame Birth Date Insyprance [T} Mumbes
Giroup Mumber Insurnce Camier Addilriss
Employer Employment Stafus: Full-Time Part-Time

Fulk=Time Stuclent [ Part Tase Sludeni
Schonl Mame

Second Insurance and Emplover Information

Relation 1o Insured Suhscriber Marme Hirth [ [nsaranee (D Muember
Cironep MNurither Inzurance Carrier Hulddress
Eenplaoyver Frmployrment Stafus: L Pull-Time L Part-Tiomes
[ Pull-Time Student || Part Time Student
Schaoal Mame
RELEASE:

1 authorizs the dentst @ perfom deageasiie procedures and reaiment a5 many be necessary for proper demtal care.

| authorize release of any inlmaton comesmeng my (of sy chikd's) health care, advice and treaiment prowided for the purpose of evaluaiing and admingstering claims for
insurance henefits

| authorizs release of any wilfomnanion comcemang my (or ey child's) health care, advice and treatment bo amother demtist.

| heerebry authaorize pavmenl of insuranee bevcfits derecly to the dentist o dentald group, odherase poavable i me

| umdersinnd that my deminl came insurance camer or payor of my demtal benclils may pay less than the actoal bl for serviies. [ understand | am financially responsibie for
pavments in full of all aceounts. By seming this stamement, | revoke all previous ngreemenss 1o the comirary and agrec do be responsible for payment of services not paid, in
whale or in pe by my dental care pagar.

| amet to the accurmncy of the nformtion an this page

PATIENT S QR GUARDNAMS SIGHATURE DATE
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PATIENT NUMBER
|t T e e e e T
Fabenis Name

welcome

1. Purpose of inidal vist _ - = COMMENTS

Last Rtx izl e ol Bith

2. Are o aware of 2 prablem? N

3. How long since your =t dental visit? - =
4. What was done at that ime?..

5. Previpus dentists name ——
Addness: ] Pepmtt—

E. When was the last Eme your leath ware clearmu‘i'

CIACLE THE APPROPRIATE ANSWER. IF YOU DONT KNOW THE CORRECT ANSWER,

PLEASE WRITE "DONT KNOW™ ON THE LINE AFTER THE QUESTION.

7. Have youl made reqular VsBET - . oo oo s e e s e e ¥YES MO
How cten: :

8. Were dental x-rays taken? .YES NO

g, I‘Hlllar::;ym fast any Sesth ar I'a'.re anr,- reeih b-em ren'm-reﬂ‘? ....................... ¥ES RO

11.‘.*.Hm1he1rbaen raplatsd? Fammr iy i e B eer e i e S _YES NO

11. How have ey bean replaced?
& Fixed bridge e
b. Remowvable nmIgn
c. Denturs _ E
. Imiplant =

12. Are you unhappy with the replacement? ... . _iiiiiiciciieaa "l"ES NU'
If yes, explain =

13 Would you Bee to know about pemmanent replecements? ...l ¥ES NO

14 Have you ever had any problems or complicaions with previous dental lreatment? ___ YES NO
I¥ yes, explain: _

15.[Iu';uutla1thnrgnr'r|l1,lﬂurtﬂe1h‘?' S e e L R e e S ek ¢ S

16. Does your jaw click or pop? . R T e A

17. Have you expedencad any ;-mﬂ mmﬂmm |n Ihe mlsa::’ues cr'mur
T T L R e o et e e SR YES WO

18 Do'you have fraguent headachas, nackaches of shoulder aches? . et S LK
19. Does food get canght myourteeth? ... _ ool ..YES NO
F!D..ﬂ.reanyur].tnurteelhsensilj'.rem: O Het? O Cald? -‘lﬁweeﬁ" 'IF"-ressmE“
21. ?“umnwgrmmshlmdnrmﬁ e S e S B e A e L

22. Do you experence dry mouth? .- ............................................ YES NO
23 How often do you brosh your teeth? Whan?

) W L By o e I O e P g YES NO
How oftan?

25 Are any of your testh loose, Bpped, shiftied or chipped? ............0ccievee... - YES NO
26 Are you unhappy with the appearance of yourteeth? ... oo noaiioiion i YES NO
27. How do you feel aboiut your teeth in general? L

28 Do your feed your breath is ofensive sl BMEST L ... ue e cacsmiiiin i v i cs et o _YES NO
29, Wu ever had gum freatmend or surgaqﬁ' ................................ YES MO

WhereT
When?
30, Hawe you had any cethodontic woek?

1. Have you had any unpleasant dental experiences or is thera amything about d danhsw thal'_l.'m
sirangly dislike?

32. Do you have any qUESHONS OF CONCEMS? . ... ...oueememssrsmen s rmen o een e YES NO
| CERTIFY THAT THE ABCWE INFORAMATION 15 COMPLETE AND ACCURATE
PATIEMNTS { GUARDIAN'S SIGNATUHAE PE = =

DENTIST'S SIGNATURE : = DATE
ANEST. MED. ALERT

DENTAL HISTORY
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PATIENT MLUTAMEER
T T o ey e e e e

Patieat’s Mame -
Last First == Do of Bty

welcome

CIRCLE THE APPROPRIATE ANSWER, IF YOU DONT KNOW THE CORRECT ANSWER PLEASE
WRITE “DON'T KNOW™ ON THE LINE AFTER THE QUESTION COMMENTS

1: iﬂﬁt&gn‘s Marne

L — — N7 — =

£ e youunderscphyEicien's gamT. ool ol Lnl e iR el gl i YES NO
Since when . Wy

3. When was your kst complefe physical exam? —

4. Are you taking any medication or substances? oo o Lo Lol YES NO
{IF s, please list medications in comments section o on the back of this foem.)

5, Dooyou sousnely ke heallth ralalad substancas” (taming, hebal sappements, netural products) . YES NO
f. Are you alergic o any medications or substances? please higt) ... . ... ..., NES N3
7. Do you have any olhar slargies o kives? . P B R Ry S
8. Dooyowhave any problems with penicilin, annl:u:ﬂu:s ane-ﬂhahn:s

af olher medications? | b i R e B B
g .ﬁ.ra-p:usemmmyrmtalsnrlmm e e Pt e e e o et e A AT
10 Are you prégnant or SLEpecrymmayhB‘? ..................................... YES WO
11. Do you 1se any birth control medicasions? | : SRR | S, T
12 Have you evar bean reated for or been lold 5r-:u: rnrghrnm-& hemt uiae:tse? AR ¢ Ly
13 Do yow have 5 pacemaker, an ariificial heart valve implant, ar

hmnﬁmmmmmmvmmﬂam?_... o e b st ¢ = 1
T H vy e e e G e S e YEZ WD
15, Are you aware of any heart mumaors? ... e e R el s 2l
15.[1::ynuMuemghnrlwumdprmr&’“maammm} e e L B B
17. Have you everhad 3 sanous illnsss OF ajor SUngen™ .. it iiieaiaion, YES WO

i 50, explain e —
1E. Have you ever had radiabion treatment, chemo nean'ﬂentfnrmrrrur.

TR 1 oI eI LR o e s e B e e S e e e e e R YES WO

18, Hawve you ever taken Fogamax, Zomata, Aredia or any other orsl or intravenous treaiment
ibizphasphanatas) far bone bumoes, excessve calciom in your Mood, or csteoporosis? YES NO

20. Do you have inflammatory diseasas, such as arthriis or cheumatism? ... ... .. XNES NO
21. Do yoe have any anificial jointprosthesis? . : SR R e
22 Do you kave any biood disordess, suﬂnusanem huhmm, eh:‘-?' oA e | Sl
23. Have you ever bled excessively after being cut orinjured? __ .. oL .. i . YES NO
A B E R R e D 4 e e L e ey S
25D e Rt A Kidki ey proBlmET .o e e e s e e e R T
26. Do you have any Frvefprﬂhlerns? .......................................... YES NO
27 Mre you diabetie? | | e e . el L AR o A L B T
2B Do you have fam&'lg ar ri;:r.y spElls'? ......................................... YES HO
e L O BB e s e i s i e YES N}
30. Do you have epilepsy of seizune disonders? ., B e e | P
31. Do you o have you had veneraal or any mxua]ly !mnsn‘nunﬂ -:Ilse:us:e'-* ............. YES HO
S H e e I e e e NES HO
33 Doyt heoee BIEST 0 oo G R e e | S
34. Have you had or do you best imsﬂwe |nrhapams‘? ............................ XES HO
Al T e T NES N
36 Do you smoke, chew, e snuff or amy other fomns of tobacco? ©. ; HEFFEEH R | "
37. Do you regulady consume mare than ana ar two alcohoke Hmmg&sa&y* ......... YES N
3E. Do youw habitualy use controfed substances? ... ... e
3%. Have you had peychiatnc eabment” v oa VES . WO

400, Have you iaken any prascrption dugs IenEL.lrarnlre 1E11Humm|na mmhnﬂd mlh
phendemine {fen-phen), dexfenduraming (redux), or other weight loss prodocts? L, L, YES NOD
41. Do you have any dsease condBon, of prablem not listed? I 20, explain E

2k t-nr:ne am’lhlng s me ﬂmJld know about your health that we have not covered in thes form?

43, Would you Ba io 5|:-eak ta the Dactar privately abaw any problem® ... YES NO
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENTS [ GLUARDIAN'S SIGNATURE DATE
DENTIETS SIGNATURE == = DATE
AMEST: MED. ALERT

S MEDICAL HISTORY



HIGHLAND PARK FAMILY DENTISTRY, 3C

SECTION A: The Patient

MName:

Address:

Telephone; Email:

Social Security Number:

SECTION B: Acknowledgement of Receipt of Privacy Practices
Notice.
I acknowledge that | have

received a Notice of Privacy Practices for HIGHLAND PARK FAMILY
DENTISTRY, SC.

Signature:

If a personal representative signs this authorization on behalf of the individual,
complete the following:

Personal Representative's name:

Relationship to Individual:

ACKNOWLEDGEMENT OF RECEIPT OF
PRIVACY PRACTICES NOTICE
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[insert Name of Practice]

NOTICE OF PRIVACY PHACTICES

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

Fadaral and state law requires us to maintain the privacy of your health information. That law also requires s o give you this nofice sbout our privacy
practices, our legal dulias, and your rights conceming your health infarmation. We must follow the privacy praciices we dascriba in this notice while it & in
effect. This notfice takes efect Apel 14, 2003, and will remain n effect untl we replace it

We reserve the right fo change our privacy praclices and te Lzrms of this nofce at any Sme, provided such applicable [zw parmits the changes. We reserve
the right %o make the changes in our privacy practices and the new tarms of our nobice effective for all health informsation that we maintain, including health
mlfommation we created of received before we made the changes, Before we make a significant change in our prvacy practices. we will change this natice
and make the new nalice available wpon reguesl

You may request a copy of our nofice st any fime, For more information about our privacy practices, o for additional copees of this notice, please contact
us uging the informabion ksfed al the end of tis notice,

LUSES ANMD DISCLOSURES OF HEALTH INFORMATION

W use and disclosa health infomation aboul you for teatment, payment, and health care aperafions. Far example:
Treatment: We may use your health information for treatment of disclose it 10 @ dentist. physician or other health care provider praviding treatment to you

Payment: We may u5e and disclose your health Enformation to obtain paymend for senvices we provide fo you. We may also discose your health
infarmation fo another health care provider or entity thal 15 subject to the federal Privacy Rules for s paymend activities,

Health Care Operalions: We may use and dsdose your hesih information for our health care operations. Health care operabions include quakly
aszassment and improvemsand achivilias, reviening the competence of qualifications of health care professionals, evaluafing pracifioner and provider
peritemance, conducting training programs, accreditation, cestification, licensing or credentialing activibes. We may desclose your health infoemation to
another headth cane provider or arganization that is subject o the federal privacy rules and that has a relationship with you 1o support some of their health
care aperafions. We may dscdase your information o help these organizations conduct quality assessmend and improvement activities, review the
competence or qualifications of health care profassionals, or detect or prevent health care fraud and abuse.

On Your Authorization: You may give us wiilten authonzation to use your health information o o dizciose it b anyone for any purposa. IF you give us an
guthorizafion, you may revoke it in writing at any ime. Your revocation wil not affect ary uses o disclosures permétted by your authorizafion while & was
in effect. Unkess you give us @ witien authorization, we cannot use or disclosa your health informatian for any reason axcepl those describad in thes motice,

To Your Family and Friends: We may disclose your health mlarmation o a family member, friend or ofher person to the extent necessany to help with your
health care or with payment for your health care. Before we disdose your health mformation 1o these people. we will provide you with an oppariumity b
objecd bo our wse or disclosure. If you are not prasent, or in the event of your incapacity or an emergency, wa will disclesa your medical information based
on our professianal judgment of whether the descdosune would be in your best inferest, We may use our professional judgment and gur experience with
common practice to make reasonable mferences of yaur best mlerast in allowing a person o pick up flled prescrptions, medical supplies, ¥-rays, of other
simdar foems of health information. We may us2 or disclose information about you ta nalify or assist in nolitying & person invelved in your care, of your
lecation and ganaral condan.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages,
posteards, or lefters.}

Disaster Refief: We may use or disclose your health information bo a public or private entity authorized by law of by ils charer to &ssist in digaster rebef
effars.

Public Benefi We may uss or disclose your medical infarmation as authodzed by law for the folowing purpases deemed to be in the public interest or
beneft:
*  as required by faw;
»  for public health activities, including disease and vital stafistic reporting, child abuse reporting, FDA oversight, and o employers regarding
work-related illness or inguny;
= o repodt adull abuse, negled, o domestc vislence;

Fors Ma. THOEN 0 Madhael Bex K Frisdndh, LLLC



* 1o health oversight agencies;

* inesponse o court and adminisirative orders and ather Ewlul processes,

s tolaw anforcement officials pursuant to subpoenas and other lawful procasses, conceming crime victims, suspicious deaths, cimes on our
premises, reparting crimes in emeargancas, and for purposes of idensifying or locafing & suspect or other parson;
I conamers, medical examiners, end funersl dirsclors;

ko an organ procurement srganizations;

to avert a senous thraal bo health or safiety;

n connection with cerain research ackvilias;

to the miitary and 1o federal officials for tawful intelligence, countennteliigence, and national Secusity acthilies:
o correctional inssituions regarding inmates; and

as authorized by state worker's compensalion laws.

PATIENT RIGHTS

Access: You have the right to look &t or get copies of your health information, with limited exceplions. You may request that we provide copies in a format
ather than photocopies. We will use the format you request unless we cannot prachicably do so. You must make a request in wiiting to obtain access io
your haglh informatian. You may requesl access by sending us & lefter to the address at the end of this natic, If you raquest copies, we will change you
a reasorable cost-based fee that may include copying costs, and postage. if you request an aflemaive format, we will charge a cost-based fee for
providing your health information in thak format. If you prefer, we may—but ane nol required lo—prapare a summary of an expianation of your heakth
information for a fee. Contacl us wsng the infomnation listed a1 the end of this nelice for more infermation about fees.

Disthosure Accounting: You have the right to receive a st of nstances in which we or our businass associates disclosed your health information over the
last & years (but not batare Apnl 14, 2003). That §s2 will not inciude disclosures for treatment, payment, health care operafions, as authorized by you, and
for certain other activities. if you request this sccounfing mare than once i a 12-month period, we may change you a reasonable, cost-based fiee for
respanding 1o these additonal requests. Contact us using the information listed at the end of this natice bar mare mformation aboul fees.

Restriction: You have the right to reguest that we place addSanal restrictions on our use or disclosure of your health information. We are not required fo
agree to these additional restrictions, but if we do, we will abide by our agreemant (axcept in an emeargency). Any agreement we may make io a request
for addanal restrichions misst be i witing signed by a persen authorzed to make such an agreement on cur behal, Your requast is nol binding wnless
r ggreement is in writing,

Altemative CommunicaBor: You have the right fo request that we communicate with you abowd your health infermaion by aliemalive means of 1o
altemative locations, You must make your requast in wiling. You must specly in your request the allemative means of location, and provide safisfactary
explanation how you will handle paymeant under the albernalive means or lecalion you raquast.

Amendment: You have the right Lo requast that we amend your health informagion, Your reques? must be in wiiting, and i must explain why we should
arend thi information, We may demy your requast ndar carlzm Sircumskancas.

QUESTIONS AND COMPLAINTS

If you want more information about cur privacy practices or have quastions or concamns, phease contact us wsing the information listed at the end of this
natice.
IF you belave that:

= we may have violaled your privacy rghts,

= wemade a decision shout aecess o your health infeemabion incorecty,

* Our fesponse 1o A request you made o amend or resinict the use or disclosure of your health informalion wes incomed!, or

s we should communicals with you by allematve means oF af allemative locations,

you may confact us wsng the information listed below. You stso may submit a writien complaint fo the U_S. Depariment of Health and Huran Sarvices.
We will provide you with the addrass 1o file your compéaint with the U3, Depanmend of Heath and Heman Senvices upon request.

We support your right to the privacy of your health information. We will not retakiabe in any way if you choose 1o fie a complaint with us or with the LL3.
Depatment of Health and Human Senvices.

Provider Contact Office; .

Telephone:; - Fax:

E-Mail:

Adddrass:

Forea Pio. THIZHN i Maxha Ben & Faedich LLLC




