The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.

ABOUT YOU
Primary Insurance

Dental Coverage? [ Yes [INo

- Insurance Co. Name:

Today's Date:

Insurance Co. Address:

3 Least First Mi Mr Mrs Ms Dr
1 prefer to be called: [ Male []Female InsurancehCoNkionchrll )
. Group # {Plan, Local or Policy #):
* Birthdate:  / / Age: SS#:
Insured’s Name: Relation:
Home: Address: Apl/Condo # Insured's Birthdate: ~ / / Insured's ID #:
2 — = Insured’s Employer:
[ ISingle [ Married [ Divorced []Widowed []Separated Employer’s Address:

Rz ) beger / Gell % Secondary Insurance

) W #: { ) Ext: DL #:  Dental Coverage? [Fyes LNo
. Employer: {i Insurance Co. Name:

' Employer’s Address: . Insurance Co. Address:

How long there? Occupation: }gq Insurance Co. Phone #: { )
| Where & when are best times to reach you? g Group # (Plan, Local or Policy #):
" Insured’s Name: Relation:

| Whom may we Thank for referring you?

Insured's Birthdate: —— /* / Insured’s ID #:

Insured’s Employer:

% Other family members seen by us:

!.-IJ
“H

}I
Last Visit Dote:

Previous / Present Dentist:

(Please Circla)

Employer’s Address:

Neighbor or Relative not living with you (for emergency).
His / Her Name: Relation:

Wi #: ) Hm #: ( )
Address:

His / Her Name:

Employer: e e T
WI( #: Ext: SS #: 0 ~

C A MEDICAL
Birthdate:  / / DL #:

Person Responsible for Account: Do you have a personal physiciang O Yes Tl No

. Physician’s Name:

Wh #: ( ) Ext: Hm #: ( )
~ Phone #: | ) Date of last visit:
Billing Address:

Are you currently under the care of a physician? [ Yes LI No
Relationship: SS #: Please explain:

Employer: DL #:




MEDILAL HISTORY’

CONTINUED -

Yoarcurrent physical health is: [1Good [IFair []Poor
‘- Do you smoke or use tobacco in any other form? [Yes TlNo

Have you had any metal rods, pins or implants? [ Yes [INo

Are you taking any prescription / over-the-counter or herbal

supplemental drugs? [ Yes CNo

Please list each one: -

Have you ever taken Fosamax, or any other bisphosphonate?  [] Yes [ No

Have you been told that you snore or hold your breath while

sleeping or wake up gasping for breath? Yes [1No

For Women: Are you using o prescribed method of birth control2 ClYes LINo

Are you pregnant¢ [Yes [No Week #:

Are you nursing? [ Yes O No

Have you ever had any of the following diseases or medical problems

Abnormal Bleeding Herpes / Fever Blisters
Alcohol / Drug Abuse High Blood Pressure

Thyroid Problems
Tuberculosis (TB)
Ulcers

Venereal Disease

Heart Murmur
Heart Surgery
Hemophilia
Hepatitis

Y N YN
Y N YA
Y N Anemia Y N HVT/ADS
Y N Arthritis Y N Hospitalized for Any Reason
Y N Adificial Bones / Joints / Valves Y N Kidney Problems
Y N Asthma Y N Liver Disease
Y N Blood Transfusion Y N Low Blood Pressure
Y N Cancer/Chemotherapy Y N Lupus
Y N Colitis Y N Miral Valve Prolapse
Y N Congenital Heart Defect Y N Osteoporosis / Paget’s Disease
Y N Diabetes Y N Pacemaker
Y N Difficully Breathing Y N Psychiatric Treatment
Y N Emphysema Y N Radiation Treatment
Y N Epilepsy Y N Rheumatic / Scarlet Fever
Y N Fainting Spells Y N Seizures
Y N Frequent Headaches Y N Shingles
- Y N Glaucoma Y N Sickle Cell Disease / Traits
: Y N Hay Fever Y N Sinus Problems
Y N Heart Attack Y N Stroke
Y N Y N
Y N Y N
Y N Y N
Y N Y N

~ Please list any serious medical condition(s) that you have ever had:

' Are you allergic to any of the following?

Y N Aspirin Y N Erythromycin Y N Tetracycline
Y N Codeine Y N Latex Y N Other
Y N Dental Anesthetics Y N Penicillin

Please list any other drugs/materials that you are allergic to:

OFFICE IISE ONI.Y Ol-'l-'ICE IISE ONI.Y OFFICE USE ONLY OFFICE USE ONLY OFFICE USE ONI. :

I verbally reviewed the medical / dental information above with the patient named herein.

Doctor’s Comments:

Signature

DENTAL HISTORY

Why have you come to the dentist today?

Do you require antibiotics before dental treatment? [Yes TINo
Are you currently in pain? [Yes [INo
Have you ever had a serious/ difficult problem

associated with any previous dental work? [Yes [INo
Do you have fears about going to the dentist? [Yes [INo
Have you ever had gum treatment? [Yes CINo

Do you now or have you ever experienced pain /

discomfort in your jaw joint (TMJ / TMD)? [lYes []No
Your current dental health is: []Good [ Fair [ Poor
Do you like your smile2 1Y N Do your gums ever bleed? 1Y [N
How many times a week do you floss? adaydoyou brush?2
Type of bristles? [1Soft [ Medium [ Hard
How long do you use o toothbrush before replacing it?

Are your teeth sensitive to heat, cold, or anything else?

Have you lost any teeth? [JYes[INo I yes, why?

i e G T e

| understand that the information that | have given foday is correct to the best of
my knowledge. | also understand that this information will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my
medical status. | authorize the dental staff fo perform any necessary dental services
that | may need during diagnosis and treatment with my informed consent.

Date

Signature

Payment is due in full at the time of treatment ¥
unless prior arrangements have been approved.

If this office accepts insurance, | understand that | am responsible for payment
of services rendered and also responsible for paying any co-payment and hr
deductibles that my insurance does not cover. | hereby authorize payment

directly to the Dental Office of the group insurance benefits otherwise payable

~ tome. | understand that | am responsible for all costs of dental treatment.

| hereby authorize release of any information, including the diagnosis and
records of freatment or examination rendered, fo my insurance company.

Date

' Our office is HIPAA Compliant and is committed to meeting or exceeding the

sfcndqrds of infection control mandofed by OSHA, the CDC omd the ADA.

Initials: Date:

MEDICAL HISTORY UPDATE

! I have read my medical history dated
| have read my medical history dated

| have read my medical history dated

EMERALD GREETINGS  FORM #DDS-2A6 V2
- R

and confirmed that it states past and present medical conditions,

and confirmed that it sfates past and present medical conditions.

www.informsonline.com

and confirmed that it states past and present medical conditions.

Signature Date
Signature Date
Signature Date

>
© 2014 INFORMS 1-800-722-4884




NOTICE OF PRIVACY PRACTICES
(Dental)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that
requires that all medical records and other individually identifiable health information used or disclosed by
us in any form whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how your health information is used.
“HIPAA” provides penalties for covered entities that misuse personal health information.

As required by “HIPAA”, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment,
payment, and health care operations.

e Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include teeth cleaning services.

e Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

e  Health care operations include the business aspects for running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request except to the extent
that we have already take actions relying on your authorization.

You have the following rights with respect to you protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

¢  The right to request restrictions on certain uses and disclosures of protected health information
including those related to disclosures to family members, other relatives, close personal friend or
any other person identified by you. We are, however, not required to agree to a requested
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to
remove it

o The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

e  The right to inspect and copy your protected health information.



o  The right to amend your protected health information.
o  The right to receive an accounting of disclosures of protected health information.

o The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you
with notice of our legal duties and privacy practices with respect to protected health information.

The notice is effective as of April 12, 2003 and we are required to abide by the terms of the Notice of
Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy
Practices and to make the new notice provisions effective for all protected health information that we
maintain, We will post and you may request a written copy of a revised Notice of Privacy Practices from
the office.

You have recourse if you feel that your privacy protections have been violated. You have the right to file
written complaint with our office, or with the Department of Health & Human Services, Office of Civil
Rights, about violations of the provisions of this notice or the policies and procedures of our office. We
will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
Or to file a complaint:

McComb Family Dentistry The U.S. Department of Health & Human
269 Park Drive South Services Office of Civil Rights

P O Box 788 200 Independence Avenue, S.W,
McComb OH 45858 Washington, D.C. 20201

(202) 619-0257
Toll Free: 1-877-696-6775



McComb Family Dental
269 Park Drive South, McComb , OH 45858

McCOMB PH: (419) 293-2335 - FAX: (419) 293-2512
FAMILY DENTAL

HIPAA Communication Form

Patient Name: Date: / /
Patient DOB:

Please tell us your contact information.

Home Phone: ( ) -

Work Phone: ( ) -

Cell Phone: ( ) -
e-mail address:
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Please indicate below who we are allowed to disclose your personal health information to. This
may include appointments, treatment performed, treatment diagnosed, etc. Please indicate

their name and relationship to you OR select "no one but myself" if applicable.

No one but myself

Name Relation
Name Relation
Name Relation
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CONTINUED ON BACK->



If at any time you wish to change the information provided on this form, please ask for a new
form prior to your appointment so your chart can be updated. If you have any questions
regarding the HIPAA regulations, please do not hesitate to ask.

Please review the following and initial and sign where appropriate.

initial  **I am presenting myself for diagnosis and treatment for the dentists and/or
dental assistants and hygienists of McComb Family Dental. | voluntarily consent to the
providing of such care including diagnostic procedures and dental treatments by providers and
staff as may, in their judgement, be necessary or advisable to treat my condition.

initial **} understand that | am entitled to a copy of McComb Family Dental Notice of
Privacy Practices as set forth by HIPAA regulations if requested.

initial **I understand that it is my responsibility to update my HIPAA release of
information. | also understand that this can be done at any time by contacting the office
directly.

initial **| authorize the release of medical/dental information to my primary care or
referring physician, to consultants if needed, and as necessary to process insurance claims and
prescriptions. | also authorize payment of dental benefits to the rendering dentist.

Patient/Guardian Signature Date

If not signed by patient, please indicate relationship to patient



