PATIENT REGISTRATION AND MEDICAL HISTORY

Date (PLEASE PRINT) Home Phone ()
SR Last Name First Name Middle Tnitial Preferred Name
Streetl Address City State Zip
£-mall Cell Phone ( )
sex'IM [JF Age________ Birthdate ] Married [] wigowed [Csingte  [] Minor
[[] Separated [[] Divorced [[J Partnered for yoars
Employer/School Occupation
Employer/School Address Employer/School Phone ( )
Spouse/Parent Name Spouse/Parent Birthdate
Spouse/Parent Employed by Occupation
Business Address Business Phone ( )
Who Is responsible for this account? Retationship to Patient
Social Security # Spouse/Parent’s Social Secunty #
Name of Dental Insurance Company : Group Number —_
In case of emergency, who should be notified? Phone ( )

Whom may we thank for referring you? ——

MEDICAL HISTORY :
Physician’s Name Date of Last Physical
Have you ever had any of the following? (check boxes that apply):
[J Aliergies [ Epilepsy « [ Pacemaker
[ Arthsitis (] Headaches [ Psychiatric Care
[ Artificial Heart Valves or Joints, Screws, etc [ Heart Murmur ! [J Radiation Treatment
[ Back Problems [ Heart Problems [ Recent Weight Loss
[ Bleeding Abnormally [ Hemophilia [J Respiratory Disease
[ Blood Disease [} Hepatitis, Jaundice or Liver Disease [0 Rheumatic Fever
] Cancer ) Hernia Repair [ Sinus Problems
[J Chemical Dependency [ High Blood Pressure [ Special Diet
) Chronic Diarrhea [1 HIV/AIDS [0 Stroke
(1 Circulatory Problems ) Low Blood Pressure [ Swollen Neck Glands
[J Congenital Heart Lesions [ Mitral Valve Prolapse [J Ulcer
[ Diabetes [) Nervous Problems [ Venereal Disease

Do you have any drug allergios or have you ever had an adverse reaction to any medication or anesthesia? [ Yes [ No
If so, what? - )

Have you ever responded adversely 1o tﬁodlcal or dental treatment? [JYes [ No

Are you taking any medication at this time? If so, what?

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine.) [JYes [ No

Are you under the care of a physician? [JYes [ No For what conditions?
It patient is a child, what is his/her weight?

{(Women) Do you suspect that you are pregnant? [ Yes [ No Due date

Are you nursing? [ Yes [JNo Taking birth control pilis? []Yes []No

IS there anything else we should know about your madical history?
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CERTIFICATION

To the best of my knowledge, the information | have provided on this form is complete and correct. | understand that reporting incomplete
or naccurate information can be dangerous to my health. | understand that | am solely responsible for any errors or omissions that | may
have made in the completion of this form. | understand that it is my responsibility to inform my doctor if |, or my minor child, ever have a
change in health.

Signalure of Parent, Guardian or Personal Reprasentatve Date

Pl&ase print name of PArent, GUATGIAN Of PArSONal REpreseniasve FRaiationship to Patent

MEDICAL HISTORY UPDATE
Has there been any change in the patient’s health since the last dental appointment? [ Yes [] No

For what conditions? - o
Is the patient taking any new medications? If so, what?_
T Dawe * Patent Signature -
Dato Dantist Signature

MEDICAL HISTORY UPDATE -
Has there been any change in the patient’s health since the last dental appointment? [} Yes [ No

For what conditons?
Is the patient taking any new medications? i so, what?___
Date Dentist Signature

MEDICAL HISTORY UPDATE
Has there been any change in the patient’s health since the last dental appointment? [ Yes [ No

For what conditions?

Is the patient taking any new medications? __If so, what?
Date o Pasent Snature
Dato © Dontist Signature

MEDICAL HISTORY UPDATE
Has there been any change in the patient’s health since the last dental aopocptment? N Yes [JNeo

For what conditions? ————
Is the patient taking any new medications? N ____If so, what?

T Dote T Pabent Signature




BW DENTISTRY
{NAME OF PRACTICE}

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Addross: )

Tolophoae: Emall:
Patient #: ' Sociel Security #:

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 haaith infor-
mation to carry oul treatment, payment activities, and heaithcare 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 healthcara oper-
ations, of the usas and disclosures we may make of your protected health information, and of other important mat-
ters aboul 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
cur 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:
Dr. Bob Wells

Contact Person: =
 Telaphone: (918)775=3201 Fac
E-mast

; P.O. Box 625 Sallisaw, Ok 74955

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. - -

SIGNATURE i

1, , have had full opportunity to read and congider 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 health care operations. £

Signature: Data:

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,
Include completed Consent in the patient's chart,




BW DENTISTRY
{NAME OF PRACTICE}

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 conceming your health
information. mgi B ow the privacy practices that are described in this Notice while it is in effect. This Notice
lakes effect ¥ 5/ V4, . 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, proviced such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new tarms of our Notice effective for all health information that we maintain, including health information we creat-

_ed 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 Nolice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al 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 disclpse health information about you for treatment, payment, and healthcare eperations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you,

Payment: We may use and disclos2 your health information to obtain payment for services we provide 1o you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper
ations. Healthcare oporations 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 cradentialing activities,

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera.
tions, you may give us written authorization to use your health information or to discioss it to anyone for any pur-
pose. 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
cannol 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 o help with your healthcare or with payment for your healtheare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to nottfy 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 genefal condition, or death, If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity 1o object to such uses or disclosuras. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment distlosing only health information that is directly.relevant to the person's involverment in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able 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 disclosa your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to eppropriate authorities if we reasonably believe that
you are a possiblevictim of abuse, neglect, or domestic violence or the possibie victim of other crimes. We may dis-
close your health information to the extent necessary 1o avert a senous threat to your health or saiety or the health
or safety of others.



National Security: ‘We may disclose to military authorities the health information of Armed Forces personnel under
certain clrcumstances. We may disclose 1o authorized federal officials haalth information required for lawful intelli-
gence, 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 circum-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemall messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your healih information, with limited exceptions. You may
request that we provide copies in a format other than photecopies, We will use the format you request unless we
cannat practicably do sa. (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 accass by sending us
a letter to the address al 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 heatth 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 heaith information in
that format. If you prefer, we will prepare a summary or an explanation of your heaith 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 1o 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 ina
12-month peried, we may charge you a raasonable, cost-based fee for responding to these addtional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
heaith information. We are not required to agree to these additional restrictions, bul if we do, we will abide by our
agreement (except in an emergency).

Aiternative Communication: You have the right to request that we commuricate with you about your health infor-
mation by alternative means or to alternative lecations. (You must make your requést in writing,) Your request must
specify the allernative 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 axplain 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 mall (e-mail), you are entitled to
receive this Notice in written form,

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questicns or concerns, please contact us.

If you are concemed that wo may have violated your privacy rights, or you disagres with a decision we made about
access fo your health information or in response o a request you made to amend or restrict the use or disclosure of
your health information or 1o have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Netice. You also may submit a written
complaint to the U.S. Department of Health and Human Services, We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request, -

We support your right to the privacy of your health information. We will not retaliate in any way if you choosa to file
a complaint with us or with the U.S. Department of Health and Human Services,

Contact Officer.

Telephone: : Fax:

E-mall;

Address.

© 2002 Amwrican Dental Associaion
NI Rigtts Reserveo .

Roproducton and use of Bis 1oem Dy dentists and thelr S8 is pammitted. Ay other use, Cuplication or datrituton of this form by any other Darty reguines the pror
written approvsd of the American Denlal Assocliation.

This Form Iy educational only doss not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



BW DENTISTRY
{NAME OF PRACTICE)

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

— * You May Refuse to Sign This Acknowedgement*

' L . have received a copy of this
office’s Notice of Privacy Practices.

Ploase Print Name

Cate

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:

L Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O Anemergency situation prevented us from obtaining acknowledgement

[0 Other (Please Specify)

© 2002 Amaricen Dental Associstion
All Rights Reserved

Regroduchon and use of Bhs Torm By Oenlists and e S1a% s Dermilled. Ay olher use, Supcaion O utntasion of this form Dy sny oher [arty requives the pnor
writien seorowal of the Amernican Dertal Asscciation,

This Form s educational only, doss not constituto legal advice, and covers only Sedaral, not state, law (Aogust 14, 2002).
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