New Patient’s Name:

iesdéaéréci 2?—”& %’ Date of Birth:

Board Certified Pediatric Dentists

PATIENT INFORMATION

Child's Custodial Parent O Both O Father O wotner O other . - ¢
Names of Both Parents or Responsible Guardian - S ?
Mother's D.0.B. 2 FathersDOB | 4
MothersPlace of Empoyment| 2
Posmonf ‘ ? Motner's Employment Phormé' , ?
Father's Place of Emeymm § g
Position | F Father's Employment Phone kg
Child's School | | 7 Grade | g
Child's Phsyician. =~ , r. g
Date of Last Exam| 2 Physician's Phone | g
Whom may we thank for referning you? ) Person g
C Facebook O website (‘ Ssgn C‘ Other ’

Child's PawHobbnes
Participates in spons:‘wgars mouthguards |

'1s mother living?
Is father living?
' Are parents living together?

‘Names and ages of brothers

‘Names and ages of sisters
' Does mother see dentist regulary?

Are mother's teeth and gums in good health?
‘Does mother have missing teeth?

Did mother have orthodontic treatment?

'Does mother have dental anxiety??

Does father see dentist regularly?

Ave father's teeth and gums in good heaith?
' Does father have missing teeth?

Did father have orthodontic treatment?
'Does father have dental anxiety??

' Names and address of parents’ dentist



AN Y

What was your chiid's birth weight? |

Wvere there any problems during pmgrmcy? ?"WQ m
if yes. whai’? , |
i mother take any medication during pregnancy? 00 Yes [CiNo_
b yes_ what? | ' ?

* your cid exibt any bith defects? O ves [C e

e —

3 ymmaammmmv QNY& \ 'Nc
fYes.oxpan] - e
as your child ever sustained any ssgmﬁw;t tnﬁxry’?" ;,5 , ‘
WYes.explain:y

0@6 your child ever repeatedly nap/sieep while nursing or dnnking a bottie? TY Yes Kj ‘m
é If Yes. until what age? |
a@as your child?

Suck fingers or thumb?
Use a pacifier?
Lip. bite or suck?
Breathe through their mouth?
Clench/grind teeth?
When? |
Follow instructions?
Have any speech concerns?
Receive any special assistance in school?
If yes. what? %

Amhamwymﬁw&yw muiéiﬁeaammwmﬁ

If Yes. explain:|




v D Measies

fD Mumps

Does your child have a hsstnry or d:ﬁicuity with any of the ‘Io!iowmg'?
Owv ]

O Tuberculesis

oo

[ 1chioen Pox

["1Breathing Problems

[ '] Frequent Colds

|| T whooping Cough

[ 1 Rneumatic Fever

[ Clpiavetes

T ——

[ Agrens! Gland Disorders

[1Ear infection

[THearing Problems

D Frequent headsches

O eteeding Prodlems

O Frequent Infections

D sinus Problems

{| O] Digestive Orders O tood Disorders Ocydicvomiting

[[1Eye Problems [HesrtDisesse [ lapwD

[ Hepatitis 1 Heart Murmur [Allergies

e E T —"
Specialist 2 enone] R - ¢

Does your child have regular medical check-ups? ; ok
Are immunizations up to date? .
Is your child currently being treated by aphysigan?  |C ves JON

Does your child have any chronic or leng-term medical conditons? (C ves O No
If Yes_expiain: | . gl

Is your child currently taking any masdxnne‘? “Yes { 'No
If yes. please list any medications the patient s currentty taizmg
. Medication

>
?

Address and phone of doctor | ;
Does your child take any herbal suppiements?
if Yes, explain:

Has your child had an uafévoréb&e reacbon to nwdécaﬁons, including
antibiotics and local anesthetics?

if Yes. expiain: |
Does your child bruise easily?
Does your child bleed excessively when cut?




_Patient Dental History

- : : | —— ?
Has your child had any problems with the foliowing?

[1Toocthache [ Broxentooth [ Thumb hedit [ Cavities [ Bleeding gums
sorespotsin mouth [ Lostfillings [ 1Bad breath [ ]Crooked teeth
[~ Hesdsches [ JawpsinLimitations [ | Other habits
Last visit to the dentist: Date| 7 Dentist |

Has your child had accidents involving teeth? C Yes « R
if Yes. explain: ; , . ?

Does your child brushifloss daily? C\ Yes if‘” Nc S
if Yes. how often? | ? Do you assist? IC ves IC no

Is fluonde taken?

[Twater [] Tcomggstéw [ Chewsble Tablets [ Rinse “— Orops

Is your home on Ocity or ? Well  water?

if well water. what is the fiuoride content? | , 4 . .4

CONSENT FOR EXAMINATION AND TREATMENT

I, the undersigned, have completed the above questionnaire to the best of my knowledge.
Any information that | feel may not be complete will be discussed with the doctors and/or
staff.

I authorize the doctors and their dental staff to perform an oral examination, a dental
prophylaxis (cleaning), and, if appropriate. topical fluoride application. Dental radiographs (x-
rays) may be taken as necessary (in accordance with the guidelines established by the
American Dental Association) to complete the diagnosis of my child’s oral condition. If the
dental treatment becomes necessary, | authorize the performance of necessary treatment,
medication, and therapy that is indicated in connection with dental care of the above minor
patient and authorize the doctors to choose and employ such techniques and assistance as
deemed fit during the treatment. | understand that | will have the right to be provided with
answers to question which may arise during the course of my child's diagnosis and treatment.

| further understand that | am free to withdraw my consent to treatment at any time, and that
thus consent will remain in effect until such time that | choose to terminate it.

Furthermore, | will be responsible for financial obligations incurred on this child for dental
treatment.

Date: Time:

| Signature:
|
L




2013NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORVATION ABOUT YOU OR YOUR CHILD
VAY BE USED AND DISCLOSED AND HOW YOU CAN GET AGCESS TO THIS
INFORMATION. PLEASE REVIEW T CAREFULLY.

THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US.

We are required by law to maintain the privacy of profected health information. to provide
individuals with notice of our legal duties and privacy practies with respect fo protected
heatth information, and fo notfy affected individuals following a breach of unsecured
protected health information. We must follow the privacy practies that are described in this
Notice while it is in effect. This Notice takes effect 09/23/13, and wil remain n effect untl we
replace 1,

We reserve the ightto change our privacy practices and th terms of this Notig at any time
provided such changes are pemnited by applicable aw, and to make new Notice provisions
effective for al protected heatth information that we maintan, incuding heatth information we
created or received before we made the changes. When we make a signiicant change in our
prvacy practices, we wil change this Notice and post the new Notice clearly and prominenty
atour practioe location, and we wil provide copies of the new Notice upon request

You may request a copy of our Nofice at any time. For more information about our privacy
practices, or for additional coples of this Nofice, please contact us using the information isted
at the end of this Nofice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU
e use and disclose your health information for different purposes, including treatment,
payment, and health care operations. For each of these categories, we have provided a
description and an example.  Some information, such as HIV-related information, genetic
informafion. alcool andior substance abuse records, and mental health records may be
entitled to special confidentialty protections under applicable state or federal law. We wil
abide by these special protections as they pertain to applicable cases invoiving these types of
recors.
Treatment: We may use and disclose your health information for your treatment. ~For
example, we may disclose your health information to a specialist or ancther physician
providing treatment to you.
Payment: We may use and disclose your health information to obtain reimbursement for the
treatment and servioes you receive from us or another enty involved with your care. Payment
activities including biling, collections, claims management, and determinations of eigihilty and
coverage to obtain payment from you, an insurance company, or another third party. For
example, we may send claims to your dental health plan containing certain healh information.
Healthcare Operations: We may use and disclose your health information in connection with
our healtheare operations. For example, heafthcare operations include quality assessment
and improvement activites, conducting training programs, and licensing/credentialing
activites.
Individuals Involved in Your Care or Payment for Your Care: We may disclose your health
information to your family or friends or any other individual identfied by you when they are
involved in your care or in the payment for your care. - Additionally, we may disclose
information about you o a patient representative. Ifa person has the authoriy by law to make
healh care decisions for you, we wil treat that patient representative the same way we would
{reat you with respect to your health information.

Disaster Relief. We may use or disclose your health information to assist in disaster relf
effrt.

Redquired by Law: We may use or diclose your healh iformtion when we are required o
o so by law.

Public Health Activities: We may disciose your health information fo public health acties,
including dsclosures to: Prevent or control disease, injury or disabilty, Report child abuse or
neglect, Report reactions to medications or problems with a products or devices; Noty a
person of a recall, epair, or replacement of products or devices; Notfy a person who may
have been exposed fo a disease or conditon; or Notfy the approprate govemment authorty f
we believe a pafient has been the victim of abuse, neglect,or domestic violence.

National Security: We may disclose to milfary authorites the health information of Amed
Foroes personnel under certan circumstance. We may disclose to authorized federal offcials
heatfh information required for lawlul inteligence, counterinteligence, and ofher natonal
securty aciivities. We may disclose fo comectional insttution or law enforcement offia
haning lawfl custody the protected health inormation o an inmate or patient.

Secretary of HHS: We wil discose your health inforaton to the Secretary of the U.S.

Department of Health and Humen Services when required o investigate or determine
compliance with HIPAA,

Worker's Compensation: We may disclose your PHI to the extent authorized by and fo the

extent necessary 1o comply with laws relating to worker's compensation or other simiar
programs established by law.

Law Enforcement: We may disclose your PHI for law enforcement purpases as pemitied by
HIPAA, as requied by law or in response to a subpogna or courtorder.

Health Oversight Activities: We may disclose your PHI to an oversight agency for activies
authonized by law. These oversight actvities include audts, investigations, inspections, and
credentialing, as necessary for ficensure and for the govemment to monitor the health carg
system, government programs. and compliance with civl rights laws.

Judicial and Administrative Proceedings: If you are involved in a lawsut or a dispute, we
may disclose your PHIin response to a court or adminishative order. We may also disclose
heath information about you in response to a subpoena, discovery request. or other lawfu
process nstiuted by someone elsg involved in the dispute, but only if efforts have been made,
either by the requesting party o us, to tell you about the request or to obtain an order
profecting the information requested.

Research: We may disclose your PHI to researchers when their research has been approved
by an nstitutional review board or privacy board that has reviewed the research proposal and
established protocols to ensure the privacy of your information.

Coroners, Medical Examiners, and Funeral Directors: We may release you PHI fo a
coroner or medical examiner. This may be necessary, for example, to identy a deceased

person or determing the cause of death. We may also disclose PHI to funeral directors
consistent with applicable law to enable them to carry out ther duties.

Fundraising: We may contact you to provide you with information about our sponsored
actvites. including fundraising programs, as permitied by applicable law. f you do not wish o
receive such information from us, you may opt out of receiving the communications.



Other Uses and Disclosures of PHI
Your authorization is required, with  few exceptions, for disclosure of psychotherapy notes,
use o disclosure of PHI for marketing, and for the sale of PHI. We wil also obtain your writen
authorization before using or disclosing you PHI for purposes other than those provided for in
this Notice (of as otherwise permitted or required by law). You may revoke an authorization in
writing at any time. Upon receipt of this written revocation, we will stop using or disclosing
your PHI, except fo the extent thal we have already taken action in reliance on the
authonization.
Your Health Information Rights

Access: You have the right to look at or get copies of your health information, with limited
exceptions. You must make the request in writing. You may obtain a form to request access
by sending us a letter to the address at the end of this Notice. If you request information that
we maintain on paper, we may provide photocopies. If you request information that we
maintain electronically, you have the right to an electronic copy. We will use the form and
format you request if readily producible. We will charge you a reasonable cost-based fee for
the cost of supplies and labor of copying, and for postage if you want copies mailed to you.
Contact us using the information listed at the end of this Notice for an explanation of our fee
structure.

If you are denied a request for access, you have the right to have the denial reviewed in
accordance with the requirements of applicable law.

Disclosure Accoutning: With the exception of certain disclosures, you have the right to
recenve an accounting of disclosures of your health information in accordance with applicable
laws and regulations. To request an accounting of disclosures of your health information, you
must submit your request in writing to the Privacy Offical. If you request this accounting more
than once in a 12-month period, we may charge you a reasonable. cost-based fee for
responding to the additional requests.

Right to Request a Restriction: You have the right o request additional restrictons on our
use or disclosure of your PHI by submitting a wrten request to the Privacy Official. Your
Wrten request must include (1) what information you want to it (2) whether you want to
Imit our use, disclosure or both, and (3) fo whom you want the imits to apply. We are not
required to agree {0 your request except i the case where the disclosure is to a health plan for
purposes of carying our payment o health care operations, and the informaton perian
Solely o a health care fem or service for which you, or & person on your behalf (other than the
healh plan). has paic our practice in ful.

Alternative Communication: You have the right o request that we communicate with you
about your health information by alemative means or at altemative locations. You must make
your request in wring. Your request must specy the alternative means or location, and
provide satisfactory explanation of how payments will be handled under the altemative means
o locafion you request. We wil accommodate all reasonable requests. However, ff we are
unable to contact you using the ways or locations you have requested we may contact you
using the information we have.

Amendment; You have the nght to request that we amend your heatth information. Your
request must be in wriing, and  must explain why the information should be amended. We
may deny your request under certain circumstances. If we agree to your requess, we wil
amend your record(S) and notfy you of such. f we deny your request for an amendment, we
wil provide you with 8 writien explanafion of why we denied t and exlain your rights.

Right to Notification of a Breach: You wil receive noffications of breaches of your
unsecured protected health informetion as required by law.

Electronic Notice: You may receive a paper copy of this Notce upon request, even i you
have agreed to receive this Notice electronically on our Web sie or by electronic mal e-ma.

Privcy Practes.

Questions and Complaints: f you want more informafion about our privacy practioes or have
Questions o concems, please contact us. 1 you are concemed that we may have violaed
your prvacy rights, or if you disagree with & decision we made about access {0 your health
information o n esponsg {0 request you made to amend or restict the use or disclosure of
your heath iformation or to have s communicate with you by atemative means or at
alterative locations, you may complain to us using the contact informaion fsted at the end of
this Nofice. You also may submit a witen complaint to the U.S. Department of Health and
Human Senvioes. We wil proide you vith the address to fle your complaint with the U.S.
Department of Health and Human Services upon request.

We support yourright to the prvacy ofyour health information, We will notrfalat i any way
i you choose to il & complaint with us or with the .S, Department of Health and Human
Services.

Contact Information: 19 Main Street
Manchester, CT 06042

Phone: (840) 649-4655

NOTICE OF PRIVACY PRACTICES - HIPAA CONTINUED

We supportyourright o e prvacy of your hid's hath information, We will o
refalate i any way i you choose to i & complaint with s orwith he U.S,
Depariment of Health and Human Services.

ACKNOWLEDGMENT QF RECEIPT OF NOTICE OF PRIVACY
PRACTICES
" You My Refuse o Sign This Acknowledgement

| have e and read the ofce'sNote o

Signature:




PAYMENT POLICY

We would like to thank you for becoming a member of our dental family, and assure you of
our continued commitment to excellence. In an effort to control the costs for quality dental
care, we have established the following policies:

7) We will need to make a copy of your driver's license and insurance card, if applicable, for
our records.

2) As a courtesy for our patients with dental insurance, we will file your claim if you have
provided complete insurance information to us. This includes the subscriber's social security
number or insurance |ID number, subscriber's date of birth, subscriber's employer, insurance
carrier, insurance group number and a customer service telephone number. This information
is typically found on your insurance 1D card.

Although we estimate what your insurance company will pay, it is the insurance company
that makes the final determination of your elibility/coverage. You are responsible for any
portion of the charges not covered by insurance.

In situations where more than one insurance is available, we will only file to the primary
insurance carrier. You would be responsible for filing to your secondary insurance.

3) Payment (minus any expected insurance benefit) is expected at each appointment for
services rendered and can be made by cash, check, Mastercard or Visa. This includes
co-pays, non-covered expenses and deductibles.

4) The parent/legal guardian who initially brings the child for examination is responsible for
the account. In a situation where there is more than one parent/guardian responsible for
payment of an account, statements will be sent to only one address.

5) If there is a financial burder, payment arrangements can be made through our
administrative staff.

6) There will be a $25.00 charge for all returned checks.

7) Unfortunately, there are times when a past due account is ignored. We would then need to
seek payment via a third party. If we have to pursue this in small claims court, you will be
responsible for all court costs.

Thank you for your cooperation.

I'have read and understand the above Payment Policy.

Name:

Signature: Date:




Pediatric Dental
ASSOCIATES

Board Certified Pediatric Dentists

Consent to Communicate with a Non-Parent

We recommend that a parent or legal guardian accompany a child to their dental appointment. This assures that
the parent has accurate information on what is being done at the child’s dental appointment, as well as the findings
from a dental exam.

We understand there may be circumstances when you are unable to accompany your child to their appointment.

Please list any stepparents, extended family members or other individuals other than mother and father
who have your permission to bring your child to our office.

Please note that the account holder retains all financial responsibility for the patient.

First and Last name of person authorized:

Relationship to patient:
l A
Phone:

Account Permissions:

r View, edit and discuss account information
[ No account permissions
Patient Permissions:
r Accompany to appointments ONLY
I Accompany and schedule appointments ONLY
L Accompany, schedule and update/discuss medical info
L Accompany, schedule, update/discuss medical info and sign for treatment
Is this an emergency contact for the patient?
C Yes  No

Please fill out next page for additional members you would like to add



First and Last name of person authorized:

Relationship to patient:

| o

Phone:

|

Account Permissions:

r View, edit and discuss account information
[ No account permissions
Patient Permissions:
r Accompany to appointments ONLY
r Accompany and schedule appointments ONLY
r Accompany, schedule and update/discuss medical info
r Accompany, schedule, update/discuss medical info and sign for treatment
Is this an emergency contact for the patient?
C Yes © No

First and Last name of person authorized:

Relationship to patient:
! ki
Phone:

Account Permissions:

= View, edit and discuss account information
C No account permissions
Patient Permissions:
L Accompany to appointments ONLY
L Accompany and schedule appointments ONLY
r Accompany, schedule and update/discuss medical info
= Accompany, schedule, update/discuss medical info and sign for treatment

Is this an emergency contact for the patient?
C ves € No



