TIME 3210 PM

DATE 1/10/2013

PATIENT REGISTRATION
iD: Chart ID:
First Name: Last Name: Middle Initial:
Patient is: [ | Policy Holder Preferred Name:
[ ] Responsible Party
—Responsible Party (if someone other than the patient)
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
O Respensible Party is also 8 Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder
—Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: ) Male () Female Marital Status: (O Married (O Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: ] 1 would like to receive correspondences via e-mail.
Section 2 Section 3
. " " . cellfbeeper #:
Employment Status: (O Full Time () PartTime () Retired
pharmacy name:
Student Status: () Full Time ) Part Time pharmacy #:
Medicaid ID: Pref. Dentist:
Employer ID; Pref. Pharmacy:
Carrier iD: Pref. Hyg.:
—Primary Insurance Information
Name of Insured: Relationship to Insured:(0) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: ins. Company:
Address: Address:
Address 2: Address 2:
City,State, Zip: City,State, Zip:
. Rem. Benefits: .00  Rem, Deduct; .00
|
~Secondary Insurance Information
Name of Insured: Relationship to Insured:_) Self ) Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City,State, Zip;
Rem, Benefits: .00 Rem. Deduct; .00




TIME 3:11 PM Glenn C. Alex, DMD DATE 1/10/2013
MEDICAL HISTORY
PATIENT NAME Birth Date

{ Although dental personnet primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
| have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes O No Ifyes, please explain:

Have you ever had a serious head or neck injury? {) Yes () No Ifyes, please explain:

Are you taking any medicatians, pills, or drugs? () Yes () No I yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No
Have you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphr:mates?O Yes () No

Are you on a special diet? () Yes {) No

De you use tobacco? O Yes (O No

Do you use controlled substances? () Yes () No

If yes, please explain:

—Women: Are you
Pregnant/Trying to get pregrant? ) Yes () No Taking oral contraceptives? O Yes () No Nursing? O Yes () No

rAre you aliergic to any of the following?
] Aspirin [] Penicillin [] Codeine [] Local Anesthetics L] Acrvlic [ Metal L] Latex [ ] Suifa drugs
["] Other If yes, please explain:

~Do you have, or have you had, any of the following?
AIDS/MHIV Positive {0 Yes ) No | Cortisene Medicine () Yes (O No | Hemaphilia () Yes () No | Radiation Treatments O Yes (O No
Alzheimer's Disease (O Yes O No | Diabetes (O Yes O Ne | Hepatitis A (O Yes (O No | Recent Weight Loss O Yes () No
Anaphylaxis (0 Yes O No | Drug Addiction () Yes () No | Hepatitis Bor G (O Yes () No | Renal Dialysis  Yes (O No
Anemia O Yes () No | Easily Winded O Yes O No | Herpes O Yes (O No | Rheumatic Fever () Yes O No
Angina (O Yes () No | Emphysema (O Yes () No | High Blood Pressure ) Yes () No | Rheumatism O Yes O No
Arthritis/Gout (O Yes ) No | Epilepsy or Seizures () Yes (O No | High Cholesterol () Yes () No | Scarlet Fever O ves O Ne
Artificial Heart Valve () Yes (O No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes O No | shingles O ves O Ne
Artificial Joint (O Yes (O No | Excessive Thirst (O Yes () No | Hypogiycemia (O Yes () No | Sickle Cell Disease O Yes O No
Asthma (O Yes () No | Fainting SpellsiDizziness ) Yes (O No | Urregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease {0 Yes (O No | Frequent Cough (O Yes () No | KidneyProblerns () Yes () No | Spina Bifida O Yes (O No
Blood Transfusion {0 Yes (O No | Frequent Diarrhea (O Yes (O No | Leukemia (O Yes () No { Stomach/intestinal Disease () Yes () No
Breathing Problem {0 Yes (O No | FErequent Headaches () Yes (0 No | Liver Disease (O Yes O No | Stroke O Yes O No
Bruise Easily (O Yes () No | Genital Herpes O Yes () No | Low Blocd Pressure () Yes () No | Swelling of Limbs O Yes (O No
Cancer (O Yes () No | Glaueoma (O ves (O No | Lung Disease (O Yes (O No | Thyroid Disease (O Yes () Na
Chemetherapy (O Yes O No | Hay Fever O Yes (O No | Mitral Valve Prelapse () Yes () No | Tensilitis (J Yes () No
Chest Pains (O Yes (O No | Heart Attack/Failure () Yes () No | Osteoporosis () Yes (O No | Tuberculosis () Yes {) No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur O Yes O No | PaininlawJoints () Yes () No | Tumors or Growths QQ Yes O No
Congenital Heart Disorder() Yes {) No | Heart Pacemaker {0 Yes (O No | Parathyroid Disease () Yes () No Ulcers () Yes Q) No
Convulsions (O Yes {0 No{ Heart Trouble/Disease () Yes () No | PsychiaticCare ) Yes () No Venereal Disease (Q Yes () No

Yellow Jaundice (O Yes () No
Have you ever had any serious iliness not listed above? ) Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my {or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Dental History

Please check any of the following that apply 1o

you:
O Sensithvty (hot, cold sweet] i you could whiten your feeth fora cost
g ” | sw
5 Whare? anyone could afford, would You do i§7

UR LR UL O Yes

[ Headaches, ear aches, neck or O Mo
Jzw Jolnt pain

0 Mouth ulears or cold sores B0 veu smoke or yse ehewing tobacee? ¥ so;
0O Teeth or filliings breaking How much? How leng?

U Grinding or dlenching teath .
g T1could change my simitle, | would:

O Bleeding, swollen or irrfizted
gums ' O Make my teeth whiter
U Leese, tipped or shifiing teeth - O Make my testh straighter
0 Bad bresth O Closespaces
. O Replace metal fllings with
Do you have or have you had any of the eptace metal ilings wit

. . teoth eolorad restorations
following?

0 Repair chipped testh
J Denturaes [ Replace missing teath
0 Panial demiures 0 Replace old crowns that don's
[0 Brazces match
0 Gum treatments 0 Have a smile makeover
Pleace share the following datas:

O Yeurlastdeaning:  / / €n a seale of 1-10, with 10 being the highest
U Yourlast oral caneer screening: rating:

— How Important is your dental health to you?’
O Your last complete set of X-

12345857 309 10
rays: [/ f

. . Where would you rate your current dental
Name of Previcus Bentisi:

health? 123456 7 8 ¢ 10

Wity did you leave your previous dentiei?

Citys State:
Phone Numhern:
Wihat Is the mast impoertant thing to you about What s the mast Important thing to you shout

our futurs smile and dental health? : your dantal visit today?




Glenn C. Alex, D.M.D., P.C.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESSTO
THIS INFORMATION.

FLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATICN IS IMPORTANT TO US.

QUR LEGAL DUTY

We zre 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 cencerning your health information. We must follow the privacy practices that are
described in this Notice while it is in efect. This Notica takes effect (MM/DDAYR), and wilf 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, provided such changes are permitteg by applicable taw.
We resarve the right to make the changes in our privacy practices and the new terms of our Netice effective for all heallh information that we maintain,
including health infermation we created or received before we made the changes, Before we make 2 significant change in our privacy practices, we wiil
change this Notice and make the new Motice available upon requast.

You may requast a copy of our Notice at any time. For more infoermation about our privacy practices, or for additional copies of this Notice, plesse
contact us using the Information Gsted at the end of this Notice,

USES AND DISCLOSURES OF HEALTH INFORMATION
We usge and disclose heaith information about you for treatment, payment, and healthcare operations, For example:

Treatment: We may use or disclose yeur health information to a physician or other healtheare provider providing trealment to you.
Payment: We may use and disclose your health information fo obtain payment for services we provide to you,

Heaithcare Operations: We may use and disclese your health information in connection with our healthcare operations. Healthcare operations
include guality 2ssessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner
and provider performance, condusting {raining programs, accreditation, certification, ficensing or credentialing activities.

Your Authorization: In addition 1o our yse of your heslth information for treatment, payment or healthcare operations, you may give us writien
authorization ta use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing st
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 cannot use or disclose your heaith 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 Righls section of this Nofice, We may

disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, but only if you agree that we may do se.

Persons Invelved In Care: We may use or disclose health informalion to nolify, or assist in the notification of (including identifying or Iocating) a
family member, your personal representafive or another person respensible for your care, of your lecation, your general condition, or death, if you are
presen!, then prior 1o use or disclosure of your heaith information, we will provide you with an opportunity to ohject to such uses or disclosures. In the
event of your incapdcity or emergency circumstances, we will disclose health information based on a determination using our professional judgmeni
disclosing only health information that is directly relevant o the person’s involvernent in your heaithcare. We will also use our professional judgment
and our experience with common practice to make reasonable inferences of your best interest in allowing a parson to pick up filled prescriptions,
medical supplies, x-rays, or other similar forms of nealth inforrmation,

Marketing Health-Related Services: We will not use your health information for markeling communications without your writlen authorization.
Required by Law: We may use or disclose your heaith information when we sre required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate suthorities if we reasonably believe that you are  possible vietim of abuse,
neglect, or domestic violence or the possible vietim of other crimes, We may disclose your health information 1o the extent nacessary to avert a serious
threat to your health or safety or the health or safety of others.

National Security: We may disclose to military autherities the health information of Armed Forgas personnet under certaln circumstances, We may
disclose 1o authorized federal officials health information required for lawful intafligence, counterintelfigence, and other national security activities. We
may disclose to correctional institution or law enforcement official having lawful custody of protected health information of nmate or patient under
certain circumstances.

Appointment Reminders: We may use or disclose your health informaticn to provide you with appeintment reminders (such as voicemail messages,
posicards, or letters). ’




PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceplicns. You may request that we provide copiesina
format cther than photocopies. We will use the format you request unless wa canngt practicably do sa. {You must make a request in writing {o obtain
access to your health information. You may obtain 2 form to request access by using the contact information listed at the end of this Notice. We will
charge you 2 reasonable cost-based fee for expenses such as capies and staff time. You may also request access by sending us 2 letter to the
address at the end of this Nofice. I you request coples, we will charge you $0.___foreach page, S___ per hour for staff time fo locate and copy your
health information, and pestage if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing
your health information in that format. I you prefer, we will prepare a summary or an explanation of your health information for 2 fee, Contact us using
the information listed al the end of this Notice for a fult expianation of cur fee structure,)

Bisclosure Accounting: You have the right 1o receive a list of instances in which we or our business associates disclosed yaur health information for
purposes, other than reatment, payment, healthcare cperations and certain other activities, for the tast 6 years, but not before April 14, 2003, If you
request this accounting mere than once in & 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional
requests.

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

Alternative Communication: You have the right to request that we communicate with you about your health information by slternative means or to
Slternative locations, {¥ou must make your request in writing.} Your request rmust specify the alternative means or location, and provide satisfactory
explanation how payments will be handled under the allernative means or location you request,

Amendment; Y'ou have the right fo request that we amend your heallh information. (Your request must be in writing, and it must explain why lhe
information shauld ba amended.) We may deny your request under certain circumslances,

Electronic Notice: If you receive this Motice an our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.

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

If you are concerned that we may have violated your privacy rights, or you disagree with 2 decisicn we made about access to your health information or
in respensa to a request you made o amend or restrict the use or disclosure of your health information or to have us communicate with you by
alternative means or at aliernative locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit
a written complaint to the U.S, Department of Kealth and Human Senvices. We will provide you with the address 1o file your complaint with the U.S.
Department of Health and Human Services upon request.

We suppor! your right to the privacy of your health information We will not refaliale in any way il you choose 10 file a complaint with us or with the U §
Dapartmant of Health and Human Servces

Contact Officer; Stephanie Rousey
Telephane: (708) 549-5678

Fax. (708) 549-8010
E-mait;

Address: 140-A Trinity Place Athens GA 30807

© 2002 American Dentat Association
All Rights Reserved

Reproduction and use of this farm by dentists and theic staiTis pemnitied. Any other use, duplication or distriution of this formy: by amy ether pany requires the pricr written

approval of the American Dental Association This Form is educational only, does not constitute legal advice, and covers only federal, not state, faw (August 14,
2002}




GLENN C. ALEX, D.M.D., P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

“You May Refuse to Sign This Ac'knowledgement**

I, , have received a copy of this office’s Notice of
Privacy Practices.

{Please Print Name}

{Signature}

{Date}

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:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

O o o g

Other (Please Specify)

© 2002 American Dental Association
Al Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association,




