DENTAL HISTORY

Please check any of the following that apply to you: Do you smoke or use chewing tobacco? If so, how much?
How tong?
[0 Sensitivity (hot, cold, sweet) :
o Where?
UR LR UL LL
0 Headaches, ear aches, neck or jaw joint pain )
if | could change my smile, | would:
(0 Mouth ulcers or cold sores
O Teeth or fillings breaking 1 Make my teeth whiter
[0 Grinding or clenching teeth 00 Make my teeth straighter
'l Bleeding, swollen or irritated gums [l Close spaces
O Loose, tipped, or shifting teeth [0 Replace metal fillings with tooth colored
O] Bad breath restorations
[1 Repair chipped teeth
Do you or have you had any of the following? L
[ Replace missing teeth
[3 Dentures [0 Replace old crowns that don’t match
[ Partial Dentures O Have a smile makeover
[} Braces

On a scale of 1-10, with 10 being the highest rating:

0 Gum Treatments . .
How important is your dentai health to you?

Please share the following dates:
1 2 3 4 5 & 7 8 9 10

O Yourlast cleaning: __/__/__ Where would you rate your current dental health?

1 Your last oral cancer screening: __/_ /

1 2 3 4 5 6 7 8 9 10
[J Your last complete set of X-rays: __/__/

Why did you leave your previous dentist?
Name of Previous Dentist:

City: State:

Phone Number:

Would you like for us to contact them regarding previous

X-rays? 1 Yes T No What is jche most important thing to you about your
dental visit today?
What is the most important thing to you about your

future smile and dental health?

If you could whiten your teeth for a cost anyone could

afford, wouldyoudoit? [0 Yes [ No



Date;

PATIENT REGISTRATION
First Name: Last Name: Middle Initial; __
Patient Is: O Policy Holder [0 Responsible Party Preferred Name;
— Patient Information
Address: . Address 2:
City: State: Zip:
Cellular: Home Phone:! Work Phone: Ext:
sex: O Male (O Female Marital Status: () Married (O Single () Divorced () Separated () Widowed
Birth Date: Age: Social Security #: - - Drivers Lic:
E-mail: O [ would like to receive correspondences via e-mail

— Responsible Party (if someone other than the patient)

Address: Address 2:

City: State: Zip:

Cellular: Heme Phone: Waork Phone: Ext:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed
Birth Date: Age: Social Security #: - - Drivers Lic:

E-mail: O I would like to receive correspondences via e-mail

Relationship to Patient: O Parent () Guardian (O other (O Policy Holder

— Primary Insurance Information

Name of insured: . Relationship to insured: O Self O Spouse O Child O Cther
Insured Soc. Sec.: - - Insured Birth Date:
Employer:

*PLEASE ALLOW FRONT DESK TO MAKE A COPY OF INSURANCE CARD. IF CARD IS NOT PRESENT, PLEASE SEND PHOTO
OF FRONT AND BACK TO: info@glennalex.com or text to 706-549-5678%




TIME 211 PR Glenn C. Alex, DVD DATE Y1/2013

MEDICAL HISTORY

PATIENT NANE Birh Date

!; Alfrough destal persennet primarly freat the arez i and aretnd yoor motth, your mouth I & pak efvour epfire hody. Heskl problems that vou may

have, ar medication that you may b tzking, could have zn Impottant interrelafunstip with the deafisty you will receive. Thank you foranswering the
following quasfiohs. ’

Ave you turder a physican's carenew? O Yes O Mo [fyes, please [l

Hawe you ever bean hosplfalized or had & major operafion? () Yes {0 Mo Ifyes, please explain:

Fave you: overhad = serious head or neck Tnjury? ) Yes (O No  [fyes, pleass expiain:

Areyofi taking ay medicaions, s, ardrugs? O Yes O Ne ¥ yes, please explain: -

Doyouteke, or rave you j=ken, PhenFen or Redin? O Yes O Ne
Have you everfaken Fosamay, Boniva, Adlopef arany

ofer medioafions containing bisphiosphenates? O Y85 O No

A you an 5 specialdief? O Yes O No

Do yau tee tebaeen? O Yas O Ne

Do you use controfled sibstances? O Yes O No

Women: A yolt .

I—Pregnanfﬂ.‘ Fying to get pregeant? () Yes (O No Teling oret contizcepiives? (O Yes ) Ho Nersing? O Yes O No

[Are yon, alfergic 1o any of the Tollowing?

U1 aspiin 1| Penicllli [ Cadeine [ Local Aneshefios [T Acyiic [ Mata 7 Latex [ suita drugs
[ jother Fyes, please explals _

Do you have, orhaveyau ked, any of the following ? i
ABSHN Positve Oy Onis | CotisonsMedigne O Yes O Mo ] HemophTa O Yes (O No | Redizion Treatments O Yes O 8o i
AbhelmersDisease {O Yes (D No | Disbefes ) Yes O No | Hepafhisa (0 Yes { Ne | RecentiWelght Loss O vYes {3 Mo
Anaphyiads (G ves O Ne | Drug Addefon O ves ) No | HepaifsBorC O Yes O Mo { Rehal Dislysia O Yes (3 He
Ansrsia O ves £ No | -BasilyWinded OYes O Ne 1 Heres O Yes O Mo | RhenmeficFever O Yes O Ne
Amgina O ¥es{) Mo | Emphysema CrYes (O Na | High Blood Preseurs () Yes {J) Mo | Riseummtism O ves O Ho
Arincis/Coit QO Yes (O e | EdllepsyorSsimves (O Yes O No | HighCholestert ) Yes (O Mo | SeaniesFever O %es O Na
Arfifeie HeartValve OYes () No| BeessveBledhg O Yes O No | HwvesorBesh O ves O o | Shingles Orves O Mo
Arfiieied Jeint D ¥es O Ho | EscessiveThiet {OYes O No | Hypoglycemes O Yes O No | Sikkie Cefi Disease OYee O e
Asthma O Yes O Mot Feinfing SpellsBiziness () Yes (O #o | Iregular Heattbeat () Yes {0 Mo | Sinus Trouhle O ves O Mo
Hlned Diseass {JYes () Hoj FreguentCough O Yes D Ho | WdnevPmbiems () Yes () No | Spina Sfida ) ves (O No
EBlood Fransfusion OYes O No | Frequent Diarrhea O ves (O Ne | Levkeria O ¥es O Ne | Btemachyintestinal Diseass () Yes () No
Breathing Sroblan: O Yes (O vo | Fremuent Heatiaches (D Yes (O No | Liver Disezse O ¥es ) No | Sioke QOvyes O o
Brufise Basily O Yes (O No | Genfiat Hepes Oy ves () bo | LowBlood Pressure () Yes (O No | Swalting of Limbs O Yes ) Ne
Cancat OvesC o | Slaucoma O ves O o | LimgDlsease ) Yes O No | Thyroid Disease (0 Yes (3 Ho
Chamotherany Oves O oo | HayFever O es O Ne | Ml vawe Prajapsel) Yes () Mo | Tonsiis (0 Yes {3 Na
Chest Pains O Yes O o | HemtattookFalwe () Yes O No | Osteoporosis O Yes O No | Tobeiulesis (J Yes QMo
Cotd SorasfFaver Bisters () Yes () No | Beart Mumaur Oves Ove | Paninlawdsins () Yes () pp | 10mOmsor Growths 8 i: 8 ﬁg
Congenital Heart Disordar) Yes () No | Heat Pacemaker (O Yes O Mo | Peratihyreid Disease O Yes O Mo meenmsl —— &5 es (3 No
Comulsions OYesONol HeaiToubleMissase (O Yes (O No | PoydbmieCare {0 Yes () No Yelow Jeundics 5 Yes £9 o

Have you aver bad =ny serous Eness not Bsted abmva? () Yes O) Ne

Commants:

Toihe best of my knowledge, the questions on fhis form have been accaisly answered. | understand fat providing incorrect Infarmaiion can be
demgerous fo my {or palents) healh. I 5 my responsibiify tn Inform the dental affice of any changes In medicef stafis,

SIZNATURE OF PATIENT, PARENT, or GUARDIAN PATE




Gienn C. Alex, DMD
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 protected health information. We are also required to give you
this Notice about our privacy practices, our legal duties, and your rights concerning your protected health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice iakes effect 3/15/2013, and will remain in effect until we replace ii.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable
law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we
maintain, including health information we created or received before we made the changes. Before we make a signiicant change in our privacy
practices, we will change this Notice and provide the hew Notice at our practice location, and we wili distribute it upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additicnal copies of this Notice, piease
contact us using the information listed at the end of this notice.

Your Authorization: In addition to our use of your heatth information for the following purpases, you may give us written authorization to 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 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 cannot use or disclose your health information for any reason except those described in this Notice.

Security: You will be netified as scon as possible if the security of your perscnal health infermation is breached.

Uses and Disclosures of Health Information

We use and disclose health information about you without autherization for the following purposes.

Treatment: We may use or disclose your health information for your treatment. For example, we may disclose your health information tc a
physiciar, pharmacist, or other healthcare provider providing treatment to you.

Payment: We may use and disclose your health infermation to obtain payment for services we provide to you. For example, we may send claims to
your dental health plan containing certain health information. .

Healthcare Qperations: We may use and disclose your health information in connection with our heaithcare operations. For example, healthcare
operations include guality assessment and imprevement activities, reviewing the competence or qualifications of healthcare professionals,
evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.

To You Or Your Personal Representative: 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 your personal representative, but only If you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of {including identifying or locating) a
family member, your personal representative or another person respensible for your care, of your location, your general condition, or death. If you
are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses cr
disclosures. In the event of your absence or incapacity or in emergency circumstances, we will disclose health information based on a
determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We wilf also use our professional judgment and our experience with common practice to make reasonable 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.

Disaster Relief: We may use or disclose your health informaticn to assist in disaster relief efforts.
Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization.

We will not use your information for fundraising purposes without authorization. We will disclose any financial conflicts of interests that may be
involved with your treatment.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Public Health and Public Benefit: We may use or disclose your health information to report abuse, neglect, or domaestic violence; to report disease,
injury, and vital statistics; to report certain information to the Food and Drug Administration (FDA); to alert someone who may be at risk of




contracting or spreading a disease; for heaith oversight activities; for certain judicial and administrative proceedings; for certain law enforcement
purposes; to avert a serious threat o health or safety; and to comply with workers’ compensation or similar programs.

Decedents: We may disclose health information about a decedent as authorized or required by law.

National Security: We may disclose 1o military authorities the health information of Armed Forces personnel under certain circumstances. We may
disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other nationai security activities.
We may disclose to correctional institution or law enforcement official having lawful custody the protected health information of an inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your hezalth information to provide you with éppointment reminders (such as voicemail
meassages, postcards, or letters).

Access: You have the right to look at or get copies of your health information, with fimited exceptions. You may request that we provide copiesin a
format other than photoceopies. We will use the format you request unless we cannot practicably do so. 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,
You may also request access by sending us a letter to the address at the end of this Notice. We will charge you a reasonable cost-based fee for the
cost of supplies and labor of copying. If you request copies, we will charge you $0.25 for each page to copy your health 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 health information in
that format. If you prefer, we will prepare a surnmary 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 cur fee structure.

Disclosure Accaunting: You have the right to 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 In a 12-month period, we may charge you a reasonable, cost-basad fee for responding to these
additional requests,

Restriction: You have the right to reguest that we place additional restrictions cn our use or disclosure of your health information. In most cases
we are not required to agree to these additional restrictions, but if we do, we will abida by our agreement {except in certain circumstances where
disclosure is required or permitted, such as an emergency, for public health activities, or when disclosure is required by law). We must comply with
a request to restrict the disclosure of protected health information to a heaith plan for purposes of carrying out payment or health care operations
{as defined by HIPAA) if the protected health informaticn pertains solely to a health care item or service for which we have been paid out of pocket
in full.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or
at alternative locations. (You must make your request in writing.) Your request must specify the alternative means or location, and provide
satisfactory explanation of 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 explain why the
information should be amended. We may deny your request under certain circumstances.

Non-disclosure to insurance company: If you pay out of pocket, in full, for a service or a procedure or service; we will not submit the claim for that
service to your insurance company upon your request.

Electronic Notice: You may receive a paper copy of this notice upon request.

Questions and Complaints
If you want more information 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 a decision we made about accass to your health
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate
with you by alternative means or at alternative locations, you may complain to us using the contact infermation listed at the end of this Notice. You
also may submit a written complaint to the U.S. Department of Bealth 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 choose to file a complaint with us or with
the U.S. Department of Health and Human Services.

Contact Officer: Arlene Alex Telephone: (706)549-5678 E-mail: info@glennalex.com



GLENN ALEX

DENTAL

140-A Trinity Place  Athens, GA 30606 706-549-5678 www.glennalex.com

Medical nformation Release and Authorization Form

Name: Date of Birth: / /

Authorization for Release of Information

[ 11 authorize the release of information including the entire contents of dental record, including diagnosis,
treatment details and financial information.

This information may be released to:

[]Spouse

[ ] Child{ren)

[ ] Other

[ 1 Information is not to be released to anyone.

{ understand that | have the right to revoke this Authorization, in writing, at any time by notifying this office.
Such revocation will not affect actions taken by the requesting person prior to the date he or she received the
written revocation. | also understand information disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and will no longer be protected by this rule. I understand that my health care
provider cannot condition treatment on whether | sign this Authorization.

This Authorization will remain in effect until terminated by me in writing or until the following date (within
one year of today’s date):

Messages

Please call [ ] my home [ ] my work [ ] my cell Number:

If unable to reach me:
[ ] you may leave a detailed message
[ ] please leave a message asking me to return your call

[]

The best time to reach me is (day) between (time)

Signed: Date: / /




