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PATIENT CONSENT FORM

or healthcare operations.

A.ln-urpallemmmlymtnkrm!hﬂwmpﬂdtheprhmrufruulpﬂmldﬂmﬂl
mmwmmmnnmmmmmmpmy. We strive 1o always take
reasonable precautions 1o protect your privacy. When appropriate we provide the minimum
necessary information to only those we feel are in need of your health care information, This
includes information about treatment, payment and/or haalth care operations in order to provide
health care that is in your best interest.

We also want you 1o know that we support your full access 1o your personal dental
records. We may have indirect treatment relationships with you (such as laboratories that only
interact with doctors and not patients), and may have to disclose personal health information for
purposes of treatment, payment or health care operations. You may refusa o consent to the
use or disclosure of your personal health information, but this mus! be done in wriling. Under
this law, if you rafuuatndinlmr,rnuermalI-halhlrdmmnﬂm,mhmmngmmum
1o treat you. IimMmngMhﬁMm.:tmmMﬁmmm
request o refuse all or part of your PHI, You may not revoke actions that have already been
taken which relied on this or a previously signed consent.

It you have any objections to this form, please ask 1o speak with our HIPPA Compliance
Officer. You have the right to review our privacy notice, to request restrictions, and revoke
consent in writing.

Print Nama: Signatura Date

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENTS
To our Valued Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem
causing patients inconvenience, aggravation, and money. We wanl you to know that all ol our
employees, managers and doctors continually undergo training to understand and comply with
government rules and regulations regarding the Health Insurance Portability and Accountability Act
(HIPPA) with particular emphasis on the *Privacy Rule.” We strive to achieve the very highest standards
of ethics and integrity in pariorming services for our patients.

Itis our policy 1o properly determine appropriate use of PHI in accordance with the governmental
rules, laws and regulations. We wanl to ensure that our practice never contributes in any way to the
growing problem of improper disclosure of PHI. As part of this plan, we have implemented a Compliance
Program that we believe will help us prevent any inappropriate use of PHI,

We also know that we are not perfect! Because of this fact, our policy is to listen to our
employess and patients without any thought of penalization if they leel thal an event in any way
compromises our policy of integrity. More so, we welcome your input regarding any senvice problem, so
thal we may remedy the sitluation promptly.

Thank you for being one of our highly valued patients.



NEW PATIENT INFORMATION AND
OFFICE POLICIES SHEET

Thank you for choosing our practice. It is our pleasure and commitment to serve your denial

needs. We that you are willing to make a commitment to yourself and to us to put your
dental needs first.

To better serve you we have composed this review of our office policies. Please read
thoroughly; ask any questions and sign after reading.

PAYMENT

All cFag.rrmnts are due in full upon completion of care unless other arrangements have been
made with business officer prior to treatment. We accepl cash, MasterCard, VISA, bank debit
cards/ATM, money orders, and checks. We reserve the right to charge a $30 fee for any

checks returned with insufficient funds. This may result in the termination of check-writing
privileges at this office.

Any appointments requiring multiple appointments (2 or more visits) require a $58 non-
refundable deposit to ﬂchecﬁ;le the first appointment. This deposit will be used to secure your
appointment time and will be applied to you treatment if the appointment is kept. If a broken
appointment occurs (cancellation or reschedule without 48 hours notice), then we reserve the
right to apply this deposit (o the broken appointment fee that will be assessed to the account.
A second deposit will then be required to schedule a second appointment.

APPPOINTMENT SCHEDULING

We do not "double book" patients. We will reserve a single appoiniment period for only one
patienL... you. If possible arrive a few minutes prior 1o your appointment time to fill out
necessary rwork. We may even be able to get you in a bit earlier than scheduled.
However, if you know that you are guing 10 be delayed or need to change your appointment
lime, please notify us prior o your appointment time or immediately. To avoid delays or
discontinuation of your treatment plan, please reserve your next appointment time before you
leave our office. This will also allow you to have the first choice in appointment times
available and prevent you from selecting from leftover appointment times. For your
convenience, our office is equipped with a computer system that allows us to easily access all
your information and the scheduling information for months in advance so that you may
reserve your appoiniment time.

BROKEN APPOINTMENTS

Broken a niments are defined as reserved appointment times that were cancelled or
rescheduled without 48 hours notice to our office. An office staff member must receive
notification by 48 hours prior to appointment time (i.e. if a Monday appointment, cancel or
reschedule by Friday). Broken appointments can cause delays in treatment and can lead to
emergencies. We reserve the t to assess a $58 fee to your account if proper

OVER —»



notice is not given for a broken appointment. It will be required to be paid before
another appointment can be scheduled.

INSURANCE

For your convenience, our office participates on several preferred provider insurance
Emgrams. We also accept indemnity insurance plans, We care for you, our patients, and

now that you come from a variety of companies with different budgets, which creates a
difference in services available within each different policy. We also know that
understanding your coverage can be challenging, so we encourage you to become familiar
with your policy exclusions, deductibles, and required co-payments.

As a courtesy, the services we will provide to you regarding you insurance includes:

a.  Researching your dental insurance plan to advise you of benefits available to you
prior to starting treatment (if possible).

b.  Filing your insurance claims within 48 hours of your visit and requesting payment
of your benefit to our office.

¢.  Electronically filing your insurance for a quicker turnaround.

d. Re-filing claims a second time within 60 days.

e. Following the American Dental Association guidelines for coding procedures and
filing insurance claims.

Our expectations of you as the policyholder:

a. Payment of the estimated fees not covered by your insurance plan before or upon
the time services are completed.

b. Understanding that the insurance policy belongs 1o you and we have no leverage to
obtain payment from you insurance company, although we will do all we can to
assist you in receiving benefits.

¢.  Understanding that the insurance policies restrict payment for some services, use
restricted fee schedules (Usual and Customary Rates) and exclude some procedures
based on prior conditions or length of time on the plan. These restrictions are based
on the premium paid for the insurance not on the established fees of our office or
the treatment recommended by our office.

d. Taking full responsibility for payment if the insurance company does not pay
within 75 days.

e.  Keeping our office informed of any changes in you insurance coverage,
employment or address.

STATEMENT OF UNDERSTANDING

I have read this policy. I acknowledge and understand the terms disclosed. | hereb
authorize Dr. Karla Frazier to release to my insurance mmpan:r, information acquired in the
course of my dental care. | hereby authorize benefits to be paid directly 1o Dr. Frazier, if
being filed by this office.

Patient Signature/Insured Date



TIME 3:38 Pal Wi Frisor DATE S34/2008

MEDICAL HISTORY

PATIENT MAME Birth Diate

Although dental pemsonna| Mrﬂhmhmmmmmmu-mummm. Healh problems that yau may
hinee, or medscation ummhmmh-nmmmmuwmﬂm Thank you for mnawaring the

Ao you under & phymscian's caro now? (| Yes

It yom, ploane axplain:

Have you ever been hospakred or had & major cperation? | | Yes | i yos. please wxpiain
Have you ever had & serious hoad or neck Ingry? () Yes () I yes, pleass axpliain:
Are you Isking any msdications, plls, or drogs? | Yes | if yes, ploass explain:

Do yaul ek, of have you inken, Phen-Fen or Fedus? ( Yes

Are you on A special diet? [ You

Do you use lobacca? | | Yes |

Dio your use coniroled substances? | ) Yes |

- Womesh A you - - —

Pregnant/Trying 1o get pregnant? () Yes ) Mo Taking oral contraceptives? | Yes () Mo Mursing™ () Yes () Ne

Are you aliergic 19 any of he folowng? —

| Asgirin [ | Pesicilin | Codaine [ Acyie ] Matat ] Latex [] Loonl Anenihetics
| Diher 1 yos, ploase axplain:

FEFTEEEET

Do you hive, of have you hid, any of the Tollowng?
ADEMY Possve () Yol I Mo | Cortisorss Medcing [ ¥es I Mo | Hemophils

(1 ¥em( ) Mo || Pusri Dialyss () Yeu (") Mo
Aizhemers Dsanss () Yes( ) Mo | Dinbetes L) Yes? 1Mo | Hepatts A (i veml i o | Peeumaic P [ Yeui ) Mo
Aeinperlnai () Weal ) Ma | Dvug Addciion L) Yesl Mo | Hepssss Bor () ¥em(_| Mo | Pesumaism () Yesi_} No
Aerprrem Tl Yea( ) Ma | Easlly Wirded () ¥eu )Mo | Hepes ) ¥oul) Mo | Searis Feer ) Waa( ) Mo
Aapa ) Yes( Mo | Empeysema () ¥es( | Mo | High Biood Pressurs () Yes( ) Mo | Shingles () em i ) Ma
Arhrtiaai L) Wil ) Mo | EpllepmyorBamures () Yea () Ma | Heves of Pash ! ¥esl Mo | SickieColl Dissase () Yes( ) No
Atilical Hean Valve ) ¥esl ) Ma | Escesstve Hiseding Ci¥enl Mo | Hypogycemia ) Yeu ) o | Sews Trossie ) ¥eai ) No
Antificial Joinl () Yes( ) Mo | Emcwssive Thisi (1 ves! | Mo | imeguiarHearmesd (1 Yeu! | No | SpingSfcs ) Yem(_ ! Np
Asthira ) Yea () Mo | Feming SpalivDizsness| | Yes( | Mo | MdneyProblems () Yes | | Mo Samachinesinal Desase | | Yes| | No
Hinod Dissane (1 ¥eal) Mo | Froguent Cough Civen ) Ma | Lovksms ) Yeu( ) Mo | Sechs () Yemi_} Ne
Bioe Traesfusion ) Yes[ ) Ma | Freguent Diarmes £ %ew ) Mo | Liver Dissasa C0 Yo N | Swelling of Limba ) Yo} Mo
Eraaming Frosiem () Yea[ | Mo | FreguentHeadsches | | Yos | | Mo | Low Biood Pressure () Yes( ) Mo | Thwnoid Disaase (R T ™
Brnina I andy () Yeu( ) Ma | Oanisi Hepes ) Youl ) Ma Lung Disnmse O Yea ) Mo | Tonssns ) Yes( ) No
| Cancer () yem( ) Mo | Glaucoma C3vem() Mo | Weral Vaive Promgse | Yes () Mo | Tuboruloss 1 Yemi_) Mo
Chemotreragy () Yes{ ) Mo | ey Fever [ ¥es{ | Mo | PannlawJoss () Yes( ) Mo | Tumoms or Growms L) el | Mo
| Chest Pama () ¥ea ) Mo | Hesn Aeck/Paiuss | ) Yeu! | Mo | Paeniyrold Dissase () Yes( | Mo | Lissrs () Yes(_| Mo
Cold Sores/Fewar Sigters | | Yes [ | Mo | sean Muswr [ ¥esl ) ma | Peyohisin: Care (0 ¥ou ) N | Vensessl Dinnasa ) Yeu( ) No
| Conganitsl Heart Dwsorder( | Yes( ) Mo | Hear Pace Maker [ ¥esl | Mo | PRadison Tremmonss | Yes| | No | Yellow Ssusdios () Yemi_) Mo
| Corwlson O Yem () Mo Haan TioubiaDisssss | | Yeal | Na Pacent Wisght Loss || Yes | | Mo

M you @ver hild any Senous Bneas ol ksled above? | Yes | No if yes, plesse sxplain:

Commants:

Tothe best af my inowsedge, the guassons on Bis form hewe bean sccursiely answend, | uncevsiand Mat providing incomect inform aticn can be
Aangorous 1o my (o palienls) haalh. It is my responsibility bo inform the dental offics of any changes in medical status.

SBIGHATURE OF PATIENT, PARENT, or GLIARDIAN DATE
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