HEAUTHIHISTORRCIREGISIRATION

PATIENT INFORMATION
NAME: Last First Middle Initial
Sex: M F Birthdate Age Soctal Security #

If patient is a minor give Parent’s or Guardian’s name

Whom may we thank for referring you to our office Reason for this visit

In order to confirm your appointments we must have a DAYTIME PHONE NUMBER from which you can be reached: #

RESPONSIBLE PARTY INFORMATION

NAME: Last First Middle Initial
RESIDENCE: Street City State Zip
Home Phone Cell Phone Marital Status

Social Security # Birthdate Relation to the patient

Employer Occupation Number of years employed

RESPONSIBLE PARTY’S SPOUSE

Name ) Home Phone
Social Security # Bivthdate __ Cell Phone
Employer Occupation

EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOI

Name Relationship
Address Ciry, State
Home Phone Cell Phone o Work Phone

DENTAL INSURANCE INFORMATION _PRIMARY COVERAGE
st i&ﬁmév‘b L R T T

urance Compsiny

ECONDARY INSURANCE COVERAGE-IT;




DENTAL HISTORY

last COMPLETE dentai exam, Date?
Last FULL MOUTH X-RAYS or PANOREX, Date?
Name of Previous Dentist: City: State:

Are you having dental problems now? If se, what are they?

How long since you have scen a dentist? ___

(Please circia the approprate response to the following questions:

W] i S fon? i ood | )
hat is your present dental conditicn? poor fair g excellent Do you have foose teeth? Yes No
Doy ear dentures? Yes No i
you wea n Are any of your fillings broken? Yes No
If so, are you unha with your dentures? Yes No
»arey PPY v s Do you have any areas where food
Would you like to know more colleces between your teeth? Yes No
about permanent replacements? Yes No Do you have headaches, earaches, or neck pain? Yes No
Have you had any peviodontal (gum) treatments?  Yes No Does your jaw ever pop? Yes No
Do your gums bleed, or feel tender? Yes No Do you ever wake up with a sore jaw? Yes No
Have you worn braces on your teeth? Yes No Are you grinding or clinching your teeth? Yes No
Would you like for your teeth to be whiter? Yes No Have you noticed any sores
) . : or growths in your mouth ¥ Yes No
Would you like for your smile to look better? Yes No e £ i
Are your teeth sensitive? Yes No
Are you anxious about dental treatment? Yes Neo
Ef ves, to what? Hot Cold Sweets Bi
If yes, rank your anxiety on a scale from #1 (no anxizty) to #16 (Uncontroliable fear} - © iting
1 2 3 4 3 6 7 8 9 i
Please rank the following items im order in whick they would
keep you from having dental treatment (#1=most #4=least):
Fear of pain# Lack of concern #__ Cost of treatment # Missing work time #
MEDICAL HISTORY
Are you under a PHY SICTANS CARE VO#? Yes No
If so, for what condition?
General Physician’s Name: City, State Phone #:
List any major illnesses or operations:
Are you PREGXNANT ? Yes No Are you NURSING? Yes No
Has your medical doctor told you to premedicate before dental appointments? Yes No
PLEASE CHECK ALL THE FOLLOWING YOU HAVE HAD OR PRESENTLY HAVE:
Abnormal Bleeding Q Circulatory Problems (3 Hcpatitis i3 Shingles a
Aids/HIV Positive [ Cortisene Treatments 03 Herpes 3 Shortness of Breath Q
Anaphylaxis & ] Cough (persistent) 8] High Blood Presspee 03 Skin Kash Q
Anemia ) Cough up Blood [ Kidney Discase [ Spina Bifida Q
Arthritis (] Disbetes 3 Liver Discase s Stroke = ]
Artificial Heart Valve 0 Epilepsy 9 Kiitral Valve Prolapse Surgical Implant a
Artificial Joint ] Fairting |8 ] Nervous Probilems ¥ ] Swelling of Feet/Ankles U
Asthma 0 Glancoma W] Pacemaker ] Thyroid Disease Q
ABergy (i.e. latex, food) O Headarches ] Psychiatric (‘are 4 Tobacco Habit a
(list) Herrt Mormer 0] Rapid weight gainfloss {3 Tonsillitis Q
Blood Discase 8] tleaet Probloms sty Respiratory Disease Q Tuberculosis 0
Cancer ] Rheumsutic Fever % ] Ulcer/Coiitis 2
Chemical Dependency 12 Henrt Surgery [ ] Scarlet Fever Q Venereal Disease ju
Chemotherapy [ Hemophilia 8]

List Any MEDICATIONS You Are CURRENTLY TAKING:

s thers any other Medical or Dental inforniation that you feel we should know abeut?

List Any MEDICATIONS You Are ALLERGIC TO:

Signature:




OUR APPOINTMENT POLICY

Our practice is dedicated to quality care and exceptional dental services.
We respect the importance of your time and work very hard to schedule
appointments that accommodate the busy scheduling needs of all of our patients.
In return, we ask that patients make every effort not to change reserved dental
appointments or hygiene appointments.

We pride ourselves in providing promptly scheduled, excellent dental care
for you and your family. We strive to ensure you are seen promptly and that you
have no more than a 10 minute appointment wait. In the event that the doctor or
hygienist is running behind due to an emergency, we will make every effort to
contact you in advance so as to minimize the chances of any wait.

As we have pre-appointed and reserved time for you in the doctor or
hygiene schedule, it goes without saying that other patients (who may have
wanted that time) were not able to be accommodated. Thus, a broken and
missed appointments creates scheduling problems for other patients as well as
the practice. Without sufficient notification from you we are unable to offer this
time to another patient.

If you find that you must change your pre-appointed time, we require a
minimum of 48 hours notice so that we may offer this appointment time to
another patient. Notification must be made directly to our staff. We generally do
not accept messages left on the machine as notification, we require that you
actually speak with one of our designated schedulers or front office staff.

A charge of $35.00 will be applied to your account for broken and missed
appointments without advance notification. If you are running late, we ask that
you please call and give us your advised arrival time, so that we can do what we
can to fit you into the schedule, while still accommodating other pre-scheduled
patients.

As a courtesy to our patients we will confirm your appointment in advance
by card, phone call or email. As a courtesy to our practice and other patients
who may be waiting for an appointment, we appreciate a return call or notification
from you that you will be at your appointment.

In the event that we do not receive a notification from you concerning your
pre-appointed dental or hygiene visit, we may not be able to continue to reserve
your scheduled time for your appointment. Oftentimes, because of the number of
patients waiting for appointments, we are forced to release the appointment to
another patient unless we hear back from you within 24 hours of the’
appointment.

In summary, we do understand that occasionally there are extenuating
circumstances or emergencies that occur in life. We make every effort to
accommodate our patients needs. We ask only that you make every effort to
give us advance notice and work with us to re-schedule your appointment.

Patient Date



Sean M. Hamilton, D.D.S., P.L.L.C.
1506-A Wayne Memorial Drive
Goldsboro, NC 27534

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that
requires that all medical records and other individually identifiable health information used or disclosed
by us in any form, whether electronically, on paper , or orally, are kept properly confidential. This act
gives you, the patient, significant new rights to understand and control how your health information is
used. HIPAA provides penalties for covered entities that misuse personal health information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health Information,

We may use and disclose your medical records only for each of the following purposes: treatment,
payment, and health care operations

sTreatment means providing, coordinating, or managing health care and related services by one
or more health care providers. An example of this would include teeth cleaning services.

+Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An example of this would be sending a
bill for your visit to your insurance company for payment.

+Health care operations include the business aspect of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost- management analysis,
and customer service. An example would be an internal quality assessment review.,

We may also create and distribute de-identified health information by removing all references to
individual identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or
other health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that request, except to the extent that
we have already taken action relying on your authorization.



You have the following rights with respect to your protected health information, which you can exercise
by presenting a written request to the Privacy Officer:

+The right to request restrictions on certain uses and disclosures of protected health information,
including those related to disclosures to family members, other relatives, close personal friends,
or any other person identified by you. We are, however, not required to agree to a requested
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to re
move it.

+The right to reasonably request to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

+The right to inspect and copy your protected health information.
+The right to amend your protected health information.
+The right to receive an accounting of disclosures of protected health information.

+The right to obtain and we have the obligation to provide to you a paper copy of this notice
from us at your first service delivery date.

+The right to provide and we are obligated to receive a written acknowledgement that you have
received a copy of our Notice of Privacy Practices.

We are required by law to maintain the privacy of your protected health information and to provide you
with notice of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of April 14, 2003 and we are required abide by the terms of the Notice of Pri-
vacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy
Practices and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from
this office.

You have recourse if you feel that your privacy protections have been violated. You have the right to
file a formal, written complaint with us at the address below, or with the Department of Health & Human
Services, Office of Civil rights, about violations of the provisions of this notice or the policies and proce-
dures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
or to file a complaint:

Sean M. Hamilton

1506-A Wayne Memorial Drive The U.S. Department of Health & Human services
Goldsboro, NC 27534 Office of Civil Rights
919-731-4447 200 Independence avenue, S.W.

Washington, D.C. 20201
202-619-0257
toll free: 1-877-696-6775



Sean M. Hamiilton, D.D.S., P.L.L.C.
1506-A Wayne Memorial Drive
Goldsboro, NC 27534

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information.
I understand that this information can and will be used to:

+Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly or indirectly

+Obtain payment from third-party payers

+Conduct normal healthcare operations such as quality assessments and physician
certifications

I acknowledge that I have received your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. I understand that this organization has
the right to change its Notice of Privacy Practices from time to time and that I may contact this
organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. I also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name: Date:

Relationship to patient:

Signature:

-~ - -~-.-._ .. ]
Office use only

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below:

Date initials Reason




