4
PATIENT NAME TODAY’S DATE <>
HOME ADDRESS DATE OF BIRTH < g
m
HOME PHONE =
E-MAIL CELL PHONE
EMPLOYER BUSINESS PHONE
INSURANCE CO. SS#/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical freatment now? O 8. Are you dllergic to or have you had any reactions to the following?
2. Have you ever been hospitalized for any YES NO ~ YESNO YES NO
surgical operation or serious illness? O O J O Local anesthetics  (J [ Barbiturates  [J [J Aspirin
(eg. novocaine)
3. Are you taking any medication(s) . : )
including non-prescription medicine? O O J O Penicillin or other  (J [J Sedatives J [ Other
antibiotics
If yes, what dicafi taking?
yes, what medication(s) are you taking O (O suffa Drugs O O lodine
9. WOMEN ONLY: YES NO
. ?
4 Henee yousever aken Fer-PheniRedx? D U a) Are you pregnant or think you may be pregnant? ] O
5. Do you use tobacco? 0 0O b) Are you nursing? O O
c) Are you taking birth control pills? O OJ
6. Do you use alcohol, cocaine or other drugs? 0 O )
10. Do you have a persistent cough or throat clearing not associated
7. Are you wearing confact lenses? () (l with a known illness (lasting more than 3 weeks)? OJ O
ing?
11. Do you have or have you had any of the following? COMMENTS
YES NO YES NO YES NO
J O High Blood Pressure (J (J Heart Disease J O ChestPains
O O Heart Attack [ OO Cardiac Pacemaker O O Easily Winded
J O Rheumatic Fever O O Heart Murmur O O stroke
O O swollen Ankles O O Angina O [ Hay Fever / Allergies
U O Fainting / Seizures O O Frequently Tired U O Tuberculosis
O O Asthma O O Anemia U OO Radiation Therapy
U O Low/HighBlood Pressure [J (] Emphysema O OO Glaucoma
O (O Epilepsy / Convulsions [ (J Cancer J [ Recent Weight Loss
O O Leukemia O O Arthritis (J [J Lver Disease
(J [ Diabetes [ O Joint Replacement or Implant (J [J Mitral Valve Prolapse
J O Kidney Diseases ) [ Hepatitis / Jaundice J [J Respiratory Problems
(J O AIDSorHIV Infection [ O Sexually Transmitted Disease () [ Other
(J [OJ Thyroid Problem [ [OJ Sstomach Troubles / Ulcers O g Signature of Dentist Date
PATIENT DENTAL HISTORY
YES NO YES NO
1. Do your gums bleed while brushing or flossing? OJ O 8. Do you have frequent headaches? O OJ
2. Are your teeth sensitive to hot or cold liquids/foods? [ OJ 9. Do you clench or grind your teeth? O OJ
3. Are your teeth sensitive to sweet or sour liquids/foods? [ O 10. Do you bite your lips or cheeks frequently? O OJ
4. Do you feel pain to any of your feeth? O O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? (J  [J in the past? (R
6. Have you had any head, neck or jaw injuries? O O 12. Have you had any orthodontic freatment? U O
7. Have you ever experienced any of the following 13. Have you ever had prolonged bleeding
problems in your jaw? following extractions? O O
a) Clicking? O O 14, Have you ever had instruction on the
b) Pain (oint, ear, side of face)? O O correct method of brushing your teeth? O O
©) Difficuity in opening or closing? C O 15, Have you ever had instructions on the
d) Difficulty in chewing? O O care of your gums? O O

SIGNATURE

| certify that | have read and understand the above information. To the best of my knowledge, the above questions have been accurately answered.
| understand that providing incorrect information can be dangerous to my health.

X

PATIENT, PARENT OR GUARDIAN

DATE




Drs. Crenshaw & Haight, DDS, PA
202 Graham Street
Warrenton, NC 27589

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

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

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

e Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and
physicians 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.

[ understand that | may request in writing that you respect 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

Relationship to Patient

Signature

Date

OFFICE USE ONLY

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

Date Initials | Reason




NOTICE OF PRIVACY PRACTICES
(DENTAL)

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.

e Treatment 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 aspects 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 individually
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 written request, except to the extent
that we have already taken actions 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 remove it.

® The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

e The right to inspect and copy your protected health information.

. The right to amend your protected health information.

e The right to receive an accounting of disclosures of protected health information.

¢ The right to obtain a paper copy of this notice from us upon request.
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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 , 20 and we are required to abide by the terms of
the Notice of Privacy 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
written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights,
about violations of the provisions of this notice or the policies and procedures 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:

The U.S. Department of Health & Human Services
Office of Civil Rights

200 Independence Avenue, S.W.

Washington, D.C. 20201

(202) 619-0257

Toll Free: 1-877-696-6775

DENO1



Dr. James E. Crenshaw, Jr., D.D.S. P.A.
Dr. William C. Haight, Jr., D.D.S. P.A.
202 Graham Street
Warrenton, NC 27589
(252)257-3736

Written Financial Policy

Thank you for choosing Drs. Crenshaw and Haight’s dental office. Our primary mission
is to deliver the best and most comprehensive dental care available. An important part of
our mission is making the cost of optimal care as easy and manageable for our patients as
possible by offering several payment options.

Payment Options:

You can choose from:
Cash, Check, Visa, MasterCard or Discover Card

NO INTEREST or Low Interest Payment Plans from CareCredit
1) Allow you to pay with NO INTEREST if paid within the
promotional period
2) Convenient, low monthly payment plans subject to credit
approval with a variable interest rate
3) No annual fees or pre-payment penalties

Please note:

For patients with dental insurance we are happy to work with your carrier to maximize
your benefit and directly bill them for reimbursement for your treatment. However, you
will be expected to pay your co-payment at the time of service. If we do not receive
payment from your insurance company within 90 days, you will be responsible for
payment of your treatment in full.

On major work (dentures, partials, implants, bridges, veneers) you will be expected to
pay half of the treatment cost at your impression appointment.

A fee of $75 is charged for patients who break (no notification to us) an appointment
three times within one year.

A fee of $25 is charge for returned checks.



