Please take a few minutes to answer the following
Questions so we can better assist you with your dental needs.

PATIENT INFOR!I
Date Soc. Sec. # Birthdate
N

e Last Name First Name Initial Home PhOﬂe
Address Cell Phone
City State Zip E-mail

sex. [IM Or ClMinor  Clsinge  [IMarried  [lLong Term Partner  [IDivorced L] Widowed [ separated
Employer

Business Phone
Business Address Occupation
Who should we thank for referring you?
In case of emergency, who should we contact? Phone

%,

PRIMARY DEA

Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company.
Insurance Company Address

Subscriber LD. # Group #

Insured Name

Last Name First Name Initial

Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Insured Employed By Business Phone
Insurance Company

Insurance Company Address
Subscriber LD. # Group #

(0304)

j Please complete reverse side
| ESEsEt R L s e
- Form #4065



DENTAL HISTO!
Former Dentist Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?
Please check all that apply:
Bad Breath.......ouemsssssssmsssssssens [ Loose Teeth or Broken Fillings.........] Sensitivity to SWeets ..o Ul
Bleeding GUMS ...ccoerresuserssssessssses (] Orthodontic Treatment ......c............. ] Sensitivity When Biting .................. [
Blisters on Lips or Mouth .....cccccnees ] Pain Around Ear .......c.oeeeneseesens O Frequent Headaches ..............ccccone... O
Finger Nail Biting c..coooeovveeescisirsrssses [ Periodontal Treatment ..........eeeeens L] Jaw, Head or Neck Injuries ............... O
Grinding Teeth .........c.... Sensitivity to Cold Jaw Difficulty: Clicking and/or Pain.[_]
Lip or Cheek Biting Sensitivity to Heat Tooth Pain
MEDICAL HISTORY :
Physician’s Name Date of Last Visit
Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment? ........... 0 O Yes No
2. Have you ever had any serious illnesses Local Anesthetics (eg. novocaine) .............. ] ]
or operations? ] ] Penicillin or other Antibiotics .......cocovuvennee [l O
s Are ook T O 1 Sulfa Drugs [ L]
- Are you currently taking any medication? ............ Barbiturates (sleeping pills) ..........ccoouunes O O
Please describe: Sedatives O [l
lodine E]l %
Aspirin
4. Do you smoke? O O Other 0 Od
5. Do you use alcohol, cocaine or other drugs? ............. O O 8. (Women Only) Are You:
6. Do you wear contact lenses? O O Pregnant? ] [
Nursing? L] L]
Taking birth control pills? .....cceeverersinseeennnne U] ]
Please check all that apply:
AIDS . [ Emphysema H Pacemaker. L]
Anenvtu.a ] Epilepsy L] Psychiatric Care .......ccvevemenrnecereenns O
Arthritis, Rheumatism .........ceceeerec 1 Fainting or Dizziness .......c..cecoveunn. ] Radiation Treatment........ccoeeuerererenns ]
Artificial Heart Valves .......cccveunuee. O] Glaucoma ] Respiratory Disease.........cououvvunieeneee Ll
Artificial JOINES ...ccoerreenrreerneesssasnnss ] Headaches O Rheumatic FEVET c..vrereneeereeenns O
Asthma ] Heart Murmur O Scarlet Fever O
Back Problems O Heart Problems ] Shortness of Breath ..............ccccevee |
Bleeding abnormally, Hepatitis-Type D Sinus Trouble D
with extractions or SUIgery ... C Herpes ] Skin Rash Ol
Blood Disease L] High Bl00d PTeSSUIe .....cc.ccouuuveesris ] Stroke OJ
Cancer Ol HIV Positive 0 Swelling of Feet/Ankles.................. H
Chemical Dependency ............coweeen. J Jaundice .. O Swollen Neck GlandS.....oomooeovennes 0
Chemotherapy ] Jaw Pain O Thyroid Problems........cu e N
Chronic Fatigue Syndrome .......... ] Latex SenSitivity c......cuuesmsresssesssres 0 Tonsillitis ]
Circulatory ProDIEMS ... ] Kidney DiSEase .......uweewessmssssssee O Tuberculosis ]
Congemtal Heart Lesions................. Il Liver Disease ] Tumor or growth on head/neck........... [_|
Cortisone Treatments ... ] Low Blood Pressure .......unees ] Ulcer Cl
C?ugh - persistent or bloody............ O Mitral Valve Prolapse........cccccvevennn. (] Venereal DiSEase ......c.cusccucsessinns O
Diabetes il Nervous Problems...........coecvevrennnnnns ]
I'hereby authorize payment directly to for all insurance benefits otherwise payable to me for 7
services rendered. | understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

payment of benefits. | authorize the use of this signature on all insurance submissions.

1 authorize the above doctor and/or any provider or supplier of services in this office to release the information required to secure the h

Signature of Responsible Party Date



Adbvait V. Shah, DMD
16 Greenmeadow Drive
Suite 205

Timonium, MD 21093

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”"), | have
certain rights to privacy regarding my protected health information. | understand that this information
can and will be used to: '
e Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.
e Obtain payment from third-party payers.
Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have received, read and understand your Notice of Privacy Practices containing a more complete

description of the uses and disclosures of my health information. | understand that this organization

has the right to change its Notice of Privacy Practices from time to time and that | may contact this

gga;\_lzatlon atany time at the address above to obtain a current copy of the Notice of Private
ractices.

I understand that | may request in writing that you restrict how my private information is used or

dnsclpsed to carry out treatment, payment or health care operations. | also understand you are not
reqtu!n:,_d 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

| attempted to obtain the patient’s signature in acknowledgement on thi i i
s Notice of Privac
Acknowledgement, but was unable to do so as documentgd below: Fitvaay Eradine

l Date: Initials; Reason:
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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.

. 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 b

y 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 authori
authorization in writing and we are required to honor and abide b
that we have already taken actions relying on your authorization.

zation. You may revoke such
y that written request, except to the extent

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 restfictions 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 fit.

- _The righ_t to reasonable requests 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.

d 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.

For more information about HIPAA

Please contact us for more information:
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
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