For Office Use Only

New Patient Welcome Packet “Date:

*lnsurance 10:

Patient Name:

Please fill out the fnllnwinﬁ information and ensure all information is correct.

Patient’s Health Information
*Patlenl's Last Mame 1] Firsi Name

*@ender: ( )Male  ( IFemale ( )Declined ta Speclfy Preferred Languacge: ( JEnglish ( )Spanish  Gther

*Age: *Dale of Birth: / / *Weight [Lbs):
*Race: {  Yamerican Indian or Alaska Natlve (  )Aslan ( )Black or Alrican Amerlcan ( )White
( )Halive Hawailan ar Olher Paclfic Islander (  )CSlher Race (  )Declined ta Specify
*Ethnlcity: {  JHispanic or Laling (  )Hot Hispanic ar Latino ( )Unknownh (  )Declined to Specity

Reasan Tor taday's wisil;

Last dental wisil and frequency of visils:

* Is patienl currently ushig prescriplon/nan-prescripion medleatlon(s)?
( Wes | No Il “Yes", explain

*Is patlent currently pregnant?
( Wes{ INoi JNFA I “Yes" Expected Due Date; { f How many weeks; Birth wilhin 90 Days? { £
*Does palienl have any dental or meadical problems of special concerns?

( Wes ( JNo I “¥Yes”, explaln and provide any ather Informathon which you think might be mportant in lhe patlent’s cars:

* Is patienl allergle to any materials commaoanly used In a dental alflce (1.e. lalex gloves, anesthetic, e1¢.)?
{ Wes{ No Il “Yes", explain

* Dopes patlent bave histary ol [oinl replacement? (Hip, knee, shoulder, 1¢.)

{ ¥es|{ INo JIl “Yes", explaln

ND YES Please Explan
R T |
R T
N T
*Ooes patlent bleed excessively when cut or brulse easily?.... { I }
*Has palient had emstonal or memal problems?. . { 1t )
*Has pallient ever had any drug reactlons?. ... eeeeeen e [
*Has palient ever had a lozal anesthelic?. ... iveeeeieens { 1t )
*Has palignl had any unfavarable dental experignces?........ { i }
*Has patienl had any injuries 1o the mouth or 1eeth?... .coee e { i1 )
*Ooes patlent have a loothache taday or in the past month? [
Y15 patienl allerghe Lo any medlzatlons? ..., { 1t )
*1s palignl allergic 1o any faods or drink (2. milk, bananas)? { i }
*Ooes patlent have envitonmental allergles?... e s { i1 )
*Has patlent ever had any hislary or dilflcully wilth the [ollowing? Il 50, please mark an "X In the spaces provided,
{ | Cancer { YHIV [ )Aremia ( | Mononucleos|s { ) Cystle Fibrosks
{ ] Liver { ] Asthma { | Hepalitis { ) Cerebral Palsy {  )5ickle Cell Anemla
{ JLung { ) Falnting [ ) Seizures [ ) Spinal BINda { ) HNervous Disorder
(1 Ritney [ ) Dlaketes [ ) Conwvulslans [ ) Spesach Proklems { 1 Skin Caondilion
{ ) Bladder {1 Mumps { | Tuberculosls { ) Cleft Lip or Palale { ) Developmental Delay
{ | Hearing { ] Measles { ] Mallgnaney { | Rheumat/c Fever { ) Hydrocephaly/Shunts
{1 5Smoking { )} Rubslla { 1 Hemophllia [ ) ThumbfMinger sucking { ) High Blood Pressurs
{ ) Thyroid [ 1Snoring { ) Tangue Thrusl () Mouth Breathing { 1 Belching/Burping
[ 1TMd [ 1Autlsm { ] Heart Surgery { | Heart Disease/CongeniLlal Defegl
*Please explain:
*Smoking Status (lor patlents age 13 and older):
()] Current every day smoker { ) Currenl some day smoker { ) Former smoker
{ ) Light lebaces smaker { ) Heawy tabaceo smoker [ ) Unknownt [f ever smoked
{ ) Never smoker () Smoker, current status unknown

{ ) Under13 years old
Additional Comments

*CERTIFICATION AND CONSENT FOR TREATMENT

I certiby that | am the parent or guardian of [paticnt] arnd the intormation provided in this form is truc and correct to the best
of my knowlcdge. | also give my conscnt lor my child or mysclf to receive a cumplobe oral and dental cxamination (including any necessary x-rays} and denlal
clcaning. After consultation, | consent to all forms of treatment, medication, and Lherapy indicated tor Lhe dental care of the above named palicnt, This
conscnt shall remain in full farce and in cllect until cancelled by cither party. | understand and agrec that | am respansible for any parl of my bill not
covcred by my insurancc,

Signature: Relationship ta Patient (if patient is minor): Date:

Dentist Signature: Date:

*Required Field - If header, entire saction required 1of 3 (07/2019)




For Office Use Only

New Patient Welcome Packet “Date:

*lnsurance 10:

Patient Name:

Family Information

*Guardian ranem. it 18y or aiger: Lasl Name M Firsl Name

*Gender: ( )Male ( Female ( )Declined 1o Specily *Dale of Birlh: / /

Preferrad Language: ( )English (  )Spanish Clher

Frimary Conlact Informalion

*Street Address: *Cly *State *Zip Coxde .
E-Mail:

Far your convenlenee. we'll contacl you with important informallon about your appolatments.

Home Phone Number: ) -

cell Phone Number: ( ) -

*The clllce can conlacl me at Lthese numbers aboul the palient and bisther denlal care.*™
[ ¥Yes{ )Mo

*"Courtesy calls snd/or texts may be made with autoe dieler equipment or wiih a prerecorded or erlificll veice. While net required, apting in ensuras fimaty appaintrent rerinders.

*Emergency Phone Number: ( ) 2
*Preferred Phanmacy: *Phote Number( ) s
*Frimary Care Physiclan: *Phote Nurmber( ) -
Famlly Members who may be seen for Treatment
Patlent’s Last Name M.1. Patient’s First Name Patlenl's OB Fiﬂ::ﬂ"::ﬁ“fiﬁigg ;:Dfiﬂ:?]glgﬁ}#
1 fHof
2, fHof
3. f
4. ! /
5, fHof

Below Only for Cemmercial Insurance Palienis

Primary - Commcrcial Insurance

HMamc of [nsured:, Social Security &

Lawst Frd Mi
Insured's Birth Datc: / / ID #: Group #:
Insurcd's Addreys:

Sireact ity Stk Zip Code
Insured s Employcr Marmo:
Addrcss:

City State Phonc#

Palicnt's relationship to insreds O 3¢l O Spousc 4 Child Q Giher

Insurance Plan Namo and Address:

Insurance Phonc # ( ) -

rrauranoe Authorzation - Please read  and ackrewiodgu by signing bolow

| understand payment & due before sorvices are rendered. | authorize release o inkormalion 1o all imsurance carmicrs listed abore, | authorize payment directly ko my doctor, |
authorize my doctor to act @s my agunt in bolping me obtain paymenl from my eswrance. lunderstand and agnee that anmy monics reccived dircetly from my insurance carmicr vall bel
my respensbility b cover costs assudated with servicos rendered,

| understand and agrec that | am respensible lor any part ot my bill not covered by my insurance,

*Signature ol paticrt, panent, or guardian *Dale *Aulalinmship b paticnt

*Required Field - If header, entire saction required 2of9 (07/2019)



New Patient Welcome Packet “Date:

*lnsurance 10:

Patient Name:

Acknowledgement and Consent

*OFFICE POLICY REGARDING PATIENT TREATMENT

Qur goal in trealing wur palicnls is lo provide the highesl quality of care utilizing the most up-to-dale lechniques and malorials in a safe, friendly
environment by ovur expericnced, caring and well trained staff. The fullowing are our guidelines for treatmenl. |l you have any questions or concerns
regarding thesc guidclines, ploasc fucl frec tw ask anc of our dentisls or staff members anylime for clarification.

TREATMENT
We will treat you andfor your child the same way woe would treat ourselves ar one ol our own children. With very fow cxcoplions, most children's denlal
Ircatmuent can be porfarmed in the dental office with local anesthesia, nitrous vxide, and various paticnt guidance techniques. We ool these arc safc and
offective approaches to treatmenl For you andfor your child.
Many adults have a fcar of dentistry and, as a resull, they often postpone noeded dental care until they have significanl and complicated denlal conditions.,
One of our goals is o demonstrate to our palicnls by caamplc that regular dental visits to mainlain denlal hoalth have a tremendous reward: a lifctime of
healthy teeth and gums. Most of the treatmenl we perform (e, dental sealants and dental fillings) is designed Lo prevent future expensive and complicated
dental procedures. We strive 1o cducate our paticnts about denlistry and to establish a level of Lrust and eonfidence in those dental procedurcs aimed at
proserving good ural hygivne, The rosull of our offorls helps to reduce the number of palicnls whe arc foarlul ol denlisly, Winning the trust and confidence
of our paticnts and parenls is very imporlant and reguires special altention to delail.
It is our geal o ensurc crery patienl has a positive dental cxpericnce. We understand Lhal every child is unique and handles now situalions in different ways;
howcwer. sccuring a child™s undivided allenlion is the first stop loward that positive cxkpericnce, Some children do nol bear dental procedurcs and approach
Llhem with conlidence. Others may focl uncertain and we understand that Lhe presence of a parenlfguardian in the clinical cnvironment can positively or
negalively impact a child's ability Lo provide hisfher undivided attention during troatment.
We welcome parcnls o accompany their children in the dlinical environmoent. Fer some palienls, the presence ol a parcnt! guardian helps rather than
hinders the adminislralion of dental procedurcs, For other paticnts, howewer, having a parcnbiguardian in the room where dental care is being administercd
may causc the palienl to be inattenlive or distracled, to lose their scnsc ol contidence, ta be more likely nol to adhere to the dircctions the clinical tcam
providos, and/or te be disinteresied in establishing rapport with Lhe denlist providing the care. Those rosulting bohaviers not only interfere with the dental
procedurs, but they can also put the palient and the clinical staff at risk as well. The uifice manager along with Lthe doclor and the parcntsiguardians will
work togecther to idenlily the mosl bencficial selution. After all, we belicve cvery child descrves to have pusitive denlal caperiences and warking togelher
with our parentsfguardians helps e cnsurc that all gatients recognize us as a caring, sale, and friendly place.

PEDIATRIC DENTAL BEHAYIOR GUIDANCE TECHMNIGUES

Wo strive Lo deliver professional care with the highest cancern lor quality of care for cach child, $omelimes a child's apprehension or nervousness can
intcrfere with Lhe ability to treat the child™s dental noeds. We will attempt ta obtain the couperation and Lrust of the child Lhrough the use of fricndly
porsuasive techniques such as:

Tell-Show-Do: The dentist or assistant caplains to the child whal is Lo be done using simple terminology and repetition and then shows the child what is to
be done by demonelrating with instruments wn a modcl or the child or dentist's finger. Then Lhe grocedure is perfarmed in the shild™s mouth as described.
Praise is uscd to reinforee cooperative behaviar.

Positive Reinlurecment; This tochnique rewards the child who displays any behavier, which is desirable, Ruwards may include compliments, praisc, pal wn
lhc back, a high live or a prize.

Yoice Gontrol: The attention of unfocuscd patients is gained by changing the lene of the dentist™s voice, Content ol the conversation is kess important than
lhe reguest; however, the conlenl should ahvays include only appropriatc requests — ones that provide clear dircction while alse cncouraging the child.

In cuertain circumstances we may nocd Lo use additional methods to encourage your child te participate such as:
Mouth Props: A rubber or plastic aide is placed in the child™s mouth to prevend clesing when a child has trouble maintaining an open mouoth,

Active Immobilization: A form ol proteclive stabilization where Lhe denlist/dental assistant prevenis the child Irom moving By helding the child™ hands
and/or upper body, stabilizing the child's head andfor lcg movements. or positioning Lhe child ta limil movement in the dental chair.

Milrous Oxide: Nitrous Oxide/Oxygon inhalation is a sale and cffoctive technigue e reduce anzicly, produce analguesia, and cnhance communication
belwoen the dentist and the pativnt. This is commeanly relerred to as ~laughing gas.” The paticnt does not becomue uncenscious.

Passive Immobilizativn ¢ Fapoose Board: A form ol proteclive stabilization where an immobilization deviee is uscd to limil Lhe child’s movemonts during
dontal procedures Lo prevent injury Lo the child and clinical tcam, while enabling the dentist to provide Lhe necessary trealmenl The child is comibortably
placcd in the immobilization device and placed in a reclined dental chair,

Motc: If you have questions regarding Lhe methods lisled above, ploase contact a front office ur clinical slaff member immediately. We want your child™s
dental cxperience to be a pleasant one while also cnsuring we complete any or all of your child's reguired dental work wilh your child's safety and the safcty
of our clinical stafl in mind,

I. {parcnl or guardian} of achnowlcdge thal | have read and understand the "Podiatric Dontal Bohavior Guidance Techniques™
and give cunsent for their use, | have been advisud of the risks and bonefits, as woll as alternatives to include sedation, general anesthesia or deherring
Ircatment. | {urther understand that this conscnt shall remain in effect unlil terminated by me. All of my queslions and concerns have been addressed and
answcred to my satislaction.

Signature: Relationship to Patient (if patiant is minor): Date:

*Required Field - If header, entire saction required 3ofo (07/2019)




New Patient Welcome Packet “Date:

*lnsurance 10:

Patient Name:

*ACKHNOWLEDGMENT AND CONSENT BY PARENT/GUARDIAN TG TRANSFER AUTHORITY FOR TREATMENT

l, certify | am the parent and/or guardian of the following child:

(the Patient). | hereby give permission to, request and authorize the following:
The lisked Person(s) to ransport the Paticnt toffrom Lhe alfice lor cxkamination and trealment; tv accompany the Palicnt while at our olfice; and to makc any
and all addilional decisions as nocded regarding conscnt for Lhe Patient's trealmenl. | designate and tormally recognize Lhe named Poerson(s) below,
standis] in bor me as the parcnt/quardian of the Paticnt at my request, arc/is invelved in the Paticnt's carc and Lreatment, and can roccive the Paticnt™s
health infermalion and records. including anmy privileged or confidenlial infarmation. | have already boen adviscd of Lhe nocessary csamination and treatmont
lor Lhe Faticnt. | have received sulficicnt conscnt information cxplaining the diagnosis, purposc of Lthe procedures, material risks, benefits, allernalives,
likclihood of success. and prognosis if rojectod, | heroby request, consent o and authorize Lhe ollice. ductars and slaff to provide such cxamination and
Ircatmunt to the Paticnt, including reatmunt ol conditions which arisc during such cxamination and trealmenl, Howewer, to the cxtent additivnal conscnt is
later requested, | aulharize Lhe ollice. ductors and slaff o rely upan the below-listed Personis) to make any and all addilional decisivns and sign forms
regarding the Paticnt. | undersland Lhe office will not be held legally liable lor any trealmenl changes or decisions made by the beluw-listed Personis}, and
lhat | will be liablc for costs of the Paticnt's carc conscnted to by the Porsanis] but nol covered by Meodicaid or insurance, | have boen adviscd by the doctors
and stalf that it is in the Paticnt's beslinterest 1or Lhe Paticnt's parent to be present; however, | have opted bo delegate my decision-making authority to the
Porsonis) liskod beluvr; who will accompany the Palicnt and act on the Palicnl's behalf at my request. This lurm is valid for one (1) year from the dale
signed, and a copy is as valid as the original.

Pleasc list ALL porsons with aulhority to conzcnt te treatment ol Lthe paticnt

Mone [ )

Mamec of Person 1 Aelationahlp e Matiant Mamu of Porsun 42 Aalationahip ke Mabant

Mamc of Purson #3 Relationaklpeeratient__ Wame of Porson #4 Ralationarlp bo Matmet___
Signature: Relatianship to Patient [if patient is minor): Date:

*ACKNOWLEDGEMENT OF RECEIPT AND CONSENT TO PATIENT RIGHTS ANMD RESPONSIBILITIES

By signing this lorm, you acknowledge that we have provided you with cur Paticnt Rights and Besponsibilitics document {insorporated herein by reference),
lhat you have read and understoed it and that you consent on behalt of yourself and your beneficiarics to its conlenls, You specilically acknowlcdge and
understand Lhat page 2 of Patient Rights and Responsibilitivs doocumenl conlains a voluntary agrecement o resolve any dispule Lhal may arise in the future
belween the partics as dofined within this dacument, by binding arbitrativn. In arbitration, a ncutral third party chosen by the partivs will resche all disputes
belween the parlics. When parties agrec to arbitrate, they waive Lheir right to a trial by jury.

THIE AGREEMENT GOYERNS IMPORTANT LEGAL RIGHTS. PLEASE READ IT CAREFULLY BEFORE SIGHING.

PATIENT OR PATIENT'S PARENT/GUARDIAN - Wilh my signature, | coertify that | am cither the paticnt autharized ta sign an behalf of mysclt and my
bencliciaries. ar the pativnt's parcnb/guardian aulherized to sign an behall of Lthe paticnt and the palienl’s beneficiaries.

I represent Lhal the paticnt has vested in me the aulharity to sign the agreement to arbitrate on behall of Lhe patient and his or her beneliciarics,

Signature: Relatianship to Patient (if patient is minor): Date:

Print Name:

*For affice use anly {To be completed only if agreentent iz nat sigred}

1. Waa the patlent or guardian provided a copy af the Patient Righis & Aesponsitiliies
and dla hedshe hawve an opparfunity to review with pou?
2. Indlcale reason patient or guardian did net sign.
Office taam member /! Date:

*INFORMED CONSENT FOR PHOTOGRAPHS

Palicnl Photographs: Photegraphs will be Laken when deemed neccssary by the doctar for the purpose of documentation, planning Ircatment precedures.
referrals for spedially care, or for filing insurance claims,

Permission/Denial to use photographs finitial next to your seleclion):
( ) lhereby grant permission Lo take photographs for the purpese of ducumenlation, planning treatment procedures, referrals for specialty care. or lor
liling insurance claims. The photography will be maintained as part of Lhe patient record. By wigning this Furm. you will consent to our use and disclosure of

protucted health infermalion to carry ouwt treatmoent. paymoenl activitics. and healthcare eperations,

( ) 1 dv not grant permissian for taking photugraghs for the purpose of documentation, planning treatmoenl procedures, referrals for specialty carc, ar for
liling insurance claimes.

I have read and understand the “Inlormed Consent for Photographs™:

Signature: Relationship to Patient {if patient is minor): Date:

Print Name:

*Required Field - If header, entire saction required 4of9 (07/2019)




New Patient Welcome Packet “Date:

*lnsurance 10:

Patient Name:

GFFICE PHONE AND OTHER ELECTRONIC DEVICE FOLICY

We cnocourage you to cnjoy the use of your phone or other cloclronic device. wilh some limits, in our dental office. In order Lo protect the privacy of Ltho
palivnls, parcats and stall, we do ash that you limil some uses and we help you understand Lhose limits below.

¥ou arc froc to quictly usc your phone and other clectronic devices in our lobby:

Y¥ou may take pictures of your childron (cspccially fer Lhoir first dental visit) at the dosignated picture arca in our lobby,

Plcase rocad. text, play games, and other quicl activitics on your phone. Please turn off any audio, or use carphones. Amy conversations should be gquict and
discreot. Any conlent should be appropriate for children who could sec or hear your dovice or conversation.

To respoect the privacy and remain courteous bo our patients receiving treatment, device use is limited in any lreatment arca:

At all times: no pictures, video or audio recording may be taken to protoct the privacy of olhor paticnts recciving trealmoenl. paticnls, and statf. Betore
Ireatment begins: you arc welcome to use your phone For quicl activitics. such as games, social media and texting. Qnee treatment begins: please do not
usc any ©lectronic dovice, all poople should be cumpletcly focuscd on supparting paticnt carc during trocatmont.

If an urgent call or activily oceours, please excusc yourself to the lobby arca.

I have read, understand and agrec to Lhis policy. | undorstand that any piclures. audio or video recording oulside of those authorized above, crocated inthe
dental alfice, will be the cxclusive property of Lhe denlal office, and | may not use, display or distribule those files in any way.

Signature: Relatianship to Patient [if patient is minor): Date:

*ACKNOWILEDGEMENT OF RECEIFT: NOTICE OF PRIVACY FRACTICES

By signing Lhis [oro, you acknowledge thal we have provided you with our Nolice of Privacy Praclices,
The Nolice of Privacy Praclices tells you how we can use and disc|ose your heallh information. It alse describes certain righls you have
about your haalth informatian.

Autharizalion of PHI Disclasure
| aulhorize Personal Health Informathen Lo be disclosed 10 the [ollowing reciplenls:

Nohe { )

Name of Parson #l; Relatlanship 10 yoln

Name of Persan #2: Relalianshlp to you:

Signature: Relationship to Patient {if patient is minor): Date:

*For effice vze only

To be completed only if Acknowledgement is Aot signed.

1. Waa the patlent given 2 copy of the Motice of Privacy Practices? [ | ¥YES [ ] WO

2. Pleasa explain why the patient was engile to slgo this Ackrowledgement and cur efforts te fry ko obtain the patient's sighatura:

NamesTitle Date

*Required Field - If header, entire saction required S5of9 (07/2019)




Patient Rights and Responsibilities
What You Should Know and Understand

About Your Dental Care

Welcome to our office - we’re excited you have chosen our team as your dental care provider. Our goal as your dentist is to help you and

your family establish good, healthy dental habits that will last a lifetime.

This information is really important. You should read and understand it before receiving any treatment. Here’s why it’s important: This
document explains rights and responsibilities. It tells you what you should know and understand about dental treatment. It also lets
you know exactly how we plan to provide quality dental care to you and your family.

What we both agree to:

* You are responsible for your and your family’s oral health care decisions.
Our team will provide information and offer professional advice, but
ultimately you make the treatment decisions.

¢ You are responsible for practicing good hygiene habits at home (eat
three healthy meals, brush twice and floss once each day). You are also
responsible for coming in to the dental office for regular professional
cleanings.

* You are responsible for completing any agreed treatment in order to
ensure a healthy outcome. Except in the case of pain, or emergency care,
we can refuse treatment to you or your family if you miss appointments
without an adequate reason, are disruptive or could, in our judgment, be a
risk to other patients, doctors and staff.

¢ We know that both our patients and doctors have busy schedules, so it is
important that you are on time for all scheduled appointments. If we believe
there will be a long delay while we attend to the dental needs of other
patients, we will tell you and offer alternatives. We ask that you do your best
to notify us at least a day in advance if you need to change or cancel your
appointment.

¢ We will treat each other with kindness and respect. Our dental care team
will strive to be attentive to your needs and we will answer any questions
you may have to the best of our ability.

o Our dentists and other team members will do their best to provide high
quality care to all of our patients, without regard to ethnicity, gender,
national origin, religion, age, or disability. If we feel your care is best
provided by someone else, we will provide you with a referral.

* We will keep details about your health, dentist visits, and treatment
plans private in accordance with federal and state privacy requirements.
It's your responsibility to give us honest, accurate,

and complete information about your medical history and current
health status so we can make the most appropriate professional
recommendations about your care.

Before you begin any dental treatment:

After your exam, one of our dentists will provide a treatment plan

using their best independent clinical judgment. You will have an
opportunity to openly discuss this plan, and how much it will cost, with a
dental professional. If you are not sure about any treatment, what it is,
what it is designed to accomplish or why it is needed, you agree to
discuss it with your dentist before agreeing to the treatment.

*Regquirad Field - If header, entire section requlred

Suggested questions to ask before treatment begins:

Are there any other treatment options?

How much will this cost?

How much will I owe if my insurance does not pay?
Is there a less expensive option?

What could happen if | go without this treatment?
Is this treatment likely to solve my problem?

cooool

You can always decide to:
* Accept, delay, or decline any part of the treatment
recommendations, including work that is already in progress.

¢ Use other payment options, such as credit and extended payment plans.
You should always understand the additional cost if you don’t pay using
cash; credit options might be more costly.

 Seek a second opinion. There may be additional cost of receiving a second
opinion from another dentist. Please remember that each dentist’s opinion
might be different. You should choose the treatment option you think is right
from a dentist you trust.

* Request a copy of your medical records.

Our Commitment:

We agree to live up to these responsibilities and provide high quality

dental care, protect your privacy, and be

a partner on your oral health journey. We will work quickly to address
any of your concerns. We want to be your dentist for the long term, so
it is important to us to try to resolve any potential issues to your
satisfaction.

If you have any questions about our service, your treatment, or your
bill, please contact the office, the dentist, or his/her staff. Our Patient
Satisfaction Hotline is available for you at any time, toll free, at 1-888-
644-9144.

6of9 {07/2019)



Patient Rights and Responsibilities
If you have a concern:

We strive to create a positive, memorable experience for you during each
visit, while providing high quality dental care. As committed as we are to
ensuring you have a great experience, we know that from time to time, you
may have some concerns about a visit or dental treatment.

If you have a concern about your experience at our office or about a dental
treatment, you should attempt to resolve the concern by first speaking
with the office manager or dentist. If a satisfactory solution cannot be
reached, please use the Patient Satisfaction Hotline available any time at 1-
888-644-9144 to share your concerns with a trusted and experienced
patient satisfaction representative.

In the unlikely event that your concern or dispute still cannot be
addressed satisfactorily, by signing below we mutually agree to resolve
any concern or dispute by binding arbitration according to the following
agreement:

* Our office and you/patient agree to have any dispute resolved through
binding arbitration by a single, independent and neutral arbitrator.
Arbitration is a way to settle a dispute between us without involving courts.
It's usually faster, easier, and less expensive for both of us. If you/patient
agree to arbitration, the decision is considered final and you/patient cannot
go to court or appeal the decision.

* \We agree to arbitrate any dispute within 180 days after selection of
an arbitrator, unless we both agree to a different deadline.

e The arbitration will occur at a recognized arbitration location near
your/patient’s residence. This agreement to arbitrate will include all
people who might make a claim with or on behalf of you/patient, others
making any claims on your/patient’s behalf and any claims based on
dental treatments provided by us to you/patient or your/ patient’s family.

* You/patient will always retain the right to file a complaint with us, our
dentists, or any regulatory agency. This agreement to arbitrate will not
apply to disputes of an involuntarily termination of the patient-dentist
relationship.

* This agreement to arbitrate will include any dispute against

the office, as well as its dentists, licensed and unlicensed clinical
professionals and assistants, officers, directors, employees, agents, parent
entities, subsidiaries, affiliates, and any person or entity you allege to be
responsible. This agreement will also include disputes involving the patient,
as well as the patient’s parent(s), representative, guardian, attorney-in-fact,
agent, or any person whose claim is

derived through or on behalf of the patient, including any spouse, child,
parent, executor, administrator, personal representative, heir, or survivor, or
anyone entitled to bring a wrongful death claim relating to the patient. If
you are the patient’s parent or guardian, the patient is an intended third-
party beneficiary of this agreement.

¢ This agreement to arbitrate any dispute is governed by the Federal
Arbitration Act and will be administered by the American Health Lawyers
Association (“AHLA”) or its successor, according to its rules of procedure. If
the AHLA is unavailable to administer the arbitration,

we will work together to identify a mutually acceptable arbitrator, and if we
cannot identify a mutually acceptable arbitrator within ten (10) days after
being notified about the unavailability of AHLA, then either of us may
petition a court to appoint a neutral arbitrator.

 Any arbitrator selected will follow the terms of this agreement to
arbitrate and the rules of the AHLA in effect at the time that our agreement
was entered. The arbitrator may be removed by mutual written agreement.
The arbitrator will resolve all disputes among us, including wrongful death
claims and any disputes about the making, enforceability, or scope of our
agreement to arbitrate.

e Each of us may be represented by our own lawyer in the arbitration. We
each agree to pay our own attorneys’ fees and costs, unless otherwise
specifically awarded by the arbitrator. The arbitrator

may award attorney’s fees and expenses to the prevailing party. We will pay
the fees of the arbitrator and the AHLA unless otherwise ordered by the
arbitrator. We both agree that the issue of how to resolve disputes about
the patient’s dental care is a healthcare decision and our agreement to
arbitrate is a healthcare decision. This agreement to arbitrate will become
part of the patient record.

o If any part of our agreement to arbitrate is determined to be invalid, the
remaining provisions of our agreement to arbitrate will remain in full force and
effect.

* This agreement to arbitrate covers any subsequent care and/or treatment
of the patient by our dentist. This agreement remains in effect
notwithstanding the discharge of the patient from our office or the
termination of the patient-dentist relationship.

¢ We agree that we will provide prompt dental treatment to
you even if this agreement to arbitrate is not signed by you.

* You/patient, may revoke this agreement to arbitrate by providing
written notice to us within thirty (30) days of your signature. Any
disputes arising prior to revocation will remain subject to our agreement
to arbitrate.

THIS AGREEMENT GOVERNS IMPORTANT LEGAL RIGHTS. PLEASE READ IT CAREFULLY BEFORE SIGNING. This is a voluntary agreement to
resolve any dispute that may arise in the future between the parties by binding arbitration. In arbitration, a neutral third party chosen by the parties
resolves all disputes between the parties. When parties agree to arbitrate, they waive their right to a trial by jury.
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Jaint Notice of Privacy Practices

Your Information.
Your Rights.
Our Responsibilities.

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.

Your Rights - You have the right to:

Get a copy of your paper or electronic medical record

Correct your paper or electronic medical record

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we've shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy rights have been violated

When it comes to your health information, you have certain rights. This
section explains your rights and some of our responsibilities to help you.

Get an electronic or paper copy of your medical record

* You can request to see or obtain an electronic or paper copy of your
medical record and other health information. Ask us how to do this.

* We will provide a copy or a summary of your health information, usually
within 15 days of your request. We may charge a reasonable, cost-based

fee.

Ask us to

¢ Provide you with a list of who we shared your health information during
the past six years and why.

¢ We will include all the disclosures except for those about treatment,
payment, and health care operations, and certain other
disclosures (such as any you asked us to make). We'll provide one
accounting a year for free but will charge a reasonable, cost-based fee if
you ask for another one within 12 months.

Get a copy of this notice to correct your medical record

e You can ask us to correct your health information that is incorrect or
incomplete. Ask us how to do this.

* We may need to deny your request, but we'll tell you why in writing within

60 days.

Request confidential communications

You can ask us to contact you in a specific way (for example, home or office
phone) or to send mail to a different address. We will say “yes” to all
reasonable requests.

Ask us to limit what we use or share

You can ask us not to use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your request,
and we may deny your request if it would adversely affect your care. If you
pay for a service or health care item out-of-pocket in full, you can ask us not
to share that information for the purpose of payment or our operations with
your health insurer. We will say “yes” unless a law requires us to share that
information.

Get a list of those with whom we’ve shared information

e You can request a list (accounting) of the times we've shared

¢ You can request a paper copy of this notice at any time, even if you have
agreed to receive the notice electronically. We will provide you with a
paper copy promptly.

Choose someone to act for you

If you have given someone medical power of attorney or if someone is your
legal guardian, that person can exercise your rights and make choices about
your health information. We will make sure the person has this authority and
can act for you before we take any action.
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Your Choices - You have some choices in the way that
we use and share information as we:

Tell family and friends about your condition

Provide disaster relief

For certain health information, you can tell us your
choices about what we share.
If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and
we will follow your instructions. In these cases, you have both the right
and choice to tell us to:
* Share information with your family, close friends, or others

involved in your care
o Share information in a disaster relief situation

If you are not able to tell us your preference, for example if you are
unconscious, we may go ahead and share your information if we believe
it is in your best interest. We may also share your information when
needed to lessen a serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written
permission:

» External Marketing purposes

» Sale of your information

Our Uses and Disclosures - we typically use or
share your health information in the following ways:
Treat you
Run our organization
Bill for your services
Help with public health and safety issues
Do research
Comply with the law
Work with a medical examiner or funeral director
Address workers’ compensation, law enforcement, and other government
requests
Respond to lawsuits and legal actions

Treat you

We can use your health information and share it with other
professionals who are treating you.

Example: A dentist treating you asks an oral surgeon for an opinion.

Run our organization

We can use and share your health information to run our practice, improve
your care, and contact you when necessary.

Example: We use health information about you to manage your
treatment and services.

Bill for your services

We can use and share your health information to bill and get payment from
health plans or other entities.

Example: We give information about you to your health insurance
plan so it will pay for your services.
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Joint Notice of Privacy Practices
Our Uses and Disclosures — continued...

How else can we use or share your health
information? We are allowed or required to share your
Infarmation In ather ways - usually in ways that contribute ta the
public good, such as public health and research. We have ta meel
many condltions in the law befare we can share your informatian for
these purposes, For more information see;

wiwviw. hhs. gov/ocr/privacy/hipaasunderstanding/cansu mersindex. bl
ml.

Help with public health and safety issues

We can share health infarmallon abaut you for certain sltuatlons such
as;

o Prevenlng disease

o Helping wilh praduct recalls

o Reparting ackerse reaclions 10 medicalians

o Reporting suspected ahuse, neglect, or dames e vialence

o Praventinyg o reducing a serlous threat o anyone’s health or safety

Do ressarch
Wa can use or share your Infarmation for health research,

Comply with the |aw

We will share informatian about you If state or fedieral laws reguire
It, including with the Depariment of Health and Human Services if it
wanls lo see that we're complylng with federal privacy law.

Wark with a medical examiner or funeral director
Wa can share health informatian with a caroner, medical
examiner, or Tuneral director when an individual dles.

Address workers’ compensatian, law enforcement,

and other government requests

We can use ar share health information about you:

o For workers' compensalicn clalms.

e For law enfarcement purpoeses or with a law enforcement officlal

o Wilh health aversight agencies far aclylties autharized by law

e Faor speclal government functions such as mililary, natlonal
securlty, and presidentlal pratect ve servicas

Hespond to lawsuits and legal actions
We can share health information aboul you [n resgonse ta a
courl or adminlstrative arder, or In response to a subpoena.

Cur Responsibilities

o Wa are required by law ta malnlaln the privacy and secur|ty
of yaur protected health Information.

o We will let you know pramptly i a breach ocours thal may
have compromised the privacy or securlty of your
Infarmation.

o We muslt follow the dutles and privacy praclices described In
this notice and qive you a copy of Ik
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Appointment Reminders & Fatient Communications:

We wlll communicate reminders, canficmatlons and informatlon of inlerast
designed [o Improve your customer axpetience and oral health [F you
prowice your contact Informatlon including, mailing address, phong number,
emall address and/or your apl in o lext messages, Wi may use
automated diallng technology and pre-recorded messages o canflrm your
appolntment Information, using any phomne nurmber you pravide 1o us, Our
communications to you will only disclose FHI ta confirm your sontact and
Insurance Infarmation, remind you and'or yaur child of an appolntmeant, or
to infarm you andior your child of treatment allernatives or ather health-
related benefts and setvlces that may be of Interast o yaw, such as oral
disease managerment programs. Flease Inform us Immediately IF any of
yaur contacl Information changes.

W may alsa ermall of send mall that has [nformatian abaul sericas we
offer at the office where you ar other members of your lamilly recelve care,

Changes to the Terms of this Notice

We can change 1he terms of this natice, and the changes will apply 10
all Infarmatlon we have about yau, The new notice will be availlable
upon request, [n aur office, and on our web site. Effective June 14,
20149,

File a complaint if you feel your rights are violated

o You can complain if you feel we have violated your rights by cantaciing
us using the information here.

o We will not retallate agalnst you far fling a camplaint

Frivacy Officer 11090 Northchase Pkwy SE Suite 150 Marietta
GA 30067

Emall: CampllanceTeami@henevis.com
Phone: G25-517-T663
Fax: 6PE-285-4703

For mare infarmatlon or to flle a complaint you can cantact Lhe
US Gepartment af Health and Human Secvices Office For Civil
Righis by sending a letter to;

200 Independence Avenue, S5.W., Washington, D.C, 2020, or
visiting www. bhbs goviocr/privacy/hipaa/complaints/.

*The HIFAA privacy rule establishes a natlonal minimuwm standard, If a

state law provides greater privacy protections, the state law must be
ohserved,
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