\\HOW MUCH 1S YOUR DEDUCTIBLE?

PATIENT INFORMATION (CONFIDENTIAL)
NAME DATE
i W e STATE/ ZIP/
ADDRESS CITY PROV. pC.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE
CHECK APPROPRIATE BOX: || MmiNnor [ sincte LI marriep [ pivorcep [ wipowep DSTEITEBARATED
IF COLLEGE STUDENT, ET. / P.T,, NAME OF SCHOOL Iy PROV.
PATIENT'S OR PARENT’S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ 71p/
BUSINESS ADDRESS CITY PROV. pC.
SPOUSE OR PARENT'S/GUARDIAN'S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
|_PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER'S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
LIS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? L] YES L] no
INSURANCE INFORMATION
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ 71P/
EMPLOYER ADDRESS cITY PROV. pC.
INSURANCE CO. TEL. # GRP # POLICY / LD, #
STATE/ 71P]
INS. CO. ADDRESS CIrY PROV. pC.
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ] YES [ ] NO  IF YES, COMPLETE THE FOLLOWING:
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ 71P/
EMPLOYER ADDRESS Iy PROV. bC.
INSURANCE CO. TEL. # GRP # POLICY / 1.D. #
STATE/ 71P/
INS. CO. ADDRESS CITY PROV. bC.
HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

REGISTRATION

PATIENT NUMBER




FORKS

knowledge
(or patient’s) heaith. It is my responsibiiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

Date

Patient Name Birth Date SOMILY DENTAL
Are you under a physician’s care now? OvYes ONo If yes L l
Have you ever been hospitalized orhad amajor operation?  (Dyes ONo Ifyes | |
Have you ever had a serious head or neck injury? OvYes ONo If yes [_ j
Do you take, or have you taken, Phen-Fen or Redux? OvYes ONo Ifyes | |
Areyou taking any medications, pills, or drugs? Oves ONo Ifyes | |
Have you ever taken Fosamax, Boniva, Actonel or any other O Yes ONO If yes I ]
medications containing bisphosphonates?
Are you on a3 special diet? OvYes ONo If yes [ ]
Do youuse tobacco? OYes ONo If yes I ]
Do youuse controlled substances? Oves ONo If yes I l
Women: Are you...
[JPregnant/Trying toget pregnant? [Nursing? [JTaking oral contraceptives?
Are you allergic to any of the following?
[OAspirin [JPenicillin [JCodeine OAcrylic
[OQMetal [JLatex [JSulfaDrugs [JLocal Anesthetics
Other? O If yes | |
Do you have, or have you had, any of the following?
AIDS/HIV Positive Oves ONo |DrugAddiction OvYes ONo |LiverDisease Oves ONo
Allergies/Hay Fever OvYes ONo |Eating Disorders OvYes ONo |LowBlood Pressure QOYes Ono
Alzheimer's Disease OvYes ONo |Epilepsy or Seizures OvYes ONo |LungDisease Oves Ono
Anaphylaxs OvYes ONo |ExcessiveBleeding OvYes ONo |Mitral valve Prolapse OYes Ono
Anemia OvYes ONo |Excessive Thirst/Dry Mouth QOvYes ONo |Nervousness QOves Ono
Arthritis/Gout OvYes ONo |Fainting Spells/Dizziness QvYes ONo |Paininlaw Joints OvYes Ono
Artificial HeartValve OvYes ONo |FrequentCough OvYes ONo |Periodontal Disease OYes Ono
Artificial Joint Oves ONo |GerdfAcidReflux Qves ONo |PsychiatricCare QOYes ONo
Asthma OvYes ONo |Heart Trouble/Disease OvYes ONo |Radiation Treatment OvYes Ono
Back Problems OvYes ONo |Hepatitis QOves ONo |Sinus Trouble OvYes ONo
Bruise Easily QOvYes ONo |HighBlood Pressure QOvYes ONo |SleepApnea OvYes Ono
Cancer Oves ONo |HighCholesterol QOvYes ONo |Stomach/intestinal Disease QOYes ONo
Chemotherapy OvYes ONo |Hives/Rash OvYes ONo |Stroke Oves OnNo
Cold Sores/Fever Blisters OvYes ONo |Kidney Problems QOvYes ONo |Thyroid Disease OvYes Ono
Diabetes Oves ONo |Leukemia QOves ONo |Tremors OvYes ONo
Haveyou ever had any serious iliness not listed above? Oves ONo If yes | |
Comments:
To the best of my , the questions on this form have been acaurately answered. I understand that providing incorrect information can be dangerous to my




Forks Family Dental

STATEMENT OF PRIVACY PRACTICES OVERVIEW

Our office is dedicated to protecting the privacy rights of patients and the confidential information entrusted to
us. Itis a requirement of this practice that every employee receive appropriate training and is dedicated to the
principal concept that your health information shall never be compromised. We may, from time to time, amend
our privacy policies and practices but will always inform you of any changes that might affect our obligations and
your rights.

PROTECTING YOUR PERSONAL HEALTHCARE INFORMATION

We use and disclose the information we collect from you only as allowed by the Health Insurance Portability
and Accountability Act and the state of Washington. This includes issues relating to your treatment, payment,
and our health care operations. Your personal health information will never be otherwise given or disclosed to
anyone - even family members - without your consent or written authorization. You, of course, may give written
authorization for us to disclose your information to anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to make
certain that the confidentiality, integrity and access to your records is always proteced. Our privacy policy and
practices apply to all former, current and future patients, so you can be confident that your protected health
information will never be improperly disclosed or released.

COLLECTING PROTECTED HEALTH INFORMATION (PHI)

We will only request personal information needed to provide our standard of quality health care, implement
payment activities, conduct normal health practice operations and comply with the law. This may include your
name, address, telephone number(s), social security number, employment data, medical history, health records,
etc. While most of the information will be collected from you, we may obtain information from third parties if it is
deemed necessary. Regardless of the source, your personal information will always be protected to the full extent
of the law.

DISCLOSURE OF YOUR PROTECTED HEALTH INFORMATION

As stated above, we may disclose information as required by law. We are obligated to provide information to
law enforcement and governmental officials under certain circumstances. We will not use your information
for marketing or fund-raising purposes without your written consent. We may use and/or disclose your health
information to communicate reminders about your appointments including voicemail messages, answering
machines and postcards unless you direct us otherwise. We will never use, disclose, sell or otherwise allow
access to your personal, protected information in exchange for or receipt of financial renumeration.

Any breach in the protection of your personal health information, including unauthorized acquisition, access, use
or disclosure, will be fully investigated, addressed and mitigated as established by the HIPAA Privacy Breach
Notification Rule. You have a right to, and will be provided, all information relating to any breach involving your
personal PHI.

YOUR RIGHTS AS OUR PATIENT

You have a right to request copies of your healthcare information; to request copies in a variety of formats; and to
request a list of instances in which we, or our business associates have disclosed your protected information for
uses other than stated above. All such requests must be in writing. We may charge for your copies in an amount
allowed by law. If you believe your rights have been violated, we urge you to notify us immediately. You can also
notify the US Department of Health and Human Services.

IF you would like a full and complete copy of our Statement of Privacy Practices, please ask the front desk.

Sign:

Forks Family Dental
PO Box 1429 + 421 G Street - Forks, Washington 98331 + 360-374-2288
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