SALT RIVER

Patient Information

OMr. OMrs. OMs. ODr. 0 Male [ Female O Single 0O Married [ Divorced [ Widowed
First Name Middle Name Last Name Preferred Name
Home Address City State Zip Code

Social Security # Date of Birth Email

Home Phone Cell Phone Work Phone

Occupation Employer

Employer Address City State Zip Code

How did you hear about our office? [ Another Patient - Please list:

Referral Information

[J New Patient Flyer

[J Another Medical or Dental Office? [ School  [work [ Church  [IDrove By Office [ Google [ Yelp [ Yahoo

[ Yello Pages [ Employee

O Community/ Charity Event [ Insurance Company [ Health/ Benefits Fair or Event

Person Responsible For Account-0O Check here if same as above

OMr. OMrs. OMs. ODr. O Male 0O Female O Single O Married O Divorced O Widowed
First Name Middle Name Last Name Preferred Name
Home Address City State Zip Code

Social Security # Date of Birth Email

Home Phone Cell Phone Work Phone

Occupation Employer

Employer Address City State Zip Code

Dental Insurance Information

[ Check here if you do not have dental insurance

[ Check here if you are enrolling in our in-house discount plan

Policy Holder’s First & Last Name Date of Birth

Social Security #

Insured’s Employer

Patient’s Relationship to Insured

Insurance Company

Phone Number Subscriber ID#

Group#

Claims Address

City State

Zip Code




Please check Yes or No for those that apply to you:

Yes No Yes No Yes No Yes No

0O O AIDS O O Emphysema O 0O Kidney Disease O 0O Seizures

O O Anemia O O Excessive Bleeding O 0O Liver Disease O O Stomach Problems
O O Arthritis O 0O Fainting O O Low Blood Pressure O 0O Stroke

O 0O Artificial Heart Valve O 0O Glaucoma O O Mitral Valve Prolapse OO0 O Thyroid Disease
O 0O Artificial Joints O [ Heart Conditions O 0O Nervousness/ Depression [ [ Tuberculosis
O 0O Asthma O O Heart Lesions O O Pacemaker O 0O Ulcers

O 0O Blood Disease O O Heart Murmer O O Periodontal Disease O 0O Venereal Disease
O O Bruise Easily O 0O Heart Surgery O O Radiation (Head/Neck) Women Only:

O O Cancer O [ Hepatitis:A B C O [ Respiratory Problems O O Birth Control
O O Chemotherapy 0 [ High Blood Pressure O O Rheumatic Fever O O Nursing

O [O Diabetes O O HIV Positive O O Rheumatism O O Pregnant

O 0O Dizziness O 0O Jaundice O O Scarlet Fever Due Date:

Do you have any of the following drug allergies?

Yes No Yes No Yes No

O 0O Aspirin O O Latex 0 O Percodan Please list other allergies:

O 0O Codeine O 0O Anesthetic O 0O Penicillin

O 0O Darvon O O Nitrous Oxide O O Antibiotics

O O Erythromycin O 0O Sulfa O 0O Other Allergies

Please check any of the following drugs you have used at any time:

Yes No Yes No Yes No Yes No

O O Fosamax O O Didronel O 0O Zometa O 0O Boniva

O O Aredia O O Actonel O 0O Skelid O O Bisphosphonates

List ALL medications you currently take (Prescriptions & Over the counter. Attach list if needed)

Using the Epworth Sleepiness Scale of 0 — 3, How likely are you to doze off or fall asleep in the following situations?
No chance of dozing =0 Slight chance of dozing=1 Moderate chance of dozing =2 High chance of dozing =3

____Sitting and Reading ____ Lying down to rest in the afternoon if conditions permit

___ Watching TV ___ Sitting and talking to someone

____ Sitting inactive in a public place, i.e. theater or a meeting ____Sitting quietly after lunch without alcohol

___ Asapassengerin a car for an hour without a break ____ Inacar, while stopped for a few minutes in traffic
TOTAL SCORE

Are you currently under the care of a physician? O Yes O No If yes, please explain:

Physician’s Name: Phone Number:

| certify the information recorded on this medical & dental form is correct. | understand it is my responsibility to notify the office if any changes. | understand if |

withhold information regarding allergies, medical conditions, medications, or supplements; | agree not to hold Salt River Dental Care or its employees liable in the
event of death or injury.

Patient Signature: Date:




Please check Yes or No for those that apply to you:

Yes No Yes No

O 0O Sensitivity to: Hot Cold Sweet O 0O Bleeding, Swollen or Irritated Gums

O O Chipped / Broken Teeth O [ Dissatisfied With Appearance Of My Teeth

O O Crooked or Tipped Teeth O 0O Frequent Headaches

O O Loose Teeth O 0O Jaw Joint Pain

O O Missing or Spaces Between Teeth O O Grinding or Clenching Teeth

O 0[O Catch Food Between Teeth O O Uncomfortable or Uneven When | Bite Together
O O Dry Mouth or Constantly Thirsty O O Clicking or Popping of Jaw

O O Smoke or Use Chewing Tobacco O O Difficulty Opening or Chewing

Please check Yes or No if you have, had any of the following:

Yes No Yes No
O O Dentures or Partials O 0O Veneers
O O Braces or Clear Braces O 0O Jaw Surgery
O O Periodontal Disease or Gum Treatments O [ Root Canals
O 0O Fixed Bridge OO O Sleep Apnea
O O Dental Implants OO0 0O C-Pap Machine or Oral Sleep Appliance
O O Crowns O [ Fear or Anxiety About Dental Treatment
If | could change my smile, | would:
O Make My Teeth Whiter [0 Repair Chipped Teeth
[0 Make My Teeth Straighter [0 Replace Missing Teeth
O Close Spaces or Gaps That Bother Me [0 Replace Old Crowns That Look Dark/ Don’t Match
O Replace Dark Metal Fillings With Tooth Colored Fillings O Have A Smile Makeover
O Fix My Teeth So I’'m Not Embarrassed When | Smile O Stop My Jaw From Hurting or Clicking
On a scale of 1 - 10, with 10 being the highest rating:

How important is your dental health toyou?...... 123456738910

Where would you rate your current dental health?...... 12345678910

Tell me about my options for replacing missing teeth with Dental Implants? [0 Yes O No

Tell me how | can straighten my teeth in 6 months instead of 2 years and if I'm a candidate? O Yes [J No
Have you ever been sedated for dental treatment? [0 Yes [J No

Are you interested in sedation options? [0 Yes [J No

Have you ever whitened your teeth? [J Yes [0 No

If this is your first time in our office please answer the following:
Date of last cleaning: / Date of last oral cancer screening: / Date of last complete X-rays: /
What is the most important thing to you about your visit today:

Why did you leave your last dentist?




SALT RIVER DENTAL CARE
Marshall Hamblin, DMD

NOTICE OF PRIVACY PRACTICES
OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your
health information. We must follow the practices that are described in this Notice while it is in effect.

We reserve the right to change our privacy practices and the terms of this Notice at any time. We reserve the right
to make changes in our privacy practices and the new terms of our Notice effective for all health information that
we maintain, including health information we created or received before we made the changes. Before we make a
significant change in our privacy practices, we will change this Notice and make the new Notice available upon
request. You may request a copy of our Notice at any time.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations.

For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: [n addition to the se of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect
any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except those described in this
Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights
section of this Notice. We may disclose health information to a family member, friend, or other person to the extent
necessary to help with your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible
for your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure,
we will provide you with an opportunity to object. In the event of your incapacity or in emergency circumstances,
we will disclose health information based on our professional judgment. We will also use our professional
judgment and our experience with common practices to make reasonable inferences of your best interest in
allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health
information.

Marketing Health- Related Services: We will not use your health information for marketing communications
without your written authorization.



Required By Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We
may disclose your health information to the extent necessary to avert a serious threat to your health or safety or
the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for lawful
intelligence, counterintelligence, and other national security activities. We may disclose to correctional institutions
or law enforcement officials having lawful custody of protected health information of inmate or patient under
certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS:

Access: You have the right to look at or get copies of your health information, with limited exceptions. You must
make a request in writing to obtain access to your health information. We will charge you a reasonable cost- based
fee for expenses such as copies and staff time. You may also request access by sending us a letter to the address at
the end of this Notice.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in
a 12 month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your request in writing). Your
request must specify the alternative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact the office
manager at: 480-948-6549 or Salt River Dental Care, ATTN: Office Manager 8600 E Via De Ventura #201
Scottsdale, AZ 85258

SIGNATURE DATE




Consent for Services
If your doctor prescribes any medication for you, understand that it may cause drowsiness and you should not drive,
operate heavy machinery, or sign important legal documents while taking that drug. Please consult your doctor if
you have any questions.

Salt River Dental Care will not be held responsible for any valuables brought into the operating room suites. Please
arrange for these items to be cared for by someone else while you are being treated.

Thank you for choosing Salt River Dental Care. This policy was designed to ensure that all finances (payments due) are
recovered which will allow us to continue to provide the best quality dental care for our patients. It is important to keep
patient/office relationship strong, therefore it is important to assure payment for services is a smooth transaction by making
it as simple and straight forward as possible. Please be advised that if the patient takes any prescriptions that alter their
cognitive function, including THC products (marijuana edibles etc.), prior to their appointments, we require all
consents to be signed, and payments made prior to their appointment date. Not disclosing this information or
violating this agreement will result in immediate dismissal from our practice.

Please read the following carefully and sign below. Thank you.

*Payment is expected at the time services are provided. If patient has insurance, the estimated patient portion
is due at the time of service. Any payment arrangement must be made in advance.

*Salt River Dental Care allows 45 days for insurance companies to pay the insurance estimated portion. If
insurance has not fully paid a claim after allowed time, patient is expected to pay the remaining portion.

*As a courtesy to our valued patients, Salt River Dental Care verifies patient’s benefits and send claims to your
insurance company. Information received is NOT a guarantee of payment, benefits received are used to estimate
patient financial portion.

*Patient understands that any costs incurred during treatment are patient responsibility. Insurance may help
pay for a portion of treatment. Treatment quoted is an ESTIMATE only. Patient will be responsible for any
unpaid fees by insurance company.

*Refunds must be approved by the owner and/or office manager after all pending claims have been paid or
closed and will be issued by check.

*Interest may be applied to the unpaid balance and additional costs of balance being sent to a collection agency
(30% or greater). Patient will be responsible for any legal fees.

*Due to a high demand for appointments, a $25.00 fee will be added for all missed appointments not
cancelled with 48-hour notice.

*Return Check Charge: A $25 charge will be applied to your account for checks returned unpaid by your bank.

*Payment options are: Check, Cash, Visa, Mastercard, Discover, American Express, Cherry, and Care
Credit.

I grant my permission to you to telephone me at home or at my work to discuss matters related to this form. I have read the

above conditions of treatment and payment and agree to their content.
I hereby acknowledge that I have reviewed a copy of this practice's Notice of Privacy Practices. | have been given the
opportunity to ask any questions I may have regarding the Notice.

Patient Printed Name:

Patient Signature: Today’s Date:




