1D;

First Name:

Chart ID:

PATIENT REGISTRATION

Last Name;

Patientls: [ ] Policy Holder
L] Responsible Party

First Name:

r—Responsible Party (if someone other than the patient)

Address:

City, State, Zip:

Ad

Last Name:

dress 2:

["] Would you like to receive text messages?

Home Phone;

Work Phone:

Birth Date:

(O Responsible Party is also a Policy Holder for Patient

Ext:

Cellular:

Soc. Sec:

(O Primary Insurance Policy Holder

Drivers Lic:

(O Secondary Insurance Policy Holder

r~ Patient Information

Address: Address 2:

City: State / Zip Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: () Male () Female Marital Status: () Maried () Single () Diverced () Separated () Widowed

Birth Date: Age: Soc. Sec: Drivers Lic:

E-mail: [ 1would like to receive correspondences via e-mail.
Section 2 Section 3

Employment Status; () Full Time () PartTime () Retired Additional Comments:

Student Status: () Full Time () PartTime

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyp.:

—Primary Insurance Information

Name of Insured: Relationship to Patient: () Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of Insured: Relationship to Patient:  (7) Self (7) Spouse () Child  (7) Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: -00 Rem. Deduct: 00




Bradley D. Scott, D.D.S. il

MEDICAL HISTORY

PATIENT NAME

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician’'s care now? Yes No N/A

Have you ever been hospitalized or had a major operation? Yes No N/A
Have you ever had a serious head or neck injury? Yes No N/A

Are you taking any medications, pills, or drugs? Yes No N/A

Please list all of your medications

Do you take, or have you taken, Phen-Fen or Redux? ' ' Yes No N/A Do you use tobacco? Yes No N/A
Are you on a special diet? Yes No N/A Do you use controlled substances? Yes No N/A
Women: Are you Pregnant/Trying to get pregnant? Nursing? Taking oral contraceptives?
 Are you allergic to any of the following?
: Aspirin Penicillin

Codeine Acrylic Metal Latex Local Anesthetics Other

Do you have or have you had, any of the following?

AIDS/HIV Positive
| Alzheimer’s Disease

Chest Pains
Cold Sores/Fever Blisters

Frequent Headaches
Genital Herpes

Irregular Heartbeat

. Kidney Problems

Scarlet Fever
Shingles

Anaphylaxis | Congenital Heart Disorder Glaucoma | Leukemia Sickle Cell Disease
Anemia Convulsions | Hay Fever . Liver Disease . Sinus Trouble
| Angina Cortisone Medicine Heart Attack/Failure Low Blocd Pressure ' Spina Bifida
Arthritis/Gout Diabetes : Heart Murmur* Lung Disease Stomach/Intestinal Disease
| Artificial Heart Valve* Drug Addiction Heart Pacemaker* Mitral Valve Prolapse* Stroke
| Artificial Joint* Easily Winded Heart Trouble/Disease Pain in Jaw Joints Swelling of Limbs
Asthma Emphysema Hemaophilia | Parathyroid Disease | Thyroid Disease
Blood Disease Epilepsy or Seizures Hepatitis A Psychiatric Care Tonsillitis
Blood Transfusion Excessive Bleeding Hepatitis B or C Radiation Treatments Tuberculosis
Breathing Problem Excessive Thirst . Herpes | Recent Weight Loss Tumors or Growths
Bruise Easily Fainting Spells/Dizziness | High Blood Pressure Renal Dialysis Ulcers
Cancer Frequent Cough Hives or Rash | Rheumatic Fever* Venereal Disease
| Chemotherapy Frequent Diarrhea . Hypoglycemia " | Rheumatism Yellow Jaundice
Have you ever had any serious illness not listed above? Yes | | No N/A
Comments:

*Condition may require medication N/A - Not answered by patient

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE

FORM 078304 R/07/16 ITEM 8101



Financial Agreement

This office is happy to cooperate with individuals who have dental insurance as a
courtesy to you. Our office will file your claims with your primary, and sometimes
secondary, insurance company. Your insurance company is under contract with you
and/or your employer. We ask that you read your policy and understand all limitations
of your benefits. Please call your insurance company or human resources department
if you have questions. You are ultimately responsible for all costs related to your care.

1. If you do not have insurance, you will be expected to pay for services in full at the
time of service.

2. Please bring your insurance card on the day of your appointment. If your
insurance changes, it is your responsibility to notify our office.

3. We require you to pay your co-insurance and/or deductible amounts at the time of
service.

4. After insurance benefits have been received, any unpaid balance must be paid
within 30 days. Finance charges will accrue after 30 days.

5. We wait 60 days for insurance companies to pay. If your insurance company fails
to pay, or rejects your claim, we ask that you pay the balance in full and seek
reimbursement from them. We will assist you with the necessary paperwork.

6. A fee will be added to your account balance if collection proceedings are required.

7. Itis our policy to take bitewing and panoramic/full mouth x-rays on ALL new
patients unless you request and bring copies from your previous dentist, REGARDLESS
OF WHETHER YOUR INSURANCE WILL COVER OR NOT. You may decline to have x-
rays taken, but we may not be able to treat you without. Full Mouth X-rays are taken
every three years.

8. Our office has a 24 hours notification policy. There will be a charge of
$50+ dollars on all missed appointments, without 24 hours notice.

Your Signature
Bradley D. Scott, D.D.S. 5151 E. Broadway, Ste 101, Mesa, Az. 85206



Bradiey D. Scotf, DDS

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DiSCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUH HEALTH INFORMATION IS IMPORTANT TO US.

QUR LEGAL DUTY .
Wa arsrequired by applicalbe federal and stata Law to mmaintain the privacy of your health Informmtion. We gre alsa required to give you this
Nollce aboutour privacy practices, our legal dutles, and your ghts conceming your health information, We must lollow the privacy practices
hat are described In thls Notice while 3t s In effect This Notice takes effect (0441403}, and will remain in effect vl we replace it,

We reserve theright o changs our privacy practices and tha tarms of this Notice at sny Hime, provided such changes are pecmitted byappll-
cablelaw. Wereserve the rightto make the changes in our privacy praciicas and the new terms of our Holics atfective for allhestth information
thatwe maintain, lncluding heafthinformation we created of recelved before we made thechanges. Batore we make asigrificantchange inowr
privacy pmctices, we wiil changs this Notice and make the new Notica avallable upon request.

Youmay request a copy of owr Notioa at any time. For more information about ol privacy practices, or tor additional copies of this Notice,
please contact us Using the inlosmation Hsted at the end of tis Notice.

USES AND DISCLOSURES OF HEALTH ENFORMATION
Wo use and disclose health Information abot yoo tor trestment, paymant, and heasithcare operations. For exampie:

Traatment: We inay use or discloss your hoatth Information to a physichin or other beatthcare pravider providing Weatiment to you.
Payment: We may vae and disclose your nealth Information to oblain payment foc services we provide to you
Healhcare Operations: We may uso sl disclose your heaith infermation in cannection with our heatthcars operations, Healthcare operations

Inclue quakiy. et andimpe nactivities, reviewing thecompatance o quakifications of healthcara prafessionals, evalualing prac-
tionor and provider pedfarmance, candecting training programs, eccreditation, cenification, licensing or cradentialing activities.

YourAuthiorizagion: Iz addition to our use of yaur health Infor mation for treatment, paymentor healthcare operations, you may give us written
am:r!zaﬂm:amyourhmmkﬁmuﬁmoﬂadimnwawanerorarqpwpomﬂyuuglvewanaummor;yonmymkemnwﬁp
ngatany thine. Your revocation willnatatfectany use or disclosures permitted by your authorbration while Rwas in effect Unfess you glve us o
wiitlen authorization, we cannat uge or disclose your health Information for any reason except those described in thig Notice.

To Your Famiy and Friends: We must disclose your hesith information lo you, as described In the Patient Rights section of this Notice, We
may diecicse your bealth information to a family member, friend ar other pargon to the extont necessary fo halp with your heglthcare or with
payment for your healtheare, but onty i you agree that we may do so.

Persons lnvotved InCare: Wernay use or disclose health Information fo nofity, or assist krthe notification of (Including ientitying or focating)
a tamily member, your pessonalrepresentattve or another perscrises ponsiblefor your care, of your tocation, yourgeneral condition, or death.
H youare present, then prior to use o disclosure of your heaith information, we wil provide youwith an opportunity to object to such uses or
disclosures. Intheoverst of your Incapactty o emergoncy circumstances, we will discloss heatthirdormation based ona determination using our
profesatanal judgement disclosing onty health Infermation that e directly refevant o the person‘s involvemant inyour healthoars We will also
use our professional judgementand our experlanca withcommon praciice o make reasonabla Inferences of your best Intersst Inallowing a
person to plck un fllied prescriptions, medical suppties, X-ays, or other simllar forms of ficalth Informetion.

Marketing Haalth-Related Services: Wewill notusa your health krformation Tor marketing communicationa without your wr tten authorization.
Aequired By Law: We may use or disciose your haatth irdormation when we are tequired to do 50 by kaw.
Amorﬂmlml:%mydbcioaeyawhmlmln‘lmmihnwap;rap:mmﬁmﬁbsEmrzammb&ybdiwemmmmapmlbluvwmof

abtise, néglect, ordomastic violence or the passible victim of othar cri We may disclose your heatth Infarmeation tothe extent necessary o
avert a serious threst to your health or satety of the heatth or safoty of others.

Natlonal Security: We may disciose b mititary suthorites the health information of ATmed Forces parsonne! under ¢estaln clrcumsiances, We
may disclose o authorized fedaral officials heatth Information required for lawful inteligence, caunterinteliigence, snd other nationsl securkty
activitles. We may disclosa o correctional Institution or Law enforcament affkcial having krwitl custody of protected hesfth Information of Fmate
or patient under certaln clroumstansee.

Appointmert Remlindors: We may usa or diaciose your health Informatlon 1o provide youwith appointment reminders {auch as volcema mes-
sages, postcands, or letters).



Bradley D. Scott, DDS

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide
copies in a format other than photocopies. We will use the format yourequest uniless we cannot practicably do so. (You must make a
requestin writing to obtain access to your health information. You may obtain a form to request access by using the contact information
listed at the end of this Notice. 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. i yourequest copies, we will charge you $0.15 for each
page, $15.00D per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you. Ifyou
request an alternative format, we wilt charge a cost-based fee for providing your health information in that format, If you prefer, ve will
prepare a summary or an explanation of your health information for a fee. Contact us suing the information listed at the end of this Notice
for a full explanation of our fee structure.)

Disclosure Accounting: You have the rlghtto 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

pefore April 14, 2003. if you request this accounting more than once in a 12-month period, we may charge you a reasonable, cosi-based
ee for responding to these additional requests.

Restriction: You havethe right te request that we place additional restrictions on our use ordisclosure of your health information. We are
nor 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 youabout your health information by alternative
means or to aiternative locations. { You must make your requestin writing.} Your request must specify the alternative means or location,
and provide satisfactory explanation how payments will be handled under the ajternative means or {ocation you request.

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

Eiectronic Notice: If you recaive this Notice on our Web site or by electronic mail {(e-mail), you are entitled to receive this Notice in written
form.

QUESTIONS AND COMPLAINTS
if you want more information about our privacy practices or have questions or concerns, please contact us,

li you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health
information or in response to a request you made to amend or restrict the use or disclosure of your heatth information or to have us cor-
miunicate with you by afternative means or at alternative locations, youmay complain to us using the contact Information listed at the end
of this Notlce. You also may submita written complain to the U.S. Department of Health and Human Services. We will provide you withthe
address to file your complalnt with the U_S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way If you choose to file a complaint with us or
with the U.S. Department of Health and Human Services.

Contact Olfficer:

Telephone;

E-Mail -

Address:



