WELCOME

Date —
Patient Information
Name _ _ Birthdate ___ SS#
Address Gty State Zip —

Home Phone Cell Phone

Check Appropriate Box: L] minor ] Single L] marriea ] Divorcea Iwidowed

Spouse or Parent’s Name Phone

Whom May We Thank for Referring You?

Person to Contact in Case of an Emergency Phone

Insurance Information

Name of Insured Relationship to Patient
Birthdate SS#

Name of Employer.

Dental Insurance Company

Dental Member ID# Group#

Insurance Phone #

Insurance Address

Responsible Party

Name of Person Responsible for this Account

Relationship to Patient Birthdate
Address
Phone Number Is This Person a Patient in our Office? Q_ Yes QNO

541 W Highlands Ranch Parkway, Suite 101 Highlands Ranch, Colorado 80129 303.346.1118
www.rysnerdental.com



e
Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today’s Date: j

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

(Name: Home Phone: Include area code Business/Cell Phone: Include area code h
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: include area code
( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
ACHIVE TUDBICUIOSIS. ... oLttt 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
klf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO m at | ON Please mark (X) your responses to the following questions.
-

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 O OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY O / OCCASIONALLY [J What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ J
M ed IC8| | ch m at ION Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P Y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe PAST 5 YAIS?....i i Oooodg
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter Medicine(S)? ... O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J
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M ed ICa | | nfO rm at |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

r B
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear CONtACt [ENSES?..........ooo oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?................... Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

- - 5

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... H
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo e 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo 0OO0o
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe. ... 0 [ OO | Autoimmune disease.............. O 0O O Glaucoma........o. ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy ................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiieee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders........... 0o g
Cancer/Chemotherapy/ Specify:
Radiation Treatment................ 0o oo pectly:
Yes No DK Yes NoDK X ) ) 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse............... O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O O o Eatingdisorder. ... O O 0 Osteoporosis...........ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur.................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOT pressure............. ; i S 00 Uers 0 O o Severeorrapidweightloss.. [ O [J
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other conaenital AIDS or HIV infection 000 Thyroid problems ................... O 0o O : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... Ooo0ood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know about? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

( FOR COMPLETION BY DENTIST )
Comments:




Dear Patient:

We have prepared this letter to help you better understand the complexities of dental
insurance. We realize how confusing it can be. To begin, we would like to highlight a
misconception. Dental insurance was not designed to pay for all your dental care. Most
contracts have limits and/or various degrees of co-payment.

All levels of payment by insurance companies, including allowed fees and usual and
customary (UCR) fees, are governed by the premiums paid. They have nothing to do with actual
charges. Our fees are based upon a combination of our costs, our time, and our constant
dedication to providing our patients with the highest quality dental care. The treatment
recommended by our office is never based on what your insurance company will pay. It is based
upon the treatment needed to obtain or maintain healthy teeth and gums.

However, it should be understood, that the dental insurance contract is between the
insurance company and the patient, who bears the ultimate financial responsibility.

We hope that this information has been helpful. Please take the time to review your
contract thoroughly so that we may best serve you. As always, you may feel free to ask our
front office team for clarification on services, billing and insurance. We are happy to help you
understand your insurance and are here to help you use your benefits to the fullest.

Patient Signature

Date

541 W Highlands Ranch Pkwy, Suite 101  Highlands Ranch, CO 80129 303.346.1118
www.rysnerdental.com



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 YOUR HEALTH INFORMATION IS IMPORTANT TO US.
OUR LEGAL DUTY

Federal and state law requires us to maintain the privacy of your health information. That law also requires us to give you this notice about our privacy
practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices we describe in this notice while it is in
effect. This notice takes effect April 14, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this notice at any time, provided such applicable law permits the changes. We reserve
the right to make the 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. For more information about our privacy practices, or for additional copies of this nolice, please contact
us using the information listed at the end of this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and health care operations. For example:
Treatment: We may use your health information for treatment or disclose it to a dentist, physician or other health care provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health
information to another health care provider or entily that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose your health information for our health care operations. Health care operations include quality
assessment and improvement activities, reviewing the competence or qualifications of health care professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. We may disclose your health information to
another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support some of their health
care operations. We may disclose your information to help these organizations conduct quality assessment and improvement activities, review the
competence or qualifications of health care professionals, or detect or prevent health care fraud and abuse.

On Your Authorization: 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 uses 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 may disclose your health information to a family member, friend or other person to the extent necessary to help with
your health care or with payment for your health care. Before we disclose your health information to these people, we will provide you with an opportunity
to object to our use or disclosure. If you are not present, or in the event of your incapacity or an emergency, we will disclose your medical information based
on our professional judgment of whether the disclosure would be in your best interest. We may use our professional judgment and our experience with
common praclice 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. We may use or disclose information about you to notify or assist in notifying a person involved in your care, of your
location and general condition.

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

Disaster Relief: We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster relief
efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or
benefit:
*  asrequired by law;
for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding
work-related illness or injury;
* to report adult abuse, neglect, or domestic violence;
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*  to health oversight agencies;

* inresponse to court and administrative orders and other lawful processes;

* to law enforcement officials pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;

e to coroners, medical examiners, and funeral directors;

e to an organ procurement organizations;

= toavert a serious threat to health or safety,

* inconnection with certain research activities;

* o the military and to federal officials for lawful intelligence, counterintelligence, and national security activities;

* to correctional institutions regarding inmates; and

*  asauthorized by state worker's compensation laws.

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 you request unless we cannot practicably do so. You must make a request in writing to obtain access to
your health information. You may request access by sending us a letter to the address at the end of this notice. If you request copies, we will charge you
a reasonable cost-based fee that may include labor, copying costs, and postage. If you reques! an alternative format, we will charge a cost-based fee for
providing your health information in that format. If you prefer, we may—but are not required to—prepare a summary or an explanation of your health
information for a fee. Contact us using the information listed at the end of this notice for more information about fees.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information over
the last 6 years (but not befare April 14, 2003). That list will not include disclosures for treatment, payment, health care operations, as authorized by you,
and for certain other activities. 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. Contact us using the information listed at the end of this notice for more information about fees.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. Wa are not required to
agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). Any agreement we may make to a request
for additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your request is not binding unless
our agreement is in writing.

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. You must specify in your request the alternative means or location, and provide satisfactory
explanation how you will handle payment 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 we should
amend the information. We may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concems, please contact us using the information listed at the end of this
notice.
If you beligve that:

e we may have violated your privacy rights,

o we made a decision about access to your health information incorrectly,

*  our response to a request you made to amend or restrict the use or disclosure of your health information was incorrect, or

*  we should communicate with you by alternative means or at alternative locations,

you may contact us using the information listed below. You also may submit a written complaint to the U.S. Department of Health and Human Services.
We will provide you with the address to file your complaint 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.

Provider Contact Office:

Telephone: = _Fax:

E-Mail:

Address:




ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY
PRACTICES NOTICE

SECTION A: The Patient

Name:

Address:

Telephone: Email:

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice

l, , acknowledge that | have received a Notice of Privacy
Practices from Highlands Ranch Family Dentistry.

Signature: Date:
If a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt

Describe your faith effort to obtain the individual’s signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE
| attest that the above information is correct.

Signature: Date:

Print Name: Title:

541 W Highlands Ranch Pkwy, Suite 101  Highlands Ranch, CO 80129 303.346.1118
www.rysnerdental.com
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