ASSOCIATED

Cglﬂe//bma ) /7/?[&4’@ tell us about //{Mﬁ)’ﬁ/ ..

Date:

Name:

I prefer to be addressed as:

Home Address:

Home Phone:

Cell Phone:

Work Phone: Ext:

May we contact you at this work phone? (Y 1 N Best Time:

E-mail:

1 Male [ Female

Date of Birth: Age:

Social Security:

Employer: Occupation:

Employer Address:

Other Family Members at AD:

Whom may we thank for referring you?

Who was your former dentist?

Address:

Phone Number: Last Visit:

DENTISTS

EMERGENCY CONTACT INFO . ..

Name:

Relation:

Employer:

Contact Phone Number:

If other than yourself, please list the person responsible for the

account:

Billing Address:

Home Phone:

Work Phone:

Relationship:

Date of Birth:

Employer:

HEALTH HISTORY . ..

Physician:

Clinic Location:

Clinic Phone Number:

Last Visit:

Pharmacy:

Pharmacy Phone Number:

FINANCIAL INFO. ..

Primary Ins:

Policy Holder:

Policy Holder Date of Birth:

Policy ID Number: Group Number:

Secondary Ins:

Policy Holder:

Policy Holder Date of Birth:

Policy ID Number: Group Number:

I authorize release of any information relating to claims

filed by Associated Dentists.

Signature:

Twish to assign benefits to Associated Dentists, and understand that I am
responsible for any co-payment and deductibles that my insurance does
not cover.

I'hereby certify that the information I have given here today is correct to
the best of my knowledge and that payment is due in full at the time of’

treatment unless prior arrangements have been approved.

Signature:




NAME Have you ever had any of the following medical conditions?
I prefer to be addressed as Y N Y N
HEALTH HISTORY. .. 4 O Abnormal Bleeding/ U O HIV Positive/AIDS
CURRENT MEDICATIONS (Prescriptions and Over the Counter Hemophilia g 4 Hypoglycemia/
including herbalsupplements) O O Acid Reflux/Heart Low Blood Sugar
Burn W U Joint Replacement
U d Anemia ex. Knee, Hip
I | Anxiety/Depression a4 Kidney Stones/
O O Arthritis Kidney Disease
O O Artificial Heart Valve a Memory Loss
d O Asthma U O Neck/Back Pain
U O Auto-Immune, a4 Physical Challenges
Skin Eczema, Lupus that require
U O Cancer accommodation
a Qa Chemotherapy ex. Wheelchair, etc.
Treatments W 1 Radiation Treatments
HAVE YOU EVER TAKEN 1 O Cold/Canker Sores O Seizures
Y N 0 0 Congenital O Shingles
A [ Blood Thinners ex. Coumadin, Warfarin Heart Defect 1 O Shortness of Breath
U O Steroids ex. Prednisone, Cortisone, etc. A [ Diabetes W O Sinus Problems
0 O Anxiety medication Q O Drug/Alcohol (d U Snoring/Sleep Apnea
o ) Dependence U O Stomach Ulcers
U O Cancer medication such as Aredia, Zometa, etc. Q Q Eating Disorder 0 O Stroke
a4 Osteoporosis/Bone Density Medication such as 1 O Headaches (frequent) QO O Tuberculosis
Fosamax, Boniva, Actonel, etc. a Qa Hearing Fxposure
W O Pre-medication for Dental Appointments Impaired/Loss 4 O Other:
U O Heart Attack
U 4 Heart Murmur
U O Do you smoke tobacco? How much? QO O Heart Surgery
.B , P k
U 4 Do you chew tobacco? How much? a O ;)I(epaz}i)t:s acemager
O O Have you ever been hospitalized in the last 5 years? O U High/Low
Blood-Pressure
Women, are you . .. Pregnant? QY AN #ofWeeks Taking oral contraceptives? Ay 4dnN Nursing? QydnN
ARE YOU ALLERGIC TO ANY OF THE FOLLOWING. ..
nesthetic spirin odeine atex etals enicillin etracycline
d A h Q Asp W Cod ad L J Metal d P 11 d T yel
 Other:
I have reviewed the information above and have answered to the best of my knowledge.
Tunderstand that it is my responsibility to inform the doctor and staff of any changes to my health status.
Signature: Date: Reviewed by:
PERIODIC UPDATES. ..
DATE CHANGE SIGNATURE REVIEWED BY

For Doctor’s use

O Anesw/o Epinephrine U Pre Med U Other




ASSOCIATED
NTIST:

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

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 privacy practices that are described in this Notice while it is in
effect. This Notice takes effect (___/ /), 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
changes are permitted by applicable law. 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 Notice, 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 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: In addition to our use 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 your health information to a family member, friend or other person to the
extent necessary to help with your healthcare or with payment for 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
of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the
event of your incapacity or emergency circumstances, we will disclose health information based on a
determination using our professional judgment disclosing only health information that is directly relevant to the
person’s involvement in your healthcare. We will also use our professional judgment and our experience with
common practice 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
institution or law enforcement official 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 voice mail 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 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 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. If you request copies, we will charge you
$0.____ for each page, $____ per hour for staff time to locate and copy your health information, and postage if
you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for
providing your health information in that format. If you prefer, we will 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 a full
explanation of our fee structure.)

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.

Restriction: 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.

Electronic Notice: If you receive 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.

If 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 health information or to have us communicate with you by alternative means or at alternative
locations, you may complain to us using the contact information listed at the end of this Notice. 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.

4506 Regent Street 1010 North Edge Trail
Madison, WI 53705 Verona, WI 53593
Contact Person: Katie Contact Person: Lynn
Telephone: (608) 238-7545 Telephone: (608) 848-2300
Fax: (608) 238-1061 Fax: (608) 848-4022

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other
party requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



ASSOCIATED
1STS

ADDENDUM TO NOTICE OF PRIVACY PRACTICES

THIS ADDENDUM TO THE NOTICE OF PRIVACY PRACTICES SETS FORTH WISCONSIN PRIVACY
REQUIREMENTS THAT ARE IN ADDITION TO THOSE IN OUR NOTICE OF PRIVACY PRACTICES.
PLEASE REVIEW IT CAREFULLY.

We are required by Wisconsin law to maintain the privacy of your heath information.
USES AND DISCLOSURES OF HEALTH INFORMATION.

Health Care Operations: Under Wisconsin law, we must have your written permission before we
may use and disclose your health information in connection with health care operations other
than management of our medical records and certain auditing and review activities by staff
committees and review organizations.

To Your Family and Friends and Persons Involved in Your Care: Under Wisconsin law, we must
have your written permission before we may disclose your health information, other than limited
identifying information, to your family, friends, or other persons involved in your care.

Abuse or Neglect: Under Wisconsin law, we must have your written permission before we may
disclose your health information to the appropriate authorities if we believe you are the victim of
domestic violence or other crimes. We may report child abuse and the abuse or neglect of a
vulnerable adult as allowed by Wisconsin law.

Patient Rights

Restriction: While we are allowed to determine whether we agree to your request to restrict to
use and disclosure of your protected health information, Wisconsin law requires that we honor
certain restriction requests by private pay patients relating to research or the release of
information to government agencies.

4506 Regent Street 1010 North Edge Trail
Madison, WI 53705 Verona, WI 53593
Contact Person: Katie Contact Person: Lynn
Telephone: (608) 238-7545 Telephone: (608) 848-2300

Fax: (608) 238-1061 Fax: (608) 848-4022



ASSOCIATED
ENTISTS

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I, , have received a copy of this

office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign
QO Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

Q Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any
other party requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



