PATIENT NAME DATE

Primary reason for this dental appointment: [_] Examination [_] Emergency [ Consuttation

| .
‘ Dental History Please Circle

Do you have a specific dental problem? Describe Yes No

Do you have dental examinations on a routine basis? Last visit Yes No
: Do you think you have active decay or gum disease? Yes No
‘ Do you brush and floss on a routine basis? Discuss Yes No
: Do your gums ever bleed? Discuss Yes No
i Do you like your smile? Why? Yes No
; Does food catch between your teeth? Any loose teeth? Yes No
| Do you want to keep your remaining teeth? . Yes No
| Do you ever have clicking, popping or discomfort in the jaw joint? Do you brux or grind? Yes No
| Have your past experiences in a dental office always been positive? Yes No

Do you smoke or chew? Any sores or growths in your mouth? Discuss Yes No

Name of previous dentist (optional):
Date of last full mouth x-rays (16 small films or panoramic):

Medical History

Are you under a physician’s care now? Why? Who? Phone Yes No
Have you ever been hospitalized or had a major operation? Discuss Yes No
Have you ever had a serious injury to your head or neck? Discuss Yes No
Are you taking any medications, aspirin, vitamins, herbals, pills or drugs? What? Yes No
Are you on a special diet? Discuss Yes No
Are you allergic to any medications or substances? Please check box below Yes No
[ aspirin - L] Penicitin L] Codeine [ Acrylic [ Metal [ Latex Rubber [ Milk [ Other

Women (Please check): [] Pregnant/trying to get pregnant L] Nursing L] Taking oral contraceptives Discuss Yes No

Do you now have or have you ever had any of the following? Do you take any of these meadicines? Please check appropriate boxes.
*If yes to any of the starred conditions, please call prior to your appointment... premedication or changes in medication may be required.

Yes No Yes Mo Yes No Yes No Yes Mo
Heart Disease/Surgery* [ [J Excessive Bleeding [] [J Chemotherapy O o Night Sweats O [ Cold Sorgs OO
Heart Murmur or Defect * [] [ Sickle Cell Disease 0O [0 Osteoporosis O 0O Yellow Jaundice OO Fever Blisters 0 0
Irregular Heart Beat O O Hemophilia (Bleeding Problem) [] [ Bisphosphonates O [ Kidney Probiems O [ Herpes 0o g
Angina/Chest Pain [0 [ Leukemia 0 [0 Osteonecrosis of Jaw (] [ Renal Dialysis O [ Stroke oo
Heart Attack/Failure O [1 RecentBlood Transfusion [] [ Aredia I.V. O [ Thyroid Disease O O Convulsions 0O g
Congenital Heart Disorder') L1 swelling of Limbs 0 [ Zometa I.V. 0] [ Parathyroid Disease O [ Epilepsy or Seizures  [] [J
lg/lét:rallet\/e'a:;/\?efrolapse E U LungDisease O [J Fosamax, Actonel, Boniva [] [ Arthritis/Gout [0 [ Fainting or Dizziness 0 o
Rheumatic Fever * 0 S Breathing Problem 0 [ Stomach/intestinal Disease [] [ Rheumatism O [ Glaucoma O O
Artificial Heart Valve * [ O Shortness of Breath [0 [ Uicers [0 [ Painin Jaw Joints O [ [umors or Growths g 0
Heart Pace Maker® 0o Frequent Cough 0 [0 Recent Weight Loss 0 [ Cortisone Mechme O O Nervousness L O
Pulmonary Shunt* O 0O Hay Fever O [ FrequentDiarrhea 0O 0O Artificial Jomtl . O O Psycmatn’c Cgre ﬁ =
High Blood Pressure 0O 0 Sinus Trouble O [ Diabetes O 0O SexuallyTransmitted Disease [ [ Alzhe{mer's D)_sgase ’b‘ 0
Low Blood Pressure 0 [ Astma [0 [0 Excessive Thirst 0 g Abs O O Alergies (;ﬂedlclqu) c o
Bacterial Endocarditis* [] [ Bloody Sputum 0 O Hypogtycemia O O HIV Positive O [O Alergies (Pollen / Dust) [ 7
Unexplained Fever 00 [ Emphysema [0 [ LiverDisease 0O [ Genital ngpes OO Hives or Rash ) o d
Bruise Easily/Blood Disease [] [] Tuberculosis 0 [ Hepatitis A (Infectious) O O Drug Addiction/Alcoholism [] [ Need Premedication? mi
Anemia (] [ Cancer 0 [ Hepatitis B or C O O Tattoos/Body Piercing [0 [ Evertaken fen-phen?” o 4
Coronary Stent” 1 [ X-Ray Treatments (Radiation)] [] Protease Inhibitor O O Cochlear impiants? O T
Have you ever had any other serious iliness not checked above? Discuss Yes No
Do you wish to talk to the dentist privately about any problem? Yes No
To the best of my knowledge, all the preceding answers are correcl. If | have any changes in my health status or if my medicines change, | shall inform the dentist and staff at the next appointment wvithout fail.
X Date

PATIENT SIGNATURE (PARENT OR GUARDIAN)
Reviewed By Doctor Date BP Pulse
History Review and Significant Findings

Medical Updates
I have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.
DATE EXCEPTIONS PATIENT’S SIGNATURE BP PULSE REVIEWED BY
None I Dr.
—_— None O Dr.
None O Dr.
None O Dr.
None O e Dro_
None [ - Dr.
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PATIENT INFORMATION

DATE

NAME T IMARRIED ~|SINGLE [_MINOR | MALE ~ FEMALE
LAST FIRST M
SOCIAL SECURITY #
ADDRESS
STREET APT. # CITY STATE ZIP
BIRTHDATE TELEPHONE
MONTH DAY YEAR HOME WORK CELL E-MAIL
NAME OF EMPLOYER ADDRESS
IF FULL TIME STUDENT, SCHOOL NAME GRADE
PERSON RESPONSIBLE FORACCOUNT - PLEASE CHECK ONE: [IPATIENT [ GUARDIAN —SPOUSE ~.FATHER —_ MOTHER
MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION
INSURANCE INFORMATION ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSO COMPLETE SECONDARY INSURED
PRIMARY INSURED / FoR HESPONSIBLE PARTY - SECONDARY INSURED
LAST FIRST M LAST FIRST M
STREET CITY STATE ZIP STREET CITY STATE ZIP
HOME WORK CELL E-MAIL HOME WORK CELL E-MAIL
BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT BIRTHDATE (MO/DAY/YEAR) RELATIONSHIP TO PATIENT
EMPLOYER DENTAL INS. GO EMPLOYER DENTALINS. CO
SS# SUBSCRIBER # GROUP # SS# SUBSCRIBER # GROUP #
PERSON TO CONTACT Has any member of your family ever been treated in our office?

IN CASE OF EMERGENCY

Name

Address

“Yes No

Whom may we thank for referring you to our office?

City/State/ZIP

Telephone #

AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group
insurance benefits otherwise payable to me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist to
release my dental/medical histories and other information about my dental
treatment to third party payors and/or other health professionals by any
method, including electronic transfer.

X

Patient or Responsible Party

Date State Driver’s License #

METHOD OF PAYMENT

Responsible party currently has an account with this office
[Yes CNo

[(CPayment in full at each appointment (cash or personal check)
[CPayment in full at each appointment ( SVISA ZMC ZOTHER)
Card #

1 wish to discuss the Dental Office’s Financial Policy

SERVICE CHARGE

If | do not pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
monthly billing period. The service charge will be a periodic rate of Yo
per month (or a minimum charge of § for a balance under
$ ) which is an annual percentage rate of % applied to
the last month’s balance. In the case of default of payment, | promise to
pay any legal interest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collection of this
account or future outstanding accounts.

Exp. Date
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Schmidtke Dental P.C.

2220 N. Camino Principal, Suite A * Tucson, AZ 85715 * 885-9977

Written Financial Policy

Thank you for choosing Schmidtke Dental. Our primary mission is to
deliver the best and most comprehensive dental care available. An
important part of the mission is making the cost of optimal care as
easy and manageable for our patients as possible by offering several
payment options.

Payment Options:

You can choose from:
- Cash, Check, Visa, Mastercard, Discover or American Express

- NO INTEREST Payment Plans from Care Credit (up to 6 months)
o Allow you to pay over time with NO INTEREST (OAC)
o No annual fees or pre-payment penalties

Please note:

Schmidtke Dental requires payment prior to the beginning of your
treatment. If you choose to discontinue care before treatment is
complete, your refund wiil be determined upon review of you case.

For patients with dental insurance we are happy to work with your
carrier to maximize your benefits and directly bill them for the
estimated portion allotted for your treatment. However, the above
mentioned clause still applies to the remaining “out-of-pocket” amount
estimated.

A fee of $25 is charged for patients who miss or cancel an
appointment without 24-hours notice.

Schmidtke Dental charges $25 for returned checks.

If you have any questions, please do not hesitate to ask. We are here
to help you get the dentistry you want or need.

Patient, Parent or Guardian Signature Date

Patient Name (Please Print)



(Schmidtke Dental)
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

***You May Refuse to Sign This Acknowledgment***

1, have reviewed a copy of this office’s Notice of Privacy Practices.

{Print Name)

(Signature)

{Date)

For Official Use Only

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

D Individual refused to sign
I:J Communications barriers prohibited obtaining the acknowledgement
I:I An emergency situation prevented us from obtaining acknowledgment

D Other {Please Specify):

¢ 2002 American Dental Association
All Rights Reserved

Reproductions and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this
form by any other part 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 24 2002)



SCHMIDTKE DENTAL, P.C.

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 YOUR HEALTH INFORMATION 18 IMPORTANT TO US.

OUR LEGALD

We are required by applicable federal and state law to maintain the privacy of your health information, We are also
required to give you thls Notice about our privecy practices, our legal duties, and your rights conceming your health
information. We must follow the privacy practices that sre described in this Notice while it is in effect, This Notice takes
effect April 15, 2003, and will remain In effect until we replace it.

We reserve the right to change our privacy pragtices and the form 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 ali health information that we maintain, including health information we created or received before we
made the chaages, Before we make a significant change In our privacy practices, we will change this Notice and makc the
new Notlce available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional
copics of this Notice, please contact us using the information listed ot the cnd of this Notice.

L 08
We use and disclose health information about you for treatinent, puyment, and healtheare operations, For example:

Treatments: We may use and disclose your health information to a physician or other healtheare provider providing
treatment to you,

Payment: We may use and disclose your health information to obtein payment for services we provide to you.

Healtheare Operations: We may use ard discloze your health Information in connection with our healthcars operations.
Healtheare operations include quelity assessment and improvement activities, reviewing the competence or quolifications
of healthcare professionals, cvaluating prectitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentlaling actlvities,

Your Authorizations: In addition to our use of your kealth information for treatment, payment or healthcare operations,
you may give us written authorization o use your health information or disclose it to anyone for any purpose. If you give
ug an authorizatlon, you may revoke it in writing at any time. Your revocation will nat affect any use of disclosures
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose
your health informatlon for any reason except those described in this Notice.

To Your Famly and Friends: We must disclose your health informatlon to you, as deseribed in this Patient Rights
gection of this Notice, We may disclose your health information to & family nsember, friend or other person to the extent
necessary to help with your healthcare or with payment for your healtheare, but only if you agree that we may do so.

Persons Invoived in Care: We may use or disclose health information to notify or nssist in the notification of (including
identifying or locating) a family member, your personsl 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 hicaith information, we
will provide you with an opporiunlty to object to such disclosure, In the ovent of your incapacity or emergency
sircumstances, we will disciose health information thai is directly relevant to the person’s involvement in your healtheare.
We will also use our professlonal judgment and our experience with common practice to make reasonable inferences of
your best Interest in allowing a person to pick up filled proscriptions, medical supplies, x-rays, or other similar forms of
fealth information.

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

National Sceurity: We may disclose to military authorities the health information of Armed Forces personnel under
cerinin circumstances. We may disclose to authorized federal officials heaith information required for lawful intelligence,
counterintclligence, and other national security activities. We may disclose to n correctional institution or law enforeement
official having lawful custody of protected health information of inmate or paticnt under certain circu{nsmnccs.

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

PATIENT TS

Access; You have the right to look at or get copies of your health information, with limited exceptions. You may sequest
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably
do s0. (You must moke a request in writing to obtain access to your health information. You may obtain a form to request
acecss 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 duplicated x-rays. You may alse request nccess by sending us a letter to the address at the end of this
Notice, If you request x-rays, we will charge you $20.00 for the duplication film and processing costs. If you request an
altemative 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  fee. Contact us using the information Jisted at
the end of this Notice for a full explanation of our fee structure.)

Dinclosure Accounting: You have the right to receive a list of instances in which we or our busincss nssociates disclosed
your health information for purposes, other than treatment, payment, healthcare operations and certain other activitics, for
the last 6 yeass, but not bofore April 14, 2003, If you request this accounting more than once in a 12-month period, we may
clarge you a reasonnble, cost-based feo for responding to these additional vequests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We nre not required to agree to these additional restrictions, but if we do, we will abide by our agrezment
{cxcept in an cmergeney).

Alrernative Communication: You have the right to request that we communicate with you about your hiealth information
by alternative means or to alterative locations. (You must muke your request in writing.) Your request must specify the
alternativo means location, and provide satisfactory explamation 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 hiould be umended.) We may deny your request under certain circumstances,

Electronic Notiee; If you receive this Notice by electronic muil (c-mail), you are cntitled to recelve this Notice in written
form. g

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concevns, please coninct ns.

If you are concemed that we may bhave violaied your privacy rights, or you disagree with o decision we made about access
to your health informatlon or in response to @ tequest 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 contnet information Yisted at the end of this Notice. You also may submit a written complain to the U.S.
Depuriment of Health and Humnn Services, e

We support your right to the privacy of your health information. We will not retalinte iu any way if you choose to file a
complaint with ug or with the U.S. Deparimont of Health and Human Sarvices.

Contuet Officer: Dy, Gnbe Schidike

Telephone: (520) 885-9977 Fax: (520) 546-1880
Address: 2220 N, Comiuo Princioal, Sulte A, Tucson, AZ §5715
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