= Welcowe fo
\& 2 Nw Dental

DENTAL Please complete the lollowing pages so that we can get to knew you beller.
Falient Information:
First Marme: sl Lozt Mome: Prabered Moma:
Ay Ciky: _ SholefTeo
Home Phone: _ Wik Phona: Ced Phona:
Berth Dobe: Age: Social Securily Nurniber:
Duiviers Licensa Mumbiar: Marital Shotues:
Sex: _ Maole | Femole ==
How did you hear about our office? Please mark all that
Emiod Acicinass: wply
o Mewspaper _ Location/Sign _ Radio __ Insurance Company
Prewiows Danlisk:
—Facebook __ Yelp __ TV Commercial fwhich channed? ]
EMERGERCY COHTALCT:
—_Mailer _ Care Credfit _ Internet Search _ Marketng Event
B Calk
Shonb: __ Friend/Family/Staff [wha can we thank? j
leudadionied ___feferring Doctor (who can we thank? b

Denial Inswwance Infarmation; 5

Subscriber Full Mame (FirstfLosi):

Relalkanship To Polient; Subscribar’s Phone Mumibern
Subscribsar’s Birth Datbe: Subscnber's Emplayer
Insmance Compamy: Lroup Mumber:
Subscriber ID: e Subrcribery 55 M

Responsible Party (i Semecne Other Than Palient)

Firsi Homae: Weddlie |nifical; Leas! Mome:

Aciciragy Ciky: Slabe/dip:

Home Phone: Wik Plreome: CelProee:
Birth Dales social Secuity Mumber: Drvers License Humbern

Regarding HIF4A:

War e requred by appicaile fedenal ond slobe lows 1o mainioin the privacy of your haalth informalion. We ore also required io
wive yau information obout our privacy prachices. By signing below, vou ore acknowladging wou are Tamiiar wilh HIPAA orivacy
prochicés, I nol. plegse reguest one fam aur fronl desk Tor vour review,

Sighatune: Dale:




DENTAL

Smile Evaluation

How long hos iF bean since you were kast of the dentist? & months 1-2 years 35 years S+ years

Wheal is your main concemn fodoy$
—ToothPain __Sensitivily __ Broken/Crocked Teeth _ Covities/Decay _ Cosmelic Dentisty __Cleaning
— Masing Teethfimplants __ Old Denlsiry ___Gum Disease _ Orfhodenlics __ Denfures _ Whitening

__Sedation Denbistry  _ Gum Recession _ Other, please list:

I our doctors find an issue that should be aoddressed immediately, are you interested in having treailmeant done
fodoye

Do you have ony anxiety, fear or bacd experiences associoted with the denfist office® _ yes _ no. If ves would
you say that you have _ Low Andely Moderate Anxiety _ High Anxiety

Do you ke the oppearonce of your smile and look of your teeth? _ ves na. Il no, whot would you most ike 1o
change aboul your smile? .

Whal is most important to you when seeking denlal Ireaimeant?
__Guality of Service ___Technology __Comfort __FearfSedation _ Cest __ Convenient Office Hours
___Friendiness of Slaff __ Cleanines: of Office __ Other, please lisl;

Are you oware of clenching/grinding your leeth? ___yes _ no
Hove you ever hod periodonial gum freatment [deep cleaning of gum grafling)? ___ves _ no
Hove you ever hod orthodonfic freatment (broces]? _ yes _ no

Hove you hod your wisdom feeth removed? _ yes _ no

How many times o day do you brush? How miony fimes o week do you flosss

Have you ever hod sedalion dentistry before? _ ves  no
Are you concemed aboul bod brealth? _ ves  no
Moy we lake the necessory dental x-rays in order lo provide you with on occuwrate diognoss? _ ves _ no

Iz there aryihing else vou wauld e for us fo know about you?




@émg Medical History

Are you under a physician's care now? Yas Mo
H yes:
Have you ever been hospitalized or had a major operation? Yas Mo
I e St
Have you ever had a serious head or neck or back injury? Yes | No
if yes:
Are you laking any medications, pills, or drugs? Yas  No
il yes
Do you take, ar have taken Phen-Fen or Redux? Yas Mo
it yea:
Have you ever taken Fosamax, Boniva, Actonel or any
athar madications containing bisphosphonates? Yes Mo
If yees,
Do you take a blood thinner, Coumadin, Xaretto, or Heparin? Yos Mo
Il yes:
Are you on a special diet? Yes Mo
H yas:
Do you use tobacecoinicotine? Yoz Mo
If yas:
Do you use controlled substances? Yes Mo
0 yes:
Wi R
Are you PregnantTrying to get pregnant? Yas Mo
Mursing? Ya: Mo
Takinp oral contraceplives? Yea Mo
Ace you allergic to any of the l'nl_l-nwing‘?

Aspinin Penigillin Codaing Latex  Acrylic Matal

Sulla Drugs Local Anesihetas Cilher?

What were your reactions to the allergen?




("\ " Medical History

Do you or have you had any of the following?

AEETR v ] Dt ¥ M Hepabis A B ¥ ] Rhasemalinm Y M
o C
Alrfpifmer ¥ M iy Adda=ban ¥ H Fagh Dood ¥ M Searket Fewin ¥ ]
Diripsn Frassne
Anaphylasiz ¥ M Ensdy Winded ¥ N High ¥ N Shirzns ¥ N
Cholssiainl
A ¥ M Ermghysema ¥ H HreowFanh ki M Sickie Cell ¥ H
Chaaeaa
Angina ¥ H Epslepay ¥ M HypoglyoeTia ¥ N Siram Teouwbile ¥ M
S Jiaid
ArthriisiGoit ¥ ‘N Excasii ¥ N Ireguila ¥ N Sipsirir Baficka ¥ N
[Himeiing Hit il
Aslficinl Haard ¥ N Excasing Thial Y M Hidney ¥ H ooty y M
Yakie Protiems Iribezs il
Db s
Artficial Jont ¥ W FanimgThicey ¥ N Lewoesria ¥ N Slairp Afiian ¥ |
Spols
AT ¥ N Freguent Cough ¥ M Livar Detaicsn o Strokn ¥ M
Hinod Dipeass ¥ N Fresgannl Y H Lo B ¥ N S by of ¥ M
DHaerhaa Prissdiing Limibm
Blood ¥ M Fremqua| Y M Lung Deseass Y M Tirpresd Ditas Y M
Traalusson LELE T
Braathisg ¥ M Gastre Bypass ¥ M [TERPT R Y M Enrmyilin Y M
Pronhberea Pageagiii
Biruise Esiy ¥ N Genkal Hepos YoM Chislpigmanca ¥ N Tuborouinsis ¥ N
Canger ¥ M Clamcama ¥ ON Pasn wn o ¥ N Tuma e Girwih ¥ M
Joants.
Chemoharagy ¥ N iy Faver ¥ M Parathyroad ¥ M Lienis ¥ M
Dz i
Cheeal Paing ¥ M Haaim ¥ N Brychialng ¥ W enereal ¥ N
AllaskF aluin (=50 Dk
Cold SoepaFevet ¥ M Hasait Mirmur ¥ H] Hadiaton ¥ N Yol Jaundce ¥ ]
Wi Tresranis
Coaganisl Hasn ¥ N Hoart Pacemuiar Y M Rueast L
Dt Wasght Less
Comlsinng ¥ H Hun L Ringl Dukysis Y N
TitndiaTHindais
o s ¥ ] Hamophda ¥ M Hhauwrabc ¥ M
Mleda iy Faver

Hawe you ever hiad any serous illness not listed?

By signing below | acknowledge that to the best of my knowledge the questions on this form have been
answered accuratoly. | understand that providing incorrect information can be dangerous o my health and it
Is my responsibility to inform the dentist of any changes to my medical health,

Patient/Guardian Signatwne: Data:




Financial Guidelines: We do a comglmentary insurance benefit check for those patients who have dental insurance
coverage 1o beller understand your coverage, It s ultimately your responsibifity 1o be aware of your own dental
coverage and provide us with as much information as possible in order for us to batler assist you. We will accapt
assignment of benefils, paid to us directly. We will eslirmate as claselty as possible what portion your Insurance wil
cover, bul please be aware that plans differ in coverage and il is not a guaraniee of coverage. We will collec]
estimated copayments and deductibles on the day services are renderad. After 80 days, lhe balance on vour account
will be due in full in the event your insurance has paid kess than estimated, denied coverage and has nol paid lor
cental services, you will be required to pay for the balance on vour account. & inance charge may be added 1o your
accounl il alter B0 days there have been no payments made and afler 130 days your account will be turned over ko
an outside collection agency with an additional fee applied io your account, Patiants without insurance are sxpeched
1o pay in full by cash, check or major credii cands the day senices ane randered, There is also a credd card semdces
fee of 2.5% or 3.5% lor Amarican exprass that is applied lo all debit and credil card Iransactions. For your
convenience we parlcipabe with a variety of financial services thal we can help vou apply for 1o ulilize as payment
towards Erealrment,

Appointments: We make avery effort to provide dental services in a timely manner, We understand that your time is
waluabde and wanl your visil 10 be as convenient as possible. In ofder lo give you the most efficiant cara we work wilh
an appoatment syslem thal reserves appoiniment imes especially for yvou. We make overy efor 1o honor all lime
commidments and expect our patients io extend the same courlesy o us. We #im io give you the fime and attention
you need when in our office, please help us achieve this goal by being punciual for appainiments. Should you amive
mara than 15 menutes labe foe your appointmaen we may need o reschaduls you 1o alow anough lime foe eatmend, I
yau Tail io confirn your dental appoinimant, we will assume you are nol atbending and may rescheduls your
apponiment 1o accommaodale offwer patients, For operalive appoiniments a scheduling deposit may be required, this
deposit will go towards your out of pocket cosl on the day of treaiment. This deposil may be lost for the appoinimen
bemg canceled within 48 hours of yowr scheduled appoiniment,

Broken/Canceled Appointment Policy: While we understand conflicls may arise, cancellation of your appaintmant
with less Ihan a 24-hour notice or failing to show up without informing us, may result in a charge of at least 550 per
haour 10 your acoount. The Tee may vary depanding on appaintment tvpe and lenglh of appoimtmeant but it will nat be
less than 550, Please be aware that schedule changes will anly be acoepted during business hours. The cancellation
of 2 congecutive appointments will resull in us not being able 1o schedule any fubure appoiniments and you may only
be seen lor same day'walk-in availability,

Separated/Divorced Parents: For parenis who are separaled of divorced and need care for their chid/chiddren, the
parent bringing the child to the office authorizes treatment, and therefore 1S responsible for paymaent on the dale of
sarvice treatment is being rendered. If there is a divorce decree requiring the olher parend 1o pay a portion or all of the
treatmeant cost incunned, | i (he authorizing panents responsibility to collect from he alher pasent, Nu Dental will nol
make special provissens of acl as a madiator in collection of payment, Unless Nu Dental has a court order{s} that
stales the contrary, Nu Dental is legally obligated to disclose medical infermation to bolh parenislegal guardians. If at
any time legal matiers become oo intrusive for our stalf, we reserve the right to dsmiss the patient from the practico.
Grounds For Dismissal: At Nu Dental, we ane commitied to providing qualty healtheare serices 1o all of our
patients. We believe in treating every individual with respect, dignity, and fairness, Our goal & 1o create a welcoming
and inchisive arnvironment whare patients from all backgrounds fesd valsed and supporied. To ansure the well-being
of gur patienis and maintain & harmaonksus prachios we reserve the ight fo dismiss any patiant from the praclice who
exhibits the following behaviors thal are included but nol imited 1o nan-payment for account balances in & timaly
manner, mulliple missed appainimants, profane, abusive, of demeaning language to slalfl and being under the
nflugnce of alcohol or condrolled substances while on cur premises.,

By signing below, | acknowledge that | have read this document tharoughly and understand Mu Dental's office
policies. | affirm that | agree o abide by all the policies listed in order 12 become and remain a patient at this practica.

Patient/Guardian Signature Date



o
7 .|rll
1B a7 I

|:.,;Ij,n'|
-

%

i

-.-_\'I
-

Understanding Dental Insurance

AL Mu Denlal, we believe thal you deserve the Best in dendal care, That is why we always prasent you with the best
sodution 1o freal your personal situation. Each yvear we provide oulsianding denal care to thousands of patients, soms
of which have dental benafits but most do not. If you have dental benefits, congratulations! You are very fofunate and
here are some important things 1o know:

& Dantal ingurance & a fonm of haalth inswance designed 1o pay a poriion of Ihe cosis associated with denial
cara. These aré several differen] types of mdividual, family, or group dental insurancs plans groasped inbs
Ihree premary categones. Indemnity, Preferred Provider Metwork (FFO), and Dental Heallh Managed
Organizatons (DHMO), Hare al Nu Dental we only parlicipale with PPO inssurance plans.

*  Unlike medical insurance, dantal insurance does not provide significan! prolection against unexpeclod or
unaffordable costs, Medical insurance oftan pays a large portion of expenses after a deductible or copay has
bean mat. Dental insurance, on thi ofber hand, is designad to be only an aid or supplament 1o halp with
your dantal cane,

»  Ganerally dentsl offices have a fee schedule, or a st ol prices for the dental services or procaduras thay
edfer, Dental insurance companias have similar fee schadules which ane based on Usual and Cuslomary
(UCH) dental services, which is-an average of fees in a geographical area, The lee schodule is used as the
transaclional mstrument bateeen the insurance company, dental office andier denlisl, and tha patiant,

= Infurance companies spend a ot of momey on markebng and promalion, giving customers the impresston
ey 1l pey i b BO%, even 100%. of their dentists’ fees, Despile what wou may havee baen fold, we finsd that
iy plins covar anywhene from 409 to 60% of an average dendal fee. For e same procedune, some
plans pay mora and soma pay bess. Ullimataly, the armownt paid by insurance i3 determined by how much
yousr emplayer paid for the plan, The less the employer paid for the insurance. the less you'll recebve in
benelhits

= Many plans may Iry (o confusa participanis by giving them the in-network as oppossed to oulolnetwork
benelits, After reviewing many plans the benafits usually only slightly vary betwesn In-network and
oul-of-network providers. Before dacidng on going Lo an in-network provider of your insurance, it is
importan o evaluale the level of reatmant and patient care you will e recenving bafore making any final
decisions, Qualily of cang is not quarantead or determinad by your insurance plan bul by the quality of wark
by the provider,

#  Inswrance companies oflen “downgrade” or apply an “alternals banedit” to procadures in order o pay less for
certamn protedures sech & llings, crowns, denlures and bridges. An examgle of this is when youwr plan will
onky pay for a looth-colored (compasite) lling al the rale # would pay a siver (amalgam] filling. Most
dentists. including Mu Dental no kenger use amalgam o @ eeth, We wani fo provide you with the best denial
care, the same thing we wani for ourselves which iz why we only use the best malerials lor your dental
neads,

We will do everyihing we possibly can to help you maximize your dental benafits every year and If you have
questions about your dental plan, we will gladly help you find the answers. Lilimalaly, it is still your responsibility (o be
aware of your awn dental coverage and provide us with as much information as possible in order for us to betler
assis! you, We will estimate as dosely as possible what portion your insurance will cover, but please be aware that
plans differ in coverage and the estimabe provided is not a guarantes of coverage. In the evant your insurance has
paid lass than estimated, denied coverage and has not paid for dental services you will be required to pay for the
balance on your account,

By signing below | authorize Hu Dental to submit dental claims to my Insurance carrler and my signature
below can take the place of an original signature on all submissions which may be listed as “Signature on
File™, | acknowledge that | have read this farm thoroughly and understand all the information provided,

Pabent'Guardian Signature Date



:';.H: .:g-; ~  Informed Consent for General Dental Care and X-Rays

o N

You have the right to accepl or refuse dental ireatment recommended by your dental provider,
When a procedure or treatment requires your specific written informed consent, your dental
treatment provider will have a conversation with you to describe the risks of not pursuing the
recommended treatment. You will also be required 1o sign an informed consent to treatment
form documenting that discussion and the mformation you received in order ro make an
informed decision to accept or refuse dental care.

In addition to those procedures requiring specific individualized written informed consent, you
will alsc come to the dental office for routine preventative care and maintenance, including
denlal examinations, x-rays, and dental prophylaxis {cleaning) and related routine care for which
the dental office will not require you to sign individualized written informed consent documents
each time you visit the office.

The purpose of this form is to document your engoing consent 1o routine exams, x-rays and
prophylaxis each time you return for your preventative and maintenance appoinimenis, By
signing below, you authorize our office to perform any one of the following at each dental visit:

# Oral Examination, Diagnosis, and Treatment Planning

s Dantal Prophylaxis (Cleaning) and Oral Hygiene Instructions

« [Dental Badiographs (x-rays)
In the event you do nol wish lo receive any of these services, you may advise us at the time of
the appointment. Note that full diagnosis and treatment planning for dental conditions may
require one or all of the above services, and dental providers from being able to fully identify or
diagnose dental problems. This may lead lo among other things, worsening of dental conditions,
penodontal (gum) disease, tooth loss, and negative impact on overall and medical health.

By signing below | understand the recommeandation of routine dental care, any fee involved,
risks and benefits of treatment, any allernatives and risks and benefits of these alternatives, and
consequences of nol undergoing treatment. | will advise the dental professional immediately if |
experience any allergic reaction or negative side effects after dental care is rendered. | have
had all my questions answered and have not been offered any guarantees. | hareby give my
informed written consant for routine examination, x-rays, and prophylaxis at my dental
appointments,

Print Patient/Guardian Mame Date

Patient/Guardian Signature



CONSENT FOR DENTAL RADIOGRAPHS (X-RAYS)

Dental radiographs, commanly known a5 X-ay%, are an important part of your dental care. They are used to help
dentists diagnose diseases of the teeth and surraunding issue that cannol be seen with a simple oral exam, Thay
alzo help the dentist find and Ireal dental problems sarky on, which can help 5ave you money, unnecessary
discomfort, and maybe even your life,

Benefits of dental x-rays

Dental x-rays are an imporiant diagnostic tool thal allows your dentis! o see bebwaan and inside your teath, They will
help your dentist fird and treat vasous dental problems before they bacome OO Senous of advanced such as: siza,
and position of tha teath, iooth decay, bone loss causad by pemnodontal disessa which can lead lo toolh loss,
infeclions lacaled in the tooth, tooth roots and beneath the gums, cystaliumaors, abseegsed leeth, other patholodgic
rool resaqplion, bone pathologies and much maone

Radiation

The amount of radiation that a palient receives during dental x-rays is very small when compared to other sourcas of
radiation in everyday life swch as using your cell phone, a microwave, etc. Whils digital x-rays do emil a very small
emount of radiabion, we ke all necessary precaulions 10 ensure axposurs B minimal (lead apron. collarats),

Pregnancy
In the case of pregnant women, k-rays will be faken only # the benafils oubweigh the risks, Please inform us if vou are
of gy be pregnant

Fimances

We recommend srays be taken during your 6 month dental visits to help disgnose and treal any dental issues as
quickly as possible. YWithout periodic radiographs. the dentist cannat sdentily and disclose polental probilems, which
could bead bo serious jaw infectons, loodh loss, and bone destruction. While se understand your insurance plan may
or may nod cover lhese x-rays, your denlal cane (s our lop paiodity and we will nol compromese the health of aur
patients to meel insurance standards. In the evenl your insurance company denies payment of the x=-rays you will be
responsibhe for the ol of pocket cosl.

By sigring balow. | hareby acknowladge and understand ihe informaiion indicaied on this Torm prowided by Ku Dental and its asseziates, |
wndersiand the kmporiance o dental rediograpls, the fisks rascisled with nol Weking ham asd have choken |9 fecohed thele darvices., |
also undersisnd B | will be inacsially resgonsible for any ool of pocket £o81 should my insurance deny paymand, | Bereby acknowlesdge
that | have bern given [he opportunity to ask guesilons reganding the nadure and parpese ol my eatment and have recelved answers Lo my
salisfaction. in the event | choose 1o reluse derdal -rays, | voluntanly assuma any and all possibls risks inchoding Bul net limiled b thess
Beied as a resall of this deckbsn,

o L give my consent for the proposed treatment as described above.

Print PallentGuardian Mame Date

Patient'Guardian Signature



PRIVACY POLICY NOTICE |

This Notice describes how medical information about you may be used qnd disclosed and how you
can get access to this information. Please review it carefully.

USES AND DISCLOSURES

Our office must provide you. the patiant, a description and at least one
example of the type of uses and disclosures that our office is perminted
to make Jor the purpose of Lreaiment, payment and health-care opera-
tions {al! uscs and disclosures by the way, that are permined by the law
withour nuthosization by the patient.)

Treatment - Our oftice wilt use and disciose your protecied healis in-
formation {PHY) for purpose of treatment. meaning the provisioa, coor-
dination and management of your health carg and related services. For
instance, we will use and disclose your health information to coardinate
benefiis with a third-party paycr, of for consultarion between vur office
and a spevialist if reguired for vour care,

Paymeot - Our office may use and disclose the minimum necessary
amount of your PH and heaith-care operations, such as business pian-
ning and development that involves conducting ¢ost-management and
planning-related analysis relaled 16 managing and operating the encity,
inciuding formulary development and adminisiration, development and
improvenment of methods af payment or coverage palicies.

This seciton of our policy also must describe other purposes lor which
gur office &5 pernvitied or required 10 use or disclose your PHI withow
your writicn authorization. No examples of sach of the following in-
stances is required in this notce.

Requlred by law - Our oflice may use snd disclose vour PHI only te
the extenl that such use is required by law

Pubilc health activities - Our office may use and disclose the mini-

itics for reasons such as, but not limited to, preventing or controlling
disease. injury or child abuse or neglect.

Reporting abuse, neglect or domestic violence - Qur office may use
and disclose the minimum necessary amount of your PHI to the extent
Recessary 1o inform the appropriate public government authority if we
reasonably believe you to be a victim of abuse, neglact or domestic van-
e g lin o8

Health oversight activitles - Our office may use and disciose the msni-
mum necessary amount of your PHI to o health oversight agency for
oversight activities authorized by law, such ax for, but not limited to,
uudsts,

Jugicial and administrative proceedings - Our ofTice may use and dis-
tlose the mininum necessary amount of your PHI in the course of apy
sudiesal or adminulive proceeding if required to do so

L.aw epforcement agencies - Our affiec may use and disclose the puni-
muni necessary amount of your PH1 10 a law enforcement agency is re-
1 Guired by law 10 do so.

L

mum necessary amount of your PHI 10 appropriate public health author-

Deceased patients - Our office|may use and disclose the minimum nec-
essary amount of your PHI to ajcoroner or medical examiner for the
purpasc of identifying a dece person, determining cause of death or
another matter authorized by latv, or to funerat directors 10 carry out
their duties with respect o the Iezc:ea.‘mcl individual.

Research purpoies - Our officé may use and disclose the minium
necessary amount of your PHI for regearch purposes withoul your writ-
ten authorization only if we kavg obuaned one of the foliowing docu-
mented mstintional review bon of privacy board approval, cither
wrillgn or verbai representations that the informarion is to be used only
to prepare a rescarch prolocol, dither writien or verbal representations
shat the information being sought is solely for research on the PHI of
decedems, or a limited daw use pgreement.

1
Specialized governiment functipns - [f you are a member of the Armed
Forces, our office will use and ;T;close the MINIMuURL NLCCSSELY AMOUnt
of your PIlI for military and vetgrans activities. Our office aso will use
end disclose the minimum amount of your PHI for national secirity and
intelligence activitics for protecyve services for the U.S. President and
others. Our office also wili use disclose the minimum necessary
armount of your PHY 1o & correctional institution or law enforcement
agency if you ere an inmate and phat agency or institurion indicates the
wfarmation is necessary.

Safety - Our office may usc snd fisclose the minimum necessary
amourt of your PHI if we believk doing so is necessary 10 prevent or
lessen » serious and imaminent thieat o the health or safety of a person
or the public and other special citcumstances.

Workers' compensadon proceedings - Our office may use and dis-
close the minimum necessary amount of your PHI as aythorized by and
10 the extlen: necessary lo comply with laws related to workers' com-
pensatian or similar programs.

Patient directory - Except when an obiection is expressed by you, our
office may use and disclose the minimum amount of your PH! 10 main-
tain a directory of patients in the office. Said information includes your
name, your location in advance of such need and give you an opporiu-
niry 10 object. except in cases of émergencies when we must exercise
professional judgment to determine whether use and disclosure of this
wnformation is in your best inlcre%t.

Friend, family und personoi representatives - Qur office may use dnd
disehose the minimuen nocessary Amount of your PHI that is diroctly rel-
evant 1o the involvement of a famiily member, other relative, a cloge
personal friend or someone else igentified by you. Involvement could
be in relation lo core or payment for services, Our office sl will use
#nd disclose the minimum necesspry amount of your PHI regarding
your location, general condition of death o & family member, a per-
sonal representative of yours or ajother persen responsible for your
care, Such uses and disclosures wjll be made onty with your permission
if you are present, unless you are {ncapacitated or there is an emergency
circumstance where our office mukst exercise professional judgmen.




Federal investigation - Our office rnw usz and disclose the minimum
necassary amount of your PHI for an invesngation by the 1.5, Deparunem
of Health and Humnan Services Sccretdry to determine if our office is in
compliance with the HIPPA privacy regulation that requires us 1o protect
your individually dentifiable health information.

Basiness asvociates - (Our office may use and disclose the minimem nec-
essary amount of your PHE o 3 busineks associate or allow the business

associate to create or receive vour PHEon your behalf only i the business
associite has agreed in writing o appropristely safeguard the information

Appointment reminders - Cur officeimay use and disclose the mimmum
necessary amoint of your PHI when c‘)mncting you to provide appoint-
ment reminders ot informatien cboul tieannent altermatives o7 other
heslth-related benefits and services theh may be of interest 10 vou.

Marketing - Our office will ablain written authonzatien from you if we
would like 10 use your PHI for marketing purposes, except for face-to-face
communications or promotional gift of norainal value provided ta vou
while visiting the office. This office will inform vou via 1he writte author-
ization form il vhis office is to receive femunemation in connection wilh
any marketing purpose. You have the right to revoke any authorization as
long as you do 50 in wriling.

General authorization statement - For 8Ny purpose not siated in this oo
tice, our office will not use ur disclose your PHI without vour written au-
thorization.

PATIENT’S RIGHTS

The patienr - You have the right 10 inspect of obtain a copy of youw PHI
frem gur office. Qur office requires you submit such requests in writing o
our privacy director. Our office must at on yous tequest 1o later than 30
days after receipt of your request, unless the PHI roquest is nut meintaited
or aceessibic 10 our office on site. In the lanter case, our office must re-
spond 1o your reguest within #0 days of your request, and we raust inform
you of any such delay in writing within the initigi 30-day imeframe. T
further delays are required, our office may cxiend the time nesded to re-
spond to your request an additional 30 days provided that our office in-
forms you of the reasons for Use delay and offers 2 date by which our
office will respond 1o your vequest. Qur office wil! provide you with nc-
cess 1 your PHI 1o inspeet or o obiain a copy, or both, in the form re-
quested, if reasonable, If you agree 10 geceive a summary of your PHI, aur
office will supply you with access w th;e summary. Our office will churge
you s cost-hased foe for the provision of any copies provided Lo you.

Deniat of access appeals - [f our office denies your request for access 1o
your PHI in whole or in pant, we must previde you with access O any other
PTIL for which access in not denied. For the information that is dented, ous
office must inform you in writing of this dentad within 34 deys of the orig-
inal request, and the stslement must provide the basis for the denial. Rea-
sons for denial may include the following circumstances: The doctor has
determined, using his professional judgment, that access 1o the informa-
tion is reasonably likely to endanger thi life or physical safety of vou or
another person: the information requested makes referente ic another per-
30n (untcss the other person is a healibicere provider) and the doctor has
determined, using his professional judgrmen, that grenting your request s
reasonably likely 10 cause substantial Harm to 1his other person; and when
the request for information is made by your personal represenmtive and
the doctor, using his professisna) judgment, has decided that the provision
of the information te the personnl esentative is reasonably likely to
cause substantial harm to you o another persen. If access w your PHI is
denied for these reasons, you have the fight to have the denisl reviewed by
— " wiho has agreed o serve in thi$ capacity for our office. cannat he
involved in the criginal decision 1o detly access to your PHL. Qur uffice
will infurm you in writing as to the dedision by them within a reasonabie
porind of tme

Restrictions - You have the right o reques? restrictions on certgin uses and
disclosures of your PHI, though vwr office is rot required to prant such requests.

Confidential communications - You have the right to request, and our of-
fice must accormodate reasonable requests to receive confidential com-
musications of PHI from our office by alternative means or at abiesnative
locations.

Acecounting of disclosures - You have the nght to receive an accounting
of disclosures of yowr PH) made by our office for the six years prior to the
date on which the sccounting is requested. The fotlowing disclosures are
exempied from this accounting, Disclosures to cany out treatment pay-
ment and healthcare operstions; to you. the patient; for incidental uses or
disclosures; disclosures made according 10 your written authorization; for
the office patient direciory; for national security; for comrectional instin.
tions; for Jimited data set; or any disclosure that occusred prior (o Aprit
14,2003. Chur office will provide you with 2 writtent accounting that in-
cludes the disclosures requited 1o be listed, such as those business associ-
ates of our office. This accounting will include the date of disclosure, the
aaunic of the entity or persons who receive the PHIL

Electronic aotice - You have the right to receive a paper fon'n_ of this no-
tice of private policics from our office upon request if this notice was re-
ceivied electropically.

Rights 1o amend - You have the right to request our office amend the
PI1. Our office, however, may deny such a request if we determine that
the PHI was not created by our office, is not part of the designated record
set. the wmformation is not aveilable for access to you, or the current infor-
mation is accurate and complex. Amendmient requests must be made i
writing to our privacy dirsctor. Our office must act on such requesis wnhm
60 days of reeeipt of such requests. 1f we deny your request, we willl in-
form you in writing within 60 days, indicating one of the reasons hsted_
previousty as the basis for denial. If you do not subimit g siatement if‘d_ts—
agreement. you with any future disclosurcs of your PHI that is the subject
of the amendment. I{ you submi! a statement if disagreement (limited 0
SO0 words), our office roay prepare a written rebuttals to your staiement.
We will provide you with a copy of the rebuttal.

PATIENT’'S RIGHTS

Our office 18 reguiired by law to maintain the privicy of your Pi-Fl and 10 pro-
vide you with notice of uw Jegal duties and privacy practices with respect to
PHI, Our office is required 1o abide by the terms of the nofice currently In ef-
fect. Our office reserves the right o change the wenms of this notice and (o
tnake the new notice provisions effective for all PHI thet we maintain.

PATIENT'S RIGHTS

Pauents may file a complaint with our office and with the Deparmment of
Heshh ard 1 uman Services Secretary if they belicve their privacy nghis
have been violated. Complaints must be filed within |80 days of when
you knew ar should have known that the alleged viclatioa occurred. To do
so. please request a complunt from our privacy director. Please be as- ‘
sured, patients who file complaints will not be retaliated sgninst for doing
50

CONTACT

Fur more infotmation about our office’s privacy policies, contact:
Dr. Admasu Gizachew
Telephone. 732-945-7999

EFFECTIVE DATE
This nutice for our practice is effective as of! _Q1 01 f2Q23

Privecy Dhrector:

R .




NU DENTAL
178 STATE ROUTE 35 STE 6
EATONTOWN, NJ 07724
(732) 945-7999

(732) 945-7998

Patient Acknowledgement Form

l, , acknowledge that | have received and reviewed the
Office privacy notice for Nu Dental.

Patient signature Date

Guardian signature Date

In case you do not agree to sign this form, our office must indicate why you
declined to do so. This office will not refuse treatment to anyone based solely on
the patients refusal to sign the acknowledgment.

Reason for refusal

Privacy Director’s signature

Dr. Abmass Gegachec
v/
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MU Dental
178 State Route 35 Sule 46
Eatontown, N 07724
(732) 945.7009

Photo Consent and Release Form

Without expectation of compensation or other remuneration, now or in the future,
| hereby give my consent to NU Dental and AGN Dental, its affiliates and agents, to use
my image and likeness and/or any interview statements from me in its publications,
advertising or other media activities (including the Intemet). This consent includes, but
i5 not limited to:

{a) Permission to interview, film, photograph, tape, or otharwise make a video
reproduction of me andfor record my voice;

(b) Permission to use my name; and

(c) Permission to use quotes from the interview(s) (or excerpls of such quotes), the film,
photograph(s), tape(s) or reproduction(s) of me, and/or recording of my voice, in part or in
whele, in its publications, in newspapers, magazines and other print media, on television, radio
and electranic media (including the Internet), in theatrical media and/or in mailings for
educational and awareness.

This consent is given in perpetuity, and does nal require prior approval by me.

Marmea:

Signature:

Address:

Date;

The below signed parent or legal guardian of the above-named miner child hereby consents to
and gives parmission to the above an behalf of such minor child.

Signature of Parent
or Legal Guardian: Print Name:;

The following is required if the consent form has to be read fo the parentdegal guardian;
I certify that | have read this consent form in full to the parent/legal guardian whaose signature
appears above,

Date Signature of Organizational Representative or Communily Leader

Revised/Updated: 10/8/72019



