Welcome to
Nw Dentol

DENTAL Please complete the following pages so that we can get to know you better.

Patient Information:

First Name: MI: Last Name: Preferred Name:
Address: City: State/Zip:
Home Phone: Work Phone: Cell Phone:

Birth Date: Age: Social Security Number:

Drivers License Number: Marital Status:

Sex: [0 Male [ Female

How did you hear about our office? Please mark all that apply
Email Address:

___Newspaper ___ location/Sign __ Radio ___Insurance Company
Previous Dentist:

____Facebook __ Yelp ___ TV Commercial (which channel? )
EMERGENCY CONTACT:

___Mailer ___ CareCredit ___Internet Search ___ Marketing Event
Relationship:

___Friend/Family/Staff (who can we thank?

Phone Number:

___Referring Doctor (who can we thank?

Dental Insurance Information:

Subscriber Full Name (First/Last):

Relationship To Patient: Subscriber’s Phone Number:
Subscriber’s Birth Date: Subscriber's Employer:
Insurance Company: Group Number:
Subscriber ID: Subscriber’s SS #:

Responsible Party (If Someone Other Than Patient)

First Name: Middle Initial: ___ Last Name:

Address: City: State/Zip:
Home Phone: Work Phone: Cell Phone:

Birth Date: Social Security Number: Drivers License Number:

Regarding HIPAA:

We are required by applicable federal and state laws to maintain the privacy of your health information. We are also required to
give you information about our privacy practices. By signing below, you are acknowledging you are familiar with HIPAA privacy

practices. If not, please request one from our front desk for your review.

Signature: Date:




DENTAL

Smile Evaluation

How long has it been since you were last at the dentist? 6 months 1-2 years 3-5 years 5+ years

What is your main concern today?
__ Tooth Pain __ Sensitivity __ Broken/Cracked Teeth __ Cavities/Decay __ Cosmetic Dentistry __ Cleaning
__ Missing Teeth/Implants ___ Old Dentistry _ Gum Disease __ Orthodontics __ Dentures __ Whitening

__ Sedation Dentistry __ Gum Recession __ Other, please list:

If our doctors find an issue that should be addressed immediately, are you interested in having treatment done
today?¢

Do you have any anxiety, fear or bad experiences associated with the dentist officee ___yes __ no. If yes would
you say that you have ___Low Anxiety ___ Moderate Anxiety ___ High Anxiety

Do you like the appearance of your smile and look of your teethe ___yes __ no. If no, what would you most like to
change about your smile?

What is most important to you when seeking dental freatment?
___Quality of Service __Technology ___Comfort __Fear/Sedation ___Cost ____Convenient Office Hours

__ Friendliness of Staff ___ Cleanliness of Office ___ Other, please list:

Are you aware of clenching/grinding your teethe ___yes __ no

Have you ever had periodontal gum tfreatment (deep cleaning or gum grafting)e ___yes _ no

Have you ever had orthodontic treatment (braces)?2 __yes __ no

Have you had your wisdom teeth removed?2 __ _yes _ no

How many times a day do you brushe _ How many times a week do you flosse

Have you ever had sedation dentistry before?2 ___yes __ no

Are you concerned about bad breathe __yes _ no

May we take the necessary dental x-rays in order to provide you with an accurate diagnosis¢ __yes ___no

Is there anything else you would like for us to know about you?




Eaglesoft Medical History(Copy)(Copy)

Patient Name: Birth Date: Date Created:

Although dental persannel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication

Are you under a physician's care now? ©1Yes ()Mo Ifyes | ]
Have you ever heen hospitalized or had a major T Yes (O No If ves \ ]
operation?
Have you ever had a serious head or neck injury? IYes ) Na If yes r ‘_j
Are you taking any medications, pills, or drugs? D Yes O No If ves ] }
Do you take, or have you taken, Pher-Fen or Redux? (0 Yes ) No If ves | ]
Have you ever taken Fosamax, Boniva, Actonel or i¥es O No If yes r J
any ather medications containing bisphosphonates? o
Do you take a blood thinner, Coumadin, Xaretto, i¥es ) No
Heparin?
Are you on a special diet? i Yes © No
Do you use mbacco? Yes (' No
Women: Are you...
[“lPregnant/Trying to get pregnant? MNursing? [TITaking oral contraceptives?
Are you allergic to any of the following?
[T Aspirin [Cpenicillin [Mcodeine T acrylic
[T vetal [MLatex [ sulfa brugs [ClLocal Aresthetics
Other? T Yes ©INo If ves l—_ B |
wWhat are your reactions? o _*\ Jmment { J
Do you use cantrolled substances? JYes D No
Do you have, or have you had, any of the following?
AIDSMHIY Positive T Yes (O No  |Cortisone Medicine )Yes (JMNo  |Hemophilia ) ¥es iMoo |Radiation Treatments (0 Yes i MNo
Alzheimer's Disease “Yes ()No | Diabetes DYes (ONo | Hepatitis A ZYes ©ONo  |Recent weight Loss 1 ¥es ) No
Anaphylais 1Yes (ONo | Drug Addiction TiYes (ONo  |Hepatitis B or C J)Yes ©ONo  |Renal Dialysis ©iYes (1Mo
Anemia ) Yes (O No  |Easily Winded O ¥es COMNo  Herpes )Yes ONo | Rheumatic Fever ) ¥es ) No
Angina 1 Yes (O No  |Emphysema 1¥es @ Na | High Blood Pressure T1Yes ©UNo  |Rheumatism JYes O No
Arthritis/Gout DiYes (O Mo |Epilepsy or Seizwres () Yes (ONo | High Cholesteral 1Yes (ONo | Scarlet Fever ©iYes T No
Artificial Heart valve (0 Yes (O No | Excessive Bleeding TYes (U No  |Hives or Rash D Yes ©ONo  [Shingles TiYes ) MNo
Artificial Joint ) Yes (DNo | Excessive Thirst D¥es (ONo | Hypoglycemia 1 Yes ©INo [ sickle Cell Disease JYes (Mo
asthma 0 Yes ©ONo  |Fainting Spells/Dizziness () Yes (0 No | Irregular Heartheat U Yes ©ONo | Sinus Trouble T Yes ) No
Blood Disease ~Yes (N0 |Frequent Cough JYes (ONo  |Kidney Problems D Yes ()No | Spina Bifida DYes Mo
Blood Transfusion T Yes (O No Frequent Diarrhea ) Yes (Mo Leukernia TYes (O No StomachfIntestinal Disease ) Yes (' No
Breathing Problermns T¥es (OMo |FrequentHeadaches 0 Yes (UMD |Liver Disease )Yes MO | Stroke o Yes © No
Bruise Easily “¥es (O MNo | Genital Herpes U Yes ©2MNo | Low Blood Pressure DYes ©0No | Swelling of Limbs 0 ¥es i No
Cancer i¥es (ONo | Glaucoma JYes (ONo o |Lung Disease DYes (ONo | Thyroid Disease Dves ) Np
Chematherapy T Yes (UNo  |Hay Fever D Yes (ONa  |Mitral valve Prolapse ) Yes ©ONo | Tonsillitis DYes ()Mo
Chest Pains TiYes (UMNo  |Heart Attack/Failure D) Yes O No | Osteoporosis O ¥es ©ONo | Tuberculosis O Yes ©1 No
Cold Sares/Fever Blisters 1 Yes (N0 |Heart Murmur “1¥es Mo | Pain in Jaw Joints TiYes UNo | Turors or Growths Y ¥es ) Np
Congenital Heart Disorder  (7) Yes (N0 | Heart Pacemaker “i¥es ()Mo |parathyroid Disease Yas CONo  |Ulcers TiYes 1 No
Convulsions T Yes (UNo  |Heart Trouble/Disgase ) Yes (O No | Psychiatric Care 'Yes iONO | Venereal Disease DYes O Mo
“fellow Jaundice Yes CONo | Sieep Aprea DYes CINo | Gastrichypass 1 Yes N
Have you ever had any serious illness not listad CiYes T No If ves | B )
Comments:
r e
s -

To the best of my knowledge, the questions on this form have been accurately answered. T understand that providing incorrect information can be dangerous to my (or
patient’s) health. It is ry responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:



We welcome and appreciate the opportunity to provide for your dental needs. We do our best to provide
you with superior dental and patient care. Please read this document thoroughly and sign the bottom
acknowledging that you have read and understand this document. We will provide you a paper copy at
the end of your visit today for your records.

Financial Guidelines: We do a complimentary insurance benefit check for those patients who have dental insurance coverage to better
understand your coverage. It is ultimately your responsibility to be aware of your own dental coverage and provide us with as much information as
possible, in order to better assist you. We will accept assignment of benefits, paid directly to our office. We will estimate as closely as possible
what portion your insurance will cover, but be aware that plans differ in coverage. We will collect estimated co-payments and deductibles on the
day services are rendered. After 60 days, the balance on the account will be due in full from you if your insurance has not paid, as you are
responsible for all payments made to your account. A finance charge may be added to your account after 90 days of no payments or accounts
could be turned over to an outside collection agency. Patients without insurance are expected to pay in full by cash, check, or major credit cards
the day services are rendered, unless financial agreements have been made prior to freatment beginning. For your convenience we do offer
information for financing your dental visits from 2 months to 5 years. Please feel free to ask someone about this service.

Appointments: We make every effort fo provide dental service in a timely manner. We understand that your time is valuable and want your visit to
be as convenient as possible. In order to give you the most efficient care, we work within an appointment system and your appointment times are
reserved especially for you. Our office hours are: Mondays Closed. Tuesdays, Thursdays and Fridays 9:00am - 6:00pm. Wednesdays 9:00am -
8:00pm and Saturdays 8:00 am - 3:00 pm. We make every effort to honor all time commitments and expect that patients extend the same
courtesy fo us. We aim to give you the time and atftention you need when in our office. Please help us achieve this goal by being punctual for
your appointment. If you are more than 15 minutes late for your appointment we may need to reschedule you to allow enough time for your
freatment. For all operative appointments scheduled, a scheduling deposit will be required. This deposit will go towards your out of pocket cost on
the day of treatment. For appointments canceled within 48 hours of scheduled appointments, this deposit will be lost.

Cancellation Policy: | understand that if | am unable fo keep my scheduled appointment for any reason, | will noftify the office at least forty-eight
(48) hours in advance of my scheduled appointment time. | understand that | will need to call the office and confirm my appointment within forty
eight (48) hours. | understand that if | do not call the office to confirm my scheduled appointments, my appointment may be released to another
patient. Please note schedule changes will be accepted only during regular office hours. | am aware that | may be charged a fee if | do not
provide forty-eight (48) hours notice of cancellation or do not show up for the appointment. The fee will vary depending on the amount of time
scheduled and will not be less than $45.00. If you fail to show up for two (2) appointments, we may not be able to schedule you for any more
appointments and you will be as a walk-in patient.

Insurance: We would like for all of our patients to better understand their dental insurance. The first thing to know is that dental insurance is not
insurance at all. Insurance originated as, and is by definition, a pooling of funds to pay for a rare, but catastrophic event. Fire insurance is an
excellent example. Originally, medical insurance was also designed this way. Payment for routine office visits, basic medications, and low
deductibles are a relatively recent modification in medical policies to create additional employee benefits that are not true insurance but
"tax-free" benefits.

At our office, we believe that you deserve the best in dental care. That is why we always present you with the best dental solution possible to treat
your personal situation. Each year we provide outstanding dental care to thousands of people. Some have dental benefits, but most do noft. If
you have dental benefits, congratulations! You are very fortunate. Here are some important things you should know:

8 Your dental benefits are based upon a contfract made between your employer and insurance company. If you have any questions regarding your dental benefits
please contact your employer or the insurance company directly.

«3 Dental benefits differ greatly from medical benefits. In 1959, most dental benefit plans had a yearly maximum cap of $1,000 & you will be surprised to know that the
average dental benefit plan today still has a yearly maximum cap of $1,000. There has been no significant increase in the yearly maximum cap in over 40 years!
However, there have been significant increases in your premiums. Dental benefit plans will never pay for completion of your dental care. |t is only meant to assist
Yyou.

©8  Many people receive nofification from their insurance company that dental fees are "above usual and customary”. An insurance company determines their
reimbursement level by surveying a geographical area, calculating the average fee, then determines that 80% of the average fee is customary. Included in the
survey are discount dental clinics and managed care facilities, which have severely reduced dental fees that bring down the average. Any doctor in private
practice will have fees that insurance companies define as "higher than usual and customary".

©3  Insurance companies do not recognize many routine and newer dental services. Our team will gladly assist you in filling out the necessary forms to maximize your
dental benefits and discuss your financial options. Excellent dental care is available with or without dental benefits. We hope you choose the best dentistry has to
offer.

©8  Many plans fry fo confuse participants by giving the In-network as opposed to Out-of-network benefits. After reviewing many plans, the benefits only slightly vary
between in-network and out-of-network. Before deciding on going to an in-network provider of your insurance, you need to evaluate the level of freatment and
patient care you will be receiving. Our office only participates with Delta Dental, meaning we are in-network with only Delta Dental but will file any with any
insurance.

If you understand and agree to the above guidelines for our office, please sign below.

Signature: Date:

If you are signing as a personal representative of the patient, describe your relationship to the patient:

Relationship to Patient: Print Name: DENTAL




Nu Dental
178 Route 35 Unit 6
Eatontown, NJ 07724
(732) 975-7999

Informed Consent
General Dental Care and X-Rays

Patient Name: Record #:

You have the right to accept or refuse dental treatment 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 and benefits of recommended treatment, reasonable
alternatives and their risks and benefits, and the risks of not pursuing the recommended treatment. You will
also be required to sign an informed consent to treatment form documenting that discussion and the
information you received in order to make an informed decision to accept or refuse dental care.

In addition to those procedures requiring specific individualized written informed consent, you will also
come to the dental office for routine preventative care and maintenance, including dental 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 ongoing consent to routine examination, X-rays and
prophylaxis each time you return for your preventative and maintenance appointments. By signing below,
you authorize our office to perform any one or more of the following at each dental office visit:

e Oral Examination, Diagnosis and Treatment Planning
e Dental Prophylaxis (Cleaning) and Oral Hygiene Instructions
e Dental X-Rays

In the event you do not wish to receive any of these services, you may advise us at the time of appointment.
Note that full diagnosis and treatment planning for dental conditions may require one or all of the above
services, and your choice not to undergo one or more of these services at the time of any appointment may
prohibit the dental provider from being able to fully identify or diagnose dental problems. This may lead
to, among other things, worsening of dental conditions, periodontal (gum) disease, tooth loss and negative
impact on overall oral and medical health.

I understand the recommendation of routine dental care, any fee involved, risks and benefits of treatment,
any alternatives and risks and benefits of these alternatives, and consequences of not undergoing treatment.
[ will advise the dental professional immediately if I experience any allergic reaction or negative side effects
after dental care is rendered. I have had all my questions answered and have not been offered any
guarantees. | hereby give my informed written consent for routine examination, X-Rays and prophylaxis
at my dental appointments.

Patient Name: Date:

Signature:

If signed by a legal representative, printed name:

Authority:

Informed Consent — Dental Treatment and Procedures
Page 1 of 2



Nu Dental
178 Route 35 Unit 6
Eatontown, NJ 07724
(732) 975-7999

Insurance related topics and financial responsibility

Your insurance plan requires that you present your current Insurance card at each and every visit.
Although we will assist you, it is ultimately your responsibility to be aware of the extent of your
coverage, limitations, and exclusions before the time of service.

Patients with insurance: Your co-payment is due on the day of service. We can only estimate
your copayment because insurance plans have so much variance. If your insurance company
pays less than estimated, the additional co-payment is due at that time. If your insurance
company has not paid for a service within 90 days, you will agree to pay the balance due in full
at that time. If your insurance company pays you and not our office, you will be required to pay
for our services when rendered. If your account balance is not paid within 180 day of the day of
treatment or last payment it will be sent to a collection agency and an $18.00 collection fee will
be added to your account.

Broken Appointments: A high number of broken appointments increase costs of delivering
dental care for you and our other patients. With that in mind, we ask for at least 24 hours
advance notice if you cannot keep your appointment. A minimum fee of $50 will be charged for
a missed appointment with less than 24 hours’ notice. If you arrive late to your scheduled
appointment, we reserve the right to reschedule the appointment.

SEPARATED/DIVORCED PARENTS

For parents who are separated or divorced and need care for their child/children, the parent
bringing the child to the office authorizes treatment, and therefore is responsible for payment on
the date of service. If there is a divorce decree requiring the other parent to pay a portion or all of
the treatment costs incurred, it is the authorizing parent's responsibility to collect from the other
parent. Nu Dental will not make special provisions or act as a mediator in collection of payment.
Unless Nu Dental has a court order(s) that states the contrary, Nu Dental is legally obligated to
disclose medical information to both parents/legal guardians. If at any time legal matters become
too Intrusive for our staff, we reserve the right to dismiss the patient from the practice.

Payment Policy: Payment for treatment is made on the day the service is rendered. For
extensive treatment plans, payment plans are available and must be made before treatment
is started.

Grounds for Dismissal (Include but not limited to) Non-payment of patient responsible balances
in timely manner Multiple missed appointments, Profane, abusive, or demeaning language to
staff

Signature on file: I authorize Nu Dental to submit claim forms to my insurance carrier, and my
signature below can take the place of an original signature on all submissions. HIPPA Consent:
I acknowledge receipt of this office’s NOTICE OF PRIVACY PRACTICE.

Signature:
Print Name:

Informed Consent — Dental Treatment and Procedures
Page 2 of 2



Nu Dental
178 Route 35 Unit 6
Eatontown, NJ 07724

NU Dental has implemented a new credit card policy.

Much like many other businesses such as a restaurant, hotel or car rental agency, etc.
we now have a similar policy where we ask for a credit card which may be used later to
pay any balance that may be due on your bill. Co-pays are still due at the time of
service.

At check in, your credit card information will be obtained and kept securely until your
insurance(s) have paid their portion and notifies us of the balance due, if any. At that
time, we will charge your credit card on file and mail you a paid statement.Your ability to
dispute a charge or question your insurance company’s determination of payment will
remain unchanged.

If you have any questions about our policy, please do not hesitate to ask.

By signing below, | authorize NU Dental to keep my signature and my credit card.
Information securely on-file in my account. | authorize Nu Dental to charge my credit
card for any outstanding balances when due.If the credit card that | give today changes,
expires, or is denied for any reason, | agree to immediately give NU Dental a new, valid
credit card. Even NU Dental is not processing the new card in person, | agree that the
new card may be used with the same authorization as the original card | presented.

Credit Card Information

Card Type: [ MasterCard O VISA O] Discover O AMEX
O Other

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yy): CVV Code:

Cardholder ZIP Code (from credit card billing address):




Nu Dental
178 Route 35 Unit 6
Eatontown, NJ 07724

Freqguently Asked Questions Reqarding the Credit Card on File
Agreement

How much and when will the money be taken from my account? The insurance
companies on average take approximately 2 weeks to process submitted claims.

Whatever the allowed amount is, your copay, coinsurance, and deductible are taken into
consideration.

It simply depends on your individual policy what you may owe. Once the insurance
explanation of benefits is received and posted to your account, your patient financial
responsibility will be processed.

How do you safeguard the credit information you keep on file? We use the same
methods to guard your credit card information as we do for your medical information.

The card information is securely protected by the credit card processing component of
our HIPAA compliant practice management system. This system stores the card
information for future transactions using the same sort of technology that any online
retailer would.

What are the benefits? It saves you time and eliminates the need to write checks, buy
stamps or worry about delays in the mail.

What if there is a payment discrepancy or | have other payment questions?
Please contact our billing department directly to settle payment discrepancies or for
payment questions. This policy in no way compromises your ability to dispute a charge
or questions your insurance company’s explanation of benefits (EOB).

Will | still receive a paper bill by mail? No. You will receive one statement which will
show what was sent to your Ins. Co., their payment and the portion remaining that was
charged your card. If you do not wish to make any payment method changes, just hold
onto the statement for your records.



PRIVACY POLICY NOTICE

|
This Notice describes how medical information about you may be used and disclosed and how you

can get access to this information. Please review it cax

refully.

USES AND DISCLOSURES

Our office must provide you, the patient, a description and at least one
example of the type of uses and disclosures that our office is permitted
to make for the purpose of treatment, payment and health-care opera-
tions (all uses and disclosures by the way, that are permitted by the law
without authorization by the patient.)

Treatment - Our office will use and disclose your protected health in-
formation (PHI) for purpose of treatment, meaning the provision, coor-
dination and management of your health care and related services. For
instance, we will use and disclose your health information to coordinate
benefits with a third-party payer, or for consultation between our office
and a specialist if required for your care.

Payment - Our office may use and disclose the minimum necessary
amount of your PHI and health-care operations, such as business plan-
ning and development that involves conducting cost-management and
planning-related analysis related to managing and operating the entity,
including formulary development and administration, development and
improvement of methods of payment or coverage policies.

This section of our policy also must describe other purposes for which
our office is permitted or required to use or disclose your PHI without
your written authorization. No examples of each of the following in-
stances is required in this notice.

Required by law - Our office may use and disclose your PHI only to
the extent that such use is required by law.

Public health activities - Our office may use and disclose the mini-
mum necessary amount of your PHI to appropriate public health author-
ities for reasons such as, but not limited to, preventing or controlling
disease, injury or child abuse or neglect.

Reporting abuse, neglect or domestic violence - Our office may use
and disclose the minimum necessary amount of your PHI to the extent
necessary to inform the appropriate public government authority if we
reasonably believe you to be a victim of abuse, neglect or domestic vio-
lence.

Health oversight activities - Our office may use and disclose the mini-
mum necessary amount of your PHI to a health oversight agency for
oversight activities authorized by law, such as for, but not limited to,
audits.

Judicial and administrative proceedings - Our office may use and dis-
close the minimum necessary amount of your PHI in the course of any
judicial or administrative proceeding if required to do so.

Law enforcement agencies - Our office may use and disclose the mini-
mum necessary amount of your PHI to a law enforcement agency is re-
quired by law to do so.

Deceased patients - Our office

may use and disclose the minimum nec-

essary amount of your PHI to ajcoroner or medical examiner for the
purpose of identifying a deceased person, determining cause of death or
another matter authorized by law, or to funeral directors to carry out

their duties with respect to the d

Research purposes - Our officg

eceased individuai.

may use and disclose the minimum

necessary amount of your PHI for research purposes without your writ-
ten authorization only if we have obtained one of the following docu-

mented institutional review boa
written or verbal representations
to prepare a research protocol, e

rd or privacy board approval, either
that the information is to be used only
ither written or verbal representations

that the information being sought is solely for research on the PHI of

decedents, or a limited data use

pgreement.

Specialized government functipns - If you are a member of the Armed
Forces, our office will use and disclose the minimum necessary amount

of your PHI for military and vet

erans activities. Our office also will use

and disclose the minimum amount of your PHI for national security and
intelligence activities for protective services for the U.S. President and
others. Our office also will use Td disclose the minimum necessary

ti

amount of your PHI to a correc
agency if you are an inmate and
information is necessary.

onal institution or law enforcement
that agency or institution indicates the

Safety - Our office may use and disclose the minimum necessary
amount of your PHI if we believe doing so is necessary to prevent or
lessen a serious and imminent threat to the health or safety of a person
or the public and other special cifcumstances.

Workers’ compensation proceedings - Our office may use and dis-
close the minimum necessary amount of your PHI as authorized by and

to the extent necessary to compl
pensation or similar programs.

y with laws related to workers’ com-

Patient directory - Except whcnéax] objection is expressed by you, our
office may use and disclose the minimum amount of your PHI to 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 opportu-
nity to object, except in cases of emergencies when we must exercise
professional judgment to determine whether use and disclosure of this

information is in your best interest.

Friend, family and personal representatives - Our office may use and
disclosc the minimum necessary amount of your PHI that is directly rel-

evant to the involvement of a fam
personal friend or someone else i
be in relation to care or payment {
and disclose the minimum necess
your location, general condition o
sonal representative of yours or a
care. Such uses and disclosures w
if you are present, unless you are

ily member, other relative, a close
lentified by you. Involvement could
jor services. Our office also will use
ary amount of your PHI regarding

r death to a family member, a per-
1other person responsible for your

11 be made only with your permission
ncapacitated or there is an emergency

circumstance where our office must exercise professional judgment.




|
|

|

Federal investigation - Our office ma‘}(y use and disclose the minimum
necessary amount of your PHI for an investigation by the U.S. Department
of Health and Human Services Secretary to determine if our office is in
compliance with the HIPPA privacy regulation that requires us Lo protect
your individually identifiable health information.

Business associates - Our office may use and disclose the minimum nec-
essary amount of your PHI to a business associate or allow the busincss
associate to create or receive your PHI on your behalf only if the business
associate has agreed in writing to appropriately safeguard the information.

Appointment reminders - Our office|may usc and disclose the minimum
necessary amount of your PHI when contacting you to provide appoint-
ment reminders or information about l{‘eatmem alternatives or other
health-related benefits and services th%t may be of interest to you.

Marketing - Our office will obtain written authorization from you if we
would like to use your PHI for marketing purposes, except (or face-to-face
communications or promotional gift of nominal value provided to you
while visiting the office. This office will inform you via the written author-
ization form if this office is to receive remuneration in connection with
any marketing purpose. You have the right to revoke any authorization as
fong as you do so in writing.

General authorization statement - F(Sf any purpose not stated in this no-
tice, our office will not use or disclosc your PHI without your written au-
thorization. :

PATIENT’S RIGHTS i

The patient - You have the right to insﬁect or obtain a copy of your PHI
from our office. Our office requires you submit such requests in writing to
our privacy director. Our office must act on your request no fater than 30
days after receipt of your request, unless the PHI request is not maintained
or aceessible to our office on site. In thé latter case, our office must re-
spond to your request within 60 days of your request, and we must inform
you of any such delay in writing withix') the initial 30-day timeframe. If
further delays are required, our office may extend the time needed to re-
spond to your request an additional 30 }days provided that our office in-
forms you of the reasons for the delay i}nd offers a date by which our
office will respond to your request. Our office will provide you with ac-
cess 10 your PHI to inspect or to obtain a copy, or both, in the form re-
quested, if reasonable. If you agree to teceive a summary of your PHI, our
office will supply you with access to the summary. Our office will charge
you a cost-based fee for the provision of any copies provided to you.

Denial of access appeals - If our ot’ﬁcé denies your request for access to
your PHI in whole or in part, we must provide you with access 0 any other
PHI for which access in not denied. For the information that is denied, our
office must inform you in writing of this denial within 30 days of the orig-
inal request, and the statement 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 to the informa-
tion is reasonably likely to endanger the life or physical safety of you or
another person; the information requested makes reference to another per-
son (unless the other person is a healthicare provider) and the doctor has
determined, using his professional judgment, that granting your request is
reasonably likely 1o cause substantial harm to this other person; and when
the request for information is made by your personal representative and
the doctor, using his professional judgment, has decided that the provision
of the information to the personal reprgsentative is reasonably likely to
cause substantial harm to you or another person. If access to your PHI is
denied for thesc reasons, you have the tight to have the denial reviewed by
“ who has agreed o serve in thi§ capacity for our office. cannot be
involved in the original decision to deny access to your PHI. Our office
will inform you in writing as to the dedision by them within a reasonable
period of time.

Restrictions - You have the right to request restrictions on certain uses and
disclosures of your PHI, though our office is not required to grant such requesis.

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

Accounting of disclosures - You have the right to receive an accounting
of disclosures of your PHI made by our office for the six years prior to the
date on which the accounting is requested. The following disclosures are
exempted from this accounting: Disclosures to carry out treatment, pay-
ment and healthcare operations; to you, the patient; for incidental uses or
disclostires; disclosures made according to your written authorization; for
the office patient directory; for national security; for correctional institu-
tions; for limited data set; or any disclosure that occurred prior to April
14.2003. Our office will provide you with a written accounting that in-
cludes the disclosures required to be listed, such as those business associ-
ates of our office. This accounting will include the date of disclosure, the
name of the entity or persons who recetve the PHIL.

Electronic notice - You have the right to receive a paper form of this no-
tice of private policies from our office upon request if this notice was re-
ceived electronically.

Rights to amend - You have the right to request our office amend the
PIIL. 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 information is not available for access to you, or the current infor-
mation is accurate and complex. Amendment requests must be made in
writing to our privacy director. Our office must act on such requests within
60 days of receipt of such requests. If we deny your request, we will in-
form you in writing within 60 days, indicating one of the reasons listed
previously as the basis for denial. If you do not submit a statement if d.is—
agreement, you with any future disclosures of your PHI that is the subject
of the amendment. 1f you submit a statement if disagreement (limited to
500 words), our office may prepare a written rebuttals to your statement.
We will provide you with a copy of the rebuttal.

PATIENT’S RIGHTS

Our office is required by law to maintain the privacy of your PHI and to pro-
vide you with notice of our legal duties and privacy practices with respect 0
PHI. Our office is required to abide by the terms of the notice currently in ef-
fect. Our office reserves the right to change the terms of this notice and to
make the new notice provisions effective for all PHI that we maintain.

PATIENT’S RIGHTS

Patients may file a complaint with our office and with the Department of
Health and Human Services Secretary if they believe their privacy rights
have been violated. Complaints must be filed within 180 days of when
you knew or should have known that the alleged violation occurred. To do
s0, please request a complaint from our privacy director. Please be as-
sured, patients who file complaints will not be retaliated against for doing
S0.

CONTACT

For more information about our office’s privacy policies, contact:

Privacy Director:

Telephone:

EFFECTIVE DATE

This notice for our practice is effective as of: _ ~




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




NU Dental
178 State Route 35 Suite #6
Eatontown, NJ 07724
(732) 945-7999

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 Internet). This consent includes, but
is not limited to:

(a) Permission to interview, film, photograph, tape, or otherwise make a video
reproduction of me and/or record my voice;

(b) Permission to use my name; and

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

This consent is given in perpetuity, and does not require prior approval by me.

Name:

Signature:

Address:

Date:

The below signed parent or legal guardian of the above-named minor child hereby consents to
and gives permission to the above on 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 to the parent/legal guardian:
| certify that | have read this consent form in full to the parent/legal guardian whose signature
appears above.

Date Signature of Organizational Representative or Community Leader

Revised/Updated: 10/8//2019
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