BRUCE §. BARKER, D.M.D., PA.
&9

Creator of Beautiful, Healthy Smiles

PLEASE COMPLETE AND BRING TO YOUR EXAMINATION APPOINTMENT
(Call if you have questions and we will arrange to assist you in filling out these forms)

GEN
NAME: Om [
Last First Middle Birthdate Age Sex
S MWD
Street Address City Zip Code Marital Status
TELEPHONE: Home Work Mobile

Email Address (for appointment confirmations)

Preferred method of contact : [] Home Phone [ Work Phone [ Mobile Phone O Email

EMPLOYER NAME SOCIAL SEC #

HOW CAN WE HELP YOU? [ GENERAL DENTAL NEEDS [0 AESTHETIC EVALUATION [0 EXAM AND CLEANING

WHOM MAY WE THANK FOR REFERRING YOU?

\ \_/ V \_/
NAME: RELATIONSHIP TO PATIENT:
Last First M.I.
Street Address City State Zip Code
TELEPHONE: Home Work Mobile
SPOUSE’S EMPLOYER SOCIAL SEC #
EMERGENCY CONTACT PERSON (if different than listed above)
R AN JFO V ()
INSURED’S NAME BIRTHDATE
SUBCRIBER ID (or SSN#) GROUP NUMBER

INSURANCE CO. NAME AND ADDRESS




Tty Y

Previous Dentist? City, State

Date of last dental visit? Treatment performed?

How often were your teeth professionally cleaned in the past year?

Have you had a full set of dental x-rays in the past 3 years? ...........ccooooiiiiiiiiit e
Have you had any complications with previous dental treatment? ...
Are you aware of clenching or grinding your teeth? ... ...
Do you have pain in your jaw, ear or face or difficulty opening your jaw? .............ooiiiiiiiiiii
Do you currently or have you worn a nightguard or other orthotic? .......... ...
Do you brush and floss reguIarly? ... e
Do you gums bleed when brushing or flOSSING? ..o
Do you have any issues with bad breath or a bad taste in yourmouth? ...
Have you ever been diagnosed with periodontal diSEaSse? ..........co.oeiiiiiiiiiii
Do you have any areas where food gets trapped between your teeth? ...
Do you drink soft drinks (soda) either Diet or Regular? (How many and when?) .........c..oooiiiiiiiiiiiieee,
Do you routinely use mints (lifesavers, altoids) or throat [0Zenges? ...

Do you have any history or Anorexia or BUlemia? ...........o.iiiiii

Are you aware of any dental problems at this ime? .......... i
Are you unhappy with the appearance of your teeth? ...
Have you ever whitened your teeth? . ... .o e
Do you suffer anxiety from dental visits Or ProCeAUIES? ..o

What changes would you make regarding your smile?

YES NO

What other concerns do you feel are important to helping us make your visits and experience less stressful and more comfortable?
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© weocamsory

Name of physician City Phone
Name of pharmacy City Phone
Date of last physical exam Findings
What is your estimation of your general health? Good Fair Poor
Do you smoke? [ Yes [JNo If so, how much? How many years?

YES

Has anyone in your family had diabetes? ...........oueiiiiii e e
Have you had surgery or X-Ray treatment for a tumor, growth, or other condition of your head, mouth or lips? .........
Are you currently under the care of @ PhySICIANT ........ouiii e
Have you ever had any serious illness or Major OPErationNS? .............u ittt
Have you had abnormal bleeding associated with previous surgery, tooth extraction , or trauma? .............................
Are you taking any blood thinning medications? ( Aspirin, Plavix, Coumadin, Heparin, etc.) .........cccovvvviiiinnin
Are you taking or have you taken any drugs within the past year (tranquilizers, steroids, aspirin)? ............ccccccoeeeeeeee

If so, please list drug names and why you are taking them:

[
[]
[]
[]
[]
[]
[]

LOOOCes

Have you ever been diagnosed with Osteoporosis, or taken any bone altering/preserving medications? ( Oral/ IV) ? ..

Do you routinely take natural/herb medications or supplemMEeNntS? ... ...

Are you allergic or have you had any adverse reaction to any of the following?:

o Dental anesthetics ( Novacaing, €fC. ) ...........uuiiiiiiiiii e

e Penicillin, Tetracycline, or other antibiotiCs ...
e Aspirin, Ibuprofen, Tylenol, or other NSAIDS ...........ccooioiiiiieeee e s
e Codeine, Percodan, Morphine, or other NarcCotics .............ccoooiiiiiiiiiiiiiii e

o Valium or other SEAAtIVES .........c..iiiiii e

Do you or have you had any of the following conditions? (Check all that apply):

[ Heart (Surgery, Disease, Attack) [] Diabetes [1 High Blood Pressure

[ High Cholesterol [ Heart Murmur [1 valvular Disease (Mitral Valve Prolapse)
[] Pacemaker [ Artificial Joint (knee, hip, etc.) [1 Osteoporosis

[J Lung Disease (emphysema, COPD, Asthma) [] Hepatitis, AIDS, Jaundice or Liver Disease [ Kidney Disease

[] Cancer, Chemotherapy, Radiation [ Bleeding Disorders [1 Glaucoma (Narrow Angle)

[J Nervous Disorders (Epilepsy, Seizures) [ Thyroid Disease [ Sexually Transmitted Disease

[ Cold Sores (Aphthous Ulcers) [ Fever Blisters (Herpes Labialis) [1 Latex Sensitivity

FOR WOMEN ONLY:

Are you taking female hormones (oral contraceptives, hormone replacement therapy, etc.)? .........cccooooiiiiiiiiiiiiinnnnn.

Are you pregnant at the presenttime? (#of months)é é 6 é é é ééééééééééééééééééééééececeed

Are you planning on becoming pregnant in the near future? ...

Have you reached MENOPAUSE? .........uuuiiiiiiiii e e oo e et e et e e e e e e e ettt e e e et e e e et e e e e

Patient (Guardian Signature) Reviewed By

[]
[]
[
[]

Date

L]


CHS
Typewritten Text
YES    NO

CHS
Typewritten Text

CHS
Typewritten Text

CHS
Typewritten Text

CHS
Typewritten Text


BRUCE §. BARKER, D.M.D.,, PA.
39

Creator of Beautiful, Healthy Smiles
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you
this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect April 1,2003, and will remain in effect until we
replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all
health information that we maintain, including health information we created or received before we made the changes. Before we make
a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

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

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing the competence or qualifications of h ealthcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.

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

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of thi s
Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with your
healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or
locating) a family member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity
to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information
based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s
involvement in your healthcare. We will also use our professional judgment and our experience with common practice to m ake
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar
forms of health information.

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

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible
victim of abuse, neglect, or domestic violence or the pos sible victim of other crimes. W e may disclose your health information to the
extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed F orces personnel under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence,



and other national security activities. We may disclose to correctional institution or law enforcement official having lawful custody of
protected health information of inmate or patient under certain circumstances.

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

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You must
make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact
information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time.
You may also request access by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you
$0.50 for each page, $ 50 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in that format. If you
prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the
end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health
information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not
before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We
are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative
means or to alternative locations. {You must make your request in writing.} Your request must sp ecify the alternative means or
location, and provide satisfactory explanation how payments will be handled under the alternative means or location you request.

Amendment: You have the right to re quest that we amend your health information. (Your request must be i n writing, and it must
explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in
written form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have
us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at
the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will
provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information.



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

I, have received a copy of this office’s Notice of Privacy Practices.

{Please Print Name}

{Signature}

{Date}

For Office Use Only

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

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

oot




AL INSURANCE FA

As an optimal-care dental practice, we strongly believe our patients deserve the best possible dental care available today with

the newest technologies and new materials. In an effort to maintain a high quality of care, we would like to share some facts about
dental insurance with you.

Fact #1 - Your dental insurance is based upon a contract between your employer and the insurance company. Should
questions arise regarding your dental insurance benefits, we can help with basic information, but it is best for you to contact
your employer or insurance company directly.

Fact #2 - Dental insurance benefits differ greatly from plan to plan. Benefits, coverages, and limitations determine the quality
of the plan which is solely determined by how much an employer chooses to spend on a plan. Hence dental insurance has
never been a pay-all form of insurance but provides assistance for dental fees. Remember, the goal of the insurance
company is NOT to help you obtain the best quality of dentistry. Their mission and goal is to garner profit for the
insurance company stockholders. Therefore, they will use any and all means to limit your benefits and hence the
amount of money they have to pay out.

Fact #3 - You may receive a notification from your insurance company, stating that dental fees are “higher than usual and
customary.” This is truly a misleading term created by the insurance company. An insurance company surveys a geographic
area, calculates an AVERAGE fee, takes 80% of that fee and considers it customary. This fee limit is different for every
carrier and is higher for more expensive plans and lower for less expensive plans. Our fees maybe higher or lower than
a carrier's “UCR” depending on the quality of the plan chosen.

Fact #4 - There have been tremendous advances in the last ten years in the way dentistry is performed. Insurance companies
continue to promote and therefore cover out-dated and unhealthy ways of restoring teeth while rejecting many of the newer,
healthier and long-lasting materials and methods. Our practice strives to use the highest quality materials and the best
procedures. We do not treatment plan for patient’s care base upon what insurance will or will not cover. This is not
prudent or ethical and would be considered malpractice. Alternatives will always be explained to help patient’s make
an informed decision.

Fact #5 — Some insurance carriers pay differently to dentists depending on whether they are “in network” or “out-of-
network”. A network is a group of dentists under contract with the insurance company to perform services at lower fees, thus
creating more profit for the insurance company. These practices are typically high volume, lower care offices. We feel that it is
discriminatory to charge different fees for the same service based on whether a patient has insurance or not. We do not
participate in any network run by insurance companies, as they do not support optimal care for our patients.

In summary, the type of treatment you receive from our office is based on professional judgement and a desire to help all patients
achieve a lifetime of optimal dental health. Treatment is not based on the limitations of any insurance company as they do not share in
keeping the best interests of the patient in mind.

Since dental services are rendered directly to the patient, you are directly responsible for payment for services. As a courtesy to you,
we can file and accept be nefits from y our insurance carrier. Due to inc reasing problems associated with most carriers, we have
implemented the following policies regarding the handling of insurance:

1. We will electronically file your dental insurance provided we can verify accurate insurance information. The portion of your
fee for service that is not co vered by your carrier, plus any deductibles, etc is to be paid at the time of service. Prior to each
visit, we will estimate what the insurance portion of your services will be and what you will be responsible for.

2. We will only file primary insurance information. If you are covered by a secondary plan, due to the wait time in ability to file,
you will be responsible for filing your secondary insurance. We can provide forms to help you.

3. We will accept benefits from your primary carrier up to 60 days from the date of filing. Should there be increased delay by
your insurance company past 60 days, the balance will be charged directly to your account, at which time, you are responsible
for the fees. Further follow up on your claim becomes your responsibility. A copy of the claim form will be provided to you.

By signing below, you agree to the policies of this office with regard to handling your dental insurance.

Print Name Signature Date




POLICIES

We understand that financial situations, like dental treatment plans, differ from person to person. Our goal is to
treat each person with optimal dental care, and make recommendations which are ALWAYS in the patients best
interests. We have established the following financial choices for our patients.

(PLEASE NOTE: IF YOU HAVE DENTAL COVERAGE TO ASSIST YOU, PLEASE REVIEW THE FORM REGARDING
DENTAL INSURANCE. DENTAL INSURANCE IS NOT A PAY-ALL AND ALMOST ALWAYS THERE WILL BE CO-
PAYMENT REQUIRED FOR DENTAL PROCEDURES.)

O OPTION 1

- Payment in full at the time of service. A 5% cash discount will be allowed on charges of $1000.00 or more if
paid by cash or check. Any dental insurance information will be prepared for the patient, but we will instruct
your insurance carrier to pay benefits directly to the patient.

O OPTION 2

- Payment of your estimated co-payment at the time of treatment. Insurance will be filed electronically by our
office and benefits will be paid to our office. As stated in the dental insurance policy document, this applies to
primary insurance only. Should your insurance company not pay for whatever reason (denied coverage,
terminated coverage, exclusion, etc.), the balance of the fee becomes your responsibility and will be
automatically charged to your account.

O OPTION 3- (This option does not apply for routine preventive care (cleanings)nor balances
under $ 200.00)

- Payment of your dental fees on a monthly installment basis. This is arranged with an outside financing
company which specializes in providing financing for dental and medical care for those people who qualify.
This involves a simple credit approval process which can take place electronically while you are in the office.

*kkkkkkkkkkkk

We also request that patients provide us with 48 hours notice in the event they need to change their appointment. The
appointment times are reserved exclusively for them, and can be given to other clients provided we have adequate notice.
In the event we are not given adequate notice for an appointment change, or an appointment is missed without any
notification, the patient may be charged for that appointment.

Print Name Signature Date
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