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MEDICAL HISTORY

Although daral peraannel prirmarily treat tha area in and anound your mouth, your mouth |8 8 part of your antire body. Health problams that you may
have, or msdication that you may ba taking, could heve an important intarrelationship with e dentisiry you will receive. Thank you for answering the
following quasiions.

Are you under a physician's cana now? (| Yes || Na  If yes, please explain:

ivB you ever been hospitalized or had a major operstion? ) Yes [ Mo  |f yes, please explain-
Have you ever had a serious head or neck injury? | | Yes | | No  If yes, please explain

A you taking any medications, pills, or drugs? (| Yea (' Na  H yas, ploase explain-

Da you takepor have you taken, Phen-Fan or Redux? | Yes || No
Are you on a spacial dist? (! Yes [ No

Dio you usa tobacen? (! Yas (| No

Woman: &me you
Do you uss contralled substances? | | Yes (| Mo [] PragnantiTrying to ged pregnant? [ | Mursing?
|| Taking oral contraceptives?
A you aliergic fo any of the followang?
_ Aspiin [ Peniclin [7] Codeine [ | Acryie [ ] Metal | Lt || Local Anesthetics
"] Diibar I yes, pleass explain;
Do you hawe, of have you had, eny of the folicaing ¥
| MIDEHNY Posith ] Gnest Pains [ Fregquen Headacnes [ | irnguisr Heariaal [T ‘Bcoriat Faver
7] Alzheimars Disaase [[] Cokt SoresFaver Biwtars || Gandal Harpes [ #tidn=y Probiems [ Shirgles
_| Anaphyisss ["] conganial Heart Disceder || Glawcoma [ | Lewkamia [T Bickis Cal Disssss
| Angina [] Corfisona Mecicine ] Heart AttnckiFailurn [ ] Low Bicod Pressum | Gpina Bifda
B s L] Distestes | Haart Murmur ] Lurg Dinense | Stomach/imestnal Dnsase
| Arifical Heart Valve [] Onag Addicion | Hsart Pacs Makar [T mttral Ve Prolapsa | Eiroks
T Artfical Jeini [ Essily Winded [] Hearl TroublwDisonss [] ®ain in Jaw Joins [ Eweling of Limbs
Adlhimd [] Emphysama | Hemaghila [] Paraifyroid Disaass | Temyrold Disbase
Bipod Disennn | Epdupsy or Ssinras 7] Hapatitis & [} Paychinlic Care | Tonaibitn
Biood Transhsicn [ Esxcossive Bisading ] Heepastis B or C [ ] Radiaton Trmatmants || Tubemuiosls
_ Ermathing Probiem [] Excessive Thirst [ | Hexpes [] Recsnt Weight Loss __| Turmnors or Growsis
| Bruise Easily | Fainling SpeilsDizziness | | High Blood Fressurs [ Remal Disfysis L | e
7] Cancer [} Fraquant Gough [] Hives o Rash [} Rhaumaiic Faver ["] Wenareal Disnase
~| Ghamoinanapy [ Frequani Distes |_| Hypoghramis [ Rheumatizn [ ] Welcw Jaundics

Have you aver had any serious iliness not fsted sbove? | Yes (| Mo If yes, please axplain.

Commenis:

e ———

To ihe best of my knowledgs, the quastions on this farm have been accurslely answared, | undersiand that providing incorrect nformation can be
dangarous o my (or patents) kaallh, 1t is my responsibéity ta mform the dental affice of any changss in medical sistus.

SIGHMATURE OF PATIENT, PARENT. or GUARDIAMN
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Linden Oaks
Dental

ANDREW J DVONCH DDS
NEHA BATRA DDS

OFFICE FINANCIAL POLICY

Our financial policy has been set up to prevent misunderstandings. We would like to
acknowledge patients who take a responsible approach to paying for their dental care.

-y

1) Full payment is expected at the time of service unless other arrangements have been
made,

£) A service charge of 1.5% per month on the un pald balance will be charged after 30 days,

3] I an appointment is broken or cancelled within 24 hours, a charge of 540,00 may be
applied to your account.

4} Returned checks are subject to a 525.00 service charge and will terminate your privilege
to pay by check on future visits,

3) Itis understood and agreed that in the event any outstanding balance has to be referred
1o a collection agency or attorney for recovery to a collection agency or attorn ey for
recovery, you will be fully responsible for all collection agency fees and attorney’s fees,

Please sign below to indicate that you have read and fully understood said policy

PRINT NAME

SIGNATURE



NOTICE OF PRIVACY PRACTICES
Linden Oaks Dental
Andrew J. Dvonch DDS
Neha Batra DDS
[1'|-||3 NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE

USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our lagal obligation to keep health information that identifies you private. We ara
obligated by law to give you notice of our privecy practices. This Notice describas how we protect your
health infarmatian and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reesen why we use or disclose your health infaormation is for trestment,
payment or heslth care operations. Examples of how we use or disclose information far traatrmant
purposes are’ sefting up an appaintment for you; examining vour teeth; prescribing medications and
faxing them to be filled; referring you to another doctar or clinic for other health care or services; or getting
coples of your health infarmation from ancther professional that you may have seen before us. Examples
of how we use or disclose your heaith information for payment purposes are: asking you about your
health or dental care plans, or other sources of payment, preparing and sending bills or claims; and
eccllecting unpaid amounts (slther ourselves or through a collection agency or atforney). "Health care
operations” mean those administrative and managerial functions that we have to do in order fo run our
office. Examples of how we use or disclasa your health information for health care operations are:
financial or billing audits; intarnal quality essurance, personnel decisions; paricipetion in managad cang
plans; defense of legal matters; business planning: and outside storage of our racords.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requiras us to use or disclose your health information
withaut your permission. Not all of thesa situations will apply to us, some may never come up at our office
gt afl, Such uses or disclosures are:

« when a state or faderal law mandates that certain health information be reponed for 8 specific
purpose,

» far public health purposes, such as contagious disease reparting, investigation or surveillance;
and nofices to and fram the federal Food and Drug Administration regarding drugs or medical
davices:

» disclasures to governmental authorties about victims of suspected abuse, neglect or domastic
vinlence;

+ uses and disclesunes for health oversight activities, such as for the ficensing of doctors; for audits
by Medicare or Medicaid; or for invastigation of possible violatians of haalth care laws;

* disciosures for judicial and administrative proceedings, such as in response to subpoanas or
orders of courts or administrative agencies,

» discipsures for law enforcament purposes, such as to provide information about someons wha is
or is suspected to be & victim of a crime; ta provide information about a crime at our office; or to
report a crime that happened somewhere else,

» dizclosure to 8 medical axaminar o Identify a dead person or ta determing the cause of death: or
io funeral directors to aid in burial; or o arganizations that handle organ or tissue donatians;

» uses or disclosures for health related research;

usas and disclosures to prevent a seraus threat to health or safety,
usas or disclosures for specialized govemment functions, such as for the protection of the
president or high ranking government officials; for lawful netional intelligance activities; for military



purposas; or for the evalustion and health of members of the fareign service,

disclosures of de-identified information;

disclosures relating to worker's compensation programs,

disclosures of a "limited data set" for research, public health, or health care operations;

Incldental disclosures that are an unavoidable by-product of permitted uses or disclosuras;

disclosures to "business associates” who perform haalth care operations for us and wha commit
to respect the privacy of your health information; Unless you object, wa will also share
relevant information about your care with your family or friends who ara helping you with
your dental care

APPOINTMENT REMINDERS

We may call or write to ramind you of scheduled appointmants, or that it is time to make a routine
appointment. We may also call or write to notify you of ather traatments or sarvices available at our office
that might help you. Unlass you tell us otherwise, we will mail you an appointment remindar on & past
card. andlor leave you 8 reminder message an your home answering machine or with someone who
answers your phanea If you are nat homea.

OTHER USES AND DISCLOSURES

Wa will not make any other uses or disclosures of your health information unless you sign a
written "suthorization ferm.” The content of an "authorizetion form" is determined by federal law.
Sometimes, we may initiate the authorization process if the use or disclosura is our (dea. Sometimes,
you may initiate the process if it's your idea for us to send your information to someona elsa. Typically, in
thiz situation you will give us a properly compbeted authorization form, or you can use one of ours,
If wia initiate the process and ask you to sign an authorization form, you do net have to sign it If you do
not sign the autharization, we cannot make the use or disclosura. If you do sign ana, you may ravoke it at
any time unless we have already acted In reliance upon it. Revocations must be in writing. Send them to
the office contact person named at the baginning of this Natice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your haalth information. You can:

# ask us to restrict our uses and disclosures for purposes of freatment (except emergency
treatmant), payment or healith care operations. We do not have 1o agres to do this, but If wa
agree, we must honor the restrictions that you want To ask for a restriction, send a written
request to the office contact person at the address, fax or E Mail shown gt the beginning of this
Maotlca,

# ask us to communicata with you in a confidential way, such as by phoning you at work rather than
at home, by mailing health information o & different addrass, or by using E mail to your personal
E Mall address. Wa will accommodate these requests if they are reazcnable, and if you pay us
for any extra cost. If you want to ask for confidential communications, send a written request to
the office contact person at the address, fax or E mail shown at the beginning of this Notice,

« gsk to sea or o get photocopies of your health information. By law, there are a few limitad
gituations in which we can refuse to permit eccess ar copying, For the most par, however, you
will ba able to review or have a copy of your health information within 30 days of asking us (or
sixty days if the information is stored off-site). You may have o pay for photocopies in advance.
If wee deny your request, we will send you a written explanation, and insiructions about how to get
an impartial review of our denial if cne [z legally availabie. By law, we can have one 30 day
extension of the time for us to give you access or photocopies if we send you a wriltan notica of
the extension. If you want to review or gel photocopies of your health infaormation, send a writien
request o tha offica conlact parson at the address, fax or E mail shown at the beginning of this
Motice,

# azk us to amend your health Information If you think that it is incorrect or incomplete. 1f we agree,
we will amand tha information within 60 days from when you ask us. Wa will sand the corrected
Information to persons wha we know got the wrong information, and ofthers that you specify. If we
do not agraa, you can wiite a statament of your position, and we will include it with your health
information akong with any rebuttal statemaent that we may write, Gnce vour statement of position
andfor our rebuttal Is included in your health information, we will send it along whenever we make
a parmitted disciosure of your health information. By law, we can have one 30 day extension of



me to consider a request far amendment if we notify you in writing of the extensian. If you want

tg ask us to amend your health information, send a written request, including your reasans for the
amendment. to the office contact parson at the sddress, fax or E mail shown at the baginning aof

this Motice.

+ geta list of the disclosures that we have made of your health information within the past six years
(or @ shorter period if you want). By law, the list will not include: disclosures for purposes of
treatment, payment o health care operations; disclosures with your guthorization; incidental
disciosures; disclosures required by law, and same ather limited disclosures. You are entitled to
one such list per year without charge, If you want more frequent lists, you will have to pay for
tham in advance. Wa will usually respond to your reguest within 60 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extansion in writing. If you want
a list, send & written request lo the office contact person at the address, fax or E mail shown st
the beginning of this Notice.

» get additional paper copies of this Notica of Privacy Practices upon request. It does nol matier
whether you got one electronically or in paper farm already. |f you want additional paper coples,
send a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Natice.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Motice of Privacy Practices until we choose to change
it We reserve the right to change this notice at any time as allowed by law, |f we change this Notice, the
new privacy practices will apply o your health infarmation that we already have as weill as to such
information that we may genarate in the future. |f we change our Natice of Privacy Practices, we will past
she mew notice in our office, have coples available in our office, and post it on our Web site.

COMPLAINTS

if you think that we have not properly respectad the privacy of your health information, you are
free to complain to us or the U.S. Department of Health and Human Services, Office for Civil Rights. We
will not retaliate against you if you make a complaint If you want to complain ta us, send a writhen
compilaint to the office contact person at the address, fax or E mail shown at the beginning of this Notica.
If you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION

If you want more information about our privacy practices, call at the address or phone number
shown at the beginning of this Notice.



Linden Oaks
Dental

ANDREW ]. DVONCH, DDS

Acknowledgement OF RECEIPT OF NOTICE OF
PRIVACY PRACTICES

®#yay May Refuse to Sagn This Acknowledgement™*

E _ am familiar with this office’s Notice of Privacy
Practices.

{Please Print Name)

(Signature)

(Date

For Office Use Only

We attempled i odbtain written acknowledgament of receipt of our Notice of Privacy Practices, but acknowledgemant could
not be obtained becausa:




