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DENTAL Please complele the following pages so that we can get lo know you beter.
Fatien! Infarmation:
First Mame: MAl: Lost b Frefered Mamss:
Bgidress: City: _ StatefTip:
Home Phone: Waork Phona: Cefl Phone:
Birli Derbes; A Sockol Secunby Number:
[rivars Licersa Mumbsar Marnial Stafus:

Sex:  Male | Fermole

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

__Mewspaper _ locationfSign __ Radio __ Insurance Company
_ Facebook _ Yelp _ TV Commercial (which channel? |

Previous Dendist:

EMERGEMCY CONTACT:
_Maller _ Care Credit _ Internet Search _ Marketing Feent

Falot 1

e __ Friend/Family/Stafl {who can we thank?
¥ henbon __ Referring Doctor [who can we thank? )
Denkal Insurance Information: E ey
Subscriber Ful Mame [First/Lost]:
Redalionship To Patient: _ Subecribers Phone Mumne: EE
Subscriber's Birthy Dharte: Subscriber’s Emplayar:
Insrance Company: Group Mumbar: =
Subietibed 1D, subschber's 55 #:
Responsible Party (If Someone Other Than Polient)
Firsh homnme: sicdier Initial: Losd Mame:
Acicress: Cily: SlabeTip:
Hosre Phone Wedk Phadane: Cell Fhona:
Birth Dafe: Social Secuily Mumibar: Diives Licanse Numbes:
Regarding HIFAA:

We ofe requeed by applicable fadesal and siabe kred 18 mainioin 1he prvacy of your haalth informalion. We ote abo required o
give you inhormation about our privacy practices. By signing below, you e acknewledging you ane fomiliar with HIPAA privocy
proclices, Hnol. pleose request one frorm aur froni dask for vour review,

signofure:




DENTAL

Smile Evaluation

Hew long hos it been since you were last of the denlisl? ___ émonths __ 1-2years _ 3-5years 5+ years

What is your moin concem ladoy e

___Tooth Pain ___Sensifivity ___Broken/Cracked Teeth _ Covifies/Decay _ Cosmelic Dentislry ___Cleaning
_Mising Teeth/Implants ___Old Dentistry __ Gum Diseose __Orthodontics ___Dentures _ Whilening

__Sedation Dentistry __ Gum Recession _ Other, please Est:

I our doctors find an issue that should be addressed immediotely, ore you inlesested in having treatment done
ooy

Do you have any anxlety, fear or bad experences asocioted with the denlis! olfice? _ yes _ no. If ves would
you say that you hove _ Low Andety _ Moderate Anxiety _ High Andety

Do you like the oppearonce of your smile and look of your teath? _ ye: _ no. I no, whot would you most lke fo

change aboul your smile?

Whaot & most important to you when seaking denlal freatment?
__Quality of Service __Technology ___Comfort __ Fear/Sedafion __ Cost _ Convenlent Office Hours
_Friendinass of Slaff _ Cleanliness of Office _ Other, please Bl

Are you oware ol clenching/grinding your feeth? _ ves _ no

Have you ever had periodonial gum ireatment [deep cleaning or gum grafling)? __ yes _ no
Hove you ever hod orfhodentic treatment (broces]? _ yes _ no

Hove you hod your wisdom teefh removed? __yes _ no

How many tirmes o day do you brush? How many limes a week do you floss®

Have you ever hod sedalion dentistry belore?  ves  no
Are you concemed about bod breath? __yes _ no

May we lake the necessory dental x-rays in order to provide you with an ocourate diognosis? __ yves _ no

s there anything ele vou wauld ke for us fo know about vou?




-

({hq J Medical History

Are you under a physician’s care now? Yas Mo
I yas:

Have you ever been hospitalized or had a major operation? Yes  No
I yas;

Have you ever had a serlous head or neck or back injury? Yas MO
i yes:

Are you taking any medications, pills, or drugs? Yes | Mo
if yes: = -

Do you take, or have faken Phen-Fen or Redux ? ¥as Mo
If yms:

Have you ever taken Fosamax, Boniva, Actonal or any

other medications contalning bisphasphonates? Yes Mo
H ywes:

Do you take a blood thinner, Coumadin, Xaretto, or Heparin? Yes Mo
If yas:

Are you on B special diet? Yes Mo
I yas:

Do you use tobaccalnicotine? Yes Mo
H yixs

Do you use controlled substances? Yes | No
It yes:

'il'ﬁ;mm: - a i a

Are you PregnantiTrying 1o get pragnani? Yas  No
Hursing? Yas Mo
Taking oral contracepives? Yeag Mo

Are you allergic to any of the fellowing?
Asipirin Penicillin Codaing Latex  Acrylic' Mebal

Sulfa Drugs Local Angisihetics Ciahar?

What were your reactions to the allergen?




(@) wosca v

Do you or have you had any of the following?

AIDSHTY ¥ L] Duabates ¥ M Henalie &, 3 ¥ M RPiifdcis= b [
oG
Alrmime s Y M [vig Akl ¥ M High Bicod ¥ M Sranel Egser Y M
[imizpnae Prossors
Anaphylans ¥ M Ennshy Winced ¥ M High ¥ M Sranglan ¥ N
Cholesiarol
Anaii Y M Emgperysema ¥ M sHoves/ Rk ¥ M Bickls Call ¥ H
Dirpsa
Angirg ¥ N Epsegesy’ ¥ M Hypaghenmia ¥ H Sirurs Trouble ¥ H
ity
Arthnli Tt Y ] Entsici v ¥ ] Iresgdan ¥ M Spir Bl ¥ H
EEnndng Haartb at
Antifesal Hasn ¥ M Excessie Thimt ¥ M Hlry ¥ M Siomach/! ¥ M
aken Fenbisms nlesfinal
DCissass
Actificial Jond ¥ M FanirgDizey ¥ N Leuzpmea ¥ M Shtap Ao ¥ M
Asihma Y M Fepquent Cough ¥ M Liver Ditiasa ¥ N Svoke ¥ N
Hiad [ioseasin ¥ M Frequent ¥ M Loew Blond ¥ N Ewedling ol Y N
Dhmihan Prassure Limbs
s ¥ N Froguent T M Lusng Disoass ¥ H Thyrold Disease ¥ N
TenfciFudion Handazhirs
fimathing ¥ H Chassliic: Bryposs L Pial ake ¥ M Tonsilizs ¥ N
Probbsrs. FProdacss
Bruise Easily ¥ M Ganital Hopaes ¥ M Oslpofoeass Y M Tkt arksses Y M
Canoes ¥ M . Glsucoma ¥ M Py ir1 Jjre ¥ M TemomeGrowiha ¥ H
Jair
Chomataracy ¥ H Hiry Faver LA Parwerod ¥ M Licers ¥ M
Dizease
Chest Pains ¥ N Mean ¥ N Payehisalne ¥ M Wenoraal ¥ N
AltnciF adure Can Chia s
Lokl SamuFaeni ¥ ] Harart Mumsir ¥ L] Radalon ¥ H Yebow Jaundics Y 4]
Blridvris Teniriremls
Corgenial Hoan ¥ N Hsait Pacemakar ¥ M Heoon T M
Dimonchesr Waght Loss
Coimaitiagiti ¥ M Haart ¥ N Pl Deaibyies ¥ B
TroutdsTissass
Carfrs Y M Hemiogs b Y M bt L ]
Mateins Favrst

Have you ever had any sarious Hiness mot ktad?

By signing below | acknowledge that to the best of my knowledge the questians on this farm have been
answered accurately. | understand that providing incorrect information can be dangerous to my health and it
is my responsibility to inform the dentist of any changes to my medical haalth.

Patient/Guardian Signabuns; Diabea:




(Wﬁ Office and Financial Policies

Financial Guldelines: We do a complimentary insurance banafit check lor thoss patients whao have dental insurance
coverage to batler understand yvour coverage, It is ullimately your responsibility 1o be sware of your own dental
coverage and provide us with &5 much informaton as possible in order for us to batler assist you. We will accepl
aszgnment of benefits, paid fo us directly, We will eslimate a5 closely as possible what portion yaur insurance will
coved, bul please be aware thatl plans differ in coverage and it is not a guarantes of coverage. We will collect
esbmated copaymants and deductibles on the day services are rendared. After 60 days, the batance on your account
will be dus i full in the event your insurance has pasd less than estimated, denied coverage and has nol paid for
dental services. you will be required o pay for the balance on your account. A finance charge may be added to your
account if afler 30 days there have been no payments made and afier 180 days your aceaunt will be tumed over to
an sulsade colleclion agency with an addiional fee applied to your account. Patients wilhout insuranss are expached
to pay in full by cash, check or major credit cards the day services ars rendered, Thara is also 8 eredit card service
fee of 2.5% or 3.5% for American exprass thal is applied to all debit and credit card transactions, For your
conveniance we paricipale with a variety of financial services that we can help you apply for 1o utilize &3 payrmen
hwands treatment.

Appointments: We make every effor 1o provide dental seniees in a timely manner. We understand that your time i
valuable and wani your visit to be as convenient as possibla_ In arder 10 givee you the most afficient care we wark wilh
an appointment system lhal reserves appaintment limes especiaily for you, We make avery effort to honor all time
commitments and expect ouwr patents b extend the same courtesy 1o us, We aim o give you the Eme and alienlion
you nead when in our office, please help us achkeve this goal by being punctual for appointments. Should you arrive
mare than 15 minutes iate for your appaintment we may nead (o reschedule you to allow enough tima for treatment. If
you fail to confirm your dental appointrment, we will assume you are not attending and may reschedule yaur
appointment [ accommodate other patients, For operalive appointmants a scheduling deposit may be requinesd, this
deposi will go lowards. your oul of pocket cost on the day of ireatment, This deposit may be lost for the appoinimant
being canceled within 48 howrs of your scheduled appoiniment,

Brokan/Canceled Appointment Policy: While we understand conficts may arise, cancellation of your appaintment
with less than a 24-hour notice or Failing to show up without informing us, may result in a charge of at least $50 per
hour to your account. The fee may vary depending on appoiniment type and length of appointment but it will not be
less than 550. Please be aware that schedule changes will only be accepted during business hours. The canceliation
ol 2 consecutive appointrents will resull in us nol being able 1o schedule any future appointments and you may onby
k= seon for same day/wali-in availability

Separated/Divorced Parents: For parents who are separated or divorced and need care for their childichildren, the
parent bringing the child o the office authorizes (reatment, and therefore i responsitde for paymenl on the date of
service reatment is baing rendered, If there is a divorce decree requiring the other paren 1o pay a portion or all of the
traaiment cost incurmed, il ks the authorizng parents responsibility fo collect from the oiher pasent, Mo Dental will not
ke specil provisiens of acl a5 8 mediator in collection of paymeant. Unless Nu Dental has a court arder|s} that
siales the contrary, Nu Dental is legally obligated lo disclose medical information to both parenistegal guardians. If at
any Ume legal matiers become too intrusive for our stall, we reserve tha right to dismiss the palient from the practice.
Grounds For Dismissal: At Nu Dental, we are commitled to providing quality healthcare services 1o all of our
patients. We believe in treating every individual with respect, dignity, and faimess. Our goal & 1o create a welcoming
and inclusive environment where patients from all backgrounds feel vaksed and supporied. To ensure the well-being
of our palianis and mantain & harmanious practice we resenve the rght o dismiss any patiant from the practice who
exhibits the following behaviors that are included but not limited to: non-payment for account balances in a timely
manner, mulliple missed appointmants, profane, abusive, or demeaning language to slafl and being under the
influance of alcohol ar controlled substances while on ouwr premises,

By signing below, | acknowledge that | have read this document tharoughly and understand Nu Dental's office
policies. | affirm that | agree fo abide by all the policies kisted in order 1o become and remain a patient at this practice.

PatientiGuardian Signature Dale



:f_%' ! Understanding Dental Insurance

At Nu Dantal, we babeve thal you desardse the bes! in dental care. That is why we always presend you wilh the best
solution b treal your personal siluation, Each year we provide outstanding dental care o thousands of palients, some
of which have dental benefits bul mogl do nal. I you have denfal benefits, congratulations! You are very forienais and
hare are some important things bo ks

Deental insurance is a form af health insurance dessgned o pay a portion of the costs associated with dental
care, There are several different types of indivsdual, tamily, or group dental insurance plans grouped inlo
Ihree prirmany categories, Indamnily, Prefemed Provder Netwark (PPQ), and Dental Health Managed
Organizations (DHMO). Here at Nu Dental we only participate with PPQ inswrance plans.

Undike medical insurance, dental insurance does nol provide significant probection against unaxpected or
unafiordable costs. Medical insurance often pays a large portion of expenses afler a deductible or copay has
been met, Dental insurance, on the other hand, is designed to be only an aid or supplemant o halp with
your dental care.

Generally dental offices have a fee schedule. or a list of prces for the dental sarvices or procedures They
offer. Dental insurance companies kave simiar foe schedules which are based on Usual and Cusiomarny
(UCR) dental services, which is an average of lees in a goographical area. The flee schedule i used as the
Irangactonal instrument between the smsurance company, denlal office and/or dentist, and the patient
Insurance companies spend a lol of money on marketing and promoton, giving cusiomarns B impresson
hey Il pay up io 80%. ewen 100%. of their denlsis’ fees. Despite whal you may have been told, wa find that
many plsns cover anywheare from 0% o 60% ol an awerage dental lee. For ihe same procedure, some
Hans pay mone and some pay less. URimately, the amount paid by insurance is delarméned by hiow much
your employer pasd for the plan, The less the empioyer pard for the insurance, tha bess you's recaive in
benadis,

Many plans may try o confuse participants by giving them the in-nehwork a5 opposed to oul-al-natwork
benefits. After reviewing many plans the benefils usually only slightly vary between in-netwark and
out-of-network providers. Before deciding on going bo an in-network provider of your insurance, it is
impontant o evaluate the level of eatment and patient cane you will be receiving befors making any final
decisions. Quality of care is not guarantesd or determined by your insurance plan bul by the quality of work
by the provider,

Insurance companies often “downgrade” or apply an “allernate benefit” to procedures n order to pay less for
cartain procedures such as filings, crowns, dentures and bridges. An example of this is when your plan will
only pay for a tooth-colored (composite) fng at the rale il would pay a séver (amalgam} filing, Most
dentists including Nu Dental no kenger use amalgam ko fll teeth. Wa want 1o provide you with the best dental
care, the same thing we want for cursehes which is why we only use the best materials for your dental
neads,

W will do everything we possibly can to help you maximize your dental benefits every year and If you have
quaslions abaut your dentd plan, we will gladly help you find the answers. Ultirmataly, it is still your responsibility o be
aware of your own dental coverage and provide us with as much information as possible in arder for us to batler
as5is] you. We will estimate as dosely as possible whal porfion your insurance will cover, but please be aware that
plans differ in coverage and the estimabe provided is not a guarantee of coverage. In the event 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 an your account,

By signing below | authorize Mu Dental to submit dental claims to my insurance carrier 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 form thoroughly and understand all the information provided.

PabtentiGuardian Signatura Dinte



't:;: 1;‘,  Informed Consent for General Dental Care and X-Rays
.

You have the nght to accepl 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 o describe the risks of not pursuing the
recommended treatment. You will also be required 1o sign an informed consent to freatment
form documenting thal discussion and the information you received in order ro make an
informead decision to accept or refuse dental cara.

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 visil the office.

The purpose of this form is to document your ongoing consent to routine exams, x-rays and
prophylaxis each time you retumn for your preventative and maintenance appointments. By
signing below, you autherize our office to perform any one of the following al each dental visit:

» Oral Examination, Diagnosis, and Treatment Planning

« Dental Prophylaxis (Cleaning) and Oral Hygiene Instructions

+» Dental Radiographs (x-rays)
In the event you do not wish o 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 to among other things, worsening of dental conditions,
penodontal (gum) disease, looth loss, and negative impact on overall and medical health.

By signing below | 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 |
expenence 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. | hereby give my
informed written consent for routine examination, x-rays, and prophylaxis at my dental
appointments.

Frint Patient'Guardian Mame Date

Patient/Guardian Signature



L\

CONSENT FOR DENTAL RADIOGRAPHS (X-RAYS)

Danial radicgraphs, commanly known a8 X-rays, are an imporiant par of your dental care, They are used to halp
dentists diagnose diseases of the teeth and surrounding Esue that cannol Be seen with 3 simple oral exam, Thay
also help the dentist find and freat dental problems sary on, whech can help save you money, unnecessary
discomion. and maybe even ol life.

Banefits of dantal x-rays

Dantal x-rivys are an impoant disgnostic ool that allows your dentist o see batwesn and ingbde your teeth. They will
help wowr dentist fnd and reat various dantal problems before they become oo serious of advanced such &9 Sizea
and posilion of the leeth, ioolh decay, bone kss carsed by panodontal disedssea which can lead o footh loss,
infections located in the looth, both roots and beneath the gums, cystsfiumors, abscessed leath. other pathologic
rool resorpion, bone pathologies and much mane

Radiation

The amount of rediation that a patient receves during dental x-ravs is very Small when compared fo ather sounces of
radtion in everyday life such as using your cell phone, a microwave, atc. Whade digital x-rays do emil & very smadl
amount af radialion. we take all necessany precaubons o ansure axpogure i minimal (lead apron. collarnels),

Pregnancy
In Ehur case of pregnant women, x-rays will be faken only i the benefils oubaeigh the risks, Please inform ws il vou e
ar may be pregnan

Finances

We recommaénd x-rays be taken during youwr 8 month dental visils to halp diagnose and treat any dental lssues as
fuickly as passible, Without periedic radicgraphs, the dentist cannot identify and disclose polential problems, which
coaid lead 10 senous jaw infactions, footh loss, and bone destruction. While we understand your insurance plan may
or miy nal cover thiese x-rays, your dental care is our bop prionty and we will nol compromise the health al aur
pabenis 1 meet insurance standands, In the event your INnsurance cormpany denbes payment of the =-rays you will be
respansible for the oul of pocket cost,

By signing bl | hensly dckndwledgs and undersland the informadlon indicaged on this form provided by N Bental and iis associaies. |
undars s the imparance of derdal radiagraphs, ke risks associabed with mol taking them and have Chosen (6 reoehe heis service. |
shia undersland thal | will be financlally respensible for any oull ol potket cosl should sy sursnce demy payment, | keeoby scknowledge
that | haree been given the apporiurity 1o ask quesbicns fegarding the nature ansl purpeas of my Ireatmant arsd have recelvesd answers (o my
satislaciion, bn the event | choore to refuse dental x-rays, | voluntarily asssme any and all possibla risks including bl not Beited b Thosae
listed mn & rosult of this decision,

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

Prind Patienl'Guardian Nama Dale

PatentiGuardian Signatura



PRIVACY POLICY NOTICE '_

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

USES AND DISCLOSURES

Our office musi provide vow. the patient, a description and at lesst one
example of the type of uses and disclosures that our office is penmitted
1o make fur the purpose of treatment. payment and health-care opers-
tions {all uses und disclosures by the way, that arc permined by the faw
withour authorication by the patienc.)

Treatment - Our office will use and diselose your protecied health m.
lurmation {PHI) for purpose ot treatment. meaning the provision, coar-
dination end management of yuur heakth core and related services. For
instance, we will use and disclose your health information 1 coordinate
benefits with a third-pany puyer, or for consultation berween our office
and a specialist if requived for vour care.

Payment - Gur office may use and disclose the minimuin NeCessan,
amaount of vour PHI and health-cure opemtions, such as business plan-
mng and developiment that involves conducling cost-mansgement and
planmng-related analysés refated 10 managing and operating the entiry,
tncluding formulary development and administration, development and
improvement of methods of payment or coverage policies.

This sectiun of our policy also musi describe other purposes for which
vur office 15 permilted or required 1o use or disclose your PHI withow
your writlen authorization. No examples of each of the following in-
stanees is required o this natice,

Required by law - Our office may nse and disclose yatir PHI only 1o
the extent that such use 15 required by law.

Public health activities - Qur office may use and disciose the mini-
mum necessary amount of your PHI « sppropriate public health author-
ities far reasans such as, but nat limited ta, preventing ar controlling
disease. injury or child abuse or neglect.

Reporting abuse, neglect or domestic vielence - Our alfice may use
and disclese the minimurm necessary amount of your PHI 10 the extent
neeessary to mform the appropriate public government authonty if we
reasoiubly believe you te be a victim of abuse, neglect or domestic vio-
ience.

Heslth oversight activitles - Qur office may use and disciose the mni-
mum nccessary amount of your PHI to & health oversight agency for
oversight activities authonzed by law, such ax far, but not lirited to,
uldits

Judicial and administrative proceedings - Cur office may use and dis-
clese the minimum necessary amownt of your PHI in the course of any
judwial or adminisuative proceeding if required 1o do so.

L.aw enforcement agenctes - Our office may use and disclose the muni-
mun necessery amaun: of your PHE 10 a law enforcement agency is re-
guired by law 1o Jo so.

Deccased patients - Our office|may use and disclose the minimum nee-
essary amount of your PHI to ajcoraner or medical examinar for the
purpose of identifying a deceased person, detezmining canse of death or
anather master authorized by law, or to funeral directors to carty out
thewr duties with respect 10 the deceased individual.

Research purposes - Qur office raay use and disclose the minimum
necessary amount of your PH!I for research purposes withoul your writ-
len awthorization only if we bave oblained one of the following docy-
mented insututional review boatd or privacy board approval, either
written or verbal representations that the information is to be used only
to preparr a research protocol, efther written or verbal represendations
that \he information being souglit is solely for research on the PHL of
decedents, or a limited daa use hgreement.

Speclalized government functipas - {f you are 8 member of the Armed
Forces, our office will use and fose the minimum necessary amount
ot your Pil| for mililary and vetrans activities. Our office also will use
end disclose the minimum amount of your PHI for national security and
intelligence activilics for protecve services for the U5, President and
others. Our office also will use and disclose the minimum recessary
amount of your PHI 10 2 cormrectional institution or law enforcement
agency it you sre an inmate and that agency or institution indicates the
infarmation is nccessary.

Safety - Our office may usc and idisclose the minimum necessary
amuunt of your PHI if we believi doing so 15 necessary 1o prevem or
lessen a serious and imminent thieat 1o the health or safety of a person
or the public and other special citcumstances.

Warkers' compensagton proceedings - Our office may use and dis-
close the minimum necessary amount of your PHI s suthorized by and
1w the exten! necessuty o comply with laws related to workers' com-
peNsAalen Ar Similar programs.

Patient dlrectory - Except whenan objection is expresscd by you, ous
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 opporw-
nity to object. except in cases of émergencies when we must exercise
professional judgment to determine whether use and disclosure of this
wntormarion 1s in vour best interegt.

Friend, family aod personal regjresentatives - Cur office may use and
disclose the minimum necesaary amount of your PHI that is dirsetly ret-
evant w the mvolvement of a family member, other relative, 8 close
persanal friend or someone else identified by vou. Involvement could
Be in relanon to care or payment for scrvices. Our office also will use
and disclose the minimum neces amouni of your PHI regarding
your Incation. general condition of death to & family member, a per-
sonal representmiive of yours or agother person vesponsible for your
care. Such uges and disclosures will be made only with your permission
if you are present, unless you are incapacita.wd or there is an emergency
circumstance where our office must exercise professional judgment.

L




Federal investigation - Qur office maly use and disclose the mimmum
necessary amount of your PHI for an invesnigation by the US. Deparanent
of Health and J Iuman Services Secretary to determine if our office tsin
compliance with the HIPPA, privacy regulation that TEQUITES Us 0 pDrotect
youwr individuatly identifizble heatth informarion.

Business assaciates - Our office may use and disclose the minimum nec-
essary amount of your PHI 1o a2 business associate or atlow the business

assacistc [0 create of receive your PHEon your behalf only if the businsss
associate has sgreed in wriling to appropriately safeguard the infonmalion

Appointntent reminders - Our office may usc and disclose the minimum
necessary amount of your PHI when cpntacting you to provide eppoint-
ment reminders or nformation abowt treanment alternatives or other
heaith-celated benefits and scrvices that may be of interest to you.

Marketing - Our oftice will oblain written aythonzaion from you if we
would like to use your PHI for marketing purposes, except [or face-10-face
communications or promotions] gifi of nominal velue provided to you
while visiting the office. This office will inform you via the written author-
izetion form if this office is o recsive remuneralion in connection with
any marketing purpose. You have the nght to revake any authorization as
fang as yuu do 5o in writing.

General authorzation statemzent - For any purpasc et stated in this no-
tice, our office will not use ur disclose your PHI without your writien su-
thorization.

PATIENT'S RIGHTS

The pauent - You have the night to inspect or oblain a copy of your PHI
from our office. Our office requires you submit such requests in weiting 1
our privacy director. Our office must act on your request no later than 30
days atter receipt of your request, unless the PH1 request is not maintained
or accessibie to our office on site. In the lanter case, our office must re-
spond 1o your request within 60 days of your roquest, amd we must inform
you of any such delay in writing within the injtial 30-day tmeframe. [f
finther delays are required. our office thay exiend the nme nesdad to re-
spond ta yoor request an sdditional 30 days pravided that our affice in-
forms you of the reasons for the delay and offers a date by which our
office will respond tv your request, Owr office will provide you with ac-
ess 10 vour PHE to inspect or to obitain a copy, or both, in the form re-
quested. if reasonable. If you agrec 10 geceive a summary of your PHI, ouwr
office will supply you with access 1o d‘e sunmary, Cr office will charge
you a cost-hased foe for the provision oF any copies provided 1o you.

Denial of access appeals - If owr office denies your request for access 10
your PHE in whole or in part, we must provide you witl access O any other
PHL for which access in not denied. Foy the information that is denied, our
office must inform you in writing of this deniaj within 30 davs of the orig-
inal requesi, and the stalemnent must provide the hasis for the denial. Rea-
sons for demiat may include the ik circumsiances. The doctor has
determined, using his professiunal § t, that access 10 the informa-
tion is reasonably likely 1o endanger thiz life or physical salety of you or
another person; the information requesjed makes reference ta another per-
51t {inkess the other person 1s a healthicare provider) and the doctor has
deterrnined, using bis professional judgment. that granting your reguest is
reasonably likely to cause substantial brtlm ta this other person, and when
tite request for information 1s madc by 'pawr personai representative and
the docor, usiny his professional ju i, has decided thar the provision
of the informatien to the personal wative is reasonably likely w
causs subsiantial harm to you or anothgr porson, If access to your PHI is
demed for thesc reasons, you have the fight w have the denial reviewed by
" who has agreed 10 serve in thig capacity for our office. cannot he
involved in the original decision to deny access to your PHL Our office
will intorm you in writing as 1o the dedision by them within a reasonable

Restrictions - You have the right o request restrictions on corin uses and
disclosures of your PHI, though our office is nos required w grant such reqressts.

Coofidentlal communications - You have the right to request, and our of-
fice must sccommodate reasonsble requests o receive confidential com-
munications of PHI from our office by aliemative means or at altermuiive
locatisns.

Accounting of disclesures - You have Lthe ngin to recerve en accounting
of disclosurcs of youwr PHI] made by our office for the six years prior w0 1he
dale on which the accounting is requested. The following disclostures are
exempied from this accounting: Disclosures to carry oul freaiment, pay-
ment and healthcare operations; to you. the patient; for incidental uses or
disclosures: disclosures made according 10 your written suthorization; (or
the offics patient directory; for national sceurity; for correetional instinu-
tions; for limited data set; or any disclosure that occurned prior (o Aprit
14,2003, Our office will provide you with a written accounting that in-
cludes the disclosures reguired to be listed, such as those business associ-
etes of our office. This zceoumting will include the date of disciosure, the
name ol the entity or persens who receive the PHi.

Electronic natice - You have the right to receive a peper form of this no-
tice of private policies from eur office upan request if this notice was re-
cetved electronically.

Rightz to amend - You have the nght w request our office amend the
P1il. Qur office, however, may deny such a request if we deremaine that
the PHI was not created by our office, is not part of the designated record
set, tive information is not available for access to you, or the surrent infor-
rmation is accurale and complex. Amendyrient requess musi be made in
writing to our privacy director. Qur office must act on such requests wulnn
60 days of reccipt of such requests. [ we deny vour request, we w:_ll in-
form vou in writing within 60 days, indicating one of the reasons hsted
previousiy ax the basis fur denial. I you do not submit & statement if d:s
sgreement. you with any foture disclosures of your PHI that is the_ subject
of the amendment. [f you submit 2 stazement if disagreemtent {limited to
500 words}, our office may prepare 2 wrinen rebuttals 1o your siatement.
We will provide you with a copy of the rebutal.

PAT1ENT’S RIGHTS

Cur office s required by law (o meuntain the privacy of your P!-_H and o pro-
vide you with notice of our legal duties and privecy practices with Tespect 10
PHL Our office is requared Lo abide by the Terms of the notice currently in ef-
fect Our office reserves the right 10 change the terms of this notice a_ndto
make the now notice provisions effiective for all PHI that we maintein.

PATIENT’S RIGHTS

Patiems may (ile e compiaint with our office and with the Department of
Hiealth amt Himan 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
so, ploase request a complint from our privacy director. Please be as-
surcd, paticnls who file complaints wilt not be retaliated eygainsi for doing

CONTACT

For more infonmation about our office’s privacy policies. contact:

Dr. Admasu Gizachew
608-875-0036
EFFECTIVE DATE

Thes notive for our practice is effective as off

Privacy Dhrector:

Telephone:

01/01/2023

period of me :
!




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
Cffice 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

D Anaace ng
1




L\

MU Dental
178 State Route 35 Suite 46
Eatontown, W1 07724
(732) Sd5-TH9

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) Parmission to interview, film, photagraph, tape, or otherwise make a video
reaproduction of me andior record my voice;

({b) Permission 1o use my name: and

{c) Permission lo use quotes from the interview(s) (or excerpts of such quotes), the film,
photograph(s). tape(s) or repreduction(s) of me, and/or recording of my voice, in par orin
whole, in its publications. in newspapers. magazines and other print media, on television, radio
and elecironic 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.

Mamsa:

Signature:

Address:

Date:

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

Signature of Parent
ar Legal Guardian: Print Nanme:

The following is required if the consent form has lo be read to the parentfiegal guardian:
| certify that | have read this consent form o full 1o the parentlegal guardian whose signalture
appears above.

Date Signature of Organizational Representative or Community Leader

Revised/Updated: 10/842019



