PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: ) _ ~ Middle Initial:
Patient Is: Policy Holder Preferred Name: - - )
Responsible Party
—Responsible Party (if someone other than the patient) —
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder
—Patient Information ' s | =gl mep
Address: Address 2: - S
City: State / Zip: ) Pager:
Home Phone: Work Phone: Ext: ~ Cellular;
Sex: () Male () Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: | would like to receive correspondences via e-mail.
Section 2 Section 3
Employer::
Employment Status: () Full Time () PartTime () Retired e
Occupation::
Student Status: () Full Time () Part Time
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.: '
—Primary Insurance Information _ =
Name of Insured: Relationship to Insured: () Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:
Rem. Benefits: .00 Rem. Deduct: .00
—Secondary Insurance Information ——
Name of Insured: Relationship to Insured{) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:
Rem. Deduct:

Rem. Benefits: .00

.00




PATIENT NAME

Quail Ridge Dental, Inc.

MEDICAL HISTORY

following questions.

Birth Date

= e - o=

—

- —

Although dental personnel 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 that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

Are you under a physician's care now? ( ) Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? ( ) Yes () No

~Women: Are you

Pregnant/Trying to get pregnant? () Yes () N

g Are you ‘élllél_*gié 'td anif of fhé fbllouﬁng?- -

(O Yes() No

Convulsions

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Heart Trouble/Disease () Yes () No

Recent Weight Loss () Yes () No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Comments:

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

Taking oral contraceptives? () Yes () No Nursing? () Yes () No

| ] Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics
Other If yes, please explain:

—Do you have, or have you had, any of the following?-~ e e
AIDS/HIV Positive (O Yes() No | Cortisone Medicine (O Yes() No | Hemophilia (O Yes() No | Renal Dialysis (O Yes() No
Alzheimer's Disease (O Yes() No | Diabetes (O Yes() No | Hepatitis A (O Yes() No | Rheumatic Fever () Yes() No
Anaphylaxis (O Yes() No | Drug Addiction (O Yes(O) No | Hepatitis B or C (O Yes() No | Rheumatism (O Yes () No
Anemia (O Yes() No | Easily Winded () Yes() No | Herpes (O Yes () No | Scarlet Fever (O Yes () No
Angina () Yes() No | Emphysema () Yes () No | High Blood Pressure () Yes() No | Shingles () Yes () No
Arthritis/Gout (O Yes() No | EpilepsyorSeizures () Yes() No | Hives or Rash (O Yes(O) No | Sickle Cell Disease () Yes() No
Artificial Heart Valve (O Yes() No | Excessive Bleeding (O Yes() No | Hypoglycemia (O Yes() No | Sinus Trouble (O Yes () No
Artificial Joint (O Yes() No | Excessive Thirst (O Yes() No | Irregular Heartbeat () Yes () No | Spina Bifida (O Yes() No
Asthma (O Yes() No | Fainting Spells/Dizziness() Yes() No | KidneyProblems (O Yes() No | Stomach/intestinal Disease () Yes () No

- Blood Disease (O Yes() No | Frequent Cough () Yes() No | Leukemia () Yes() No | Stroke () Yes () No
Blood Transfusion (O Yes() No | Frequent Diarrhea (O Yes() No | Liver Disease (O Yes() No | Swelling of Limbs () Yes() No
Breathing Problem (O Yes() No | Frequent Headaches () Yes() No | Low Blood Pressure () Yes(O) No | Thyroid Disease (O Yes() No
Bruise Easily () Yes() No | Genital Herpes () Yes() No | Lung Disease (O Yes() No | Tonsillitis O Yes( No

- Cancer (O Yes() No | Glaucoma (O Yes() No | Mitral Valve Prolapse () Yes () No | Tuberculosis (O Yes() No |

- Chemotherapy (O Yes() No | HayFever (O Yes() No | PaininJaw Joints () Yes() No | Tumors or Growths () Yes () No
Chest Pains (O Yes() No | Heart Attack/Failure () Yes() No | Parathyroid Disease () Yes() No | Ulcers (O Yes() No
Cold Sores/Fever Blisters () Yes() No | Heart Murmur (O Yes() No | Psychiatric Care () Yes() No | Venereal Disease () Yes() No
Congenital Heart Disorder() Yes() No | Heart Pace Maker (O Yes() No | Radiation Treatments() Yes() No | Yellow Jaundice (O Yes () No

e o g T By e T e S et e Bl il el

DATE

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.




Quail Ridge Dental
8801 W. Gage Boulevard

STATEMENT OF PRIVACY PRACTICES ennewick, Washington

509-735-1918 |

RS

Our office Is dedicated to protect the privacy rights of our patients and the confidential information entrusted to
us. The commitment of each employee to ensure that your health information is never compromised is a prin-
cipal concept of our practice. We may, from time to time, amend our privacy policies and practices but will al-
ways inform you of any changes that might affect your rights.

Protecting Your Personal Healthcare Information

We use and disclose the information we collect from you only as allowed by the Health Insurance Portability
and Accountability Act and the state of Washington. This includes issues relating to your treatment, payment,
and our dental care operations. Your personal health information will never be otherwise given to anyone -
even family members — without your written consent. You, of course, may give written authorization for us to
disclose your information to anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to
make certain that the confidentiality of your records is always protected. Our privacy policy and practices apply
to all former, current, and future patients, so you can be confident that your protected health information will
never be improperly disclosed or released.

Collecting Protected Health Information

Ne will only request personal information needed to provide our standard of quality dental care, implement
payment activities, conduct normal dental practice operations, and comply with the law. This may include your
name, address, telephone number(s), Social Security Number, employment data, medical history, health re-
cords, etc. While most of the information will be collected from you, we may obtain information from third par-
ties if it is deemed necessary. Regardless of the source, your personal information will always be protected to
the full extent of the law.

Disclosure of your Protected Health Information

As stated above, we may disclose information as required by law. We are obligated to provide informa_tion to
law enforcement and governmental officials under certain circumstances. We will not use your information for
marketing purposes without your written consent. .

We may use and/or disclose your health information to communicate reminders about your appointments in-
cluding voicemail messages, answering machines, and postcards.

You have a right to request copies of your healthcare information; to request copies in a variety of formats; and
to request a list of instances in which we, or our business associates, have disclosed your protected informa-

tion for uses other than stated above. All such requests must be.in writing. We may charge for your copies in
an amount allowed by law. [f you believe your rights have been violated, we urge you to notify us immediately.

You can also notify the U.S. Department of Health and Human Services.

‘We thank you for being a patient at our office. Please let us know if you have any questions concerning your
privacy rights and the protection of your personal health information.



Quail Ridge Dental

8801 W. Gage Boulevard
Kennewick, Washington 98336
509-735-1918

Acknowledgement of Receipt of Statement of Privacy Practices

| acknowledge that | have received a copy of the Statement of Privacy Practices for the offices of Quail Ridge
Dental. The Statement of Privacy Practices describes the types of uses and disclosures of my protected
health information that might occur in my treatment, payment for services, or in the performance of qff!ce
health care operations. The Statement of Privacy Practices also describes my rights and the responsibilities

and duties of this office with respect to my protected health information. The Statement of Privacy Practices is
also posted in the facility.

Quail Ridge Dental reserves the right to change the privacy practices that are described in the Statement of
Privacy Practices. |f privacy practices change, | will be offered a copy of the revised Statement of Privacy
Practices at the time of my first visit after the revisions become effective. | may also obtain a revised State-
ment of Privacy Practices by requesting that one be mailed to me.

—— e o e en P

ADDITIONAL DISCLOSURE AUTHORITY

In addition to the allowable disclosures described in the Statement of Privacy P'ractices, | hereby specifically
authorize disclosure of my protected health care information to the persons indicated below.

e —— e

ANY MEMBER OF MY IMMEDIATE FAMILY
| SPOUSE ONLY

OTHER (PLEASE SPECIFY):

= —— e — —-——— Fi
p— S

— i E—— - E—— e e -

e————————————————————————————————
Name of Patient or Personal Representative Signature of Patient or Personal Representative

e————————————————————————————————————————
Date Description of Personal Representative's Authority

*
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OFFICE USE ONLY BELOW THIS LINE
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