PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M. e
PREFERS TO BE CALLED BY INSURANCE COMPANY
ADDRE )
e ss GROUP NO
APPOINTMENT CITY STATE zP EMPLOYER NAME
IS FOR YOU
START HERE HOME PHONE NO. FAX INSURED'S NAME
CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
MARRIED SINGLE DIVORCED | WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. A R
DATE INSURANCE COMPANY
LAST NAME FIRST M. GROUP NO.
e ADDRESS EMPLOYER NAME
APPOINIMENT B\ CiTv STATE ZIP INSURED'S NAME
FOR YOUR CHILD
START HERE HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
ADDRESS GETTING TO KNOW YOU 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cITY STATE ZIP AT OUR OFFICE?
PHONE NO. NAME:
RELATIONSHIP:
YOU
NAME YOU WERE REFERRED TO US BY
OCCUPATION NAME:
EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY
ADDRESS CITY NAME:
PHONE NO. FAX NO. S
YOUR SPOUSE HOME NUMBER
NAME
ADDRESS
OCCUPATION
cITY STATE zIP
EMPLOYER'S NAME
ADDRESS CITY
PHONE NO. FAX NO.

© Pride Institute FORM 001 (09.15) Please turn over and sign 1.800.925.2600  www.prideinstitute.com



CONSENT FOR TREATMENT

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis
of (name of patient) ‘s dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide

proper care.

3. | agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my

personal health information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

6 Cell Phone: 1 | consent to the dental practice using my cell phone number to (choose
one or both) [ call or (1 text regarding appointments and to call regarding treatment,
insurance, and my account. | understand that | can withdraw my consent at any time.

My cell phone number is (include area code)

Patient’s Signature Date Witness

Parent/Responsible Party’s Signature Relationship to Patient




Patient Name

DENTAL HISTORY

Patient Account No. Medical Alert

Welcome! So that we may provide you with the best possible care please complete both sides
of this medicalldental history form. All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name Telephone

Address State Zip

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toothpick, efc.)

Do you have any dental problems now? Yes No [fyes, please describe:

Are any of your teeth sensitive to: Have you ever had:

HOtOPOOMEY vt i Yes No Orthodoticieatment? ... - niiiien Yes No

Sweels?...iia Yes No Ol SUIGBIVY ..o i it Yes No

BitingorCRewing? ... i Yes No Periodontal treatment? ...l Yes No

Have you noticed any mouth 0dors or bad tastes? ............summmesisnirnns Yes No Your teeth ground or the bite adjusted?...........c.c..vwucevee Yes No

Do you frequently get cold sores, blisters or any other oral lesions? .......... Yes No Abite plate or mouth QUAA?..........c.cccvrrsvnssissssinssssssn Yes No
A serious injury to the mouth or head? ...............ueeeven Yes No

Doyourgumsbleedor U2 .o .l Yes No Please describe, including cause

Have your parents experienced gum disease or tooth [085?...........c...cuuee. Yes No

Have you noticed any loose teeth or change in your bite?..........c.c.cccccuee. Yes No Have you experienced:

Does food tend to become caught in between your teeth? ... Yes No Clicking or popping of the JaW?.......cccccoocevrrissassssvvsnernins Yes No

If yes, where Pain? (joint, ear, side of face) Yes No
Difficulty in opening or closing the mouth?..........c.ccvvee. Yes No

Do you: Difficulty in chewing on either side of the mouth?............. Yes No

Clench or grind your teeth while awake or asleep?............ccvmcericris Yes No Headaches, neckaches or shoulder aches?...........uuee. Yes No

Bite your fips orcheeks regulanyl.....o b s Yes No Sore muscles (neck, shoulders)? .........c..... No

Hold foreign objects with your teeth? (pencils, pip, e1C.) .......cccccrrvcicren. Yes No

Mouth breathe while aWake or 8SIBEP?......cccc.ceessricorssisessssmiserensninees Yes No Are you satisfied with your teeth’s appearance? Yes No

Have tired jaws, especially in the MOMING? ..........ccccvrevvrmssssmmsssssinsnins Yes No Would you like to replace your silver fillings? ................... Yes No

Snore or have any other sleeping diSOrdErS?...........cocuemmmmmsssssinsns Yes No Would you like to keep all of your teeth all of your life?...Yes ~ No

Smoke/chew tobacco or use other tobacco products?..........cuwemvvinn Yes No

Do you feel nervous about REVING GentEl IBAIIINNT . oo s b S S A SRS Yes No

Please describe

Haveyoueverhad an upsoling OB BIEIIINRT | i b i s Yes No

Please describe

Have you ever been told to take a pre-medication prior to dental treatMENt?.........cccveuirmiis i sssss s Yes No

Is there anything else about having dental treatment that you would like us £0 KNOW? ...........cciiiiiniiismmiiinsinss s s issssesssns Yes No

If yes, please describe

(Please complete other side)

© Pride Institute FORM 015 (10.12) 1.800.925.2600 www.prideinstitute.com



Patient Name ME DICAI. "" STORY

Patient Account No. Medical Alert

1. Physician’s Name Phone ( )
Have you had any medical care Within the Past tWO YEAIS? ... ssieeiesieseese s sesessersessessessssssssseassssasssssssasssssssssssssssssens Yes No
Describe

2. Have you taken any medication or drugs during the Past tWO YEAIS? ........ccceiimemiensrmssnsmsessessesssssssessasssssissssssassssasssssonseasesessssessess Yes No
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .........cceeereecieniernnns Yes No
If yes, please list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? ...........cveevviernnnnnne Yes No
If yes, please list name and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? .......c..ccvreienmniinniersiesissneesssssessssnsens Yes No
If yes, please specify

8. Have you been a patient in the hospital during the past VB Years? ...l i Yes No

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes No ool . L Yes No Hepatiis A B C (circle)... Yes No
ChealPaln 0 Yes No BDighetes .. . .. Yos No Venereal Dis€ase ........coccceeeieens Yes No
Congenital Heart Disease ........... Yes No Thyroid Problems ............csccoeuins. Yes No ALD.S/H.LV. Positive .............. Yes No
Heart MUIMUE i i Yes No Glaeoma .. ... . Yes No Cold Sores/Fever Blisters .......... Yes No
High/Low Blood Pressure ............ Yes No Gontactlenses ... ... .. Yes No Blood Transfusion ........cco.ceeueee. Yes No
Mitral Valve Prolapse ................... Yes No Emphysema ...........ccciivviinens Yes No Hemophilia ......cccovevverierirerenrinens Yes No
Artificial Heart Valve/Pacemaker ......... Yes No ChionieGough ... i Yes No Sickle Cell Disease ..........occe.ee. Yes No
Rheumatic Fever .........coowmmeerernan. Yes No TUDEICUIOSIS ...ovvcecivenesiesssisicnnss Yes No BruiseEasily ... . ... Yes No
Arthritis/Rheumatism ..........ccc..... Yes No AMthma .. .. Yes No Liver Disease/Yellow Jaundice .. Yes No
Cortisone Medicing ...........cccc.u... Yes No Hay Fever/Allergy/Hives .............. Yes No Neurological Disorders .............. Yes No
Swollen Ankles ........ccoceeviriererennns Yes No IalexSensitivily ...l Yes No Epilepsy or Seizures ...........co..... Yes No
Stoke ... Yes No Smelowble ... Yes No Fainting or Dizzy Spells ............. Yes No
Diet (Special/Restricted) .............. Yes No Radiation Therapy ........coommnnee Yes No NEervous/AnXious ........cc.ceeeseee Yes No
Artificial Joints (hip, knee, etc)) ... Yes No Chemotherapy .......ccvociiinnc i Yes No Psychiatric/Psychological Care.. Yes No
Kidiey Tmiible 000 Yes No wmoes ... Yes No Cancer ... ... .. Yes No

8. Have youi lost or gained more than 10 poundsinthe pastyear! ... ...t e Yes No

9. Do you have or have you had any disease, condition, or problem ot lIStEAY ..........cuueimiimiivinminiinninessssssssisssssses No
If yes, please list:

10. Women: Are you pregnant or think you could be pregnant?  Yes Months No Nursing? Yes No
11. Doyouusebithcontrolpreseriptions?. ... ...~ . ... ... Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature Date

History Review

Dentist Signature . ' . bale .. o
© Pride Institute FORM 015 (10.12) 1.800.925.2600 www.prideinstitute.com




‘ = ‘.. = Dennis A. Engstrom, D.D.S.
' Engst
( Far:mI; 5;:21 Q{oﬁert L Lzeafer, Q) @5
U 1950 Merrise R, East Lansing, MT 48823 (517) 332-0663 Fax (517) 332-2240

AUTHORIZATION FOR USE OR DISCLOSURE OF
PROTECTED HEALTH INFORMATION
(Page 1 of 2)

1. Client’s name:

First Name Middle Name Last Name

2. DateofBirth: ___ / /3. 8SN: - = - 4. Date authorization initiated: /7

5. Authorization initiated by:

Name (client or provider) (If provider, please specify relationship to client)

6. Information to be Used or Disclosed:

[J My dental information relating to the following treatment or condition:
[J Mostrecent __ years of record
[] My dental records for the following date(s):
[_] Entire dental record
[] Include [_JExclude: My health information related to drug and/or alcohol abuse
[ nclude [JExclude: My health information related to HIV/AIDS

(] Other information to be used or disclose (describe information in detail):

7. Purpose of Use or Disclosure:
(] Treatment, Payment or Health Care Operations
D Disclosure to Life Insurer for Coverage Purposes
(] Disclosure to Employer of results of pre-employment physical or lab tests

D Marketing Purposes ?
] Tothe F ollowing Family Members:

[] Other (describe each purpose of the requested use and disclosure in detail):

8. Person(s) Authorized to Make the Disclosure:

9. Person(s) Authorized to Receive the Disclosure:

10. This Authorization will: [_] not expire, [_] expireon __/__/  or[] upen the happening of the following event:

Authorization and Signature: [ authorize the release of my confidential protected dental information, as described in my
directions above. 1 understand that this authorization is voluntary, that the information to be disclosed is protected by law,
and the use/disclosure is to be made to conform to my directions. The information that is used and/or disclosed pursuant 1o
this authorization may be redisclosed by the recipient unless the recipient is covered by state laws that limit the use and’or
disclosure of my confidential protected dental information.

Signature of the Client:

Signature of Personal Represeuntative:

Relationship to Client if Personal Representative:

Date of signature: /7



CLIENT RIGHTS AND HIPAA AUTHORIZATIONS
(Page 2 of 2)

The following specifies your rights about this authorization under the Health Insurance Portability and Accountability Act of
1996, as amended from time to time (“HIPAA™).

1.
2.

W

Tell vour provider if you do not understand this authorization, and the provider will explain it to you.

You have the right to revoke or cancel this authorization at any time, except: (a) to the extent information has already
been shared based on this authorization; or (b) this authorization was obtained as a condition of obtaining insurance
coverage. To revoke or cancel this authorization, you must submit your request in writing to provider at the following
address (insert address of provider):

You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain treatment. payment,
enrollment or vour eligibility for benefits. However, you may be required to complete this authorization form before
receiving treatment if you have authorized your provider to disclose information about you to a third party. If you refuse
to sign this authorization, and you have authorized your provider to disclose information about you to a third party, your
provider has the right to decide not to treat you or accept you as a patient in their practice.

Once the information about you leaves this office according to the terms of this authorization. this office has no control
over how it will be used by the recipient. You need to be aware that at that point your information may no longer be
protected by HIPAA. If the person or entity receiving this information is not a health care provider or health plan
covered by federal privacy regulations, the information described above may be disclosed to other individuals or
institutions and no longer protected by these regulations.

You may inspect or copy the protected dental information to be used or disclosed under this authorization. You do not
have the right of access to the following protected dental information: psychotherapy notes, information compiled for
legal proceedings, laboratory results to which the Clinical Laboratory Improvement Act (“CLIA™) prohibits access, or
information held by certain research laboratories. In addition, our provider my deny access if the provider reasonably
believes access could cause harm to you or another individual. If access is denied, you may request to have a licensed
health care professional for a second opinion at your expense.

If this office initiated this authorization, you must receive a copy of the signed authorization.

Special Instructions for completing this authorization for the use and disclosure of Psychotherapy Notes. HIPAA
provides special protections to certain medical records known as “Psychotherapy Notes.” All Psychotherapy Notes
recorded on any medium by a mental health professional (such as a psychologist or psychiatrist)y must be kept by the
author and filed separate from the rest of the client’s medical records to maintain a higher standard of protection.
“Psychotherapy Notes™ are defined under HIPAA as notes recorded by a health care provider who is a mental health
professional documenting or analyzing the contents of conversation during a private counseling session or a group. joint
or family counseling session and that are separate from the rest of the individual’s medical records. Excluded from the
“Psychotherapy Notes™ definition are the following: (a) medication prescription and monitoring, (b) counseling session
start and stop times, (¢) the modalities and frequencies of treatment furnished, (d) the results of clinical tests, and (e) any
summary of: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. Except for
limited circumstances set forth in HIPAA, in order for a medical provider to release “Psychotherapy Notes™ to a third
party. the client who is the subject of the Psychotherapy Notes must sign this authorization to specifically allow for the
release of Psychotherapy Notes. Such authorization must be separate from an authorization to release other dental
records.

You have a right to an accounting of the disclosures of your protected dental information by provider or its business
associates. The maximum disclosure accounting period is the six years immediately preceding the accounting request.
The provider is not required to provide an accounting for disclosures: (a) for treatment, payment. or dental care
operations; (b) to you or your personal representative; (¢) for notification of or to persons involved in an individual’s
dental care or payment for dental care. for disaster relief, or for facility directories: (d) pursuant to an authorization; (e} of
a limited data set; (f) for national security or intelligence purposes; (g) to correctional institutions or law enforcement
officials for certain purposes regarding inmates or individuals in fawful custody; or (h) incident to otherwise permitted or
required uses or disclosures. Accounting for disclosures to dental oversight agencies and law enforcement officials must
be temporarily suspended on their written representation that an accounting would likely impede their activities.



