Medical History/Registration Form

Patient Information Date:

Patient’s name: Birthdate: / / SSN:

Sex: M /F (circle one) Height Weight

Address City, State, Zip

Home # Work # Cell # Occupation

Email address (for use with our online patient communication system)

If you are completing this form for another person, what is your relationship to that person?

Emergency contact: Phone #

How did you hear about our office?

Previous Dental Office: Phone #

Insurance Information (all information pertains to policy holder)

Subscriber Name Employer

Subscriber address City, State, Zip

Home # Work # Cell #

SSN or insurance ID # DOB._ [ |
Insurance Company Group #

For the following questions, please (x) whichever applies. Your answers are for our records only and will be kept confidential in accordance with applicable laws.
Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there may be additional questions concerning
your health This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

If you have any of the 3 following diseases or problems below, please stop and return this form to the receptionist.

Active Tuberculosis Persistent cough greater than a 3 week duration Cough that produces blood

Yes No  (please check yes or no for each question)
Are you in good health?

Has there been any change in your general health within the past year? Explain

Are you under the care of a physician? If so, what is/are the condition(s) being treated?
Date of last physical exam Physician’s name Phone #

Have you had any serious illness, operation, or been hospitalized in the past 5 years? If so, what was the illness or problem?

Are you taking or have you recently taken any medicine(s) including non-prescription medicine? (circle one) Prescribed - Over the counter
preparations - Fluoride Supplement -other (please list)

Are you taking or have you taken any diet drugs such as Pondimin (fenduramine), Redux (dexphenfluramine),
or phen-fen (phentermine)?

Do you drink alcoholic beverages: YES NO (circle one)
If yes how much alcohol did you drink in the last 24 hrs.? in the past month? # of drinks per day
For how many years?

Are you alcohol and/or drug dependent? YES NO (circle one) If yes, have you received treatment? YES NO(circle one)

Do you use drugs or other substances for recreational purposes? If yes, please list
Frequency (daily, weekly, etc.) Number of years recreational drug use




Do you use tobacco (smoking, snuff, chew)? If so, how interested are you in stopping? (circle one)

Very Somewhat Not interested

Do you wear contact lenses? 5/16/2010
Allergies — Are you allergic to or have you had a reaction to: (Please fill out both columns)

Local anesthetics Latex

Aspirin lodine

Penicillin or other antibiotics Hay fever/seasonal

Barbiturates, sedatives, or sleeping pills Animals

Sulfa drugs Food (Specify)
o Codeine or other narcotics o o Other (Specify)

Note to patient: A new report (July 1997) prepared and endorsed by the American Dental Association and the American Academy of Orthopedic Surgeons
has recommended that antibiotic prophylaxis before dental treatment is not indicated for most dental patients with orthopedic prosthetic joints. The office will
be glad to discuss this report with you and provide a copy of it to you and your orthopedic surgeon/physician.

Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement? If so when was this operation done?
Have you had any complications or difficulties with your prosthetic joint?

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? If so, what antibiotic and
Dose? physician/dentist name phone #
(Women Only)
______ Areyoupregnant? If yes... how many weeks?
Are you nursing?
Are you taking birth control pills?

Please check yes or no if you have or had any of the following diseases or problems.
Yes No Yes No

. __ Abnormal bleeding _ __ Disease, drug, or radiation- Yes No
_ __AIDS or HIV infection induced immunosurpression _ __ Neurological disorders
. ___Anemia . __ Diabetes. If yes, circle one below: . __ Osteoporosis
_ __ Arthritis Type | (insulin dependent) or Type I _ __ Persistent swollen glands in neck
. __ Rheumatoid arthritis . __ Respiratory problems
_ __Asthma _ __ Cancer/chemotherapy/radiation- If yes, specify below:
. __Blood transfusion treatment . __ Emphysema

If yes, date __ __ Drymouth _ __ Bronchitis, etc.
. __ Cardiovascular disease . __Eating disorder . __ Severe headaches

If yes, specify below: If yes, specify _ __ Severe or rapid weight loss
. __ Angina . __ Epilepsy . __ Sexually transmitted disease
_ __ Arteriosclerosis __ __ Fainting spells or seizures _ __ Sinus trouble
. __ Artificial heart valves . _ G.E. reflux . __ Sleep disorder
_ __ Coronary insufficiency __ __ Glaucoma _ __ Sores or ulcers in the mouth
. __ Coronary occlusion . __ Hemophilia . ___ Stroke
_ __ Damaged heart valves __ __ Hepatitis, jaundice or liver disease __ Systemic lupus erythematosus
. _ Heart attack . __ Recurrent infections . __ Thyroid problems
_ __ Heart murmur Indicate type of infection _ __ Tuberculosis
. __ High blood pressure . _ Ulcers
_ __ Inborn heart defects __ __  Kidney problems _ __ Excessive urination
. __Mitral valve prolapse . __ Low blood pressure . __ Do you have any disease,
_ __ Pacemaker _ __ Mental health disorders condition, or problem not listed
_ __ Rheumatic heart disease If yes, specify below: above that you think | should
. __ Chest pain upon exertion know about? Please explain:
. __ Chronic pain
_ __ Persistent diarrhea __ __ Malnutrition

__ __  Migraines

_ Night sweats
Note: Both doctor and patients are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the information | have provided in this form. | acknowledge that my questions, if any, about inquiries set forth have
been answered to my satisfaction.

| will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may
have made in the completion of this form.

*kksk Date kxck

Patient/Parent/Guardian Signature 5/116/2010




NOTICE OF PRIVACY
; PRACTICES

This notice describes how health information about you may be used and disclosed and how you can
access this information. The privacy of your health information is important to us.

Please review it carefully, then sign and date on reverse.

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 4/14/03 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 oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare 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 opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation 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 this 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 make 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 possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.
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National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, 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 circum-
stances.

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 a reasonable fee according to
the laws and regulations of the State of Pennsylvania 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 infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify 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 request that we amend your health information. (Your request must be in 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. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer:  Highpoint Dental Office, P.C.

Telephone: 215-822-1866 Fax: 215-997-9338 E-mail: info@highpointdental.com

Address: 200 Highpoint Drive, Suite 220, Chalfont, PA 18914

I have received a copy of Highpoint Dental Medicine’s Notice of Privacy Practices

Signature Date

@ 2002 American Dental Association. All Rights Reserved.

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party
requires the prior written approval of the American Dental Association. This form is educational only, does not constitute legal advice, and covers only
federal, not state, law (August 14, 2002).
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