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As required by law, our office adheres to written policles and procedures to protect the privacy of Information about you that we create, receive or malntain, Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some guestions about your responses ta this questionnaire and there may be
additional questions cancerning your hedlth, This information i vital to allow us to provide appropriate care for you. This office does not use this information to discriminite,

Name Home Phone. include oreo cod Business/Cell Phone. include areu cods
st First il ( ) ( )
Address City: State 2ip
Muring uddress
Cecupation, Hisight Weight Date of Birth Sex. M F
S5% or Patient 1D Emergency Contact Relationship: Horne Phone  ictude (rea code Cell Phone: lnchide rw code
( } ( )
It you are completing this form for anather person, what (5 your relationship to that person’
Your Noma Riletianship
Do you have any of the following diseases or problems: {Check DK if you Don't Knaw thr answer to the the question) Yes No DK
Active Tuberculosis | i m e
Persistent cough greater than a 3 week duration o = o |
Cough that produces blood e il s Ol 2
Been exposed ta anyone with tuberculosis . 1= gl e ol =
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist,
D@nt_al Informatlalj_mr the following questians, Hease mork (X) your respunses Lo the following questions. - ]
Yes No DK Yes No DK
Do your gums bleed when you brush o floss? [0 O | Doyouhaveearaches or neck pans? oo
Are your teeth sensitive (o cold, hat, sweets or pressure? [ O 0 Doyouhave any clicking, popping or discomfort In the jaw? [N
& your mouth dry" B'B-8 Do you brux or ghind your teeth? oo
Have you had any periodontal (guim) treatments? O O 0 Doyouhave sores or ulcers in your mouth? ooaog
Have you ever had orthodantic (braces) treatment ? O O [ |Doyou wear dentures or partials? agoo
Fave you had any problems assoclated with previous dental tregtrment 0O 0O B | Doyouparticipate in active recreational activities? ganon
5 yuur home water supply fluoridated? ooog Have you ever had o serious injury to your head or mouth? b 53 LI
Do you drink bottled or filkered water? O 0O O | Datedl yourlast dental exam
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What wos done at that time?
Are you currently expenencing dental pain or discomfort? oo o Date of last dental x-rays:
What 15 the reason for your dental visit teday? o =
How do you feel about your smile?
Medical Information sease mar (X) yaur response ta indicate If yau hove or have not bad any of the following diseases o prablems.
oot ekl e e el $ e i dmehatiid il adlnt ialidlas
Yes No DK Yes No DK |
Are you now under the care of 4 physician? 1 EF CF Have you had a serfous liness, operation or been hospitalized
Physician Narme: Phote fohuchs o o I the past 5 years? 0o
( ) It ves, what was the lliness or prablem?
Address/City/State/2ip
e ;()u taking or have you red_:_éﬁt'ljr fék_eﬁhy pﬁsc'rlpt"mn
or pver the counter medicinels)? onoano
Are youl in gead health? OO O I sg, please list all, including vitarmins, natural or herbal preparations
Has there been any change in your general health within the past year? 0o |and/ordietaty supplements

It yes, what condition s being treated?

Date of last physical exam

|
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Medical INformation sessemas i your resporse taindicsteiFyouhaveor hevenst hadiadyiof the oilbwing dissasss or prablems.

Yes No DK
e

{Check DK if you Dan't Know the answer to the question)
Do you wear contact lenses?

Joint Replacement. Have you had an orthopedic total joint
(hip, knee, elbow, finger) replacement? Oono

Yes No DK
Do you use controlled substances (drugs)? Oooo
| Do you use tobaceo (smoking, snutt, chew, bidis)? oon

Il 50, how interested are you in stopping?
Circle ome VERY / SOMEWHAT / NOT INTERESTED

Date: II yes, have you had any complications?
Ate you taking of schaduled to begin taking an antiresarptive agent Dok SR e et ager? Ha4
{like Fosamax®, Actonel’, Atelvia, Boniva®, Reclast, Prolia) for If yes, how thuch aleohol did you drink in the last 24 hours?
osteoporosis of Paget's disease? ELTT T 0 yes, how much do you typically deink 1 n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)

; . PRI LT v L\ TR YA v AL G ATy R TN AN |
for bore pain, hypercalcemia or skeletal complications resulting fram NUmBer o wesds:

, : = . 3 - I U ]

Paget's disease, multiple mysloma or metastatic cancer [ R | lTal:ing birth control pills or harmonel replacement? . ... .. el e
Date Treatment began, | Nursing? i A 0
Allergies. Are you allergic to of have you had a reaction to Yes No DK
To all yes responses, specify type of reaction, Yus No DK Metals i o e
Local anesthetics OO0 latex(rubber) — = 8848
Aspinn ERR—— P — BOE M — —— B g
Penicilliv or other antibiotics 0oo Hay faver/seasonal o s R |
Barbiturates, sedatives, or sleeping pills B0 2 Animals o |
Sulfa drugs OO0 Food aano
Codeine or other narcotics 0OoOo  Othe [ |
Please mark (X) your response to indicate If you have or have not had any of the following diseases or problems,

- ) Yes No DK Yes No DK Yes No DK
Artificial (prasthetle) heart valve OO0 Adtoimmune disease, O 0 O Glucoms [ I
Previous Infective endocarditls [ L] Rheumnatoid arthritis [ [ 0 Hepititls, [sundice or
Damaged valves in transplanted heart 7100 £1 0 Systemic lupus B lver disease oo
Congenital heart disease (CHD) erythematosus aaao Cpilepsy ooQag

Unrepaired, cyanotic CHD O oopp Asthma I 13 [ Fainting spells or selzures o e I
Repaired (completely) in last & months (1) ) Bronchitis = =l N'—‘“'“'*’Q"—'d“ii'aﬂ"dﬂfb b0 oo
i : . . If yes, specify.
Repaired CHE with tesidual defects 0 0 )| Emphysema " b o i 4 p g —aon
Sinus trouble Oooo R i
Except for thfcundlrlansiisredabuvn. antibiotic prophylaxis is no longer recommended  fnercylosis Moo Do you snore? ooano
far any other form of CHD 5 Mental health disorders i )
Cancer/Chamotherapy/ Specify
Aadiation Traagtrment o R e ] o .
Yes No DK Yes NoDK . X ; 10 Recurtent Infections oQonQ
Cardiovascular disease 0 O O Mitral valve prolapse oo Chestpain upon exertion B oo Type of Infection
angina 0 O O Pacemaker O po Chronicpain B 0D dney problems oo
Artariosclerosis 0O O O Rheumatic fever 0 oo Dlebetes Typelorl Bano Night sweats il o
Congestive heart fallure 0 O O Rheumatic heart disease [ [ Eating disorder B0 O oseoporosis = s |
Damaged heart valves 0 00 Abnormal bleeding 0 oo Malntation 1O EF parsistent swollen glands
Heart attack 000 Anemis 0O 0o Gastromtestingl disease &0 inneck = w e
5 headach:
Healt murmur I3 O [0 Blood transfusion [0 GE Reflux/persistent = n:;?.:mfa | Oon
Low bleod pressure [ = If yes, date nesrtaue Rl . -
> 4 o Sevars of rapid welght loss a0 0
High blood pressure., 0 oo Hemephia Ooo s 280 Sexually tr Fted di
Dther congerital AIDS or HIV infection O} £ 0 Thyold prablems =B -1 - Wbt BE0
heart defects OO O  Arthrits 000 Stroke onoano PR e 8.8
Has a physiclan ur previous dentist recommended that you take antibiotics prior to yout dental treatmont? oaa
Name of physician or dentist making recommendation: fhone: inchide s code
( )
Do you have any disease, condition, or problem not listed above that you think | should know sbout? E-B8

Please axplain,

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certity that | have read and understand the above and that the information given on this farm Is accurate. | understand the impartance of & truthiul health history and that my
dentist and his/her staff will rely on this information for treating me | acknowledge that my questions, I any, about (nguines set forth above have been answered to my satistaction
I will not hold my dentist, or any other member of his/her stalf, respansible for any sction they take or do not take because of errors or armissions Lthat | may have made in the

completion of this form
Signature of Fatient/Legal Guardian

| Signature of Dentist

Date:

Date:

Comments:

FOR COMPLETION DY DENTIST




1

10.

GENERAL DENTISTRY INFORMED CONSENT FORM

EXAMINATION AND X-RAYS: | understand that the initial visit may require radiographs in order to complete the examination, diagnosis, and
treatment plan,

CHANGES IN TREATMENT PLAN: | understand that, during treatment, [t may be necessary to change or add procedures because of conditions
found while working on teeth that were not discovered during examination—the most common being root canal therapy following routine
restorative procedures. | give my permission to the Dentist to make any or all changes and additions to the treatment plan as necessary.

DRrUGS, MEDICATION, AND SEDATION: | understand that antibiotics, analgesics, and other medications can cause allergic reactions causing
redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction). They may cause drowsiness and lack
of awareness and coordination, which can be increased by the use of alcohol or other drugs. | understand this and fully agree not to operate
any vehicle or hazardous device for at least 12 hours or until fully recovered from the effects of any anesthetic medication or drugs that may
be glven to me in the office for my treatment. | understand that failure to take medications prescribed for me in the manner prescribed may
offer risks of continued or aggravated Infection, pain, and potential resistance to effect treatment of my condition. | understand that
antiblotics can reduce the effectiveness of oral contraceptives,

FILLINGS: | understand that care must be exercised in chewing on filling during the first 24 hours to avoid breakage, and tooth sensitivity Is
common after-effect of a newly placed filling.

CROWNS, BRIDGES, VENEERS AND BONDING: | understand that sometimes It is not possible to match the color of natural teeth exactly with
artificial teeth, | further understand that | may be wearing temporary crowns, which may come off easily and that | must be careful to ensure
that they are kept on until the permanent crowns are delivered, | realized that the final opportunity to make changes in my new crowns,
bridge or cap (including shape, fit, size, placement, and color) will be done before cementation. | understand that in very few cases, cosmetic
procedures may result in the need for future root canal treatment, which cannot always be predicted or anticipated. | understand that
cosmetic procedures may affect tooth surfaces and may require modification of dally cleaning procedures,

DENTURES — COMPLETE OR PARTIAL: | realize that full or partial dentures are artificial, constructed of plastic, metal and or porcelain, The
problems of wearing those appliances have been explained to me Including looseness, soreness, and possible breakage. | realize the final
opportunity to make changes in my new denture (including shape, fit, size, placement, and color) will be “teeth in wax" try-in visit. |
understand that most dentures require relining approximately three to twelve months after initial placement, The cost for this procedure |s
not the Initial denture fee.

EnNDODONTIC TREATMENT (ROOT CanAL): | realize there is no guarantee that root canal treatment will save a tooth and those complications
can occur from the treatment and that occasionally metal objects are cemented In the tooth, or extend through the root, which does not
necessarily affect the success of the treatment. | understand that occasionally additional surgical procedures may be necessary following root
canal treatment (apicoectomy),

PERIODONTAL TREATMENT: | understand that serious perlodontal conditions causing gum Inflammation and/or bone loss can lead to the loss of
my teeth, | understand that treatment plans (non-surgical cleaning, gum surgery and/or extractions) may vary depending on the severity of
periodontal conditions. | understand the success of a treatment depends in part on my efforts to brush and floss daily, receive regular cleaning
as directed, following a healthy diet, avoid tobacco products and follow other recommendations.

REMOVAL OF TEETH (EXTRACTION]: | understand that if a tooth Is not savable by e.g, root canal therapy, crowns, periodontal surgery, ete, It
may be recommended that the tooth be extracted, | understand removing teeth does not always remave all infection If present and It may be
necessary to have further treatment, | understand that the following are some risks involved in having teeth removed; pain, swelling, and
spread of infection, dry socket, loss of feeling in my teeth, lips, tongue, and surrounding tissue (parathesia) that can last for an indefinite
period of time or fractured Jaw. | understand | may need further treatment by a specialist or even hosplitalization If complications arise during
or following treatment, the cost of which is my respansibllity.

TEMPOROMANDIBULAR JOINT DYSFUNCETIONS (TMJ): | understand that symptoms of popping, clicking, locking and pain can Intensify or develop
in the joint of the lower {near the ear) subsequent to routine dental treatment whereln the mouth is held in the open position. However,
symptoms of TMJ assoclated with dental treatment are usually transitory in nature and well tolerated by most patients. | understand that
should the need for treatment arise, then | will be referred to a speciallst for treatment, and the cost of which Is my responsibility.

CONSENT: | have read and understood the above information, Further, | understand that dentistry is not an exact science; therefore, reputable
practitioners cannot properly guarantee results. | acknowledge that no guarantee or assurance as been made by anyone regarding the dental
treatment which | have requested and authorize. | understand that each Dentist is an individual practitioner and is individually responsible for
the dental care rendered to me. | also understand that no other Dentist other than the treating Dentist is responsible for my dental treatment.

XSIGNATURE: X Date:




NOTICE OF PRIVACY PRACTICES

Diamond Dental Care
4050 1-20 Frontage Rd.
Arlington, Texas, 76017
+18175631111

Privacy Officer: Brandy Scott

Effective Date:

THIS NOTICE DESCRIBES HOW DENTAL INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

We understand the importance of privacy and are
committed to maintaining the confidentiality of your
medical/ dental information. We make a record of the
dental care we provide and may receive such records from
others. We use these records to provide or enable other
health care providers to provide quality dental care, to
obtain payment for services provided to you as allowed by
your health plan and to enable us to meet our professional
and legal obligations to operate this dental practice
properly, We are required by law to maintain the privacy of
protected health information, to provide individuals with
notice of our legal duties and privacy practices with respect
to protected health information, and to notify affected
individuals following a breach of unsecured protected
health information. This notice describes how we may use
and disclose your medical/ dental information. It also
describes your rights and our legal obligations with respect
to your medical/ dental information. Ifyou have any
questions about this Notice, please contact our Privacy
Officer listed above.

A. How This Dental Practice May Use or Disclose
Your Health Information

This dental practice collects health information about
you and stores it in a chart [and /or on a computer][and in
an electronic health record/personal health record]. This
is your dental record, The dental record is the property of
this dental practice, but the information in the dental
record belongs to you. The law permits us to use or
disclose your health information for the following
purposes:

1. Treatment. We use medical/ dental information
about you to provide your dental care. We disclose
medical/ dental information to our employees and others
who are involved in providing the care you need. For
example, we may share your medical/ dental information

with other dentists or other health care providers who
will provide services that we do not provide. Or we may
share this information with a pharmacist who needs it to
dispense a prescription to you, or a laboratory that
performs a test. We may also disclose medical/ dental
information to members of your family or others who can
help you when you are sick or injured, or after you die.

2. Pavment. We use and disclose medical/ dental
information about you to obtain payment for the services
we provide, For example, we give your health plan the
information it requires before it will pay us, We may also
disclose information to other health care providers to
assist them in obtaining payment for services they have
provided to you.

3. Health Care Operations. We may use and disclose

medical/ dental information about you to operate this
dental practice. For example, we may use and disclose
this information to review and improve the quality of care
we provide, or the competence and qualifications of our
professional staff. Or we may use and disclose this
information to get your dental plan to authorize services
or referrals, We may also use and disclose this
information as necessary for dental reviews, legal services
and audits, including fraud and abuse detection and
compliance programs and business planning and
management, We may also share your medical/ dental
information with our "business associates," such as our
billing service, that perform administrative services for us.
We have a written contract with each of these business
associates that contains terms requiring them and their
subcontractors to protect the confidentiality and security
of your protected health information. We may also share
your information with other health care providers, health
care clearinghouses or dental plans that have a
relationship with you, when they request this information
to help them with their quality assessment and
improvement activities, their patient-safety activities,
their population-based efforts to improve health or
reduce health care costs, their protocol development, case
management or care-coordination activities, their review
of competence, qualifications and performance of health
care professionals, their training programs, their
accreditation, certification or licensing activities, or their
health care fraud and abuse detection and compliance
efforts,

4. Appointment Reminders. We may use and disclose
medical/ dental information to contact and remind you
about appointments, If you are not home, we may leave



this information on your answering machine or in a
message left with the person answering the phone.

5. Sign In Sheet. We may use and disclose medical/
dental information about you by having you sign in when
you arrive at our office. We may also call out your name
when we are ready to see you.

6. Notification and Communication With Family. We
may disclose your health information to notify or assist in
notifying a family member, your personal representative
or another person responsible for your care about your
location, your general condition or, unless you had
instructed us otherwise, in the event of your death, In the
event of a disaster, we may disclose information to a relief
organization so that they may coordinate these
notification efforts. We may also disclose information to
someone who is involved with your care or helps pay for
your care, If you are able and available to agree or object,
we will give you the opportunity to object prior to making
these disclosures, although we may disclose this
information in a disaster even over your objection if we
believe it Is necessary to respond to the emergency
circumstances. If you are unable or unavailable to agree
or object, our health professionals will use their best
judgment in communication with your family and others.

7. Marketing. Provided we do not receive any
payment for making these communications, we may
contact you to give you information about products or
services related to your treatment, case management or
care coordination, or to direct or recommend other
treatments, therapies, health care providers or settings of
care that may be of interest to you, We may similarly
describe products or services provided by this practice
and tell you which health plans this practice participates
in. We may also encourage you to maintain a healthy
lifestyle and get recommended tests, participate in a
disease management program, provide you with small
gifts, tell you about government sponsored health
programs or encourage you to purchase a product or
service when we see you, for which we may be paid.
Finally, we may receive compensation, which covers our
cost of reminding you to take and refill your medication,
or otherwise communicate about a drug or biologic that is
currently prescribed for you. We will not otherwise use or
disclose your medical/ dental information for marketing
purposes or accept any payment for other marketing

communications without your prior written authorization,

The authorization will disclose whether we receive any
compensation for any marketing activity you authorize,
and we will stop any future marketing activity to the
extent you revoke that authorization,

8. Sale of Health Information, We will not sell your
health information without your prior written
authorization. The authorization will disclose that we will
receive compensation for your health information if you
authorize us to sell it, and we will stop any future sales of
your information to the extent that you revoke that
authorization.

9. Required by Law. As required by law, we will use

and disclose your health information, but we will limit our
use or disclosure to the relevant requirements of the law.
When the law requires us to report abuse, neglect or
domestic violence, or respond to judicial or administrative
proceedings, or to law enforcement officials, we will
further comply with the requirement set forth below
concerning those activities.

10. Public Health. We may, and are sometimes
required by law, to disclose your health information to
public health authorities for purposes related to:
preventing or controlling disease, injury or disability;
reporting child, elder or dependent adult abuse or neglect;
reporting domestic violence; reporting to the Food and
Drug Administration problems with products and
reactions to medications; and reporting disease or
infection exposure. When we report suspected elder or
dependent adult abuse or domestic violence, we will
inform you or your personal representative promptly
unless in our best professional judgment, we believe the
notification would place you at risk of serious harm or
would require informing a personal representative we
believe is responsible for the abuse or harm.

11. Health Oversight Activities,. We may, and are

sometimes required by law, to disclose your health
information to health oversight agencies during the
course of audits, investigations, inspections, licensure and
other proceedings, subject to the limitations imposed by
law.

12. Judicial and Administrative Proceedings. We may,
and are sometimes required by law, to disclose your
health information in the course of any administrative or
judicial proceeding to the extent expressly authorized by a
court or administrative order, We may also disclose
information about you in response to a subpoena,
discovery request or other lawful process if reasonable
efforts have been made to notify you of the request and
you have not objected, or if your objections have been
resolved by a court or administrative order.

13. Law Enforcement. We may, and are sometimes
required by law, to disclose your health information to a
law enforcement official for purposes such as identifying



or locating a suspect, fugitive, material witness or missing
person, complying with a court order, warrant, grand jury
subpoena and other law enforcement purposes.

14, Coroners. We may, and are often required by
law, to disclose your health information to coroners in
connection with their investigations of deaths.

15. Public Safety. We may, and are sometimes
required by law, to disclose your health information to
appropriate persons in order to prevent or lessen a
serious and imminent threat to the health or safety of a
particular person or the general public.

16. Specialized Government Functions. We may
disclose your health information for military or national
security purposes or to correctional institutions or law
enforcement officers that have you in their lawful custody.

17, Workers' Compensation, We may disclose your

health information as necessary to comply with workers’
compensation laws. For example, to the extent your care
is covered by workers' compensation, we may be required
make periodic reports to your employer about your
condition. We are also required by law to report cases of
occupational injury or occupational illness to the
employer or workers' compensation insurer.

18. Change of Ownership. In the event that this

dental practice is sold or merged with another
organization, your health information/record will become
the property of the new owner, although you will maintain
the right to request that copies of your health information
be transferred to another dentist or dental group.

19. Breach Notification. In the case of a breach of
unsecured protected health information, we will notify
you as required by law. If you have provided us with a
current e-mail address, we may use e-mail to
communicate information related to the breach. In some
circumstances our business associate may provide the
notification, We may also provide notification by other
methods as appropriate. [Note: Only use e-mail
notification if you are certain it will not contain PHI and it
will not disclose inappropriate information. For example if
your e-mail address is "digestivediseaseassociates.com”
an e-mail sent with this address could, if intercepted,
identify the patient and their condition.]

20. Research. We may disclose your health
information to researchers conducting research with
respect to which your written authorization is not
required as approved by an Institutional Review Board or
privacy board, in compliance with governing law.

B.  When This Dental Practice May Not Use or
Disclose Your Health Information

Except as described in this Notice of Privacy Practices,
this dental practice will, consistent with its legal
obligations, not use or disclose health information which
identifies you without your written authorization. If you
do authorize this dental practice to use or disclose your
health information for another purpose, you may revoke
your authorization in writing at any time.

C.  Your Health Information Rights

1. Right to Request Special Privacy Protections. You

have the right to request restrictions on certain uses and
disclosures of your health information by a written
request specifying what information you want to limit,
and what limitations on our use or disclosure of that
information you wish to have imposed. If you tell us not
to disclose information to your commercial health plan
concerning health care items or services for which you
paid for in full out-of-pocket, we will abide by your
request, unless we must disclose the information for
treatment or legal reasons. We reserve the right to accept
or reject any other request, and will notify you of our
decision.

2. Right to Request Confidential Communications.
You have the right to request that you receive your health
information in a specific way or at a specific location. For
example, you may ask that we send information to a
particular e-mail account or to your work address, We
will comply with all reasonable requests submitted in
writing which specify how or where you wish to receive
these communications.

3. Right to Inspect and Copy. You have the right to

inspect and copy your health information, with limited
exceptions. To access your medical/ dental information,
you must submit a written request detailing what
information you want access to, whether you want to
inspect it or get a copy of it, and if you want a copy, your
preferred form and format. We will provide copies in
your requested form and format if it is readily producible,
or we will provide you with an alternative format you find
acceptable, or if we can't agree and we maintain the
record in an electronic format, your choice of a readable
electronic or hardcopy format, We will also send a copy to
any other person you designate in writing, We will charge
a reasonable fee which covers our costs for labor,
supplies, postage, and if requested and agreed to in
advance, the cost of preparing an explanation or
summary. We may deny your request under limited
circumstances. If we deny your request to access your



child's records or the records of an incapacitated adult
you are representing because we believe allowing access
would be reasonably likely to cause substantial harm to
the patient, you will have a right to appeal our decision.

4. Right to Amend or Supplement. You have a right to

request that we amend your health information that you
believe is incorrect or incomplete. You must make a
request to amend in writing, and include the reasons you
believe the information is inaccurate or incomplete. We
are not required to change your health information, and
will provide you with information about this dental
practice's denial and how you can disagree with the
denial. We may deny your request if we do not have the
information, if we did not create the information (unless
the person or entity that created the information is no
longer available to make the amendment), if you would
not be permitted to inspect or copy the information at
issue, or if the information is accurate and complete as is.
If we deny your request, you may submit a written
statement of your disagreement with that decision, and
we may, in turn, prepare a written rebuttal, All
information related to any request to amend will be
maintained and disclosed in conjunction with any
subsequent disclosure of the disputed information.

5. Right to an Accounting of Disclosures. You have a

right to receive an accounting of disclosures of your health
information made by this dental practice, except that this
dental practice does not have to account for the
disclosures provided to you or pursuant to your written
authorization, or as described in paragraphs 1
(treatment), 2 (payment), 3 (health care operations), 6
(notification and communication with family) and 18
(specialized government functions) of Section A of this
Notice of Privacy Practices or disclosures for purposes of
research or public health which exclude direct patient
identifiers, or which are incident to a use or disclosure
otherwise permitted or authorized by law, or the
disclosures to a health oversight agency or law
enforcement official to the extent this dental practice has
received notice from that agency or official that providing

these rights, contact our Privacy Officer listed at the top of
this Notice of Privacy Practices.

D.  Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy
Practices at any time in the future. Until such amendment
is made, we are required by law to comply with the terms
of this Notice currently in effect. After an amendment is
made, the revised Notice of Privacy Protections will apply
to all protected health information that we maintain,
regardless of when it was created or received. We will
keep a copy of the current notice posted in our reception
area, and a copy will be available at each appointment, We
will also post the current notice on our website,

E. Complaints

Complaints about this Notice of Privacy Practices or
how this dental practice handles your health information
should be directed to our Privacy Officer listed at the top
of this Notice of Privacy Practices.

If you are not satisfied with the manner in which this
office handles a complaint, you may submit a formal
complaint to:

Region VI - Dallas (Arkansas, Louisiana, New
Mexico, Oklahoma, Texas)

Jorge Lozano, Regional Manager
Office for Civil Rights
.S. Department of Health and Human Services
1301 Young Street, Suite 1169
Dallas, TX 75202

Voice Phone (800) 368-1019
FAX (214) 767-0432
TDD (800) 537-7697

OCRMail@hhs.gov

The complaint form may be found at

this accounting would be reasonably likely to impede their WWw.hhs.gov/ocr/privacy/hipaa/complaints/hipcomplaint.pdf

activities,

6. Right to a Paper or Electronic Copy of this Notice.
You have a right to notice of our legal duties and privacy
practices with respect to your health information,
including a right to a paper copy of this Notice of Privacy
Practices, even if you have previously requested its
receipt by e-mail.

If you would like to have a more detailed explanation of
these rights or if you would like to exercise one or more of

You will not be penalized in any way for filing a complaint.



Acknowledgment of Receipt of Notice of Privacy Practices and
HIPAA Non-Secure Communication Consent Form

Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:
Patient Name: Date of Birth:

This consent form allows Diamond Dental Care to use and disclose information about me protected under the Health
Insurance Portability and Accountabllity Act of 1996, This information may be used or disclosed to carry out treatment,
payment or health care operations.

Diamond Dental Care has provided me with a Notice of Privacy Practices, which more completely describes such uses and
disclosures. It provided this notice prior to my signing this form in accordance with my right to review its practices before
signing consent,

l understand that the terms of the Notice of Privacy Practices may change and that | may obtain revised notices by
contacting the Privacy Officer at Diamond Dental Care,

| hereby authorize Diamond Dental Care to use unsecured email and mobile phone text messaging to transmit to me the
__ following protected health information: 1) Information related to the scheduling of appointments; and, 2) Information
Initial - related to billing and payment.
_ lhereby authorize that Dlamond Dental Care may leave messages on my voicemail to confirm appointments, and/or
Inittal  may speak with other members of my household and leave messages with them regarding my appointments.

__ Email __ Home Phone __ Office Phone __Cell Phane
_ lhereby authorize that Diamond Dental Care may disclose my health information to any person(s) who accompany me
Initial  to my appointment, and are present with me in the office while | meet with my dentist and staff.
__ Ihereby authorize that Diamond Dental Care may disclose my personal health information to the person who | have
Initial  listed as my emergency contact.

nitial | hereby authorize that Diamond Dental Care may disclose my personal health information to the following person(s):

Name Telephone Number Relationship to Patient

Furthermore, my (or my child's) personal health information may NOT be disclosed to the following person(s):

Name Telephone Number Relationship to Patient

I understand that at any time | have the right to revoke this consent provided that | do s0 in writing, but that Diamond
Dental Care services may still use information to complete any actions that it began priar to my revoking consent and which
rely on my protected health information. | understand that Diamond Dental Care may refuse service if | revoke this consent.
I understand that | have the right to request - now and in the future - how protected health information is used or disclosed
to carry out treatment, payment and health care operations, and must be provided by me in writing. | understand that while
Diamond Dental Care Is not required to agree to my requested restrictions, If it does agree, it is bound by that agreement,
By my signature below, | affirm the above information.

Signature of Patient Date:
Signature of Parent (if minor) /
Authorized Representative Date:




Patient

Yes

No

Responsible Party

Responsible Party SSN

I will file all insurance claims and paperwork myself
(without any assistance from vour office). Total
Payment is due when service is rendered.

I would like your office to perform insurance services
To the best of their abilities as a courtesy to me. A
Portion of my procedure(s) must be prepaid(see below),
I understand that ant balance due on the account

after 60 days must be paid in full, regardless of
Insurance still being processed. Your office is not
Responsible for any insurance filing, paperwork,
Radiographs, documentation, ect. After 60 days-this
Becomes the responsibility of the insured.

Insurance coverage is estimated. ALL insurance companies state when insurance is verified that the
Information provided does NOT guarantee pavment for services rendered. Balunces are to be

paid in Full at the time of services, T understand that T will be reimbursed for any and all amounts for
services should my insurance carrier pay for these services, I, the patient, am responsible for all
amounts not covered by my insurance carrier. Il for some reason, the account should become
delinquent, (balances greater than 60 days from the date of treatment) [ agree to pay For all rebilling
charges, interest charges, collection costs, and attorney fees.

Authorized Signature:

Patient

Date

Responsible Party

A $25 fee will be charged for missed appointment unless rescheduled

24hours prior to appointment date,




“FIRST CHOICE MAKES CENTS”
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FIRST CHOICE DISCOUNT
DENTAL
MEMBERSHIP

by

Diamond Dental Care
4050 West 1-20

Arlington, Texas 76017
(817) 563-1111



First Choice Discount Dental Plan

Diamond Dental Care
Fred Turner D.D.S, & Associates
4050 West [-20
Arlington, Texas 76017
(817)563-1111

Enrolling is Easy!
Simply fill out the application on the next page.

Check the level you wish to have: "Individual Only", "Individual plus One", or "Individual and Entire
Household".

Complete the information about yoursell. (You MUST include your social security number, date of
birth, home address and work address when you arrive at Diamond Dental Care).

If you checked "Individual Only", leave the "Household Members" section blank since you are not
enrolling any household members. If you selected "Individual plus One" or "Entire Household", list all
individuals legally residing in your household you want included on the dental plan. All members listed on
vour dental plan will be automatically enrolled for whatever products you have chosen. Please do not list
vourself as a household member. Also list each household member's birth date.

Select your payment option.

Sign and date the Enrollment Application.

Bring PAYMENT and COMPLETED APPLICATION with you to your next appointment.

ANNUAL
Individual Only........ ‘ $120.00
Individual plus One....... S O—— $180.00
Entire Household P TI s $240.00
Company Plan (Every 5 employees) $360.00

Payment by Check:
Please make your check payable to: Diamond Dental Care

We also Accept VISA, MASTERCARD, AMEX, CARE CREDIT or DISCOVER

e . P e ey
| Membership Card !
I Name i
! I
i Type of Discount Plan :

I
: Family Members :
! 1
! 1

LI.Effectlve Date




Member’s Discounted Dental Fees
Payment must be made at time of treatment.

Diagnostic & Preventative Prosthetics
0150 Initial Oral Exam 825 5211 Upper Partial = Resin Base $650
0120 Periodic Oral Exam §10 5212 Lower Partial - Resin Base $650
0140 Emergency Oral Exam $35 5225 Upper Flex Part $875
0220 Single Periapical X-ray 55 5226 Lower Flex Part $875
0230 Additional Periapical X-ruy $5 5510 Repair Denture Base $125
0272 Bitewing X-ray (2 Ims) S10 5640 Repluce Broken Tooth $125
0330 Panoramic X-ray $40 5650 Add Tooth $125
0475 Infection Control* 55 5660 Add or repair Clasp $125
1110 Prophylaxis = Adult (heavy deposits may require perio prophy) 540 5730/5731 Reline Denture (chair) w/l $125
1120 Prophylaxis — Child (under 13 years) $30 5750/5751 Reline Denture (lab) w/l $275
1203 Topical Fluoride — Child $10 5213/5214 Cast metal partial <3 teeth $800
1351 Sealant (per tooth) $25 5213/5214 Cast metal partial >3 teeth $1200
* Infection control guidelines have been provided by 5899 Upgrade teeth (per arch) $200

OSHA and the American Dental Association
Implant Restoration

Restorative and Cosmetic 6037 Implant Abut $600
2330 Composite - | surface, anterior or posterior 855 o010 Implant Crown $950
2331 Composite - 2 surfiice, anterior or posterior 565
2332 Composite - 3 surface, anterior or posterior $85 Oral Surgery
2335 Composite - 4 surface, anterior or posterior $150 7111 Extraction — simple $70

7120 Extraction - each additional 560
Crowns and Bridges 7210 Extraction - surgical/erupted $120
2752 Crown — Porc. fused/base metal 5700 7310 Alveoplasty w/extractions (per quad)  $50
2790 Crown - Full cast high noble (gold) 5850 7510 Inciston/drain abscess $50
2930 PreFab. 88 Crown, primary $125
2920  Recement Crown $45 General
2950 Core buildup 385 Y310 Professional 2" Option $50
2054 PreFab post 585 9998 Broken Appointments $50
6240 Pontic - Pore. high noble (gold) 5850 3967 Boost Whitening $450
6242 Pontic - Pore. tused to metal $700
6253 Pore. Bridge Abutment $850 Plan Exclusions and Limitations
6930 Recement Bridge 585 9920 Behavior Mgt. 6 yrs and under $60
2740 Full pore.crown 5850

1. The following exclusions apply:
Endodontics (Root Canal Therapy) A. Service for injuries or conditions that are covered
3220 Theraputic Pulpotomy 8275 under Workman's Compensation or Employer's
3310 Anterior RCT 5375 Liubility Laws,
3320 Bicuspid RCT $475 B. Services which are provided without cost to the member
3330 Molar RCT $675 by any municipality, country or other political subdivision;
3340 Four canal RCT $775 €. Cost of dental care which is covered under automobile,

Medical no fault, or similar no type insurance;
Periodontics 0. General anesthesia (put to sleep), LV, sedation, and
4341 Perio Scale and Plane — per Quadrant $85 hospitalization or hospital or medical charges of any kind;
4345 Perio Prophy (scaling) $75 and
4110 Perio Probing, Charting $25 E. Osseo integrated implants,
4999 Perio Med 535
4360 Night Guard (hard) $350 2. Member's dental fees apply only when treatment is performed
4355 Full Mouth Debridement $05 at Diamond Dental Care, If the services of a nonparticipating
9630 Irrigation — Per Quadrant $71 specialist are required, these dental fees do not apply and the
4380 Re-Eval, Prob. $25 patient will be responsible to the nonparticipating dentist for his
4910 Perio Maintenance Prophy $75 usual, customary and rensonable fee,
9910 Desensitizer per quad $40 3. Reduced fees will not be honored if membership is no longer
valid,

Additional Specialty Services 4, A patients existing dental or medical condition may necessitate
Any treatment provided by a participating specialist (advance degree), il available extra precautionary procedures and require additional charges.
in Endodonties. (root canal), Pedodontics (children's dentistry). Prosthodonties. Please discus all fees with the dentist prior to treatment

(dentures), Orthodontics (braces), Periodontics (gum treatment), or Oral Surgery,
will be charged at 20% reduction of participating specialists fees for tha particular
case, Some specialists may require o consultation visit before treatment is initiated,

Specialists will be referred by

Diamond Dental Care

Discuss case with specialists prior to beginning any treatment.




I Hereby enroll in Diamond Dental Care 1* Choice Discount Program for a period of one year, from effective date
I hold DDC blameless for any negligence on the part of the participating provider and agree to discuss all fees
with the provider before I receive services. DDC Administration may terminate this Agreement without cause by
returning the membership fees to the above address.

ENROLLMENT APPLICATION

Please Print In Ink

LAST NAME FIRST INITIAL DOB MALE MARRIED
FEMALE SINGLE
RESIDENCE ADDRESS CITY STATE ZIP HM.PHONE # CELL PHONE #

PLACE OF WORK & ADDRESS CITY STATE ZIP

WORK PHONE #

FAMILY MEMBER NAME DOB M JF

NAME DOB

MIIF

FAMILY MEMBER NAME DOB M IIF

NAME DOB

Applicants
Signature: X Date:




