Patient Name

DENTAL HISTORY

All information is completely confidential.

What Is the reason for your visit today?

Date of Last Dental Visit?

What was done at your last dental visit?

Last Dental Cleaning

Last Full Mouth X-rays

Previous Dentist’s Name

Telephone

Address

How often do you have dental examinations?

State Zip

How often do you brush your teeth?

How often do you floss?

Have you ever used or are you currently using topical fluoride? [ ] Yes [JNo

Do you have any dental problems now? []Yes [JNo

If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hotorcold? ..o E Yes B No Orthodontictreatment? ............coocveeennnn. D Yes D No
SWRRTS? s inmsanisrni vy s e s Yes No Oral SUMgery? .. oiiiiiie et iie e e D Yes D No
BING OF CREWIRGR.. .o s sssss samsassorassssmsvsss OYes [INo Periodontal treatment? ............cccceeeunennns Q Yes [ ] No
Have you noticed any mouth odors Your teeth ground or the bite adjusted? ........... Yes No
Or Bad 1aste s smuumsmise s D Yes D No Abite plate ormouthguard? ...............o.o.0 Yes D No
Do you frequently get cold sores, A serious injury to the mouth or head? ............ CJves [ no
blisters or any other oral lesions? ............... [ es D No If yes, please describe, including cause
Doyourgumsbleedorhurt?...........oceieiiin DYes D No
Have rents experienced gum
c:“xse;y.suerf:ratoothlc;ss7 Oves CINo Have you experienced:
Have you noticed any loose teeth or Clicking or popping of the jaw? .............c.ooe. D Yes D No
changeinyourbite?......c..ooinueiiieiiiaan. D Yes D No Pain (joint, ear, side of face)? ........c.cc.cevieennnn. D Yes No
Does food tend to become caughtin Difficulty in opening or closing the mouth?........ D Yes D No
betweenyourteeth? ..........cooeevieiininnns [ ves CIno Difficulty in chewing on either
If yes, where? sideofthemotth? . svavscvmmmssssmmamers D Yes D No
Headaches, neck aches or shoulderaches? ........ D Yes D No
Sore muscles (neck, shoulders)? ................... Oves [ No
Doyou: Are you satisfied with your
Clench or grind your teeth while teeth's 3pPearance? ..........oeeueeeneeneennns OYes Clno
A T —— O ves Buo Would you like to keep all o your tecth
Bite your lips or cheeks regularly? ................. Dlves No all of your life? .....ccoeevneieiniuiiiiiiinanans Oves CIne
Hold foreign objects with your teeth Do you feel nervous about having
(pencils, pipe, pins, nails, fingemails)?........... [ ves B No dental treatment? . ....vuveenineneeaeenenannns Oves T no
Mouth he?ﬂ'l&\ﬂhll& awake - asleep?. 3 7 """"" o No If so, what is your biggest concern?
Haveﬁred;aws.espeoallymt%\em'ommg. Yes No Haveyou ever had an upsetting
Snore or have any other sleeping disorders? ......... Yes LINo Aental experencer. . o mssimiss g Oves Cno
Smoke/chew tobacco or use other
tobacco products? ......eceiiieiiieiiniiienas D Yes D No If yes, please describe

Have you ever been told to take a pre-medication prior to dental treatment? [Jves [INo
Is there anything else about having dental treatment that you would like us to know? [yes [INo

please describe




MEDICAL HISTORY -

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is @ 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
following questions.

Are you under a physician's care now? O Yes () No If yes, please explain:
Have you ever been hospitalized or had a major operation? () Yes (O No If yes, please explain:

Have you ever had a serious head or neck injury? O Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes (O No  If yes, please explain:

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

Have you ever taken Fosamax, Boniva, Actonel oranyo Yes O No

other medications containing bisphosphonates?
Are you on a special diet? O Yes O No
Do you use tobacco? () Yes O No
Do you use controlled substances? O Yes () No

—Women: Are you
Pregnant/Trying to get pregnant? () Yes(O No  Taking oral contraceptives?() Yes ) No Nursing? O YesO No

—Are you allergic to any of the following?
Aspirin Penicillin ] Codeine [ Local Anesthetics - [ Acrylic [ Metal O Latex [ sulfa drugs
Other If yes, please explain:

—Do you have, or have you had, any of the following?
AIDS/HIV Positive © Yes O No | Cortisone Medicine (O Yes () No |  Hemophilia O Yes O No | Radiation Treatments Q Yes O No
Aizheimers Dissase (O Yes () No | Diabetes O Yes () No | Hepatitis A O Yes O No | RecentWeight Loss O Yes O No
Anaphylaxis @ Yes (O No | Drug Addiction O Yes O No | HepatiisBorC (O Yes O No | Renal Dialysis O Yes O No
Anemia © Yes (O No | EaslyWinded O Yes O No | Herpes O Yes O No | Rheumatic Fever Q Yes O No
Angina © Yes O No | Emphysema O Yes O No | High Blood Pressure () Yes () No | Rheumatism O Yes O No
Arthritis/Gout © Yes O No | EpliepsyorSeizres () Yes () No | High Cholesterol () Yes () No | Scarlet Fever O Yes O No
Astificiel Heart Valve Yes ) No | ExcessiveBleeding () Yes () No | HivesorRash O Yes O No | Shingles O Yes O No
Artificial Joint © Yes O No | Excessive Thirst © Yes € No | Hypoglycemia © Yes O No | Sicke Cell Disease QO Yes O No
Asthma © Yes O No | Fainting Spelis/Diziness() Yes © No | Ireguiar Heartbeat () Yes () No | Sinus Trouble QO Yes O No
Blood Disease @ Yes ) No | Frequent Cough O Yes O No | KidneyProblems () Yes () No | Spina Bifida Q Yes O No
Biood Transfusion O Yes O No | Frequent Diarrhea O Yes O No | Leukemia O Yes © No | Stomach/intestinal Disease () Yes O No
Breathing Problem © Yes O No | FrequentHeadaches (O Yes () No | LiverDisease © Yes (O No | Stroke QO Yes O No
Bruise Easly © Yes (O No | Genital Herpes QO Yes © No | Low Blood Pressure () Yes () No | Swelling of Limbs Yes (O No
Cancer © Yes (O No | Gisucoma QO Yes (O No | LungDisease © Yes O No | Thymwid Disease Yes () No
Chemotherapy © Yes O No | HayFever 8Yu@~o Mitral Vaive Prolapse ) Yes () No | Tonsilits Yes O Neo
Chest Pains O Yes O No | Heart Attack/Faiure Yes () No | Osteoporosis O Yes O No | Tuberculosis “:‘” : :°
Cold Sores/Fever Blisters () Yes (O No | Heart Mumur O Yes © No | Painindawdoints O Yes O No E;g;’“’em M 5 N
Congenital Heart Disorder() Yes () No | Heart Pacemaker Q Yes O No Parathyroid Disease O YesQNo | oo Disease YsaiC ) o
Conwuisions O Yes ) No | Heat Trouble/Disesse (O Yes O No | PsychiaticCare O Yes O No | yejow Jaundice ves (3 No

Have you ever had any serious iiness not listed above? () Yes O No

Comments:

Tounboddmyhmmcqunﬁaummbmmmwm. | understand that providing incorrect information can be
dangerous io my (or patient's) health. niamymponﬁbiﬂybhbrmmodmloﬂiudmydmgummdcdm

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Dental Marketing Release

Authorization:

| authorize the use and disclosure of my name, photographic/video images, and/or testimonial
for educational and/or marketing purposes by Smillie Dental. | understand that information
disclosed pursuant to this authorization may be subject to re-disclosure and may no longer be
protected by HIPAA privacy regulations. | understand that | will not receive financial
compensation.

Purpose:
My photographic/video images, and/or testimonial will be used for: Social Media and/or
Advertising.

Revocability:

| understand that | may revoke this authorization at any time, but such revocation must be in
writing addressed to the practice. Revocation affects disclosure moving forward and is not
retroactive. This authorization expires 99 years from date signed.

Patient Name: Date:

Patient Signature:




HIPAA- PATIENT ACKNOWLEDGEMENT FORM

Smillie Dental’s Notice of Privacy Practices (NOPP) provides information about how we may
use and disclose protected health information (PHI) about your child. The practice provides this
form to comply with the Health Insurance Portability and Accountability Act (HIPAA). The NOPP
contains a Patient Rights section describing your rights under the law. Please review the Notice
of Privacy Practices thoroughly before signing this acknowledgement form. In the event that the
terms of the Notice change, a revised copy will be made available to you.

By signing this form, you acknowledge that our Practice may use and disclose PHI about your
child for treatment, payment and office procedures. You have the right to request that we
restrict how PHI about your child is used or disclosed for treatment, payment or office
procedures.

| give permission for Smillie Dental to leave a message or an email regarding an appointment
at:

Home: and/or
Cell: and/or
Work: and/or
Email:

| give permission for Smillie Dental to share medical/dental information with:

1. Name: Relationship:
Phone:

2. Name: Relationship:
Phone:

3. Name: Relationship:
Phone:

| assume responsibility to inform the practice of any changes in the above information.

Patient’'s Name (please print): Date:

Signature of Parent or Legal Guardian:




Smillie Dental
Notice of Privacy Practices

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

Smillie Dental, hereafter referred to as “Practice,” is committed to preserving the privacy and confidentiality of your health information. This
Notice of Privacy Practices (NPP) describes how we may use and disclose your protected health information, hereafter referred to as “PHI,” to
carry out treatment, payment or health care operations and for other purposes that are permitted or required by law. 45 CFR§ 164.520. This
Notice has been revised to conform to HIPAA'’s Final Rule referred to as the “Omnibus Rule” published 01/25/13. This notice replaces previous
versions of the Notice and is effective 03/01/2018. You may access or obtain a copy according to the following options: 1) our website at
www.smilliedental.com 2) contact the office and request a copy to be sent to you by mail or email, 3) request a copy at the time of your next

appointment.

1. USES & DISCLOSURES OF PHI. How We
Use Your Information: Your PHI may be used and disclosed by
our Practice’s provider, administrative and or clinical staff and
others outside of our Practice who are involved in your care and
treatment for the purpose of providing healthcare services to you.
A) Treatment: We will use and disclose your PHI to provide,
coordinate or manage your care and any related services. We
may disclose PHI to other providers who may be treating you
such as a specialist.
B) Payment: We will use your PHI to obtain payment for the
services provided by this Practice. For example, if we are
working with your insurance plan, we may verify eligibility or
coverage for benefit determination. We may use or disclose your
information so that a bill may be sent to you that may include
services provided.
C) Healthcare Operations: The Practice may use or disclose, as
needed, your PHI in order to support its business activities such
as quality performance reviews regarding our services or the
performance of our staff.
i) Business Associates: We may share your PHI with third
party business associates such as answering services,
transcriptionists, billing services, consultants, trainers and
legal counsel. We obtain a written agreement with business
associates to assure the protection and privacy of your PHI.

Other Permitted and Required Uses and Disclosures That May Be
Made Without Your Authorization or Opportunity to Agree or
Object: We may use or disclose your PHI in the following
situations without your authorization or providing you the
opportunity to agree or object as follows:

D) Required or Permitted by Law: We may use or disclose your
PHI as required by law. This may include public health activities
such as controlling a communicable disease or compliance with
health oversight agencies authorized by law. We may disclose
PHI to a public health authority authorized to receive reports of
child abuse or neglect. We may disclose your PHI if we believe
you have been a victim of abuse, neglect or domestic violence to
a governmental agency authorized to receive such information in
compliance with state and federal law. We may disclose your PHI
to the Food and Drug Administration for the quality, safety, or
effectiveness of FDA-regulated products or activities. We may

disclose your PHI in the course of a legal proceeding in response
to a subpoena, discovery request or other lawful process. We
may also disclose PHI to law enforcement providing applicable
legal requirements are satisfied. We may disclose PHI to a
coroner or medical examiner for identification purposes. We may
disclose PHI to researchers when the information does not
directly identify you as the source of the information and such
research has been approved by an institutional review board to
ensure the privacy of the PHI. We may disclose PHI as authorized
to comply with workers’ compensation laws. We may use and
disclose your PHI if you are an inmate of a correctional facility and
this information is necessary for your care.

Authorization for Other Uses and Disclosures of PHI: Use and
disclosure of your PHI not addressed in this Notice of Privacy
Practices will be made only with your written authorization. You
may revoke this authorization in writing at any time. If you revoke
this authorization, we will no longer use or disclose your PHI;
however, we are unable to retrieve previous disclosures made
with your prior authorization.

Other Permitted and Required Uses and Disclosures that Require
Your Permission or Objection:

E) Students: We may share PHI with students working in our
Practice to fulfill their educational requirements. If you do not wish
a student to observe or participate in your care, please notify your
provider.

F) Appointment Reminders: We may contact you as a reminder of
your appointment. Only limited information is provided on an
answering machine or an individual other than you answering the
call. We may issue a post card or letter notifying you that it is
time to make an appointment. You may provide a preferred
means of contact such as a mobile telephone number or email
address. Reasonable requests will be accommodated.

G) Family, Close Friends, Personal Representatives & Care
Givers: Our staff may disclose to person involved in your care
your PHI relevant to that person’s involvement in your care or
payment of the services providing you identify these individual(s)
and authorize the release of information. If you are unable to
agree or object to such disclosure, we may disclosure such
information as necessary if we determine that it is in your best


http://www.smilliedental.com/

interest based on our professional judgment. If a young adult age
eighteen (18) requests that his or her information not be released
to a parent or guardian, we must comply with this request in
compliance with state law. For minor children living in divided
households, both parents (mother and father) have access to the
PHI unless their parental rights have been terminated. Payment of
services is addressed in your Final Divorce Decree; however, we
obtain payment from the parent who brings the child in for
treatment. We will provide you a statement to send to the other
parent for your reimbursement.

H) Disaster Relief: If applicable, we may use or disclose your PHI
to an authorized public or private entity to assist in disaster relief
efforts and to coordinate uses and disclosures to family or other
individuals involved in your care.

2. YOUR RIGHTS. The following is a statement of your rights
regarding PHI we gather about you:

A) Copy of this Notice: You have the right to a copy of this notice
including a paper copy.

B) Inspect and Copy PHI: You have the right to inspect and
obtain a copy of PHI about you maintained by our Practice to
include patient and billing records. You must submit a written
request and indicate whether you prefer a paper or electronic
copy. According to state and federal law, we may charge you a
reasonable fee to copy your records. Our Practice does not
transmit unsecure PHI via email. However, if you prefer this
information emailed to you with encryption or security measures,
we will comply with your request and will verify your email
address. We suggest sending our Practice an email and we will
reply with the attachment. (Note: Under federal law, you may not
inspect or copy psychotherapy notes; information compiled in
reasonable anticipation of, or use in, a civil, criminal or
administrative action or proceeding. Please contact the Privacy
Officer for more details).

C) Amendment: You have the right to have your provider amend
your PHI about you in a designated record set. Please consult
with the Privacy Officer. We may deny this request and you may
respond with a statement. We may include a rebuttal statement in
your record. Reasons we may deny amending such information,
but not limited to these reasons, is if we did not create the
information, or if the individual who created the information is no
longer available to make the amendment or it is not part of the
information maintained at our Practice.

D) Restrictions: You have the right to request a restriction of your
PHI. If you paid out-of-pocket for a service or item, you have the
right to request that information not be disclosed to a health plan
for purposes of payment or health care operations and we are
required to honor that request. You may request in writing to our
Privacy Officer not to use or disclose any part of your PHI for the
purposes of treatment, payment or health care operations such as
to family members or friends involved in your care or for
notification purposes as described in this Notice of Privacy
Practices. However, your provider is not required to agree to this
restriction. You may discuss restrictions with the Privacy Officer.

E) Confidential Communications: You have the right to request to
receive confidential communications from our Practice by
alternative means or at an alternative location. For example, you
may prefer our Practice to use your mobile telephone or email
rather than a residential line. Please make this request in writing
to the Privacy Officer. Our staff will not ask personal questions
regarding your request.

F) Disclosures: You have the right to request an accounting of
disclosures of your PHI including those made through a Business
Associate as set forth in CFR 45 § 164.528. The HITECH Act
removed the accounting of disclosures exception to PHI to carry
out treatment, payment and healthcare operations if such
disclosures are made through the EHR. To request an
accounting, submit your request in writing to the Privacy Officer.
G) Breach Notification: According to the HITECH Act, you have
the right to be notified following a breach of unsecured PHI that
affects you. “Unsecured” is information that is not secured through
the use of technology or methodology identified by the Secretary
of the U.S. Department of Health and Human Services to render
the PHI unusable, unreadable and undecipherable to
unauthorized users. Breach notification applies to our Business
Associates who are obligated to notify our Practice if a breach of
unsecured PHI occurs that affects you.

H) Fundraising: If PHI is used for fundraising which is considered
‘health care operations,” basic requirements must be satisfied to
include notice to you and a process for you to opt-out. If the
individual consents, only specific parts of PHI may be used for
fundraising. Note: Your PHI will not be used in this manner.

3. COMPLAINTS. You have the right to file a complaint if you
believe your privacy rights or that of another individuals’ have
been violated. You may contact our Privacy Officer and your
issue will be addressed. You may also file a complaint with the
Secretary of Health and Human Services at: U.S. Department of
Health & Human Services, Office of Civil Rights, 200
Independence Avenue, SW, Washington, D.C. 20201. Your
complaint must be filed in writing, either on paper or electronically,
by mail, fax, or e-mail; name the covered entity or business
associate involved and describe the acts or omissions you believe
violated the requirements of the Privacy, Security, or Breach
Notification Rules; and be filed within 180 days of when you knew
that the act occurred. Visit the Office of Civil Rights website at
www.hhs.gov/ocr/hipaal for more information.

If you have any questions, would like additional information or
want to report a problem regarding the handling of your PHI, you
may contact the Privacy Officer at:
Smillie Dental
5537 S. Williamson Blvd Ste 675
Port Orange, FL 32128
386-317-4754
Smilliedmd@gmail.com

You will not be penalized for filing a complaint.



