TiME 06:15 PM DATE 6/30/2016
PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is:[_] Policy Holder D Responsible Party Preferred Name:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:
Addross PR — Add.ress , i —_— i
— le B —— Page;z
Birth Date: Soc Sec: Drivers Lic:
[ JResponsible Party is also a Policy Holder for Patient [JPrimary Insurance Policy Holder []Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: - ‘ State / Zip: - Pager:
Pthnm: m - P Work Phohe: S E_);t: B | ettt e
Sex:[_|Male [ ]Female Marital Status:[_|Married  [_|Single [ IDivorced [ |Separated [ |Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: 11 would like to re(;ei;/e correspondences via e-mail. |
— ‘ Sectioﬁ 2‘ - k Section 3
Employment ™) gy)) Time []Part Time [Retired Referred By
Status: Insur. Group #
Student Status: [~ | Full Time []Part Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Contact #
Employer ID: o . Pref. Pharmacy: - A
Carrier ID: ' Pref. Hyg: “

Primary Insurance Information

Name of Insured: Relationship to Insured:[_]Self [JSpouse [_JChild [ ]Other
Insured Soc. Sec: ‘ InSU‘l"C‘C"‘Bi]”'th Date:
Employer: - ’ Ins. Co}r;pany: "
Address: - - Address:
Addres 2, R S ‘ Addross 2
City, State, Zip: - S - . City, State, Zip:
Rem. Benefits: o ‘ - Rem. Deduct:m -

Secondary Insurance Information

Name of Insured: Relaﬁonsﬁils to Insuh;d: []self []spouse [ _JChild [ ]Other
Insured Soc. Sec: - - Insured Bir‘th‘Dvatc: ‘ o
Employer: : Ins. Company:
Address: o - o - Address: a
Address 2: T » ‘ Address 2: -
City, State, Zip: A - éity, State, Zip:

Rem. Benefits: Rem. Deduct:




Time 6:15 PM Teitler Family Dental Care, LLC Date 6/50/2016
Eaglesoft Medical History
Patient Name: ' Birth Date: Date Created:

Althc_augh dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now? OYes ONo If ves |
Have you ever been hospitalized or had a major QOYyes ONo If ves I |
operation? '
Have you ever had a serious head or neck injury? QO Yes ONo If ves r

Are you taking any medications, pills, or drugs? OYes ONo If ves |

Do you take, or have you taken, Phen-Fen or Reduw? O Yes ONo If ves |

Have you ever taken Fosamax, Boniva, Actonel or OYes ONo If ves | |

any other medications containing bisphosphonates?

Are you on a special diet? OvYes ONo

Do you use tobacco? O Yes ONo

Women: Areyou... R o ) S .

‘OPpregnant/Trying to get pregnant.; 7 a Nursing? o [OTaking oral contraceptives?

Are you dlergic to any of the folowing? o L
O aspirin Orenicillin Ocodeine O acrylic

OMmetal - : OLatex ; Osulfa brugs [OLocal Anesthetics

Other? O If ves | ;

Do you use controlled substances? OYes ONo If ves | i

. Do you have, or have you had, any of the following? N e e e e e .

. AIDSMHIV Positive OYes ONo |cortisone Medicine ~ OYes ONo | Hemaphilia OYes ONo |Radiation Treatments O Yes ONo
Alzheimer's Disease O 'Yes ONo | Diabetes OYes ONo  |Hepatitis A OYes ONo |RecentWeightloss O Yes ONo
Anaphylaxis OYes ONo  |Drug Addiction OvYes ONo  |Hepatitis B or C QYes ONo |Renal Dialysis OvYes ONo .
Anemia OvYes ONo  |Easily Winded QOvYes ONo  [Herpes OYes ONo  |Rheumatic Fever OYes ONo
Angina OYes ONo  |Emphysema OYes ONo  |High Blood Pressure O Yes ONo  |Rheumatism OYes ONo
Arthritis/Gout OYes ONo  |Epilepsy or Seizures O Yes ONo  [High Cholesterol OYes ONo |Scarlet Fever OYes ONo
Artificial Heart valve  OYes ONo  |Excessive Bleeding ~ OYes ONo [ Hives or Rash OYes ONo  |shingles Oves ONo

Artificial Joint OYes OQNo  |Excessive Thirst QOvYes ONo  |Hypoglycemia QvYes ONo |sickle Cell Disease OYes CNo

_Asthma OvYes ONo  |Fainting Spelis/Dizziness OYes ONo  |irregular Heartbeat ~ OYes ONo | Sinus Trouble OvYes ONo

| Blood Disease QOYes ONo |Frequent Cough OYes ONo  |Kidney Problems CvYes ONo  |spina bifida QO Yes ONo
‘ Blood Transfusion OYes ONo Frequent Diarrhea OvYes ONo |Leukemia QYes ONo | Stomach/Intestinal Disease QOYes ONo
" .Breathing Problems ~ OYes ONo  |Frequent Headaches O Yes ONo | Liver Disease OvYes ONo |Stroke Oves ONo

Bruise Easily OvYes ONo  |Genital Herpes OYes ONo |Low Blood Pressure O 'Yes ONo | Swelling of Limbs Oves ONo
Cancer Ovyes ONo  |Glaucoma OvYes ONo  |Lung Disease QOvYes ONo | Thyroid Disease OvYes ONo
Chemotherapy Oves ONo Hay Fever OvYes ONo  |Mitral Valve Prolapse O Yes ONo | Tonsillitis OYes ONo

‘ChestPains OYes ONo  |Heart AttackfFailure  OYes ONo | Ostaoporosis CYes ONo | Tuberculosis OYes ONo
Cold Sores/Fever Blsters O Yes ONo | Heart Murmur OYes ONo  |Pain in Jaw Joints QOvYes ONo  |Tumors or Growths QO Yes ONo

: Congenital Heart Disorder  (OYes ONo  |Heart Pacemaker OYes ONo  |parathyroid Disease  OYes ONo  |Ulcers OYes ONo

i Convulsions OYes ONo  |Heart Trouble/Disease O Yes ONo | Psychiatric Care OYes ONo |vVenereal Disease CvYes ONo

Yellow Jaundice OYes ONo

Have you ever had any serious illness not listed CyYes ONo Ifves |

TR g

. Comments: : -y L

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

:-—SignatureofPatient, ParentorGuardlan: —n e WAL W s 5 G i . s . . G B e s

X _ Date:




TEITLER FAMILY DENTAL CARE, LLC
Health Questionnaire Acknowledgement and Consent to Proceed

| certify that the answers to the health questions are accurate and correct to the best of my
knowledge. Since a change of medical condition or medications, can affect dental treatment, |
understand the importance of and agree to notify the dentist of any changes at any subsequent
appointment.

| authorize Dr. Teitler and/ or such associates or assistants as he /she may designate to perform those
procedures as may be deemed necessary or advisable to maintain my dental health or the dental
health of any minor or other individual for which | have responsibility, including arrangement and/or
administration of any sedative (including nitrous oxide), analgesic, therapeutic or surgical treatments.

| understand that the administration of local anesthesia may cause unpleasant reactions or side effects,
which may include, butare not limited to bruising, hematoma, cardiac stimulation, muscle soreness,
and temporary or rarely, permanent numbness.

| do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if
any, which may be associated with general and preventative and operative treatment procedures in
hopes of obtaining the potential desired results, which may or may not be achieved, for my benefit or
the benefit of my minor child or ward. | understand that placement of fillings may render the involved
teeth sensitive to hot or cold temperatures and/or pressure for an extended period of time.

I acknowledge that the nature and purpose of the foregoing procedures have been explained to me, if
necessary and | have been given the opportunity to ask questions.

Signature of patient, legal, guardian, or authorized agent of patient.

Signature ~ Date




ACKNOWLEDGEMENT OF RECEIPT OF TEITLER FAMILY DENTAL CARE, LLC NOTICE OF PRIVACY

PRACTICES
l, , have received a copy of the Teitler Family Dental Care, LLC Privacy Practices
(Please Print Patient Name)
(Signature) (Date)

AKNOWLEDGEMENT OF APPOINTMENT POLICY

| have read and agreed to the appdintment policy guidelines. | will make sure to give 48 hours notice for
any cancellations or changes to my reserved appointment time.

(Signature)




Teitler Family Dental Care, LLC

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

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 conceming your healith information. We must follow the privacy.
practices that are described in this Notice while it is in effect. This Notice takes effect 11/30/2009 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
heaith 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 practicas, 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 praciices, or for additional copies of this
Notice, pisase contact us using the information listed at the end of this Notice.

——

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose heglth 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 _Opérations: We may use and disclose your heslth information in connection with our heaithcare operations. Healthcare
operations include quality as_sessment and_ improvement actlvities, reviewing the competence or qualifications of heelihcare
professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing o
credentialing activities.

Your Authorization: In addition to our use of your healith information for treatment, payment or healthcare operations, you may give us
written authorization to use your heaith Information or to disclose it to anyone for any purpose. 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 Patlent Rights_section of this
Notice. We may disclose your heaith 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 notificaticn 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 infarences of your best Interest in allowing a person to pick up filed prescriptions, medical supplies, x-rays, or other similar
forms of health information.

Marketing Health-Related Services: We will not use your heaith informaation-for marketing comimunications without your written
autharization. . . oo

Required by Law: We may use or disclose your heaith information when we are requtfed to do so by law.

Abuse or Neglect: We may disclose your heaith information to appropriate authorities if we reasonably believe that you are a possible
victim of abuse, neglect, or domestic vioclence or the possible victim of other crimes. We may disclose your health information fo the
extent necessary fo avert a serious threat to your health or safety or the health or safety of others.

National Security: Ve may disclose to military authorities the health-information of Armed Forces personnel under certain
circumstances. We may disclose to authorize federal officials health information required for lawful intelligence, counterintelligence,
and other national security activities. We may disclose to correctional institution or law enforcement officlal having tawful custody of
protected health information of inmate or patient under certain circumstances.

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
$0 for each page, $0 per hour for staff time to copy your health information, and pastage If you want the copies mailed to you. If you
request an atternative format, we will charge a cost-based fee for providing youir heaith 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 fist of instances in which we or our business associates disclosed your heaith
information for purposes, other than treatment, payment, healthcare operations and certain other activitles, for the last B years, but not
before April 14, 2003. | you request this accounting more than once in & 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 agrse 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 information by alternative
means or to altamative locations. {You must malgf your request in writing.} Your request must specify the alternative means or
locatlon, and provide satisfactory explanation how payments will be handled under the altemnative means or (ocatior you request.

Amendment: You have the right to request that we amend your heaith information. (Your request must be in wiiting, and it must
explain why the information shouid 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 entitied to receive this Notice in
written form.

QUESTIONS AND COMPLAINTS
It you want more Information about our privacy practices or have questions or concemns, please contact us.

if you are concemed that we may have violated your privacy rights, or you disagree with a decision we made about access to
your heaith 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 aiternative 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 heaith information. We will not retaliate in any way if you choose to file a
complaint with us or with the U.S, artmw }uam Servjces.
Michael J. Teitler D.D.S: ’ Lo /Id ' 7{5’—\,‘{/2/* 4 Dk S

©2002, 2009 Amqrican Dental Association. All Rights Reserved

Reproduct_lon 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,




APPOINTMENT POLICY

We regard an appointment as a contract. We reserve your
appointment time expressly for you and agree to be available
to provide dental care at that appointed time. We understand
and respect that your time is valuable and ask that you return
the favor in kind.

We require 48 hours notice for any change of appointment.
Our office is open 7 days a week, but keep in mind that
Monday appointments are particularly difficult to fill over the
weekend. In the event we do not receive 48 hours notice there
will be a charge at the rate of $100 per hour for lost
appointment time*.

We reserve the right to refuse treatment for anyone who is
more than 10 minutes late for their appointment. A charge at
the rate of $100 per hour will be levied for appointments lost
due to tardiness™.

*Charges for lost appointment time will be decided on a case
by case basis. Genuine excuses for missed appointments or
tardiness will be taken into account. It is suggested that you
make your appointment on 3 day and time you are sure you
will be able to honor.

We regret having to institute this punitive policy. While most folks are
respectful and appreciative of our time, a few bad apples spoil the
bunch. Missed appointments add to our overhead and these extra costs
must be passed on to our patients.



