Patient Information

Patient Name: Date:
Last First Ml
O Male O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Other

Preferred appointment times: O Morning 0O Afternoon O 'Evening O Any Time 0OM OT OW OT OF 4s
Address:

Street Apartment #

City State Zip Code .

Spouse or Responsible Party Information
|l The following is for: [ the patient's spouse [l the person responsible for payment

Name: -

OMale OFemale O Married O Single OChild O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:

Street Apartment #

City State Zip Code

Employment Information

The following is for: O the patient O the person responsible for payment
Employer Name: Occupation:
Address:

Street City State Zip Code

Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes O No
Last First Mi
Insured's Birth Date: ID #: Group #:
Insured’'s Address:
Street City State Zip Code
insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Child 0O Other
Insurance Plan Name and Address:

L

Referral Information

Whom may we thank for referring you to our practice? DAnother patient, friend OAnother patient, relative
O Dental Office O Yellow Pages 0O Newspaper 0O School 0O Work O Other

Name of person or office referring you to our practice:




Date of Last Dental Visit: Reason for this visit:

Health Information

Have you ever had any of the following? Please check those that apply:

O AIDS O Excessive Bleeding O Liver Disease O Stroke
O Allergies O Fainting O Mental Disorders - 0O Tuberculosis
O Glaucoma O Nervous Disorders - O Tumors
O Anemia 0 Growths 0O Pacemaker 0 Ulcers
O Arthritis 0O Hay Fever O Pregnancy . O Venereal Disease
O Artificial Joints O Head Injuries Due date: ' O Codeine Allergy
O Asthma O Heart Disease O Radiation Treatment O Penicilflin Allergy
O Blood Disease O Heart Murmur O Respiratory Problems OTHER:
O Cancer O Hepatitis O Rheumatic Fever a
O Diabetes O High Blood Pressure O Rheumatism
O Dizziness O Jaundice O Sinus Problems ]
O Epilepsy O Kidney Disease O Stomach Problems

e Have you ever had any complications following dental treatment? 0O Yes O No
If yes, please explain:

« Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O No
If yes, please explain:

e Are you now under the care of a physician? 0O Yes O No
If yes, please explain:

¢ Name of Physician: Phone:

e Do you have any health problems that need further clarification? 0 Yes 0O No
If yes, please explain:

List Drugs You Are Presently Taking

Pharmacy Name

Pharmacy Phone

To the best of my knowledge, all of the precedlng answers and information provided are true and correct If | ever have
any change in my health, | will inform the doctors at the next appointment without fai.

Date:
Signature of patient, parent or guardian :



CONSENT TO PERFORM DENTISTRY

[ hereby authorize Dr. Michael L. Morgan and/or his staff to perform dental treatment including
the use of any necessary or advisable local anesthesia, x-rays, or diagnostic aids.

I understand that there are risks involved in some treatments and hereby acknowledge that these
risks will be explained to me, that I will have an opportunity to ask questions regarding the
treatment and the risks, and that | fully understand the same.

I will be advised that the success of the dental treatment to be provided will require that the
patient and/ or parents of the patient follow post-operative and post-care instructions of the
dentist. I agree that the success of the treatment requires all post-operative and post-care
instructions be followed and that regular office visits suggested by my dentist and his auxiliaries
must be maintained.

I recognize that during the course of treatment unforeseen circumstances may necessitate
additional or different procedures from those discussed. I therefore authorize and request the
performance of any additional procedures that are deemed necessary or desirable to oral health
and well being, in the professional judgment of the dentist.

There are possible risks and complications associated with the administration of local anesthesia,
sedation, and drugs. The most common of these are swelling, bleeding, pain, nausea, vomiting,
bruising, tingling, numbness of the lips, gums, face and tongue, allergic reactions, hematoma
(swelling or bleeding at or near the injection site), fainting, lip or cheek biting resulting in
ulceration and infection of the mucosa. I also understand that there are rare potential risks such as
unfavorable reactions to medications in respiratory and cardiovascular collapse (stopping of
breathing and heart function) and lack of oxygen to the brain that could result in coma or death. I
understand and have been informed of the above risks and complications.

[ agree to the use of local anesthesia if needed and/or the use of nitrous oxide/oxygen analgesia
depending on the judgment of the doctor. Nitrous oxide/oxygen may occasionally produce
nausea and vomiting. I understand and have been informed of the above risks and complications.

Payment is due in full at the time of treatment unless prior arrangements have been approved. |
understand that [ am responsible for payment of services rendered and also responsible for paying
any co-payment and deductibles that my insurance does not cover. | hereby authorize payment
directly to the dental office of the group insurance benefits otherwise payable to me. [ understand
that | am responsible for all costs of dental treatment. 1 hereby authorize release of any
information, including the diagnosis and records of treatment or examination rendered, to my
insurance company.

[ hereby state that I have read and understand this consent, and that all questions about the
procedures will be answered in a satisfactory manner: and I understand that I have the right to be
provided answers to questions which may arise during and after the course of my treatment.

| further understand that this consent will remain in effect until such time I choose to terminate it.

Signature Date

Signature of Parent or Guardian




HIPPA 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.

Your Rights
Following is a statement of your rights respect to your protected health information.

You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect
or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil,
criminal, or administrative action of proceeding, and protected health information that is subject to law that prohibits access
to protected health information. -

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment. payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may
be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must
state the specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest
to permit use and disclosure of your protected health information, your protected health information will not be restricted.
You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us. upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement
and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made. if any of your protected health
information, C

You have the right (under other law) to bring a cause of action or otherwise seek relief if you feel we have violated your
privacy rights.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right
to object or withdraw as provided in this notice.

Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
against you for filling a complaint.

This notice was published and becomes effective on/or before April 14, 2003.

Acknowledgement of Receipt
We are required by law to maintain the privacy of and provide individuals with this notice of our legal duties and privacy
practices with respect to protected health information as mandated by the federal Health Insurance Accountability and
Portability Act and the Texas Medical Privacy Act. If you have any objections to this form, please ask to speak with our
Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date
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