Date Who is responsible for this account?

SS8/HIC/Patient ID # Relationship to Patient
Patient Name insurance Co.
Last Name
1 Group #
First Nalie Mgt [riiak Is patient covered by additional insurance? [JYes []No
Address
Subscribei’'s Name
City
Birthdate SS#
State Zip
Relationship to Patient
E-mail
Insurance GCo.
Sex [JM [OF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[ Married [ Widowed [ Single [ Minor I certify that i, and/or my dependeni(s), have insurance coverage with

years ; and assign directly to

[ Separated [] Divorced [ Parinered for Nams of Insurancs Company(es)

Occupation

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | undersiand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Patient Employer/School

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits
or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Employer/School Phone ( )

Spouse’s Name

Birthdate 25 Signature of Patient, Parent, Guardian or Personal Representative

SS#

Please print name of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Whom may we thank for referring you? Date Relationship to Patient

E® Phone Numbers

Home ( ) Work ( 3 Ext Cell Phone ( )

Spouse’s Work ( ) ) ] Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

9 Dental History

Reason for today’s visit Chew on one side of mouth OYes [JNo Mouth breathing ClYes [JNo

Cigaretie, pipe, or cigar smoking []Yes []No Mouth pain, brushing [dYes [No
Former Dentist Clicking or popping jaw [OYes [No Orthodontic treatment OYes [INo
City/State Dry mouth [OYes [JNo Pain around ear OYes [dNo
Date of last dental visit Fingernail biting [IYes []No Pericdontal treatment OYes [ No
Date of last dental X-rays Food collection between the teeth []Yes [ No Sensitivity to cold OYes [No
Place a mark on “yes” or “no” to indicate if you Foreign objecis [OYes [No Sensitivity to heat OvYes [ONo
have had any of the following: Grinding teeth (OYes [ONo  Sensitvity to sweets OYes [JNo
Bad breath LYes [INo  Gums swollen or tender [I¥es [ONo  Sensitivity when biting OYes [INo
Bleeding gums OlYes CONo pain or tiredness LlYes [INo  Sores or growths in your mouth []Yes []No
Blisters on fips or mouth LlYes [ONo Lip or cheek biting (lYes [ONo  How often do you floss?

Burning sensation ontongue  [(IYes [INo | ose teeth or broken filings [dYes [ONo  How often do vou brush?
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Pharmacy Name:

Location:

Phone number:

Name: Date of Birth:

Are you currently under the care of a physician’s care? [J Yes L1 No if yes:

Have you ever been hospitalized or had major operation? [Jves [ 1Mo i ves:

Have \/bu ever had a serious head or neck injury? ] Yes 1 No iF ves:

Are you currently taking any medications, pills, or drugs? [ Yes [ ] No if yes:

Do you take, or have you taken, Phen-Fen or Redux? [] Yes [ ] No

Have you ever taken Fosamax, Boniva Actonel or any other medications containing bisphosphonates?
[ ves 1 no

Are you on a special diet? [ ] Yes [1 No

Do you use tobacco? [ ] Yes [_] No

Do you use a controlied substance? [ ] Yes ] No

WOMEN: Are you pregnant/trying to become pregnant? [ 1 Yes [ 1 No
Are you taking oral contraceptives? [ ] Yes [I No  Are you nursing? ] ves [ ] Neo

Are you allergic to smy of the following? ' .
Aspirin [ ] penicillin [J Cogeine []  Local Anesthetics {7}
Acrylic [ Metal [J Llatex [J SulfaDrugs[] Other(]

Do you have, or have you ever had, any of the following? Indicate YES with @ checkmari.

(] Aids/HIV Positive [C] Convuisions [[] Heart Pacemaker [ Iradiation Treatment
[] Alzheimer's Disease [:] Cartisone Medicine [] Heart Trouble/Disease Dzaecem welght loss
{1 Anaphylaxis [[J Diabetes 1 Hemophilia ] Renal Dialysis

[J Anemia " [1 prug Addiction [} Hepatitis A,B or C ] Rivewmatic Fever

[J Angina ] Easily Winded ] Herpes ] Rireumatism

[0 Arthritis/Gout 1 Emphysema ) High Bleod Pressure 1 scartet Fever

[J Artificial Heart Vailve [ epilepsy or Selzures 1 High Cholestera) ) Shingles

[ Artificial Joint [ ] Excessive Bleeding {1 Hives or Rash ] Sichie Cel Diseace
[ Asthma (1 Excessive Thirst {1 Hypeglycemia ] Sirus Trouble

[7] Blood Disease (] Fainting Spells/Dizziness ] Irregular Heartbeat [} saina Bifda

[ Blood Transfusion {1 Frequent Cough D Kidney Problems E] Stomech Disense
["IBreathing Problem {1 Frequent Diarrhea [} Leukemia [} Intestinal Disease
(] Bruise Easily (] Freguent Headaches 1 Liver Disease 1 stroke

[ Cancer (] Genital Herpas [ Mitral Valve Prolapse {7} Swalling ef Limbs
(] Chemotherapy (1 Glaucoma : "1 Osteoporosis {7} Thyrold Disease

] Chest Pains [] Hay Fever {1 Pain in Jaw lclnts L1 Tonsiilitls

[ Cold Sores/Fever Blisters L} Heart Attack/ Heart Failure L] Parathyroid Disease [} Tuberatasis

(] Congenital Heart Disorder [] Heart Murmur [1 psychiatric Care ] Tumars er Growths
JUicers [1 Venereal Disease [ Yellow Jaundice Qther _

If you have had any serigus Iiness not listed above, pleasc list:

Signature; o - Dake: .




Copes and Lenihan Dental Care
Cara N. Copes, D.M.D.
Jack F. Lenihan, D.M.D.
211 W Shelby Street
Falmouth, KY 41040

Financial Agreement

We are committed to providing you with the best possible care. If you have dental
insurance we will help you receive your maximum allowable benefits. In order to do this,
we need your assistance and your understanding of our financial policy.

Payment for service is due at the time of treatment. To assist you with your payment
commitment:

e A 5% discount is given to patients with NO insurance who pay for the treatment in
full. Payment must be made on or prior to appointment date. Payment must be in
the form of cash or check.

e We accept all major credit cards, debit cards and flexible spending debit cards.

e We can also finance treatment thru Care Credit, approval required. Care Credit can

finance with plans that offer up to 12 months with no interest. www.carecredit.com
or 1-800-365-8295

Patients who have insurance are expected to pay their out of pocket expense at the time of
treatment. We will estimate your co-payments, but remember this is only an ESTIMATE.
Your insurance provider may or may not pay the remaining portion in full. Itis then your
responsibility to rectify the situation. We will contact your insurance company for you and
help you understand your dental plan benefits. We will submit dental claims as a courtesy
to you. We must emphasize that as dental providers, our relationship is with you NOT your
insurance company and ALL charges are your responsibility.

“l'understand and agree that (regardless of insurance) I am responsible for the balance on

my account for any professional services rendered. I have read all the information on this
sheet.”

Signature Date:

Parent / Guardian Date:




Copes and Lenihan Dental Care
Acknowledgement of Receipt of
Notice of Privacy Policies

l, , have received a copy of

Copes and Lenihan Dental Care’s Notice of Privacy Policies.

Signature Date
OFFICE USE ONLY
©On , an Acknowledgment of Receipt of Notice of Privacy Policies form was

delivered. The form was not signed due to:

Qommunicatfon barriers which-prevent acknowledgement
a An-'emergengy which prevent acknowledgement

U A refusal to sign
L Other .
i




Copes and Lenihan Dental Care PSC
Notice of Privacy Policies

The information provided below illustrates the manner your protected health information could be accessed and released and what you
need to know about this process. This important document should be reviewed thoroughly. Managing the privacy of your protected
health information is extremely important to Copes and Lenihan Dental Care PSC,

Copes and Lenihan Dental Care Legal Responsibilities: As mandated by Federal and State legal requirements, your protected
health information must be protected. As part of these regulations we are required to ensure you are aware of privacy policies, legal
duties and your rights to your protected health information. This notice of privacy policies, outlined below, will be in effect for the
duration and must be followed by our practice. This notice will be in effect until it is replaced and becomes effective 1/ 1/2003.

We reserve the right to modify our privacy policies and the terms of this notice at any time and will make such modifications within
the guidelines of the law. We reserve the right to make the modifications effective for all protected health information that we
maintain, including protected health information we created or received before the changes were made. Changing this notice will
precede all significant modifications. This notice will be available upon request.

Copies of this notice are available at your request. For your convenience, information regarding how you can contact us is at the
bottom of this notice.

PROTECTED HEALTH INFORMATION USE AND DISCLOSURE: Information regarding your health may be used and

disclosed for the purpose of treatment, payment and other healthcare operations. Examples cited below further explain the use and
disclosure process.

Treatment: Use and disclosure of your protected health information may be provided to a physician or other healthcare provider
providing treatment to you.

Payment: Your protected health information may be used and disclosed to obtain payment for services we provided to you.

Healthcare Processes: We may use and disclose your protected healthcare information i relations with our healthcare process.
These processes include an assessment, improvement activities, reviewing the competence or qualifications of healthcare
professionals, provider performances and evaluating practitioner, conducting training programs, accreditation, certification, licensing
or credentialing activities.

Your Authorization: At any time, you may provide in writing your authorization for use and disclosure of your protected health
information for any purpose. You may choose to revoke your written permission at any time. The revocation must be in writing. If
you revoke your written authorization it will not affect any use or disclosure prior to the revocation.

Your protected health care information may be used and disclosed to you, as described in the patient rights section of this notice. In
addition, your protected health information may be used and disclosed to a family member, friend, or other person to the extent
necessary to assist you with your healthcare, but only with your authorization.

Person Involved in Care: In order to accommodate the notification of your location, your general condition, or death, your protected
health information may be used or disclosed to a family member, your personal representative or another person responsible for your
care. If you are present and wish to object to such disclosures of your protected health information you may do so. To the extent you
© are incapacitated, or emergency circumstances exist, we will disclose protected health information using our professional judgment
disclosing only protected health information that is directly relevant to the person’s involvement in your healthcare. We will use our
professional judgement and our experience with common practices to make reasonable inferences of your best interest in allowing a
person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of protected health information.

Marketing Health-Related Services: The use of your prote'cted health information for the purpose of marketing communications is
prohibited without your written authorization.

Required by Law: Your protected health information may be used or disclosed if required by law.

Abuse or Neglect: As required by law, if we have reason to believe that you are the victim of possible abuse, neglect or domestic
violence or other possible crimes, your protected health information may be disclosed to the appropriate authorities. If we have reason
to believe the use or disclosure of your protected health information will prevent a serious threat to your health or safety or the health
or safety of others we may have to provide the necessary protected health information,



National Security: Under some circumstances the military may require disclosure of health care information for armed forces
personnel. For the purpose of national securities activities, counter intelligence and lawful intelligence, authorized federal authoritics
may require disclosure of protected health information. Protected health care information disclosure may be made to correctional
facilities or law enforcement authorities with the lawful authority requiring custody of such information.

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.

Disclosure Accounting: You have the right to receive a list of instances which we or our business associates disclosed your health
information for purposes other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not
before April 14, 2003. 1f you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-
based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information.
We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication; You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the alternative

means or location and provide satisfactory explanation how payments will be handled under the alternative means or location you
request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must
explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e—m?il), you are entitled to receive this Notice in
written form., ’

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint
with us or with the U.S. Department of Health and Human Services.

Copes and Lenihan Dental Care PSC
Cara N. Copes, DMD
Jack F. Lenihan, DMD
211 W. Shelby Street
Falmouth, KY 41040
(859) 654-5041

Fax: (859) 951-1083



