7 .
PATIENT NAME TODAY’S DATE § ;
HOME ADDRESS DATE OF BIRTH < ﬁ
m
HOME PHONE g
E-MAIL CELL PHONE
EMPLOYER BUSINESS PHONE
INSURANCE CO. SS#/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical freatment now? ] 8. Are you dllergic to or have you had any reactions to the following?
2. Have you ever been hospitalized for any YES NO . YESNO YES NO
surgical operation or serious illness? I [ [JLocal anesthetics (J [JBarbiturates  (J [J Aspirin
(eg. novocaine)
3. Are you taking any medication(s) S ]
including non-prescription medicine? O O J [ Penicillin or other  [J [J Sedatives O [ Otfher
antibiotics
If yes, what icati taking?
yes, what medication(s) are you taking O O Sulfa Drugs O Cliedaine
9. WOMEN ONLY: YES NO
1 ?
4. Have you ever taken Fen-Phen/Redux? OO a) Are you pregnant or think you may be pregnant? [ o T
5. Do you use tobacco? 0 O b) Are you nursing? O O
¢) Are you taking birth control pills? O O
6. Do you use alcohol, cocaine or other drugs? O O . ) )
10. Do you have a persistent cough or throat clearing not associated
7. Are you wearing confact lenses? (] (I with a known illness (lasting more than 3 weeks)? O O
ina?
11. Do you have or have you had any of the following? COMMENTS
YES NO YES NO YES NO
[J O High Blood Pressure [J O Heart Disease U (O ChestPains
O O Heart Attack O O Cardiac Pacemaker U O Easily Winded
J O Rheumatic Fever O O Heart Murmur O O stroke
J O Swollen Ankles U O Angina J (J HayFever / Allergies
J [ Fainting / Seizures O O Frequently Tired O O Tuberculosis
O O Asthma O O Anemia U [ Radiation Therapy
J O Low/HighBlood Pressure [J [J Emphysema O O Glaucoma
J (O Epilepsy / Convulsions [J [J Cancer O O Recent Weight Loss
O O Leukemia O O Arthritis J (OJ Lver Disease
[J [ Dicbetes O (O Joint Replacement or Implant [J (J Mitral Valve Prolapse
U O Kidney Diseases O [0 Hepatitis / Jaundice [ O Respiratory Problems
[J O AIDS or HIV Infection O O Sexually Transmitted Disease [ [J Other
(J O Thyroid Problem . [ (O stomach Troubles / Ulcers O Od Signature of Dentist Dafe
PATIENT DENTAL HISTORY
YES NO YES NO
1. Do your gums bleed while brushing or flossing? O O 8. Do you have frequent headaches? O O
2. Are your teeth sensitive to hot or cold liquids/foods? O U 9. Do you clench or grind your teeth? () O
3. Are your teeth sensitive to sweet or sour liquids/foods? [J O 10. Do you bite your lips or cheeks frequently? O O
4. Do you feel pain to any of your teeth? O O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? (J  [J in the past? L O
6. Have you had any head, neck or jaw injuries? O O 12. Have you had any orthodontic treatment? O O
7. Have you ever experienced any of the following 13. Have you ever had prolonged bleeding
problems in your jaw? following extractions? O O
a) Clicking? O O 14. Have you ever had instruction on the
b) Pain (joint, ear, side of face)?- OJ O correct method of brushing your teeth? O O
c) Difficulty in opening or closing? D O 15. Have you ever had instructions on the
d) Difficulty in chewing? O U care of your gums? O O

S

| certify that | have read and understand the above information. To the best of my knowledge, the above questions have been accurately answered.
| understand that providing incorrect information can be dangerous to my health.

GNATURE X

PATIENT, PARENT OR GUARDIAN

DATE

2




CONFIDENTIAL

Patient Registration Information =

Date

Name Patient #
First Mi Last

Welcome to our practicel!

Thank you for selecting our dental healthcare team. Please fill out this form completely in ink. if you have any questions
or concerns, please do not hesitate to ask for assistance-we wili be happy to heip!

Home address City State/Prov. Zip/P.C.

Birthdate Home Phone Work Phone

E-Mail Cell Phone

Do you prefer to receive calls at: OWork [J Home L] Either

Are you: [J Minor [ Single ] Married [J Divorced 0 Widowed [J Separated
Your or your parent/guardian’s empioyer Occupation

Business address City ISafrgLe./ I%I%/

Spouse or parent/guardian’s name Employer Work phone

If you are a student, name of school/college City girgt,e./

Whom may we thank for referring you?

Person to contact in case of an emergency Phone
Responsible Party |
Name of person responsible for this account Relationship
Address Home Phone
State/ Zip/
City Prov. P.C. SS #/SIN
Driver’s license # Birthdate Financial institution
E-Mail Cell Phone
Employer | Work phone

Is this person currently a patient in our office? [ Yes CONo

Insurance Information

Name of insured

Relationship to patient

Birthdate SS #/SIN Date employed
Employer Work phone
State/ Zip/
Address of employer City Prov. P.C.
Insurance company Group # Employer/cert. #
State/ Zip/
_Ins. co. address City Prov. PIC:
How much is your deductible? How much have you used? Max. annual benefit?

Please Continue...I<



Do you have any additional insurance? [OYes [ No If yes, complete the following:

Name of insured

Relationship to patient

Birthdate SS #/SIN Date employed
Employer | Work phone
State/ Zip/
Address of employer City Prov. P.C.
Insurance company Group # Employer/cert. #
State/ Zip/
Ins. co. address City Prov. P.C.
How much is your deductible? How much have you used? Max. annual benefit?

greement fo Pay For Services Rendered |

| authorize the dentist fo release any information including the diagnosis and the records of any treatment or
examination rendered o me during the period of such Dental care to third party payors and/or other health
practitioners.

| authorize and hereby request my insurance company to pay directly to the dentist (or the dental group) insurance
benefits otherwise payable fo me.

I understand that my dental insurance carrier may pay less than the actucl bill for services. | agree to be responsible
for payment of ali services rendered on my behalf or on behalf of my dependents.

Signature of patient or parent/guardian if minor Date

For your convenience, we offer the following methods of payment. Please check the option which you prefer. If you
have any questions concerning financial arrangements or need special arrangements, please ask for assistance.
Payment in full at each appointment
_____Cash '

Personal Check
___Credit Card Visa MasterCard

Card # Expiration Date

Late Charges

If | do not pay the entire new balance within 25 days of the monthly billing date, a late charge of 1.5% on the balance then unpaid
and owed will be assessed each month (if allowed by law). | realize that failure to keep this account current may result in you being
unable to provide additional dental services except for dental emergencies or where there is prepayment for additional services. In
the case of default on payment of this account, | agree to pay collection costs and reasonable attorney fees incurred in attempting
to collect on this amount or any future outstanding account balances.

Thank you for filling out this form completely. The information you have provided will help us serve your dental
~ healthcare needs more effectively and efficiently. If you have any questions at any time, please ask us. We are
always happy to help.

item 053-0311/9053 Patterson Office Supplies 800-637-1140



~ 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 concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect __April 14,2008 | 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 health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we wil
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 practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Natice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health 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 pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide 0 you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your heaith information for treatment, payment or healthcare opera-
tions. you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affct 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 healith information to you, as described in the Patient
Rights section of this Notice. We may disclose your health 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 notification of
(inctuding 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 reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by lav.

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



National Security; We may disciose to miliary suthorities the health information of Armed Forges parsonnel uncer
certein ciroumstances. We may disciose 1o authorized federal officials health information reguired for lxaful intalli-
geres, Counterinteliigence. and other nationsl securiy activities. We may disclose [0 comertional Institution or i
erfarcement official having lawiul custody of protecied health Information of inmate o patient wnder centain ciroums
STENRCEs.

Appointrment Reminders: We may use or disclose yaur heakl informasion to provide vou with appaintroent
reminders {such as volcemal! messages, posteards, of ietiers),

PATIENT RIGHTS
Agcess: You have the right 1o ook ator get coples. of your health information, with Hmited exceptions. You may
request that we provide copies ina format pther than phttocopies. We will use the format you roguest uniless we
cannet practicably oo so. You must make A Yequest i wiiting to obitadn Bocess 1 your Realth information. You may
ohAain A e request s608E58 Dy wing he contactinfermation Hated &t the end of this Notice, We will charge you
a reasgnable cost-based fae for expenses such a8 coples and steff time. You may sleo request sccess by sepding us
a bettar to the address at the end of this Notice. If vou request coptes, we wil charge you $0.95  for each pags.
$ 30.00 per bewr for stalf time to locate and copy your health information, and postage ¥ vou want the copies mailer
to yens I you raguest an alternative format, we will charge & cost-hased fee for providing your hesith inforrmation =
irat forrnar. ¥ you prafes we will DRODETS 3 SUYRary of &n expianation of vour heaith information for g fee. Contact
us using the information isted at the end of this Notice for 8 full explanation of ur fee stracturs ]

Disclosure Accowunthng: You have the right to receive a st of instances in which we or our business sssociates
disCiosed your feaith information for purposes, other then trégatmant, péwment, healthoaere operations and cortair
orher activitios, forthe fast § yoars, burnot before April T4, 2003, i you reguest this accourting mers than onci in g
iZmonth period, we may charge you a ressonatle, costhased Tee for responding Lo these additional requests,

Hestriction: You have the right o request that we place edditional restrictions on our use of disclosure of your
heslith nformation, YWe are not reguired 10 agrec 10 hese additional restrietions, ot I we o, we will abide by ous
agreament {except inan emergancy).

ARermative Cormmmuriication: You have e right 10 roquest that we cormrmuricats with you abeut viur heaith irfor
rryation by aftermative mesns or togttormative locations. {You rmust make your reguast i wiithig ) Your request rmust
specify the altermstve means of jocation, and provide satisfactory ssptanarion how pawrents will be handled unde
the akemative means. or 0Cation You request,

Amendmein: You have the right 0 requost that wea srmend your health information. (Your reguest must be inosridng
ard TSt expian wihy the information shouid bé arended F'We roay dény your reguest under certain Ciroumsences

Electronic Motive: if you receive this Notice o our Web siie or by elecironic fnall {g-mail), you gre entitied o
recoive this Netice inwrigten foom.

GUESTIGNS AND COMPLAINTS
If yourwars more information 300U our Drivacy ractites or NaVe QUESHoNS oF CONCEMS, DIGASE COMaE LS.

I you are concerned that we may have viclated your privacy rights, or vou disagree with & decision we made abals
HBOCEST T WOUT NEERn iNforrnation o I rerspOonss B0 & FeCuest vou miBde to amend & restrict the use or disciosure o
yous nealthl information o 1o DEve US comminicete with you by ARermative mearns or at aftermnative IDCEtons, you
Y COMPaln 10 us using the comtact information Hsted at the end of This Motice. You also may submit g wiitter
complaine s the US. Déparurentof Health and Hurign Services. We will provide you with the address to file yous
comgiaintwith the 1.5, Depecweent of Health and Humen Services upon reguest.

e support your fight to the privacy of your heali information, We will niok retadiate In any way i you choose 1o ik
a complaintwith U3 or with the U3, Department of Health and Hurnan Sérvices.

Contact Officee: Mitchell Indictor DDS

(561)734-8600 (561) 738-6672

Tojophone: Fau
Cinegtinfo@EastBoyntonDental.com
Altress: 207 SE 23rd Avenue, Suite 100, Boynton Beach, Florida 33435-7653

3 EH Arharivans Danel Anssciiion
At Rigres B s

weiey sryd s B fowrn Byy clrsisls s ihal wiofe il gz, e 31 i of s formy Dy o o her DRy reguies the pine
L] o wiee Manetian Dontal

Tihiy Foeen i 2 oy, doss i gl awtvice, soed Rowend Oy fadersl, not seete, Levy Flcgust 14, 20083,




ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

l, . have received a copy of this

office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

] Individual refused to sign
[J Communications barriers prohibited obtaining the acknowledgement
J An emergency situation prevented us from obtaining acknowledgement

[J Other (Please Specify)

American Dental Association

All Rights Reserved
Reproduction 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.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



East Boynton Dental
MITCHELL INDICTOR, D.D.S.
FAMILY AND IMPLANT DENTISTRY

Notice to our Patients
APPOINTMENT POLICY

Apyob:bualtsmmadtyutﬁuﬂyfarmhyaﬁattudﬂmtﬁmkmmdfw
you. owaﬁlayollcynqutmatlwtﬂhmnaﬂu#yuwmtbqﬂmt
Wombmlt. ‘ '
whmymcamlanayyomtmmtmdez, it allows us to contact other patients

who may be watting for an appotntment time.

Ifyaumncdanqyobdmmwﬂllmﬂmﬂhmmﬂu, or ff you fust do 1ot
wmcinforymxhabdaqyobmmlt,wemudktauxﬂwﬁmfwmm
else.

The office policy, asafOl/Ol/M,lstochurgtafufarlatcmmﬂaﬁmsor
the appointment, our fee is $50.00.
Wcmlsmbgﬂtlsnaﬂuasumbdatnym-mAssmktta}thomrd
quyobdmmtttm.

ouryrq‘zmatsthatymkayﬂuqymm
Ifymwmothqﬂ,ykaxuﬂmdvmtadwgztt
wedanatwmItyutnhuwtoyuyafu,mdﬂdsalwmdbustowmadatc

another patient's need for an appotntment.

Thank you, tn advance, for wnderstandng and cooperation.

= csm-‘vu.ce. Dore

207 8.E. 23RD AVENUE

MASTER, ACADEMY OF GENERAL DENTISTRY BOYNTON BEACH, FLORIDA 33435

FELLOW, INTERNATIONAL CONGRESS OF ORAL IMPLANTOLOGISTS
www.eastboyntondental.com ¥ Ph: (561) 734-8600

mindictorddspa@bellsouth. net ' Fax: (561) 738-6672



EAST BOYNTON DENTAL
Mitchell Indictor D.D.S., P.A.
207 SE 23™ Avenue
Boynton Beach, F1 33435
561-734-8600

FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

WE ARE COMMITTED TO PROVIDING YOU WITH THE BEST POSSIBLE CARE.
IF YOU HAVE DENTAL INSURANCE, WE ARE ANXIOUS TO HELP YOU
RECEIVE YOUR MAXIMUM ALLOWABLE BENEFITS. IN ORDER TO ACHIEVE
THESE GOALS, WE NEED YOUR UNDERSTANDING OF OUR PAYMENT
POLICY.

PAYMENT FOR SERVICES IS DUE AT THE TIME THE SERVICES ARE
RENDERED UNLESS PAYMENT ARRANGEMENTS HAVE BEEN APPROVED IN
ADVANCE BY OUR STAFF. WE ACCEPT CASH, CHECKS. MASTERCARD,
VISA AND CARE CREDIT. WE WILL BE HAPPY TO HELP YOU PROCESS YOUR
INSURANCE CLAIM FOR REIMBURSEMENT FOR NON-PARTICIPATING
PLANS. WE WILL PROCESS ALL FORMS FOR PARTICIPATING INSURANCE
COMPANIES WHERE WE ACCEPT ASSIGNMENT OF BENEFITS. IN SOME
INSTANCES, SOME INSURANCE COMPANIES REQUIRE THAT YOU BRING IN
A SPECIFIC INSURANCE FORM WHICH MUST BE COMPLETELY FILLED OUT
AND SIGNED BY THE MEMBER FOR REIMBURSEMENT.

RETURNED CHECKS AND BALANCES OLDER THAN 30 DAYS MAY BE
SUBJECT TO ADDITIONAL COLLECTION FEES AND INTEREST CHARGES.
CHARGES MAY ALSO BE INCURRED FOR BROKEN AND CANCELLED
APPOINTMENTS WITHOUT 24 HOUR ADVANCE NOTICE.

WE WILL GLADLY DISCUSS YOUR PROPOSED TREATMENT AND ANSWER
ANY QUESTIONS RELATING TO YOUR INSURANCE BEFORE ANY
TREATMENT BEGINS, HOWEVER:

1. YOUR INSURANCE IS A CONTRACT BETWEEN YOU, YOUR EMPLOYER
AND THE INSURANCE COMPNAY.

2. MOST INSURANCE COMPANIES PAY ON A PERCENTAGE BASIS, SUCH
AS 100% FOR PREVENTATIVE, 80% FOR BASIC, AND 50% FOR MAJOR
SERVICES. YOU, THE MEMBER WILL THEN BE RESPONSIBLE FOR ANY
DEDUCTIBLE, OR COINSURANCE UP TO 100% OF THE MAXIMUM
ALLOWABLE FEE SET FORTH BY YOUR INSURANCE COMPANY.

3. OTHER INSURANCE COMPANIES PAY ON A FLAT FEE SCHEDULE
WHEREAS DEDUCTIBLES AND COPAYS MAY STILL APPLY AND WOULD
BE THE MEMBERS RESPONSIBILITY.



4. NOT ALL SERVICES ARE A COVERED BENEFIT IN ALL CONTRACTS.
OUR OFFICE CANNOT BE RESPONSIBLE TO KNOW ALL ASPECTS OF
YOUR PLAN. THIS IS THE RESPONSIBILITY OF THE MEMBER. ANY
SERVICES NOT COVERED WILL BE THE PATIENTS TOTAL
RESPONSIBILITY.

WE MUST EMPHASIZE THAT AS DENTAL CARE PROVIDERS, OUR
RELATIONSHIP IS WITH YOU AND NOT THE INSURANCE COMPANY. WE
REALIZE TEMPORARY FINANCIAL PROBLEMS MAY EFFECT TIMELY
PAYMENT OF YOUR ACCOUNT. IF SUCH PROBLEMS DO ARISE, WE
ENCOURAGE YOU TO CONTACT US PROMPTLY FOR ASSISTANCE IN THE
MANAGEMENT OF YOUR ACCOUNT.

[F YOU HAVE ANY QUESTIONS ABOUT INFORMATION, OR ANY
UNCERTAINTY REGARDING YOUR INSURANCE COVERAGE, PLEASE DO
NOT HESITATE TO ASK. OUR STAFF IS HERE TO HELP YOU.

I UNDERSTAND AND AGREE THAT, (REGARDLESS OF MY INSURANCE
STATUS), I AM ULTIMATELY RESPONSIBLE FOR THE BALANCE OF MY
ACCOUNT FOR ANY PROFESSIONAL SERVICES RENDERED. 1 HAVE
READ ALL THE INFORMATION ABOVE, AND FULLY UNDERSTAND MY
RESPONSIBILITES.

IF AGREED FEES ARE NOT PAID IN FULL, PATIENT WILL BE
RESPONSIBLE FOR AN ADDITIONAL 33 1/3% CHARGE, ON ANY
REMAINING BALANCES, TO COVER ALL COLLECTION, ATTORNEYS
AND COURT FEES.

/

PATIENTS NAME (PLEASE PRINT) PATIENT/ GUARDIAN SIGNATURE

ADDRESS
DOB SS#
(of responsible party)
TOTAL FEE$ SIGNATURE OF RESPONSIBLE PARTY




