TIME 01:58 PM

1D: Chart [D:
First Name:
1 Responsible Party

Patient Is:| | Policy Holder

EN |

l.ast Name:

Preterred Name:

DATE. 5/6/2020

Middle Initial-

Responsible Party ( if someone other than the patient )

IFirst IName:

Last Name;

Middle Initial:

Student Status: - Fall Time l Part Time
Medicand [0
LEmployer 1D:

Carrier [1:

Pref. Dentist:
Prel. Pharmacy:

Pref. Hyg:

Address. Address 2:
City, State, Zip: Pager:
Home ’hone: Work Phone: Ext: Cellular:
Barth Date: Soc See: Drivers Lic:
- Responsible Party is also a Policy Holder for Patient iPrimary Insurance Policy Holder |_|Secondary Insutance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular: |
Sex:| I Male Female Marital Status:{ 'Married || Single I |mivorced | | Separated Widowed
Birth Date: Age: Sac Sec: Drivers Lic:
E-mail: I would like to receive correspondences via ¢-mail.
Section 2 Section 3
Employment ™ Time [ Part Time Retired Referred By
Status: Previous Dentist

[Emergency Contact

Emergency Contact #

Primary Insurance Information

Name of Insured: Relationship to Insurcd:DSclf Spouse Child | jOther
Insured Soc. Sec Insured Birth Date:
Lmplover: {ns. Company:
Address: Address:
Address 2: Address 2:
City. State. Zip: City. State. Zip:
Rem. Benefits: Rem, Deduct:
Secondary Insurance Information
Name of Insured: Relationship (0 Insured: | | Self Spouse Child | jOther

lnsured Soc. Sec:
LEmploycr:
Address:
Address 2:

City. State. Zip

Rem. Benelits

Insured Birth Date:

Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State. Zip:




Tane 1:53 P4

Pabent Mame:

Althougn dental personne! primarily beat the area in and arsund your mouth, vewr mouth is & part of your entre body. Health probiems that vou may have, or medication that you mav be

Norttraest Dental Inc.,
Primary Medical History Form

Birth Date:

Date Created:

talang, could have an mportant interredationship with the dentistry vou vl receive. Thank vou for answering the following questons.

Aré you uncer a phy sician’s care now? Yes «
Have youever been hospitalized orhad a major operation? (- yas |
Have vou ever had 2 serious head or neck injury? Yes
Are vou taking any medications, pills, er drugs? Yes
D¢ you take. or have vou taken, Phen-Fen or Redux? Yes o
Have you ever taken Fosamax, Boniva, actonel or any other  * yaq
medications ccntaining 2 99 5ONS N
Are YOG 81 3 specal diet? Yes
Do vyou use tobacco? 7
\'Jomen: Are you...
Pregnant;Trvirgto get pregnant? Nursing?
Are you aergc 10 any of the fokouing?
25pinn Faniallin
Metal Latex
Do vou usecortrolfed substances? Yes

Other?

Do yau have, o héwe you had, any of the following?

&1DS:HIV Fositree Yes No |[Cortisone Med:Gne
Lizheimers Diseaze _Yes -No [Diabetes

2raphyiaxs _Yes Mo |Drugiddiction
Anemia Yes Mo | Edsily wwinded

Angina Yes Mo [Emphysema
ArthritisGout Yes HNo |Epilepsy orSeizures
Lrtificial HeartValve « Yes Mo |ExcessiveBleeding
Letificizi Joint Yes -No |Zxcessive Thirst
Asthma Yes Mo Fainting Spells;Dizness
Bia0d Disease Yes -tk |Frequent Cough
Blozd Transfusion Yes _Ho |FrequentDiemhed
Breathing Probiems Yes Mo |FrequentHeedaches
BruiseEasily Yes No |Genital Herpes

Cancer Yes No |Glaucome
Chemothérapy Yes Mo |Fav Fever
ChestFams Yes - Ne |HeartattacksFailure
CsldSoresFevar Blisters Yes to |Heart Murmur
Conganital Meart Disorder Yes 'No |Heart Pacemaker
Cooevulsiors Yes Mo |Hear:TroublesDisease
Yeltoe. Jaundice + Yes ‘Mo

Haveyou ever kad any senous iliness notlisted above? " Yes

Comments:

No If yes
No If ves
'No 1f ves
to fyes
MNo 1f ves
Ne If ves
No
o If ves
If ves
Yes He
_ Yes Mo
. Yes (_ Ne
Yes Me
Yes - No
Yes \ No
Yes - ‘No
Yes Ne
Yes No
Yes ' -ho
. Yes i Mo
-Yes  HNo
Yes - No
Yes No
Yes Mo
(as MNo
‘Yes \_'HNo
Yes No
-Yes No
4o If ves

Date $6/2020

Codeire

5uifa Drugs

Hemcphila
Hepatitis 4
HepatitisBorC
Herpes

High Btood Pressure
High Cholestero!
HivesorRash
Hyooglycavia
Irreguiar Hzartbet
Kidney Problems
Leukemia

Liver Disease

Lov: Blood Pressure
Lung Diszase

titral vaive Protapss
Qstecporosis

Pain inJaw Joints
Parathyroid Disease

Psychiatric Care

Taking oral contraceptives?

acrylic

Local ¢nesthetic

Yes No |Rad:ation Treatments
Yes Ho |Recent:veightloss
Yes Mo |RenaiCialyss
'Yes i No |RheumaticTever
-Yes Mo  |Rheumatism

‘Yes - No [ScarletFever

-Yes «+ No |Shingles

Yes « Mo |Sickla CellDiseass

Yés No |Sinus Treubls

- Yes No |Spinz 5ifida

Yes Mo | Stomach/Intestinal Oisease
Yes Mo [Stroke

. Yes No |Sweeilingofiimbs

Yes + ‘Mo | Thyroid Dizsase

_Yes « Mo Teasilvs

Yes No | Tuberculosis

Yes  No |Tumors orGroviths
Yes 'No  [Uleers

Yes Mo |Veneredl Disease

Yes
‘res
Yes
Yes
Yes
Yes
fes
Yes
Yes
Yes
Yes
Yes

" ves
Yes
Yes

v ' Yes
Yes

Yes

No
o
No
Ho
No
Ho
No

Mo

o

Mo



Northwest Dental
4821 Butler Road, Suite 2B
Glyndon, MD 21071
410-833-6200

FINANCIAL POLICY

We appreciate the opportunity to provide dental care to you and your family. We offer the
following clarifications regarding our financial and insurance policies. Our office strives to
maximize your insurance benefits and make any balance easily affordable. Our primary goal is
not to allow the cost of treatment to prevent you from benefiting from the quality care you need
or desire.

Please note, because the insurance policy is an agreement between you and your insurance
company, we expect all patients or their guardian to be fully responsible for knowledge of your
insurance benefits, as well as fully responsible for all charges regardless of insurance overage.
Please know that we will do everything possible to see that you receive the full benefits of your
policy by electronically filing your claim the day of your appointment..

Payment is due at the time services are rendered unless prior arrangements have been made. We
accept cash, checks and credit cards. Checks that are returned due to insufficient funds will be
assessed a $25.00 fee to cover processing fees.

We realize that temporary financial situations may affect 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. Often, financial misunderstandings can be managed with a phone
call.

We require a minimum of 24 hours notice for cancellations. Failure to give a 24 hour notice will
result in a fee up to $100.00 for each occurrence. Families with multiple appointments on the
same day will be charged for each appointment on that day that is missed. Appointments that
are longer than one hour may be charged an additional fee. Additional appointments will not be
made until this fee has been paid.

T have read and understand the above information regarding Northwest Dental financial policy.

Patient Name:

Signature of Patient or Responsible Party Date



NOTICE OF PRIVACY PRACTICES

Northwest Dental Inc.
4821 Butler Road
Suite 2 B
Glyndon, MD 21071
410-833-6200

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.

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 that of 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 bottom of this notice.
We will charge you a reasonable cost-based fee [or expense such as copies and staff time. You may also request access by sending us a letter to the
address at the top of this notice. If you request copies, we will charge $0.50 for each page, $2.00 per hour for staff time to locate and copy your health
information, and postage, if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing
your information in that format.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for
purposes other than treatment, payment, hecalthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you
request this accounting more than oncc in a 2 month period, we may charge you a reasonable, cost-based fee for responding to these additional
requests.

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

Alternative Communications: You have the right to request that we communicate with you about your health information by aiternative means or
to alternative locations (You must make the request in writing). Your request must specify the alternative means or location, and provide a
satisfactory explanation how payments will be handled under the alternative means or locations you requested,

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations,

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 Opcrations: We may use and disclose your health information in connection with our healthcare operations. Heaithcare operations
include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioners and provider performance, conducting training programs, accreditations, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment oy healthcare operations, you may give us written
authorization to use your information or to disclose it to anyone for any purposc. If you give us an authorization, you may revoke it in writing at any
time. Your revocation will not affcct any use or disclosures permitted by your authorization while it was in effect. Unless you give us written
authorization, we cannot use or disclose your health information for any reason except those described in this notice.

To Your Friends and Family: We must disclose your health information to you, as described in the *“Patient’s 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, by only if you agree that we may do so.

Person Involved In Care: We may use or disclose health information to notify, or assist in the notification (Including identitying or locating) a
family member, your personal representative, or another person responsible for your care, your location, your general condition, or death. However if
you are present, then prior to use or disclosurc of your location, your general condition, or death. If you are present, then prior to 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 bases on a determination using our professional judgmentdisclosing 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 inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplics, 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 by the law to do so.

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, domestic violence, or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a
scrious threat to your health or safety, or the health or safety of others.

National Security: We 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 a Correctional Institution or law enforcement officials having lawful 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, texts, or letters).



NOTICE OF PRIVACY PRACTICES

Northwest Dental Inc.
4821 Butler Road, Suite 28
Glyndon, MD. 21073
410-833-6200

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

We are required by applicable federal and state faw to malntain the privacy of your health information. We are also required to
give you this notlice about our privacy practice, our legal duties, and your right concerning your health Information. We must

follow the privacy practices that are dascrlbed In this notice while It Is In effect. This notice takes effect Aprll 14, 2003, and wlll
remain In effect until we replace it.

We reserve the right to change our prlvacy practices and the terms of this notice at any time, provided such changes are
permitted by applicable law. We reserve the right to make changes In our privacy practices and the new terms of our Notice
effective for all health Informatlon that we malntain, Including health information we create or received before we made the

changes. Before we make a sighificant change In our privacy practice, we will change this Notice and make the new Notice
available upon request.

ACKNOWLEDGEMENT OF RECEIPT
| acknowiedge that | have read and agreed to Northwest Dental’s Notice of Privacy Practices

Patient Name : ( PRINT)

Patient Signature: Date:

CANCELLATION POLICY

Northwest Dental requlres a 24 hour notlfication of cancellation of your appolntment. |f your appointment Is on Monday, you
are required to call the previous Friday. Fallure to give a 24 hour notice wlil result in a fee up to $100.00 for each occurrence,
Famllies with multiple appolntments on the same day will be charged for each appointment on that day that Is missed.

Appointments that are longer than 1 hour In time may be charged an additional fee. Additlonal appointments will not be made
untll this fee has been pald.

Pattent Name: (PRINT)
Patlent Signature: Date:
INSURANCE POLICY

Northwest Dental submits to all PPO insurance plans as a courtesy. Effective May S, 2011, we will no longer submit claims that
are 6 months or older. Patlent will be responsible for all fees that have not been paid when the claim has reached 6 months
from Inltlal submission date.

Patlent Name: (PRINT)

Patlent Signature: Date:




)

Northivest Dental

Today's Date

Due to the coronavirus outbreak, we are screening all patients for risk
factors. Please answer the following questions:

1)Do you have a fever? Yes No

2)Do you have any symptoms of respiratory illness(e.g. cough, shortness of
breath, difficulty breathing)? Yes No

3) Have you traveled outside of the Mid_Atlantic region or returned from a
cruise within the last 14 days? Yes No

4) Have you been in close contact with a person confirmed to have or
possibly could have COVID-19? Yes No
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