NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

| understand that, under the Health Insurance Portability & Accountability Act of 1996
(“HIPAA”), | have certain rights to privacy regarding my protected health information.
| understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple health
care providers who may be involved in that treatment directly and indirectly.
Obtain payment from third-party payers. |
Conduct normal healthcare ope‘ratiohé' such as quality assessments and
physician certifications. il

| acknowledge that | have received your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. | understand
that this organization has the right to change its Notice of Privacy Practices from time to
time and that | may contact this organization at any time at the address above to obtain
a current copy of the Notice of Privacy. Practices.

| understand that I’ r'ﬁay request in writing that you restrict how y private information
is usad or disclosed to carry out treatment, payment or health care operations. | also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE_USE ONLY

| attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy
Practices Acknowledgement, but was unable to do so as document below.

Date: Initials: Reason:




NOTECE OF PRIVACY PRACTICES
(DENTAL)

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.

The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a federal program that requires
that all medical records and other individually identifiable health information used or disclosed by us in any
form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives you, the patient,
significant new rights to understand and control how your health information is used. "HIPAA" provides
penalties for covered entities that misuse personal health information.

As required by "HIPAA", we have prepared this explanation of how we are required to maintain the privacy of
your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the followi ing purposes: treatment, payment
and health care operations.

* Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include teeth cleaning services.

¢ Payment means such activities as obtaining reimbursement for services, confirming coverage, billing
or collection activities, and utilization review. An example of this would be sending a bill for your visit
to your insurance company for payment.

. Health care operations include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customef service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually
identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization, You may revoke such
authorization in writing and we are required to honor and abide by that written request, except to the extent
that we have already taken actions relying on-your authorization.

You have the following rights with respect to your protected health mforma’aon which you can exercise by
presenting a written request to the Privacy Officer:

g The right to request restrictions on certain uses and disclosures of protected health information,
including those related to disclosures to family members, other relatives, close personal friends, or -
any other person identified by you. We are, however, not required to agree to a requested restriction.

~ If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

. The right to reasonable requests to receive confidential oommuﬁicaﬁons of protected health
information from us by alternative means or at alternative locations.

. The ri'gyht to inspect and copy your protected health information.

« The right to amend your protected health information.

®  Theright to receive an accounting of disclosures of protected health information.

b The right to obtain a paper copy of this notice from us upon request.
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We are required by law to maintain the privacy of your protected health informa?ion and .to provide you with
natice of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of ' , 20 and we are required to abide by the terms of
the Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of
Privacy Practices and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from this
office. )

You have recourse if you feel that your privacy protections have been violated. You have the right to file
written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights,
about violations of the provisions of this notice or the policies and procedures of our office. We will not
retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
or to file a complaint:

The U.S. Department of Health & Human Services
Office of Civil Rights

200 Independence Avenue, S.W.

Washington, D.C. 20201

(202) 619-0257

Toll Free: 1-877-696-6775

DENO1



Time 12:30 PM Dr. Todd C. Stoner, D.M.D., P.C.
Eaglesoft Medical History

Birth Date:

Date 11/20/2017

Patient Mame: Date Created:

Although dental personnel primarily trest 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 vou may be taking, could have an important interrelationship with the dentistry vou wil receive. Thank you for answering the following questions.

Are you under a physician's care now? i Yes Mo If ves | |
Have you ever been hospitalized or had a major i Yes i Mo If yes §

operation?

Hawve you ever had a serious head or neck injury? i Yes 5 Mo If ves |

Are you taking any medications, pills, or drugs? 7 Yes Mo If ves |

Do you take, or have you taken, Phen-Fen or Redux? < Yes (7 No If yes |
Have you ever taken Fosamay, Boniva, Actonel or i Yes O No ryes | |
any other medications containing bisphosphonates?

Are you on a special diet? i Yes i Ho

Do you use tobacco? Yes i) No

Wiomen: Are you...
1 Pregnant/Trying to get pregnant?

‘!Taking oral contraceptives?

Are you allergic to any of the following?

Blood Transfusion
Breathing Problems

Bruise Easily Genital Herpes Lovws Blood Pressure (1 Yes <0 b Swelling of Limbs
Cancer Glaucoma Lung Disease ) Yes & N Thyroid Disease
Chemotherapy Hay Fever Mitral Valve Prolapse (" Yes (Mo | Tonsillitis

Chest Pains Heart Attack/Failure Osteoporosis ‘ Mo | Tuberculosis

Cold Sores/Fever Blisters
Congenital Heart Disorder

Convulsions

Have you ever had any serious illness not listed

Comments:

Frequent Diarrhea
Frequent Headaches

Heart Murmur
Heart Pacemaker

i Yes i

Heart Trouble/Disease ./

Leukemia
Liver Disease

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

0 Yes &
7 Yes i

Mo
5 {0 No

i Yes (v Mo

{1 Aspirin {1 Penicillin | Acrylic
I Metal [iatex [lsulfa brugs .. Local Anesthetics
Other? &l If ves |
Do you use controlled substances? ¢ Yes i No If yes §

Do you have, or have you had, any of the folowing?
AIDS/HIV Positive 1 Yes (. Ho | Cortisone Medicine Hemophilia ‘Mo | Radiation Treatments <7 Yes (.
Alzheimer's Disease ' Yes Diabetes Hepatitis A *Mo | Recent Weight Loss 7 Yes
Anaphylaxis i Yes Drug Addiction Hepatitis B or C Yes (Mo | Renal Dialysis € Yes & M
Anemia Easily Winded Herpes _*Mo | Rheumatic Fever € Yes &
Angina Emphysema High Blood Pressure - Mo | Rheumatism 1 Yes i M
Arthritis/Gout Epilepsy or Seizures High Cholesterol _No | Scarlet Fever & Yes & b
Artificial Heart Valve Excessive Bleeding Hives or Rash Shingles ¢ Yes (I N
Artificial Joint Excessive Thirst Hypoglycemia Sickle Cell Disease £ Yes
Asthma Fainting Spells/Dizziness Irregular Heartbeat (7 Yes (' Mo | Sinus Trouble
Blood Disease Frequent Cough Kidney Problems 23 Yes 3 N Spina Bifida

Stomach/Intestingl Disease  + : Yes

Stroke

Tumors or Growths
Ulcers

Venereal Disease
Yellows Jaundice

) Yes

3 Yes

Mo

&2 Yas ) M

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand 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.

Signature of Patient, Parent or Guardian:

X Date:



TIME 12:30 PM

1D:
First Name:

Patient Is:[_|Policy Holder

First Name:
Address:
City, State, Zip:

Home
Phone:

Birth Date:

Chart ID:

[ IResponsible Party

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION

Last Name:

Preferred Name:

DATE 11/20/201

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

[ TResponsible Party is also a Policy Holder for Patient

[ IPrimary Insurance Policy Holder

Middle Initial:

Pager:

Ext: Cellular:

Drivers Lic:

[} Secondary Insurance Policy Holder

Patient Information

Address:

City:

Home

Phone:
Sex:[ |Male

Birth Date:

E-mail:

Employment ["]Full Time
Status:

Student Status:| | Full Time

Address 2:
State / Zip:

Work Phone:

[ IFemale

Age:

[Isingle

Marital Status:[ | Married

Soc Sec:

Pager:
Ext: Cellular:
[ IDivorced | |Separated [ Twidowed

Drivers Lic:

[ 11 would like to receive correspondences via e-mail.

Section 3

Section 2

[ ]Part Time

| ]Part Time

[ IRetired

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg:
______ Primary Insurance Information
Name of Insured: Relationship to Insured: [_|Self [TISpouse [ JChild [ |Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured:|_|Self

Insured Birth Date:

’Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[ Ispouse [ _|Child [ JOther




TODD C. STONER, D.M.D.
210 REDMAYNE ROAD
GARDENDALE, AL 35071

FINANCIAL TERMS & AGREEMENT

We realize every person’s financial situation is different. For this reason we have worked hard to provide a variety of
payment options to help you receive the dental care needed to enjoy a healthy and confident smile with respect to your
budget.

DENTAL INSURANCE

Our office will file your claims with most dental insurance carriers to assist you in receiving your benefits. However, we
make no guarantee of any estimated coverage. Because your insurance policy is an agreement between you and your
insurance company, all patients are directly responsible for all charges. CO-PAYMENT and/or YOUR ESTIMATED
PORTION OF ANY CHARGE IS DUE ON THE SAME DAY OF THE SERVICE. If for any reason your insurance has not
paid your claim within 60 days from the date of service, you are responsible for full payment at that time. In this event, '
once full payment is received in our office, we will assist you in receiving reimbursement from your insurance company.
We will file only with your primary dental insurance.

YOUR PAYMENT OPTIONS AT THE TIME OF SERVICE

Cash, Personal check, MasterCard, VISA, Discover, or CareCredit.

LOW MONTHLY PAYMENTS (WITH APPROVED CREDIT) through CareCredit.

CareCredit is an independent medical/dental credit card program not affiliated with this office. This program offers a low
monthly payment plan for those with approved credit. This program is available whether or not you have dental insurance.
There are no enroliment fees, annual fees or down payment required. For your convenience, applications are available or
you may contact CareCredit by calling the toll free number on the brochure. Approval may be obtained in as little as 5
minutes.

IF IT BECOMES NECESSARY TO TURN THIS ACCOUNT OVER FOR COLLECTIONS, | PROMISE TO PAY ALL
ATTORNEY’S FEES, COURT COSTS, & ALL OTHER COSTS OF COLLECTION OF MY ACCOUNT.

The undersigned agrees to pay for all services rendered. This form was signed in Jefferson County and all services are
performed in Jefferson County.

WHAT TYPE PAYMENT WILL YOU BE USING IN OUR OFFICE?
UcasH UcHeck Qvisamc A DiscoveER W CareCredit (with approved credit)

*A $40 OFFICE FEE WILL BE CHARGED TO YOUR ACCOUNT UNLESS A 24-HOUR NOTICE IS GIVEN.

GUARANTOR—PATIENT OR GUARDIAN IF PATIENT IS A MINOR TODAY’S DATE



PLEASE COMPLETE ALL INFORMATION AND ANSWER ALL QUESTIONS.
REGISTRATION AND HEALTH HISTORY

PLEASE PRINT

BEGIN (H) (W) S M D SEP WID

NAME TELEPHONE TELPHONE MARITAL STATUS

DATE OF BIRTH AGE PATIENT SOCIAL SECURITY #

PATIENT HOME ADDRESS CITY STATE ZIP CODE

PATIENT EMPLOYED BY OR NAME OF SCHOOL YOU ATTEND

PATIENT BUSINESS ADDRESS OR SCHOOL COUNTY CITY STATE ZIP CODE
(H) (W)

NAME OF SPOUSE/PARENT OR GUARDIAN TELEPHONE TELEPHONE

SPOUSE/PARENT OR GUARDIAN EMPLOYER NAME CITY STATE Z|P CODE

NAME OF YOUR DENTAL INSURANCE CARRIER

YOUR DENTAL INSRUANCE GROUP #

NAMEOF THE EMPLOYEE WITH THE BENEFITS

EMPLOYEES’ SOCIAL SECURITY # DATE OF BIRTH

NAME AND PHONE # OF NEAREST RELATIVE NOT IN YOUR HOUSEHOLD

SPOUSE CHILD OTHER

DO WE PROVIDE TREATMENT FOR ANY OTHER MEMBERS OF YOUR HOUSEHOLD?

PHYSICIAN

DATE OF LAST PHYSICAL

REFERRED BY

PATIENT MEDICAL HISTORY
YES NO
Are you under the care of a physician NOW? ... ... ... ... ... ... .., [} (]
Have you been treated by a physicianrecently? .................. .. ... . ... L (] (o]
Areyoeurallcrgictolpenicillin e oY Ca [ [m]
Are you allergic or sensitive to anyting else? .. ............................ OJ OJ
Are you taking any medicines or drugs MOW/ . ... ... ... .. i O O
If yes, please list medications

Have you taken any medicines recently? . . ......... .. .. i O O
Do you have bad breth (Halitosis) concerns?. . .............. .. ... ... .. ... 0 O
Please circle any of the following which you have had:

Heart Trouble Shortness of Breath Emphysema

Heart Murmur Difficulty Breathing Cancer

Rheumatic Fever Lung Trouble Diabetes

High Blood Pressure Liver Trouble Bleeding Problems

Low Blood Pressure Jaundice Nervous Problems

Anemia Kidney Problems Asthma

Tuberculosis Venereal Disease Hepatitis

Women Only: Are you pregnant?

Are there any existing conditions we should be made aware of that may, in any way, affect your dental treatment

When is your scheduled delivery date?

CONSENT: | hereby consent to treatment to be performed by Dr. Todd Stoner, D.M.D., P.C. Furthermore, | understand the possible complications that
might occur from a proposed treatment and that a perfect result cannot be guarnateed.

THIS FORM SIGNED IN JEFFERSON COUNTY AND ALL SERVICES ARE PERFORMED IN JEFFERSON COUNTY.

PERSON RESPONSIBLE FOR THIS ACCOUNT

SIGNATURE

DATE

(Parent or guardian, if Patient is a Minor)

PLEASE READ AND SIGN OTHER SIDE
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