loday's Date
rd P
Name: 1 er
! 3 prefer 1o be called : .
Last Eitst Mi Mr. Mrs. Ms. Di D Male D Female
Birthdate: { / Age Social Securny #: O Single O Marriea O Divorced [ Widowed Dﬁup.u'ulcu
Home Address:
Street ApL # City State 4 -
Home Phone #:(____) Work Phone #: L ) Ext Email
Where & when are best umes to reach you'? Whom may we thank for referring you?
Other tamily members seen by us:
Employer: How long there? Occupation:
Employer's Address:
Street/PO Box o o City State Zip
Neighbor or Relative not living with you
His/Her Name: Relanon: Work Phone #: (3 Home Phone #:{__)
Address:
S /PO) Roy
h v §
Person Responsible for Account if other than yourself
Name: Relation: —______ Home Phone #: ( ) Work Phone #: [ )
Employer: Work Phone #: ( ) Ext
Billing Address:
Street/PO Bax Apt # City Stute Zip
SPOUSE INFORMATION
His/Her Name: Birthdate: [ I___Social Securny #:
Employer: Work Phone #: ( ) Ext
Siteer PO Ty
INSURANC E INFORM ATIO
Primary Insurance
Insurance Company Name: Phone #: ) Group # (Plan or Policy #)
Insurance Company Address:
) Street/PO Box . Cy ; State Zip
A™ Insurcd’s Name: Insured’s Social Security #_ Insured’s Birthdate: / / Relation:
Insured’s Employer: Employer's Address:
Strect/PO Box City State Ziy
Secondary Insurance
Insurance Company Name: Phone #: {( ) Group # (Plan or Policy #):
Insurance Co. Address:
Streer/PO Box X . . Cuy Sute ) Zip .
Insured’s Name: Insured's Social Secority #: —— Insured's Birthdate: L/ Relation:
Insured's Employer: Employer's Address:
Street/PO Box City State Zip
AUTHORIZATION
[certify that [ am covered by ~Insurance Company and [ assign directly o Dr. Douglas F. Smith all insurance benefits
otherwise payable o me. [ understand that [ am responsible for paying any co-payment of services rendered and also responsible tor paymg any
co-payment and deductible that my insurance does not cover. | hereby authorize the dentist to release all information necessary to secure the payment
of benelits. 1 authorize the use of this signature on all my insurance submissions, whether manual or electrome.
I also understand that if T do not have msurance, the responsibility for payment for all dental services provided in this office for mysell or my
dependants is mine, due and payable at the tme services re rendered.
Signature Dae

~ Confinued on back




INFORMED CONSENT

I hereby authorize Dr. Douglas F. Smith, or any associate, or assistant to take radiographs, study models, photographs, or any
other diagnostic aids deemed appropriate by the Doctor to make a diagnosis of my dental needs. | hereby authorize Dr. Smith
and/or such associates or assistants as he may designate to perform those procedures as may be deemed necessary or
advisable to maintain my dental health or the dental health of any minor or other individual for which | have responsibility,
inciuding arrangement and/or administration of any sedative (including nitrous oxide), analgesic, therapeutic, and/or other
pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or surgical treatments.

| understand that the administration of local anesthetic may cause an untoward reaction or side effects, which may include, but
are not limited to, bruising hematoma, cardiac stimulation, and temporary or rarely, permanent numbness, and muscle soreness.
| understand that it is possible for needles to break during the administration of local anesthetic and that surgical recovery of the
needle may be necessary.

I do voluntarily assume any and all possible risks, including the risk of substantial and serious harm, if any, which may be
associated with general preventative and operative treatment procedures in hopes of obtaining the potential desired results,
which may or may not be achieved, for my benefit or the benefit of my minor child or ward. | acknowledge that the nature and
purpose of the foregoing procedures have been explained to me if necessary and | have been given the opportunity to ask
questions,

Signature Date

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement
from our patients for the costs incurred in their care to remain viable and financial responsibility on the part of each patient must be determined
before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time
services are rendered.

Patients who carry dental insurance understand that all dental services finished are charged directly to the patient and that he or she is
personally responsible for payment of dental services. This office will help prepare the insurance forms of our patients or assist in making
collections from insurance companies and will credit any such coliections received to the patient’s account. However, this dental office cannot
render services on the assumption that our charges will be paid in full by an insurance company.

If you do not pay the entire balance of your account within 30 days of receipt of a monthly statement, a FINANCE CHARGE/REPEAT BILLING
CHARGE may be added to your balance. The FINANCE CHARGE/REPEAT BILLING CHARGE will be a periodic rate of 1.5% per month (or a
$5.00 minimum REPEAT BILLING CHARGE on a balance under $200.00) which is an ANNUAL PERCENTAGE RATE of 18%. Should your
account be turned over for collection, the undersigned agrees to pay all costs to collect debt, including, but not limited to, interest in the amount
of 18% per annum, attorney’s fees, court costs, and collection fees in the amount of 40%. The obligation to pay the collections fees shall be
imposed at the time of assignment of the debt to a third party debt collection agency.

In consideration for the professional services rendered to me, or at my request for my minor child or ward by the dentist, | agree to pay, &
therefore, the reasonable value of said services to said dentist or his assignee at the time said services are rendered, or within five (5) days of
billing if credit shall be extended. | further agree that the reasonable value of said services shall be as billed unless objected to by me, in writing,
within the time for payment thereof. | further agree that a waiver of any breach of any time or condition hereunder shail not constitute a waiver of
any further term or condition, and | further agree to pay all costs and reasonable aftorney fees if a suit instituted hereunder to collect monies

owed by me. | authorize the release of financially identifiable information concerning my account, including charges billed, payments made, and
interest charges assessed, etc. to the dentist’s collection agency or collection attorney should collection procedures as described become
necessary.

| grant permission to you or your assignee to telephone me at home or at my workplace to discuss matters related to this form.

This agreement supersedes all prior agreements signed, including any and all mediation or mediation/arbitration agreements. | acknowledge
hat any prior mediation or mediation/arbitration agreements signed previously related to financial arrangements or quality of care are null and
void.

| authorize the dentist or his designees to release financially identifiable information and treatment descriptions and information, either
electronically, by facsimile, or paper form to my insurance carrier or any related entities that require such information to be submitted.

Due to the busy nature of our office, we require that there be a 24-hour notice of cancellation. Failure to do so may result in a $20.00 service
charge. Three (3) consecutive missed appointments without notice will result in the patient's name being dropped from our records.

| certity that | have read and answered all questions on both sides of this form accurately and to the best of my knowledge. I hereby
agree to abide by the conditions outlined herein.

Signature of Patlent, parent or guardian Date Relationship to Patient




MEDICAL HISTORY

Do you have a personal physician? Oves [No Are you allergic to any of the following?
Physician's Name Y N Aspirin Y N Erythromycin Y N Sedatives
Address: Y N Barbiturates Y N Jewelry Y N Sulfadrugs
Street Cit St Zj : :
Phone # () e Date of last visit® P Y N Codeine Y N Latex Y N Tetracycline
. . . Y N Dental Anesthetics Y N Penicillan Y N Od
Your current physical health is: L16Good ] Fair (JPoor . L ) e
Please list additional drugs that cause allergic reactions:
Are you currently under the care of a physician? Cyes [No
Please explain: For women: Are you taking birth control pills? [ ]Yes [INo
Do you smoke or use tobacco in any other form?JYes [INo Are you pregnant? (] Unsure [lves {INo
Week #: Are you nursing? Cdves [INo
Are you taking any of the following?
Acetaminophen [ Yes [ No  Blood Thinners O Yes CINo Insulin/Diabetes Drugs [ Yes (O No  Tranquilizers
Antibiotics M Yes O0No  Blood Pressure Medication[] Yes [J No Nitroglycerin O Yes O No (J Yes I No
Antihistamines [ Yes (D No  Cold Remedies OYes ONo Steroids/Cortisone O ves O No
Aspirin O Yes CINo Digitalis/Heart Medication (] Yes [ No Thyroid Medicine 1 vYes LI No
Are you taking any prescription/over-the-counter drugs not listed above” ] Yes [J No If yes, please list each one:
Do you or have you experienced the following?
Y N Abnormal Bleeding Y N Colits Y N Headaches Y N Liver Disease Y N Shingles
Y N Alcoho! Abuse Y N Congenital Heart Def. Y N Heart Attack Y N Low Biood Pressure Y N Sickle Cell Disea
ﬂv N Anemia Y N Diabetes Y N Heart Murmur Y N Lupus Y N Sinus Problems
[ Y N Arthritis Y N Difficulty Breathing Y N Heart Surgery Y N Mitral Valve Prolapse Y N Stroke
Y N Artificial Bones/Joints Y N Drug Abuse Y N Hemophilia Y N Pacemaker Y N Thyroid Problm
Y N Artificial Valves Y N Emphysema Y N Hepatinis Y N Persistent Cough Y N Tonsikitis
Y N Asthma Y N Ep_ilepsy Y N Herpes Y N Psychiatric Problems Y N Tuberculosis TB
Y N Blood Transfusien Y N Fainting Spells Y N High Blood Pressure Y N Radiation Treatment Y N Ulcers
Y N Cancer Y N Fever Blisters Y N HIV+/AIDS Y N Rheumatic Fever Y N Venereal Disease
Y N Chemotherapy Y N Glaucoma Y N Hospitalized for any reason vy scarlet Fever
Y N Chicken Pox Y N Hay Fever Y N Kidney Problems Y N Seizures

Please list any serious medical condition(s} that you have experienced:

Why have you come to the dentist today?

Are you currently in pain?

OYes CdNo
- Do you need to be premedicated before dental ireatment? ] Yes T No
0 Have you experienced problems associated with

any previous dental work? O yes DI no
Do you now or have you ever experienced pain or
discomfort in your jaw(TM3/TMD)? O ves O No

Your current dental health is:

Do you floss daily? [ Yes ONo Brush Daily? [ Yes [ No

[ Goed A Fair [ Poor

Type of bristles on your tooth brush:

O Hard L1 Med. [ Soft
How long do you use a toothbrush before replacing it2

Do you use anything in addition to your brush and floss ? O ves CINo

If yes, what?

Do your gums ever bleed?

Have you ever had periodontal disease?

Do you have mobility in your teeth?

Are your teeth sensitive to heat, cold, oranything else?

Please explain:

Tyes O No

Oves ONo
[Oves ONo
O Yes [dNe

The above information is accurate and complete to the best of my knowledge. 1 will not hold my dentist or any member of his staff responsible for

any errors or omissions that I may have made in the completion of this form.

Date Signature




DOUGLAS F. SMITH, INC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement”

I, . have received a copy of this

office’s Notice of Privacy Practices.

Please Print Nama

Signature '

Date

For Office Use Only

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

3 tndividual refused to sign
] Communications barriers prohibited obtaining the acknowledgement

[l An emergency situation prevented us from obtaining acknowledgement

[ Otier (Please Specify)

© 2002 American Denlalm

All Rights Reserved _

Reproduction and use of this form by dentlsts and their afT is parmitied. Any other Lsa, dupllcation or distribulion of this form by any ather party requiras the prior
written appraval of \he American Duntal Associalion.

This Form is aducational only, does Nat constiiute lagal sdvice, 8nd covers only federal, not staka, lsw (August 14, 2002).



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 fegeral and state law to mairtain 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 dascribed in this Notice while it is in effect. This Naotice
takes effect 4714103 . 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 wiil
change this Notice and make the new Notice available upon request.

You may request & 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 Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment. and healtncare operations. For example:

Treatment: We may use or disclose your health information to a physician or other heaithcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to cbtain payrment for services we provide to you.

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

Your Authorization: In adgdition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your health informaticn or to disclose it to anyonc for any pur-
pose. if you give us an authorization, you may revoke it in writing at any time. Your revacation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannat use or disclose your health information for any reascn except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your heaith 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 50.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
{inciuding identifying or locating) a family member, your personal representative or anather 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 determinaticn using cur
professional judgment disclosing ondy health information that is directly relevant to the persen’s involvement in your
healthcare. We will also use our professional judgment and our experience with comman practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions. medical supphes, x-rays. or
other similar forms of health information.

Marketing Health-Related Services: We will not use your nealth 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 5o by law.

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



National Security: We may disclose to military authoritics the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, cokntorintelligence, and othar national security activities. We may disclose to correctional institution or taw
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

Appointment Reminders: Wa may use or disclose your health information to provide you with appointment
reminders (such as voicernail massages, posteards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your heaith information. with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format Yyou reguest unless we
cannot practicably do s¢. {You must make a reguest in writing to obtain access to your health information. You may
cbtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
areasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of this Notice. If you reguest copies, we will charge you $0.,50 tor cach page,
$10 per hour for staff time to locate and copy your health information, and postage if you want the coples mailed
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information m
that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a fuli explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health inforimation for purposes, other than treatment, payment, heaithcare operations and certain
other activities, for the last 6 years, but not before Aprit 14, 2003. if you request this accounting more than once in a
12-menth pericd, we may charge you a reasonabie, cost-based fee for respoending 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 wiil abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we commurnicate with you about your health infor-
mation 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 explanaticn 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 wiriting.
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 sitc or by electronic mail {c-mail), you are entitled to
receive this Natice in written form.

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

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your heaith information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You alse may submit a written
compiaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
compiaint with the U.5. Department of Health and Human Services upon request.

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

Cortact Officer:

Telephone. 435-752-4882 Fac 435-752-4882

E-mait:

ndgress: 160 EAST 200 NORTH, SUITE J, LOGAN, UT 84321

2002 Amencan Dental Assnciation
All Rights Reserves

Reproduction and use of this form by dentisls and ther stafl s permiled. ANy OLer sR, e EhnALee OF SWITLLGA Oof IS 0 oy Any alher Darty requires 1ne pooe
wriken approval of the American Denal Assoniation

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




