BECKETT DENTAL CARE
Dr. Nicholas Grabarz
(513)870-0700

PATIENT INFORMATION

PATIENT'S NAME: DATE OF BIRTH M/F

PATIENT'S SOCIAL SECURITY # SPOUSE'S NAME

PARENTS' NAME(S) (IF CHILD)

ADDRESS:

sireel cify slale Zip

TELEPHONE NUMBER - HOME #» WORK #PARENT'S IF CHILD)

CELL PHONE# E-MAIL ADDRESS

PERSON RESPONSIBLE FOR ACCOUNT

BILLING ADDRESS (IF DIFFERENT])

sireel city siate 2ip

PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE#

EMPLOYER (PARENT'S, IF CHILD):

ADDRESS OF EMPLOYER:

IS PATIENT COVERED BY DENTAL INSURANCE THROUGH THIS EMPLOYER?

INSURED'S NAME DATE OF BIRTH SS5#

PATIENT'S RELATIONSHIP TO INSURED: SELF SPOUSE CHILD OTHER (CIRCLE ONE)

DENTAL INSURANCE CO. AND ADDRESS:

GROUP #

IS PATIENT COVERED BY ANY OTHER DENTAL INSURANCE?

INSURED'S NAME DATE OF BIRTH SS#

EMPLOYER NAME AND ADDRESS

PATIENT'S RELATIONSHIP TO INSURED: SELF SPOUSE CHILD OTHER (CIRCLE ONE)
SECONDARY INSURANCE NAME AND ADDRESS:

GROUP #

*PLEASE KEEP US INFORMED OF ANY CHANGES IN ADDRESS OR INSURANCE COVERAGE.
SIGNATURE DATE

(PARENT'S IF A MINOR)

WHO (OR WHAT) INFLUENCED YOU TO CHOOSE QUR OFFICE?

THE HIGHEST COMPLIMENT OUR PATIENTS CAN PAY US IS THE REFERRAL OF THEIR FRIENDS
AND RELATIVES. FEEL FREE TO GIVE OUR NAME AND NUMBER TO SOMEONE THAT WE MAY BE
OF SERVICE TO. WE ARE ALWAYS HAPPY TO WELCOME NEW PATIENTS INTO OUR PRACTICE!
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DENTAL HISTORY

PREVIOUS DENTISTS NAME (& PHONE #, IF KNOWN)

WHEN WAS YOUR LAST DENTAL VISIT?

HAVE YOU EVER USED NITROUS OXIDE (LAUGHING GAS) DURING DENTAL TREATMENT?

HOW DO YOU FEEL ABOUT THE APPEARANCE OF YOUR TEETH?

WOULD YOU BE INTERESTED IN KNOWING MORE ABOUT WHITENING YOUR TEETH?

HAVE YOU EVER BEEN PRE-MEDICATED WITH ANTIBIOTICS BEFORE A DENTAL APPOINTMENT?

MEDICAL HISTORY
PHYSICIANS NAME FHONE #
ARE YOU UNDER A DOCTOR'S CARE NOW? IF SO, FOR WHAT?

WHAT MEDICATIONS, IF ANY, ARE YOU TAKING NOW?

IF A WOMAN, ARE YOU PREGNANT? DUE DATE NURSING

DO YOU SMOKE? USE CHEWING TOBACCO?

ARE YOU ALLERGIC OR SENSITIVE TO ANY OF THE FOLLOWING? ANESTHETIC
PENICILLIN___ CODEINE____ ASPIRIN______ LATEX______ OTHER

PLEASE CIRCLE IF YOU HAVE HAD ANY OF THE FOLLOWING:

HEART SURGERY HIGH /LOW BLOOD PRESSURE HEPATITIS A (INFECTIOUS) RADIATION THERAPY
RHEUMATIC FEVER MITRAL VALVE PROLAPSE HEPATITIS B (SERUM) PAIN IN JAW JOINT
HEART MURMUR CANCER DIABETES ARTHRITIS

CHEST PAINS HEART ATTACK CHEMOTHERAPY SINUS TROUBLE
PERSISTENT COUGH ORGAN TRANSPLANT EPILEPSY/SEIZURES EMPHYSEMA

ASTHMA, TUBERCULOSIS DRUG ADDICTION HIV 1 AIDS

COLD SORES FEVER BLISTERS THYROID PROBLEMS ABNORMAL BLEEDING
KIDNEY TROUBLE STROKE ARTIFICIAL JOINTS ANEMIA

DO ¥YOU HAVE OR HAVE YOU HAD ANY CONDITIONS, DISEASES, OR PROBLEMS NOT LISTED?
IF YES, PLEASE LIST

1. | UNDERSTAND THE ABOVE INFORMATION IS NECESSARY TO PROVIDE ME WITH DENTAL CARE IN A SAFE AND EFFICIENT
MANNER. | HAVE ANSWERED ALL QUESTIONS TRUTHFULLY AND TO THE BEST OF MY KNOWLEDGE.

2. lUNDERSTAND THAT ALL RESPONSIBILITY FOR PAYMENT FOR DENTAL SERVICES PROVIDED IN THIS OFFICE FOR MYSELF
OR MY DEPENDANTS IS MINE, DUE AMD PAYABLE AT THE TIME OF SERVICE UNLESS OTHER ARRANGEMENTS HAVE BEEN
MADE. IN THE EVENT PAYMENTS ARE NOT RECEIVED BY THE AGREED UPON DATES, | UNDERSTAND THAT 1 1/2% FINANCE
CHARGE (18% APR) MAY BE ADDED TO MY ACCOUNT, IN ADDITION TO ANY COLLECTION CHARGES.

PATIENTS SIGNATURE DATE
{OR PARENT, IF A MINOR)

MEDICAL UPDATES
[ DATE HEALTH CHANGES PATIENT SIGNATURE




Beckett Dental Care

We welcome you to our practice and look forward to a long-lasting partnership with you!
Please read the information below which should help you with some of our most
commonly asked questions.

Office Hours
Monday through Thursday 8 AM to 5PM and two Fridays a month 7AM to 3PM

Emergencies

[f you are experiencing a dental emergency such as toothache or broken tooth, please call
immediately. We consider emergencies a true priority and will do all we are able to care
for your pain. When closed, emergency numbers will be available to reach Dr. Grabarz.

Broken Appointments and Cancellations

We strive to provide our patients with appointments that accommodate their schedule
conveniently. Please know that appointment time is reserved specifically for you. Last
minute cancellations and forgotten appointments limit our ability to serve all of our
patients in a convenient and timely manner. We, therefore, ask that you provide us with
at least 24 hours notice prior to changing your reserved appointment, thus allowing us the
opportunity to offer that time to other patients.

Insurance

As a courtesy to our patients, we file insurance claims on their behalf. However, please
know that, with the exception of contracted networks, Beckett Dental Care is not a part
of the employer/employee/insurance company coniraci. While we assist patients with
claims and strive to utilize benefits to their utmost, benefits are ultimately determined
based upon individual contracts and plan administrators. Beckett Dental Care cannot
accept responsibility for non-payment from insurance companies. It is imperative that
patients have a complete understanding of their dental benefits. Your Human Resources
Department can best assist you with the specific details of your plan.

Financial Arrangements

When full payment is made on the date of service, we offer a 5% discount for cash or
check and a 2% for credit card. For your convenience, we accept Visa, MasterCard,
American Express and Discover. Payment on account balances may be made via mail,
phone and through our online patient portal, SmileDash. Additionally, we are a Care
Credit provider and will gladly assist you in obtaining a Care Credit Account. There i1s a
1.5% finance charge per month (18% annually) on account balances aged over 60 days.

[ have read and understand the Policies and Procedures of Beckett Dental Care.

Signature Date



ACKNOWLEDGEMENT OF RECEIPT OF

BECKETT DENTAL CARE NOTICE OF PRIVACY PRACTICES

By signing below, | acknowledge that | have been provided with a copy of the Beckett Dental Care Notice of Privacy
Practices and | have therefore been advised of how health information about me may be used and disclosed by Beckett
Dental Care and how | may obtain access to and control this information.

SIGNATURE OF PATIENT OR GUARDIAN

PRINT NAME OF PATIENT

DATE

RELATIONSHIP TO PATIENT

1. Please list who you want to have access to your pertinent medical information:
(l.e.: family member, spouse, and significant other)

2. May we leave a message on your answering machine? YES NO

3. Preferred method of contact?

Home # Cell #

Work # Other #

4. May we leave messages by use of Email? YES NO
Email Address

Updated:

THIS SECTION WILL BE COMPLETED IF THE WRITTEN ACKNOWLEDGEMENT IS NOT OBTAIMED

We have made a good faith effort to obtain an individual's acknowledgement, but the acknowledgement was not obtained
for the following reason(s):

___The individual refuses to sign or otherwise fails to provide an acknowledgement.
—_The individual was mailed a copy of the Notice and did not mail back his or her receipt of acknowledgement.

___Other

Completed by:

Date
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BECKETT DENTAL CARE

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 __ApM 14,2003  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 will
change this Notice and make the new Notice avallable 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 Notice:

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 to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improverment activities, raviewing 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 health 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 affect 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 health 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 heaith information to notify, or assist in the notification of
(including 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
heaith 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
healthcara. 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 law.

Abuse or Neglect: We may disclose your heaith 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. 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.
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National Security: We may disclose ta military authorities the heaith information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials heaith information required for lawful intell-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

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. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may aiso request access by sending us
a letter to the address at the end of this Notice. If you request copies. we will charge you $0.00 __ for each page.
$0.00 _ per hour for stalf 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 health information in
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 full 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 information for purposes, other than treatment. payment. healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003, If 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 o request that we place additional restrictions on our use or disclosure of your

heaith 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).

Aljtmthu Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specily 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 rignt 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-mail), 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.

If you are concerned that we may have violated your privacy rights. or you disagree with a decision we made about
access (o your health information or in response to a request you made to amend or restrict the use or disclosure of
your heaith information or (0 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 also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. 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. Department of Health and Human Services.

Contact Omcer: Office Manager
Telepnone: 513-870-0700 Fax: 513-870-0752

E-mail:
Asaess: 8900 Princeton-Glendale Road Waest Chester, OH 45069
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