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\@%5 Nw Dental

DENTAL Mease complete the following poges so thal we can get o know you beter.

Pattent iIMormaion:

Firsh ticom; [ Losi Home: Frelered Name:;
Address; - - City: SakeTip:
Home Phone: _ Woek Phone: ____ Coll Phone:;
Berth Diofe: A ool Secunly Mumbions
Dirivars Licensa Mumber; mMariiol Slalus;
Senr _ Male  Famohe
How did you hear about our office? Please mark all that apply
Errual Adidiesi:
—_Mewspaper __ Location/Sign __ Radio ___Insurance Company
Freviows Dendist:
__Facebook __ Yelp __ TV Commercial {which channel? )
EMERGERCY CONTALCT;
—_Mailer __ Care Credit __ Internet Search ___ Marketing Event
Reloticaship;
hip __Friend/Family/Stalf {whe can we thank? |
Prone Mumbess
: e ___Referring Doctor fwha can we thank? y
Oental Insurance Infarmation: — —
Subscriber Full Name {Firsl/Last]:
Relalianstp To Pafiank; Subscnber's Phone Numbes: S
Subscriber's Birth Darle; Subscribar’s Employes:
Insurance Company: Growp Mumber:
Subucriber 1D Subsciiber’s 55 #;
Responsible Party (If Someone Other Than Patient)
First Mome: Aichclle brificl; Last Mame:
Acdciress: = . City; Slotefo:
Hiores Phoese: Work Phone: Call Phane:
Brih Date: Social Security Numbes: . Divers License Number:

Regording HIF AL

Wa ore required by opplicable lederal ond state lows o moiniain the pivacy of vour heolth informalion, We ore olsa regured 1o
give you information abeut our privacy proctices. By signing below, you are acknowledging you are fomiior with HIPAA peivacy
preclices. dnol, please reguest one rom cur front desk for your rentew,

Signohune: Daie:
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DENTAL

Smile Evaluation

How long has it bean since you were last at the dentist? & months 1-2 yecws 35 years 5+ yoaars

Whal is your main concern today?
__Tooth Pain __ Sersifivity __ Broken/Crocked Teelh _ Cowilies/Decay _ Cosmelic Denlisiry __ Cleaning
. Missing Teeth/implonis __ Ofd Dentisty __Gum Diseose _ Orihodonlics __ Denhwes _ Whitening

_Sedation Denfistry __Gum Recession _ Other, pleose list:

! our doclors find on issue that should be oddressed immediately, are you interested in having reatment done
today?

Do you have any andety, fear or bod experiences associoted with the dentist office? _ ves  no. I ves would
you sy that you have _ Low Anxiely _ Moderale Arxiety _ High Anxiety

Do you like the appearance of your smile and look of your teeth? __yes ___no. If no, what would you most like to
change aboul your smile?

What is moas! important fo you when seeking dental frealiment?
—Qually of Service _ Techrnology __ Comfort _ FearfSedation _ Cost _ Cornwvenient Office Hows
__Foendliness of Staff __ Cleanfiness of Office _ Other, please it

Are you oware of clenching/grinding your leeth? __ yes _ no

Hove you evers hod peradontal gum freatment [deep cleaning or gum graffing]? __ yes _ no

Hove you ever hod orffhodonlic frealment (broces]? _ yes _ no

Hove you had your wisdom leeth removed? _ ves  fo

How many fimes a day do you brush? __ How many times o week do you floss?

Have you ever had sedation denfistry balore? _ ves _ no

Are you concermad about bod breaih? _ yes _ no

Moy we take the necessary dental x-roys in order fo pravide you with an accurate diognosis? __yes __ no

Is there anylhing alse you would Bke for us to know about yvou?
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E@J-,;. Medical History

Are you under a physiclan's care now? Yes  Ho
I yms:
Have you ever been hospitalized or had a major operation? Wes Mo
W yes:
Have you ever had a serious head or neck or back injury? Yes | No
It yes:
Aro you taking any medications, pills, or drugs? Yaz | Mo
Il yas,
Do you take, or have taken Phen-Fan or Redux? Yes Mo
H yis
Have you ever taken Fosamax, Bonlva, Actonel ar any
other medications eontaining bisphosphonates? Yas  No
If e
Do you fake a blood thinner, Coumadin, Xaretto, or Haparin? Yez Mo
Iy _ S
Are you on a special diet? Yies Mo
W yes:
Do you use tobaccalnicoting ¥ Yes | Mo
If yes:
Do you use controlled substances? Yas Mo
i yes:
ﬁmn: i - -
Are you PregnantTrying to get pregnant? Yes  No
Mursing? s M
Taking oral contraceplives? Yog i
Aﬂl‘ you allergic to any of the lanuwlrrg'i"
Aspirin Penicillin Codaine Latex Malal
Sulfa Drugs Local Anesthelics Qithear ¥

What were your reactions to the allergen?




Do you or have you had any of the fallowing 7

({ Medical History

AIDSHIY Dhabaios Harpaitiss A, 8 ¥ Rbaumaism
or C
Elrhiamanr s Dinsg Addietinn Highs Bilood ¥ Seaibel Fawir
Ormaee Pressare
Aanppher s Eamaly Wanadod High ¥ Sruujlas
Chodarabsncd
Araeinia Emphpsera Hovie Fask ¥ Eiciibe Cell
Dmenca
hrging Epdepsy’ Hypaghsamia Simins Troubke
Spuriens
ArrahaiGeed Excessms P A Sipiras Bifila
Erandeg Haartbaal
dAritoul Hoard Exrpmpve Trem) Hatfiy ¥ Slomach!
Wakve Paobdaims Intmslinad
Cisagas
Atitcial Joiet FaintingDzy Lesikema ¥ Ebaas Agrui
Spads
Agthma Frnquend Cough Liver Diseasa ¥ Seroin
Binod Deseaas Froquent Lo Bisad Sweling of
Crarrhaa Pragaune Limbs
] Fracpsmi Lung Drsaarsn ¥ Tipreid Diseass
Trarmfuson Honasches
Breathing Gasbe Bypass Whirad Yake ¥ Eordibin
Piresliberr, I Peplapss
Biumg Esgiy Ganial His Do ces s ¥ Tulsniudonis
Cancer Ciliorm Pain i ik ¥ Tumees/Gipwihs
SOy
Chemomha rapy Hay Fover Paratimeomi ¥ LHcers
Doy
Ches] Paing Hamait Paypcraaine Wirhsirrual
AllekF pdirn Care Dlteiann
Cold SoresFaver Head Murmue Rufiatin Yalicw Jourdios
Bhsiers Tredritaiila
Conginaal His Hoar Pacomski Reanl ¥
Csonzer Weighl Loas
Comvulsinng Hoar IRenad Diatygin ¥
Toraitia TS i g
Coafagha Harsaphiia Renemabs 's
biphrng Fevar

Hawve you ever had any senous iliness not lisied?

By signing below | acknowledge that 1o the best of my knowledge the questions on this form have been
answered accurately. | understand that providing incorrect information can be dangerous to my health and it
is my responsibility to inform the dentist of any changes to my medical health,

Fatient'Guardian Signalura: Dtz




kwf‘ Office and Financial Policies

Financial Guidelines: We do a complimentary insurance benefil check for ihose palisnts who have dentsl insurance
coverage io better understand your coverage, |t is ultimataly your responsibility to be aware of your own dantal
coverage and provide us with as much informabon as possible in onder for us 10 better assist you. Wa will scoepl
assignment of benefis, paid to us directly. We will estimate as closely as possible what portion your insurance wil
cover, bl please be aware that plans differ in coverage and il is not a guaranies of coverage. We will collect
estimated copaymanis and deduclibles on the day services ang rendersd, Aber G0 days, the balance on your account
Will B e an Bulll in Shee avent your nsurance has pasd less than estimated, denied coverage and has nol paid for
dental senices, you will be required to pay for the batance on your accound, A finance charge may be added 1o your
accoun if after 80 days there have been no payments made and after 180 days your account will be lurned over to
an outside collection agency with an additional fee applied to your account. Patients without insurance are expacied
1o pay in full by cash, check or major credit cards the day services are fendensd, Thera is also a credit card sarvice
fee of 2.5% or 3.5% flor American exprass thal is appéied to all debit and credit card transactions. For your
convanience we participate with a variety of financial services that we can help you apgly for 1o uliice as payment
fowards trealmani,

Appointments: We make every eflort to provide dental serices in a timely manner. We understand that your time is
valuable and wanl your visi fo be as conventend a3 possible. In order fo give you the most efficient cane we work with
an appoiniment sysiem thal reserves appoiniment limes especially for you, We make every effort to honor all fime
commitments and expact our pabients to extend the same courtesy 1o us. We aim to give you the fime and attention
you need when in gur office, please help us achieve this goal by being punctual for appointments, Should you arive
more than 15 minutes kale for your apgointment we may need 1o reschedule you to allow encugh lime for treatmend, |
you fail 1o confirm your dental appointment. we will assume you are nol altending and may reschedule your
appointman to accommodate olher patients. For operalive appointments a scheduling deposit may be required, this
depasit vl go towards your oul of pocket cost on the day of treabment. This deposit may be kst kor the appoiniment
baing canceled wilhin 48 hours of your scheduled appoinimant,

Broken/Canceled Appointmant Policy: While we understand conflicts may arise, cancellation of your apgainiment
wilh less than a 24-hour nolice or failing to show up withoul informing us, may result in a charge of al least 550 per
hour 1o your account, The fes may vary depending on appointment type and length of appointment but it will not be
less than $50. Please be aware that schedule changes will only be accepled during business hours. The cancellation
of 2 conseculive appointments will rasull in us not being able 1o schedule any future appointments and you may anly
be seen for same dayhwalk-in availability.

Separated/Diverced Parents: For parents who are separated or divorced and need care for their chid/childran, the
parent bringing the child 10 the office authorizes treatment, and therelare is responsible for payment on the date of
senice Ireabment is beang rendeced, If therg is a divorce decree requiting the other parend io pay a portion or all of the
Irealment cosl incurred, it & the aulhorizing parents responsibility io collect fram ihe ether parent, Nu Dental will not
make spacial provisions of acl &5 & mediator in collaction of payment. Unless Nu Dental has a courl order(s) that
states the contrary, Nu Dental ks legaily obligated to disclose medical infoemation 1o bolh parentslegal guardians. If at
any tima legal mattens become 100 infrusive for our staff, we reserve the nght to dismiss the pationt from the practice.
Grounds For Dismlssal: A Nu Déntal, we are commifted to providing qualkty healthcare services o all of our
patienis. We balieve in freating every individeal with respect, dignity, and fairess. Ouwr goal i o create 3 walcoming
and mclusie environment where palients fram all backgrounds feel valued and suppored. To enswe the wellkbeing
of our patients and maintain a harmonious practice we reserv the right o dismiss any patient from the praclice who
axhibits the followng behaviors thal ane included bt nat limited ta: nan-payment for account balances in a imely
manner, multiple missed apponiments, profane, abusive, or demaaning language o stafl and being under the
influance of aleahol or conlrollad subsiances wiile on auf premises.

By signing bebow, | acknowledge that | have read this document tharaughly and understand Mu Dantaf's office
pokcies. | affirm that | agree io abide by all the policies listed in order 1o become and remain a patient al this practics,

PatientGuardian Signature Datle
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: ~ Understanding Dental Insurance

Al Mu Dental, we beheve thal you deserve the best in dental care. That is why we adways present you with e best
solution to treal your personal siduation, Each yeasr we provide oulstanding dental care 1o thousands of pabients, some
of which have dental benefits bul most do nel. B you have dental benafils, congratulations! You ara very fofunale and
b are some important things Lo knos:

»  Denalinsurance is a form of heatth msurance designed 1o pay a portion of the costs associated wilh denal
care. There are several differant types of indwidual, family, ar group dental insurance plans groupad inta
three primary calegories. Indemndy, Prefarned Provider Netwark (PPO), and Dental Health Managed
Organizations [DHMO). Here at Mu Dantal we only participale with PPO msurance plans.

s  Uniike medical insurance, dental insurance does not provide significant prolection against unexpecied or
unafiordable costs. Medical insurance often pays a large portisn of expenses aller a deductible or copay has
bean met. Dental insurance, on the other hand, is designed to be only an ald or supplement to help with
your dental care.

*  Generafly denial offices have a fee schedule, or a Bist of prices for the dental services or procedures ey
affer, Dental insurance companies have similar fee schedules which are based on Usual and Customary
[UCR]} dantal services. which is an average of fees in a geographical area, The lee schadule is used as tha
Iransactanal instrumant batween the insurance company, dental affice andior denlis, and the patient.

*  Inswwance companies spevd o kol of money on marketing and promaedion, giving cusiomers the iImpression
they T pay up to 80%, ewen 100%, of their dentisis’ fees. Despila what you may have been tokd, we find that
many plans cover anywhene from 400 o 60% of an average dental fee, For thie samé procedure, soma
plans pay mose and some pay less, Ullimataly. the amount pakd by insurance is delermined by how mach
your amgdoyer paid for the plan, The less the employer paid for the insurance, the less vou'll receive in
baniafis.

*  Many plans may Iry to confuse parlicipants by giving tham the in-network as opposed 1o oul-al-nehwork
benefs. Afer reviewing many plans the benefs usually only sighlly vary between in-natwork and
Dul-of-nihwiork providers. Before deciding on going 1o an in-network provider of your insuranca, it is
impartant o evaluate the level of freatment and patient care you will be receiving befare making any final
decisions. Quality of care is not guaranteed or determined by your insurance plan but by the guality of wak
by ihe provider,

* Insurance companies oflen “downgrade” or apply an “allermate benefil” 1o procedures in order fo pay bess for
certan procedures such as filings, crowns, denfures and bridges, An example of this is when your plan will
anly pay for a loath-colored (compasite) filling at the rate it would pay a silver (amalgam) filing. Most
dentists including Nu Dental no langer use amalgam fo fill tleath, We want fo provide you with the best dental
care, the same thing we wanl for ourseives which is why we only use the best materials for your dental
needs,

We will do everything we possibly can to help you maximize your dental benefits every year and If you have
quastions about your dental pian, we will gladly help you find the answers. Ultimatedy, it is slill your responsibility to be
aware of your own denlal coverage and provide us with as much infarmation as possible in order for us to batler
assisi you, We will estimate as closely a5 possible what portion your insurance will cover, bul please be aware that
plans differ in coverage and the eslimale pravided is not a guaranies of coverage. In the even! your insurance has
paid lass than estimaled, denied coverage and has not paid for dental services you will be required o pay for the
balance an yowr socount.

By signing below | authorize Nu Dental to submit dental claims to my insurance carrier and my signature
below can take the place of an original signature on all submissions which may be listed as "Signature on
File". | acknowtadge that | have read this form thoroughly and understand all the Information provided.

PalientGuardian Segnature Dinte



ti:., Informed Consent for General Dental Care and X-Rays
-

You have the right to accept or refuse dental treatmen! recommended by your denial provider.
When a procedure or trealment requires your specific written informed consent, your dental
treatment provider will have a conversation with you to describe the risks of not pursuing the
recommended treatment. You will also be required o sign an informed consent to treatment
form decumenting that discussion and the infoermation you received in order ro make an
informed decision to accept or refuse dental care.

In addition to those procedures requiring specific individualized written informed consent, you
will also come 1o the dental office for routine preventative care and maintenance, including
dental examinatlions, x-rays, and dental prophylaxis (cleaning) and related routine care for which
the dental office will not require you lo sign individualized written informed consent documents
each time you visit the office.

The purpose of this form is to document your ongoing consent lo routine exams, x-rays and
prophylaxis each time you return for your preveniative and maintenance appoiniments. By
signing below, you authorize our office to perform any one of the following at each dental visit:

¢ Oral Examination, Diagnosis, and Treatment Planning

» Dental Prophylaxis (Cleaning) and Oral Hygiene Instructions

« Denlal Radiographs (x-rays)
In the event you do not wish to receive any of these services, you may advise us at the time of
the appointment. Nate that full diagnosis and treatment planning for dental conditions may
require one or all of the above services, and dental providers from being able to fully identify or
diagnose dental problems. This may lead to among other things, worsening of dental conditions,
periodontal (gum) disease, tooth loss, and negative impact on overall and medical health,

By signing below | understand the recommendation of routine dental care, any fee involved,
risks and benefits of treatment, any alternatives and risks and benefits of these alternatives, and
consequences of not undergoing treatment. | will advise the dental professional immediately if |
experience any allergic reaction or negative side effects after dental care is rendered, | have
had all my questions answered and have not been offered any guarantees. | hereby give my
informed written consent for routine examination, x-rays, and prophylaxis at my dental
appoiniments.

Print Patient'Guardian Mame Diate

Patient/Guardian Signaiure
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CONSENT FOR DENTAL RADIOGRAPHS (X-RAYS)

Cental radiographs, commaonly known as X-rays, are an impenant part al your dental care, They ane used (o help
dentists diagnose diseases of the teeth and surrounding tissue that cannol be sean with a simgle oral exam, Thiy
also help the dentist find and treat dental problems early on, which can halp Save you money, uecessary
discomdort, and maybe even your life.

Banefits of dantal x-rays

Dantal x-rays are an iImgorant disgnostic ool that allows your dentist o see batween and inside your teath, They will
higls your dentist fnd and treal varous dental problems before they becomse ton senows or advanced swch a5: size,
and posilion of the teeth, looth decay, bone kss coused by pariodontal disease which can lead to tooth kss,
infections located in the toath, 1ooth roots and beneath the gums, cystsfiumarns, abscessed teeth, other pathologic
rool resorption, bone pathologies and much mone

Radiation

The amount of radiation that a patient recesves during dental x-rays is very small when compangd bo other sources of
radeation in everyday life such as using your cell phone, & microwave, els, While digilal x-rays 3o amil a veny small
amount af radiation, we take all necessany precaulions bo angwne axposure s minimal [lead apron, collarels),

Pregnancy
In Ehiz case of pregrant woman, s-rays will be iaken only i the benelits cubweigh the risks, Plaase inform us il you ane
of imay be pregnan

Finances

We recamménd x-rays be taken dusing your & monlh dental visits to help diagnose and ireat any dental issues as
guickly as poagible. Wilhoul periedic radicgraphs, tha dentist cannot identiy and disclose potendial problems, which
ek ledd 10 Serious jaw infactions, looth loss, and bone destrection. While we understand your insurance plan may
oF Mgy nol covier thitse y-rays, yowr dantal cara is our bop priority and we will nol compromise the heallbh of our
patents i meal ingurance standards. In the event yowr inswrance company denias payment of the x-rays you will be
respansible for the out af pockel cosl,

By signing below, | hereby acknewletdge and undarsiand the informmadion indicated an thés farm provided by Ne Dental and iis associates. |
unidersind the imgsnance al dantal radicgraphs, the risks assoclabed with nod taking hem and have chosan fo recelve ihese services. |
alis undecatand that | will e financially responsible for any out of pecket cost shoukd my irsuanos dery paymen. | hareby scinowiadgs
that | hawe been gheen the opporiunity io ask questices regarding tha nabune and purposo of my ireatment and have recehned anywers o my
satistaciion. In the event | chocis to refuse dental z-rays, | volantarily 28sume any ard all possible risks including but not limited 1o those
listed ms & result of 1his declsion.

= | give my consent for the proposed treatment as described above.

Print Patient/'Guandsan Name Ceate

Patient/Guardian Signalure



PRIVACY POLICY NOTICE

This Notice describes how medical information about you may be used qlnd disclosed and how you
can get access to this information. Please review it cafei‘ully.

USES AND DISCLOSURES

Our office must provide you, the patient, a description and al least one
cuample of the type of uses and disclosures that our effice is permitied
1o inake {or the purpose of treatment, payment and heaith-care opern-
tions (&)} uses and disclosures by the way, thet are permiucd by the law
withour authorization by the patient.}

Treatment - Qur office wil} use and disclose your protecied heaith -
formation {PH1} for purpose ot traatment, meaning the provision, ¢oor-
dination and management of your health care and related services, For
instance, we will use and disclose your health information 10 coordinate
benefis wilh a third-party payer, or for consultation between our office
and a specialin if requived for vour care

Payment - Our office may use and disclose the minimum necessary
amount of your PH1 and health-cyre operations, such a5 business pian-
uing and developmem 1hat involves condueting cost-management and
planning-related anatysis related 1o managing and operaling the ensiry.
including formulary development and adminiswration, development and
improvement of methods of payment or caverage policies.

Thig sectinn of our policy also musi describe other purposes for which
vur office 1s permiticd or requized to use or disclose your PH1 without
your writlen authorization. No examples of each of the followiny in-
stunces is requited in his notice.

Required by law - Our office may v:se und disclose your PHI only to
the exienl thas such use is required by law.

Public health activities - Our office may use and disclose i mini-
mUm necessary armount of your PHI to appropriate public health author-
sties for reasons such as, but not limited to, preventing or cantrolling
disease. injury or child abuse or neglect.

Reporting abuse, neglect or domestlc violeace - Our affice may use
and disclose the minimum necessary amouni of your PHI to the extent
necessary to mform the appropriate public government authority if we
reasovably believe yau to be a victim of abuse, neglect or domestic vin-
ience.

Heaith oversight activittes - Our office may use and diseiose (he mini-
mum necessary amount of your PHI te a health oversight agency for
aversight aclivities authorized by tuw, such as for, but not imited to,
nudits

Judicial and adminiswrative proceedings - Our office may use and dis-
close the minimum necessary amaunt of your PHE in the course of any
judrcial or adminisirative procceding i required ta do so

L.aw eaforcemant agencies - Our office may use and disclose the mini-
mum necessary amonn of your PHI 10 a law enforcement agency 1s re-
quired by law 10 do so.

Decersed patients - Our officejmay use and disclose the minimum nec-
essary amount of your PHI to ajcoroner or medical examiner for the
purpose of identifying o deceased person, determining cause of death or
anpther mauter authorized by lafv, or to funeral divectors w carry out
their duties with regpect 10 the daceased individual.

Research purposes - Our officg may use and disciose the minimum
necessary amount of yow PHI for research purposes without your writ-
ter autharization only if we havp ubained one of the following doru-

mented institutional review or privacy board approval, either
writlen or verbal representationg that the information is (0 be used only
10 prepare & rescarch protocol, gther writien or verbat representations

that the information being sought is solely for research on the PHI of
decedems. or a limired data use fgreement.

Specialized government functipas - !f you are a member of the Armed
Forces, our office will use and disclose the minimum necessary smount
of your PHE for military and vet activities. Our office also will usc
and disclose the minimum amount of your PHI for national security and
intelhgence activities for protectve services for the U.S. President and
others. Qur office also will use apd disclose the minimum necessary
amount of your PHI to a3 comectipnal instirution or law enforcement
agency i you are an inmate and that agency or institution indicates the
information i3 nccessary. |

Safety - Our office may wic and disclose the minimuwn necessary
amount of your PHI if we believe doing so is necessary 1o prevent or
lessen a serious and imminent thieat 1o the heaith or safety of & persoa
or the public and othey special cifcumstances.

Workers' compepsstion proceadings - Our office may use and dis-
close the minimur neceasary amount of your PH1 as authorized by and
to the extent necessary to comply with laws refated 10 workers® com-
pensation or similar programs.

Patient directory - Except whenan objection is expressed by you, our
office may use and disclose the minimum amount of your PHI ¢ main-
tamn a direciory of patients in the office. Seid information includes your
name, your location in advance of such need and give you an opportu-
nity to object. except in cases of émergencies when we must exercige
professional judgment to determinc whether use and disclosure of this
information (5 In your best interedt.

Friend, family and personal re, ‘ruematlves - Qur office may use and
disclosc the minimum necessary gmount of your PHE that is directly cel-
evant to the imvoivement of a family member, other relative, a close
personal friend or someonc else identified by you. Involvement could
be in relation to care or payment for services. Our office also will use
and disclgse the minimum necesshry amount of your PHI megarding
your location, general condition of death o a fartily member, a per-
sonal representalive of yours or agother person responsible for your
cere. Such uses and disclosures wil! be made only with your permission
if you are present, unless you are {ncapacitated or there is an emetgency
circumsiance where aur office must exercise professional judgment.




Federal investigation - Our office maly use and disclose the minimam
necessary amount of vour PHI for an invesngation by the 1.8, Department
of Health and Human Services Secretary to determune if our office 1§ 1n
campliance with the HIPPA privacy lation that requires us 1o protect
your individually idestifiable heatth information,

Basiness ascaeiates - Qur office may use and disclose the minimum nec-
essary amount of vour PHI to a busineks associate or allow the husiness

associate to create or receive your PHIon your behalf only if the husiness
associnte has sgreed in writing to appropriately safeguant the information

Appolatment reminders - Our officeimay use and disclosc the minimum
trecessary amount of your PH] when ¢ ting you to provide appoint-
ment reminders or information abou t alternatives or other
health-related benefits and services theft may be of interest to vou,

Marketing - Our office will oblain written authonzauian from you it we
would like to use your PHI for marketig purposes, excepl (or face-to-face
communications or promotional gift ogmmml value providid o you
while visiting the office. This office will inform you via the written author-
ization form if this office is 1 receive remuneration in connection with
any marketing purpose. You have the right to revoke any authorization as
long a& you do 50 in wriling, :

General authorization statement - Fér any purpose nos stated in this ne-
tice, ouwr office will not use or disclose your PHI without vour written au-
thorzation.

PATIENT’S RIGHTS

The patient - You have the right to inspect or obtain a copy of your PHI
frorn uur office. Gur office requires you submit such requasts in writing to
our privacy director. Our office must &6t on your tequest no later than })
days after receipt of your requieat, unicss the PHI request is not maintained
or necessible ta our office on site. in the latter case, our office must re-
spond to your request within 60 days of your request, and we must inform
you of any such delay in writing withi the initiai 30-day timeframe. IT
further delays are required, our office may extend the time needed to re-
spond 10 your request an additionat 30 days provided that our office in-
forros you of the reasons for the delay and offers a date by which our
office will respond w your request. O office will provide you with sc-
cess 1o your PHL 1o inspect or {0 obtain a copy, or both, in the form re-
quested. if reasonable, if you agrec 1o :'Fccive a summery of your PHI, our
office will supply you with access Lo the summary. Our office will charge
you a cost-hascd (e for the provision of any copies provided Lo you.

Dental of access appeals - [{ our office denies your request for access to
your PHI in whole or in past, we must provide you with access 0 any otier
PEH for which access 1n not denied. For the information that is denied, our
office must inform you in writing of this denisl within 30 davs of the orig-
inal request. and the statement raust prbvide the basis for the denial. Rea-
sons for denial may include the follo creumstances: The doctor has
determined, using bis professional j t. that ageess o the informa.
tion is reasonably likely to endanger the life o7 physical saftty of vou or
snother person; the information requested makes refarence o another per-
son {(unjess the olher persen is a heal provider) and the doctor has
determined, using his profossional ju L. thar granting your reguest is
reasonably likely to cause substantiai to this other person; and when
the request for information 1s mede by bour personai representative and
the doctor, using his professional ju 1, kas decided thal the provision
of the information ¢ the perscnal tative is reasonably likely to
cause substantial harm to you or ancther person. If access 1o your PHI is
denied for these reasons, you hava the fight 1o have the deninl reviewed by
** who has agreed 10 serve in thif capecity for cur office. cennot be
involved in Lhe criginal decision to aceess to your PHL Cr office
will inform you in writing as to the dedision by themn within a reasonable

Restrictfons - You have the right to request restricirons o cevtin uszs and
disclosures of vour PHI, though our office is not required to grant such requests

Confidentisl communications - You have the night 1o request, and our of-
fice must ecconunodate rensonable reguesis to receive confidential com-
municativns of PHI from our office by altemative means or at allernative
locations.

Accounting of disclosures - You have the ngit (o receive an accomnting
of disclosurcs of your PHI made by our office for the six years privr to the
date on which the accounting is requested. The following disclosures arc
exernpled from this accounting: Disclosures to carnry out treatment, pay-
men: and healthearc operations; 1o you. the patient; for incidental uses or
disclosures: disclosures made avcording to your written suthorization; for
the office patient directory: for national security, for comrectional instin-
tions; for limited data set; or any disclosure that occurred prior o April
14,2003 Our office will provide you with a written accounting that in-
clides the disciosures required to be ligled, such as those tasiness associ-
ates of our office. 1 his accounting will inciude the date of disclosure, the
name uf the emity or persons whe receive the PHI

Electrontc notice - You have the right to teceive a paper form of this no-
tice of private palicies from our office upon reques if this notice was re-
ceived elecronically.

Rights ro amend - You have the right 1o reguest our office amend the
PHI Qur office. however, may deny such a request if we determine that
the PHi wes net created by our office, is not part of the designated record
seL. the information is not available for access to you, or the current infor-
‘mation is accurate and complex. Amendment requests must be made ie
writing to our privacy directer. Qur office must act on such requests \:\rithm
60 days of reeeipt of such requests. I we deny your request, we w:_l] in-
form you in writing within 60 days, indicatmg one of the reasons |1§tat!
previcusly as the basis for denial. 1 you do nos submit g statement if d_ns-
agresment, you wilh any future disclosuses of your PHI thar is me‘ subject
of the amendment. £ you submil a statement if dissgreement limired 1o
500 words), our office may prepare 2 wyitten rebutials 1o your statement.
We will provide you with a copy of the rebuttal.

PATIENT’S RIGHTS

Qur office is required by law to maimain the privecy of your PI-Fl and to pro-
vide you with notice of our legal duties and privacy practices with respect to
PHL. Qur officc is required to abide by the terms of the notice currently in ef-
fect. Qur office reserves the right to change the terms of this notice and 10
make the new notice provisions effective for all PHI that we maintain.

PATIENT'S RIGHTS

Patients may file & complaint with our office and with the Deparoment of
Hesnith and Human Services Secretary if they believe their privacy nights
have been violated. Complaints must be filed within 180 days of when
you knew or should have known ihat the alleged violation occurred. To do
so, pleasc request a complaint from cur privacy director. Please be as- ‘
sured, patients who file complaints will not be retaliated 2gainst for doing
50,

CONTACT

For mare information about our affice’s privacy policics. contact:

Dr. Admasu Gizachew
Telephone: 732-475-7535

EFFECTIVE DATE
This notive fur our practice is cffective as oft _0 1701/ 2023_ —

Privecy Dhrector:

reriod of lime. é




NU DENTAL
178 STATE ROUTE 355TE 6
EATONTOWN, NI 07724
{(732) 945-7999
{732) 945-7998

Patient Acknowledgement Form

I, , acknowledge that | have received and reviewed the
Office privacy notice for Nu Dental,

Patient signature Date

Guardian signature Date

In case you do not agree to sign this form, our office must indicate why you
declined to do so. This office will not refuse treatment to anyone based solely on
the patients refusal to sign the acknowledgment.

Reason for refusal

Privacy Director’s signature

v
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MNU Dental
178 State Route 35 Suite #6

Fatoatown, MJ 07724
(T32) 9457999

Photo Consent and Release Form

Without expectation of compensation or other remuneration, now or in the future,
| hereby give my consent to NU Dental and AGN Dental, its affiliates and agents, to use
my image and likeness andior any interview statements from me in its publications,
advertising or other media activities (including the Internet). This consent includes, but
is not limited to:

{a) Permission lo interview, film, phatograph, tape, or otherwise make a video
reproduction of me andlor record my voice;

(b) Permission to use my name; and

() Pefmission to use quotes from the interview(s) (or excerpts of such guoles), the film,
photegraph{s), tape(s) or reproduction(s) of me, andlor recording of my veica, in part or in
whole, in its publications, in newspapers, magazines and other print media, on television, radio
and electronic media (including the Internet), in theatrical media and/or in mailings for
educational and awareness.

This consant is given in perpetuity, and does not require prior approval by me.

Mame:

Signature:

Address:

Date:

The betow signed parent or legal guardian of the above-named minor child hereby consents to
and gives parmission to the above on behalf of such minor child.

Signature of Parant
or Legal Guardian: Print Name:

The following is required if the consent form has lo be read o the parentfegal guardian:
| cerify that | have read this consent farm in full o the parentilegal guardian whose signature
appears above,

Date Signature of Organizational Representative or Community Leader

RevisedUpdated; 100812019



