- Q Smiles Dental

www.gsmilesdentalpc.com

7815 Sudley Road
Manassas, VA 20109
Tel.: (§71) 208-1325
Fax: (571) 208-1326
Email: gsmilesdentalpc@gmail.com

Patient Name

Last Name First Name Middie Initiat
Date Birthday
SS# or Insurance 1D# Sex D M Ue
Address
City State Zip
Home Tel Work Tel
Mobile # Occupation
Email Marital Status

Referral Source

Notes

Employer/ School Name

Address

City State Zip
Phone Email

Notes

{
\

: City State Zip
Phone Relationship

{
z
[

Address

"
'

Please don't hesitate to
ask if you have any
guestions

Emergency Contact Name

Responsible Party Name

Relationship to Patient

Insurance Company

Subscriber Name

SS#
Qther Coverage D Yes EI No

Group #

Birthday
ASSIGNMENT AND RELEASE

{ certify that |, and/or my dependent(s), have insurance coverage with:

and assigned directly to Dr. all insurance benefits. If any,
otherwise payable to me for services rendered. | understand that | am financially responsible for att
charges whether or not paid by insurance. ! authorize the use of my signature on all insurance
submissions. The above named dentist may use my heaith care information and may disclose such
information in the above-named Insurance Company(ies) and their agents for the purpose of obtaining
payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end when my current treatment plan to completed or one year from the date signed betow.

Date

Signature

Reason for today'’s visit

Former Dentist Tel

Last X-Ray Date

Last Cleaning Last Dental Visit

Do you feel pain D Yes D No if yes please describe

Do you feel numbness, swelling, or any other sensitivity? D Yes D No

if yes please explain

Additional comments about your past dental history
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Coprichit Sotti




Please don't hesitate to %
ask if you have any |

{
questions §

Physician Name

Physician Tel

Have you ever taken any of the group of drugs collectively referred to as

phentennine), Pondimin (fenfluramine) and Redux (dexfenfluramine).

Place a mark on “yes” or “no” to indicate if you have had any of the following:

"~ AIDS/HIV

Anemia

i Arthritis, Rheumatism

" Artificial Heart Valves

Artificial Joints
Asthma

: Back Problems

Bleeding abnormally, with
extractions or surgery

Blood Disease

Cancer

Chemical Dependenicy
Chemotherapy
Circulatory Problems

Congenital Heart Lesions

. Cortisone Treatments

Cough, persistent or bloody
Diabetes

Emphysema

Women: Are you pregnant? U ves Uno it yes due date:

Oves Qo
DYes DNo
D Yes D No
DYes DNO
D Yes DNo
DYes DNO
DYes DNo

DYes DNo
Oves Uno
Oves Ono
Oves Ono
DYes DNo
DYes DNo
DYes DNo
DYes DNo
DYes DNo
DYes DNo
DYes DNo

Epilepsy

Fainting or dizziness
Glaucoma
Headaches -

Heart Murmur

Heart Problems
Hepatitis Type __
Herpes

High Blood Pressure
Jaundice

Jaw Pain

Kidney Disease
Liver Disease

Low Blood Pressure
Mitral Vaive Prolapse
Nervous Problems
Pacemaker
Psychiatric Care

Do you wear contact lenses?

DYes CINo
DYes DNo
DYes DNo
DYes DNO
D Yes D No
D DNO
DYes DNo
DYes DNO
DYes DNo
DYes DNO
DYes DNo
I:lYes, DNo
O ves Uno
DYes DNo
D Yes D No
DYes DNO
DYes DNO
[:lYes DNo

O Yes d No

“Fen-Phen?” These include combinations of lonimin, Adipex, Fastin (brand names of

O ves Uno

Radiation Treatment
Respiratory Disease
Rheumatic Fever

Scarlet Fever

Shortness of Breath
Sinus Trouble

Skin Rash

Special Diet

Stroke

Swollen Feet or Ankles
Swollen Neck Glands
Thyroid Problems
Tonsillitis

Tuberculosis

Tumor or growth on head
or neck

Ulcer

Venereal Disease
Weight Loss, unexplained

Are you nursing? DYes D No

DYes DNo
DYes DNo :
DYes DNo
DYes DNO

DYes DNo |
DYes DNO

DYes DNO
DYes DNo
DYes DNo
DYes DNo
DYes DNo 3
DYes DNO ,
Oves o |
DYes DNo

DYes DNO
DYes DNo
DYes DNo
DYes DNO

Please list all the medication you are currently taking

Please list any known allergies

Are you allergic to any of the following? DYes D No
If yes please circle: Aspirin, Barbiturates (Sleeping pills), Codeine, lodine,

Latex, Local Anesthetic, Penicillin

Any other altergies? [Jyes LNo

:

+

4
\

S

Date

Changes to medical history

Patient Signature

Doctor Signature

Date

Changes to medical history

Patient Signature

Doctor Signature
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NOTICE OF PRIVACY PRACTICES
This Notice describes how heaith 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 applicatle federal and state law to maintain the privacy of your health information. We are atso required to give you this Notice
about our privacy practices, our legal duties, and your rights concerning your health information. Wa must follow the privacy practices thal are de-
scribed in this Natice while it is in effect. This Notice takes effect January 1. 2003, and will remain in effect untii we repiace it.

We reserve Ihe right to change our privacy practices and the terms of this Notice at any time, provided such changes are pefmitted by applicable taw.
We reserve the right to make the changes in cur privacy practices and the new terms of our Notice effective for all health information that we maintain,
including heaith information we crealed of received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make lhe new Notice available upon reguest.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Nctice, please con
tact 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 health care operations For example:

Treatment: We may use or disclose health information to a physician or other health care provider providing treatment to you.

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

Health Care Operations: We may use and disciese your health information in connection with our health care operations, Heatth care crerations
include quality assessmant and improvement activities, reviewing the competence or qualifications of health care professionats, evatuating practitioner
ard pravider performance, conducting training programs, accreditation, certification, licensing of credentialing activities

Your Authorization: in addition to our use of your health information for treatment, payment or heaith care operations, you may give us written au-
\horization to use your health information or to discivse it to anyone for any purpese. If you give us an authorization, you may revoke it in writing at any
time Your revocation wili not effect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authoriza-
lion, we can not use or disclose your heaith information for any reason except those described in this Notice.

To Your Family and Friends: We must disclase your health information to you, as described in the Patients Rights section of this Notice We may
dizcinsa your health information to a family member, friend or other person to the extent necessary to help you with your health care or with payment
for your heatth care, but only if you agree that we may do so.

Persons lavolved In Care: We may use or disclose your health infermation to notify, or assist in the notification of {including identifying or locating] a
family member, your personat reprasentative or another person responsivle for your care, of your location, your general condttion, o death it you are
present, then prior to use or disclosure of your health informalion, we will provide you with an oppartunity to cbject to such uses or disclosures. In the
event your incapacity or emergency circumstances, we will disclose health infermation based on a determination using our professional judgment dis-
closing only beaith infermation that is directly relevant to the person's involvement in your heaith care 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 filted prescriptions, medical

supplies. x-rays, or other similar {orms 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 healih 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 disclose your heaith information to the extent necessary to avert a serious
threat 1o your health or safety or tc the health and safety of others.

Nationa! Security: We may disclose to military authorities the health informalion of Armed Forces personnel upder certain circumstances, We may
disclose to autherized federal officials health infarmation required for tawful intefligence, counterintelligence, and cther national security activities. We
may disclose to correctional institution of law erforcement official having lawful custody of protected heaith information of inmates or patient under
celamn circumsiances.

Appointment Reminders: We may use or disclcse your health information to provide you with appointment reminders (such as voice mail messages.
postzards, e-mail, or letters).



Patient Rights

Access: You have the right to look at or get cepivs of your heaith information, with limited exceptions. You may request that we provide copies in @
tarmat other than photocopies. We will use the format you request unless we can not practicably do so. {You must make a request in writing tc obtain
access to your health information. You may obtain a form to request access by using the centact information listed at the end of this Notice, You may
also request access by sending us a fetter to the address at the end of this Notice. If you prefer, we will prepare a summary o 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).

Gisclosuse Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your heatth information for
purpeses, other than treatment, payment, healtn Sare operations and certain other activities, for the last 6 years, but not before Aprit 14, 2003. if you
sest this accounting more than once in @ 12-month period, we may charge you a reasonable, cost-based fes for responding to these additional

s

requests.

Restriction: You have the fight to request that w2 place additional restrictions on our use or disclosure of your heatth 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).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or o
aiternative locations. (You must make your request in wiiting). Your request must specify the alternative means or location, and provide satisfactory
explanations how payments will be handied under the alternative means or jocation you reguest.

Amendment: You have the right to request that we amend your heaith informaticn. (Your request must be in writing. and it must explain why the infor-
mation should be amended). We may deny your request under certain circumstances/

Elactronic Notice: if you receive this notification on our web site or by electronic mail (e-mail), you are entitied to recetve this Nctice in written form.

Questions and Complaints
if you want more infcrmation about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights. of you disagree with a decision we made about access lo your hzalth information
of in respanse to a request you made to amend of restrict the use or disclosure of your health informalion or to have us communicate with you by after-
native means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice. You may aiso submit a
written complaint to the U.S. Depantment of Health and Human Sepvices. We will provide you with the address to file your complaint with the U.8. De-
partment of Health and Human Services upon request

We suoport your right to the privacy of your beaith information. We will not retaliate in any way if you choose to fite a complaint with us or with the U.S.
Department of Health and Human Services

Contact us for our Privacy Contact Officer



ACKNOWLEDGEMENT OR RECEIPT OF
NOTICE OF PRIVACY PRACTICE

* You may Refuse to Sign this Acknowledgement *

1, , have received a copy of this office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Netice of Privacy Practices, but
acknowledgment could not be obtained because:

O Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement

0O An emergency situation prevented us from obtaining acknowledgement
O Other (Please Specify)




