PLEASE PRINT THE FOLLOWING INFORMATION

NAME BIRTH DATE

ADDRESS \ HOME PHONE

CiTy 1‘ STATE ZIP

EMAIL WOULD YOU Lll?E TO RECEIVE TEXT REMINDERS? __
CHILD SINGLE MARRIED DIVORCED WIDOWED

OCCUPATION WORK PHONE

PLACE OF EI;dPLOYMENT

PHYSICIANS NAME

REFERRED BY

DENTAL INSURANCE YES NO SOCIAL SECURITY NUMBER

. PERMISSION FOR TREATMENT AND PROMISE OF PAYMENT
This is to certify that, the undersigned, consent to the performance of any and all procedures, and the use of any and all drugs
that are agreed to be necessary or advisable. [ also agree to accept full respon sibility for the payment of all associated with

procedures or drugs, and all costs incurred in the collection of those fees.

PATIENT OR LEGAL
GUARDIAN

DATE




TIME 3:24 PM Dr.Joshua Hudson DATE 5/20/2015

MEDICAL HISTORY
|
|

PATIENT NAME ‘Birth Date

.

. Although dental personnel primarily treat the area in and around your mouth, your moutq‘ is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
- following questions.

If yes, please Fxplain:
If yes, please lexplain:
If yes. please explain:

If yes, please explain:

-Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? ) Yes (O No

Have you ever had a serious head or neck injury? O Yes (O No

Are you taking any medications, pills, or drugs? O Yes O No

Do you take, or have you taken, Phen-Fen or Redux? (O Yes (O No
Have.you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates?O Yes O No

Are you on a special diet? O Yes O No

Do you use tobacco? () Yes O No

Do you use controlled substances? (O Yes O No

© Women: Arg you - e e - NI e e e
Pregnant/Trying to get pregnant? ) Yes (O No Taking oral contraceptives? () Yes (O No Nursing? O Yes O No :
- Are you allergic to any of the following? — --—----— -« = = wrmr wm omrmme e e s e e e o
[] Aspirin [ Peniciliin ] codeine [] Local Anesthetics [(JiAcrylic ] Metal [ Latex (] Sulfa drugs
[[] Other if yes, please explain: :
Do you have, or have you had, any of the following? . R
AIDS/HIV Positive O Yes O No | Cortisone Medicine O Yes O No | Hemophilia QO Yes (O No | Radiation Trealments O Yes O No
Alzheimer's Disease (O Yes (O No | Diabetes QO Yes (O No | HepatitisA O Yes (O No | Recent Weight Loss Yes () No
Anaphylaxis O Yes (O No | DrugAddiction O Yes (O No | HepatitisBorC QO Yes O No | Renal Dialysis 8 Yes 8 No .
Anemia O Yes O No | Easily Winded O Yes (O No | Herpes O Yes O No | Rheumatic Fever QOvYesQNo ;
Angina O Yes O No | Emphysema (Q Yes () No | High Blood Pfessure O Yes (O No | Rheumatism OYes ONo:
Adhritis/Gout QO Yes O No | Epitepsyor Seizures (O Yes O No [ HighCholesterol () Yes () No | Scarlet Fever QOYes ONo'!
Artificial Heart Vaive O Yes O No | Excessive Bleeding (O Yes (O No | Hivesor Rash QO Yes (O No | Shingtes QYes QNo:
Artificial Joint (O Yes (O No | Excessive Thirst O Yes O No | Hypoglycemia (O Yes () No | Sickle Cell Disease O Yes O No
Asthma O Yes O No | Fainting SpelisDizziness() Yes () No | Imegutar Heaftbeat () Yes () No | Sinus Trouble O Yes O No f
Blood Disease O Yes O No | Frequent Cough QO Yes O No | KidneyProbtams (O Yes (O No | Spina Bifida O Yes O No |
Blood Transfusion O Yes O No | Frequent Diarrhea QO Yes () No | Leukemia O Yes O No | Stomach/intestinat Disease O) Yes O No
Breathing Problem O Yes O No | FrequentHeadaches (O Yes (O No | Liver DiseaseL O Yes O No | Stroke QO Yes QNo:
Bruise Easily (O Yes O No | Genital Herpes QO Yes O No | LowBlood Pressure () Yes (O No | Swelling of Limbs Yes (O No .
Cancer O Yes O No | Glaucoma O Yes O No | Lung Disease: O Yes (O No | Thyroid Disease Yes () No |
Chemotherapy O Yes (O No | HayFever O Yes (O No | Mitral Valve Protapse O Yes (O No | Tonsilitis Yes () No .
Chest Pains O Yes O No | HeatAttackFailure (O Yes () No Osteoporosisi O Yes O No | Tuberculosis Yes () No
Cold Seres/Fever Blisters () Yes (O No | Heart Murmur O Yes O No | PaininJdawdoints ) Yes (O No | Tumors or Growths zes :° !
Congenital Hearl Disorder(O) Yes (O No | Heart Pacemaker O Yves O No | Parathyroid Dlsease QO Yes O No 3‘6'3'5 . =8 0
. ‘enereal Disease Yes () No
Convulsions + (O Yes O No | Heart TroubtesDisease (O Yes O No | PsychiavicCare (O Yes O No | youou jaundice Yes () No

Have you ever had any serious illness not listed above? O Yes (O No

Comments:

.

5 . . : :
To the best of my knowledge, the questions on this form have been accurately answered. 1 understand 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

DATE




Important Information For Gur Patients

Terms of Payment ‘x
The following is a guide to the terms of payment we accept. We are committed io working with

you to match a payment plan to your needs; therefore we ofter different options to our patients,
which allows for payment to be convenient and ﬂexibl%. We are available to answer any

questions you may have.

Dental Insurance !

We will gladly assist you with your dental insurance plan. To help us assist you in determining
your maximum benefit, please bring your insurance explanation of benefits booklet and your
insurance card to your first visit. Most plans cover only a portion of the dental fee, therefore as a
courtesy to our patients we will file your primary insurance for you but we ask that you pay the
non-covered balance at the time of service unless prio : arrangements have been made. If your
insurance company has not paid within 60 days you will be billed for the ynpaid balance and
payment in full will be expected at this time. We recqmmend you become directly involved in
communication with your insurance company in order to expedite paymens, An 18% APR will
apply to balances over 90 days. We do not accept assignment of benefits for secondary
irisurance, however, we will provide a claim to you, allovsing you to file and be reimbursed by

your secondary carrier. '

AUTHORIZATION AND RELEASE .
1 authorize the dental staff to perform the necessary dentai services for my diagr.osis, ireatment,
and receive payments from my insurance company. This office may file the necessary forms to
receive full benefits of coverage. t’

Payment Options ’

We accept Visa, MasterCard, American Express, money order, cash or personal check.
A convenient pre-payment plan. d |

A pre-authorized monthly payment plan on your credit card.

Date: Signature of Insured:

Appointments ,

In order to allow the best possible care for our patients we reserve a speci%c time just for you
and make every effort to see you as scheduled. We appreciate your prompiness and your
consideration in not changing your scheduled time. However, if you need to change your
appointment a 24-hour notice is expected. This givclé us the opportunity to schedule another
patient for treatment. A failed appointment fee of $50.00 will incur without a 24-hour notice.

|

We do everything possible to make your experience Ilwi'.h us pleasurable, therefore if {or any
reason you are not satisfied please let us know. We sincerely appreciate your confidence in our
practice and look forward to continued service to you.

Signature of Responsible Party Date




Kingston Village Dentistry

900 A Main Street
Conway, SC 29526

Phone: (843) 488-3710

Dear Patient:

In an effort to provide you with flexible payment arrangements, we have expanded our

payment policy.

PAYMENT ARRANGEMENTS ARE REQUESTED AT THE TIME OF YOUR VISIT

We now offer the following payment options:

___ Payment by cash
____ Payment by check

____ Payment by credit card

___Automatic monthly billing to your Visa or MasterCard

____ Guarantee any amount not covered by insurance with Visa or MasterCard.

Please make your choice, sign below and return to office

Our office is a fully approved and accredited user of the
Program which will enable you to use your Visa and Mas

manager before treatment.

Visa and MasterCard Health Care
terCard to automatically cover

amounts not paid by your insurance. You may also choose a comfortable amount to be
automatically billed to your Visa or MasterCard on a monthly basis.

If none of the above apply, please see the office manager,‘E Thank you.

Print your name here and sign below

X
Date:

COPYRIQG

HT, 1995,R.M.D.P.




Kingston Village Dentistry

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 (04/14/03), and will remain in effect until we

replace il.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitied by
applicable law. We reserve the right to make the changes in our privacy praclices and the new terms of our Notice effective for all
health information that we maintain, including health information we created 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 available upon request.

You may request a copy of our Notice at any time. For more inforration about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMAIION/ “
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 providing treatment to you.
Payment: We may use and disclose your health information to obtain payment Jor services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare
operations include quality assessment and improvement activities, reviewing 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 operations, you may give us
wrilten autharization to use your health information or to disclose it to anyone fof any purpose. If you give us an authorization, you may
revoke it in writing at any time. Your revocation will not affect any use or disddosures permitied 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 health 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 he’talth 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 he{lth information that is directly relevant to the person's
involvement in your healthcare. 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 filed prescriptions, medical supplies, x-rays, or other similar

forms of heaith information.

Marketing Health-Related Services: We will not use your health informati;on 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 health 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 health information to the
extent necessary to avert a serious threat to your heaith or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personne! under certain
circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, 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 circumstances.

Appoihhnent 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 also 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.___ for each page, $__ per hour for staff time to copy your health information, and postage if you want the copies mailed {o 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 heaith 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 assaciates disclosed your heaith
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, cosi-
based fee for responding fo these additional requests.

Restrigtion: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We
are nol 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 to alternative locations. {You must make your request in writing.} Your request must specify 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 right 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 questicns 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 health
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 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.
sontact Officer: Susan Buffkin
‘elephone: 843-488-3710 Fax: 843-488-3712
*-mail: shbkvd@sccoast.net
\ddress: 900-A Main Street Conway, SC 29526

12002, 2009 American Dental Association. All Rights Reserved

teproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires the

rior written approval of the American Dental Association.

his Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002; April 30, 2009).



