PATIENT REGISTRATION AND MEDICAL HISTORY

Date (PLEASE PRINT) Home Phone { )
Patient

Last Name First Name Middle Initial Preferred Name
Street Address City State Zip
E-mail Cell Phone ¢ )
Sex [ M [JF Age Birthdate [ Married [] widowed ] single [ Minor

[ Separated [] Divorced [] Partnered for years

Employer/School Occupation

Employer/School Address

Spouse/Parent Name

Spouse/Parent Employed by

Business Address

Occupation

Employer/School Phone (
Spouse/Parent Birthdate

)

Business Phone (

Who is responsible for this acceunt?

}

Relationship to Patient

Social Security #

Name of Dental Insurance Company
In case of emergency, who should be notified?

Whom may we thank for referring you?

Phone (

Spouse/Parent's Social Security #

Group Number

)

Physician’'s Name

MEDICAL HISTORY

Have you ever had any of the following? (check boxes that apply):

O Allergies
[ Arthritis

O Artificial Heart Vaives or Joints, Screws, etc

[1 Back Problems

[ Bleeding Abnormally

[ Blood Disease

J Cancer

O Chemical Dependency

1 Chronic Diarrhea

] Circulatory Problems

1 Congenital Heart Lesions
[ Diabetes

[ Epilepsy

[ Headaches

1 Heart Murmur

[1 Heart Problemns

O Hemophilia

[] Hepatitis, Jaundice or Liver Disease
[1 Hernia Repair

O High Blood Pressure
{1 HIV/AIDS

1 Low Blood Pressure
O Mitral Valve Prolapse
0 Nervous Problems

Date of Last Physical

[1 Pacemaker

[ Psychiatric Care

[ Radiation Treatment
[ Recent Weight Loss
1 Respiratory Disease
O Rheumnatic Fever

O Sinus Problems

3 Special Diet

|j Stroke

[ Swollen Neck Glands
1 Ulcer

3 Venereal Disease

Da you have any drug allergies or have you ever had an adverse reaction to any medication or anesthesia? [J Yes [ No

If so, what?

Have you ever responded adversely to medical or dental treatment? O Yes [JNo

Are you taking any medication at this time?

If so, what?

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combirations of tonimin, Adipex, Fastin
{brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine.) [] Yes

Are you under the care of a physician? [JYes [J No

If patient is a child, what is his/her weight?

For what conditions?

[ No

(Women) Do you suspect that you are pregnant? ] Yes

Are you nursing? T]Yes []No

Is there anything else we should know about your medical history?

[ No Due date

Taking birth control pilis? [1Yes [ No
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CERTIFICATION

To the best of my knawledge, the information provided on this form is complete and correct. | understand that it is my responsibility to
inform rmy doctor if my minor child ever has a change in health,

MINOR/CHILD CONSENT

I am the parent, guardian, or personal representative of

Please Print Name of Minor/Child

and there are no court orders now in effect that prehibit me frerm signing this consent. | do hereby request and authorize the dental staff
te perform necessary dental services for the child named above, including but not limited to x-rays, and administration of anasthetics,
which are deemed advisable by the doctor, whether or not | am present when the treatment is rendered. .

INSURANCE ASSIGNMENT AND RELEASE

| certify that my dependent(s) is covered by insurance with

Name cf Insurance Company(ies)

and assign directly to Dr. i all insurance benefits, if any,
otherwise payable to me for services rendered. | understand that { am financially responsible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insurance submissions.

The above-named dector may use my minor/child’s health care information and may disclose such information to 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 the current treatment plan is completed or one year from the date
signed below.

FINANCIAL AGREEMENT

| acknowledge that payment is due at the time of treatment, uniess other arrangements are made. | agree that parents, guardians or
personal representatives are responsible for all fees and services rendered for treatment of a mincr/child. | accept full financial
responsibility for all charges for services or items provided to me or the patient. | understand that filing a claim with my insurance
company doss noi relieve me from my responsibility for the payment of all charges.

Signature of Parent, Guardian or Personal Representative Date

Please print name of Parent, Guardian or Personal Representative Relationship to Patient

For what conditions?

MEDICAL HISTORY UPDATE

Has there been any change in the patient’s health since the last dental appointment? ] Yes [ No

For what conditions?

fs the patient taking any new medications? : f so, what?

Is the patient taking any new medications? If so, what?
Date Patient Signature
Date Dentist Signature

MEDICAL HISTORY UPDATE

Has there been any change in the patient's health since the last dental appointment? ] Yes [ No

Date Patient Signature

Date Dentist Signature



ILYA DAYN, DM.D_, PC.
10455 Park Meadows Drive 2002 Wisconsin Dental Association
Lone Tree, CO 80124 (800) 243-4675

[insert Name of Praciice]

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YCOU CAN GET ACCESS TO
THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

Federal and state faw requires us to maintain the privacy of your health information. That law also requires us to give you this notice about our privacy
practices, our legal duties, and your rights concerning your health information. We must follow the privacy prachces we describe in this nofice while it is in
effect. This notice takes effect April 14, 2003, and will remain in effect until we replace it.

We reserve the right fo change our privacy practices and the terms of this notice at any time, provided such applicable law permits the changes. 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
informaticn we created or received before we made the changes. Before we make a significant change in our privacy practices, we will change this nofice
and make the new nofice available upon request.

You may request a copy of our notice at any ime. For more information about our privacy practices, or for additional copies of this nofice, 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 freatment, payment, and health care cperations. For example:
‘Treatment: We may use your health information for treatment or disclose it to a dentist, 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 1o you. We may also disclose your health
information to another health care provider or entity that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose your health information for our health care operafions. Health care operations include quality
assessment and improvement activities, reviewing the competence or qualifications of health care professionals, evaluating practitioner and provider
performance, conducting fraining programs, accreditation, certification, licensing or credentialing activities. We may disclose your health information to
another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support some of their health
care operations. We may disclose your information to help these organizations conduct quality assessment and improvement activities, review the
competence or qualifications of health care professionals, or detect or prevent health care fraud and abuse.

On Your Authorization: You may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect any uses 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 deseribed in this notice.

To Your Family and Friends: We may disclose your health information to a family member, friend or other persen to the extent necessary to help with
your health care or with payment for your health care. Before we disclose your health information to these people, we will provide you with an opportunity
to object to our use or disclosure. If you are not present, or in the event of your incapacity or an emergency, we will disclose your medical information based
on our professional judgment of whether the disclosure would be in your best interest. We may use our professional judgment and our experience with
common practice to make reasonable inferences of your best interast in allowing a person to pick up filled presctiptions, medical supplies, x-rays, or other
similar forms of health information. We may use or disclose information about you to nofify or assist in nofifying a person involved in your care, of your
location and general condition.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, post-
cards, or lefters.)

Disaster Relief: We may use or disclose your heaith information to a public or private entity authorized by law or by its charter to assist in disaster relief
efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or
benefit
*  as required by law;
= for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding
work-related illness or injury;
+  toreport adult abuse, neglect, or domestic viclence;
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* {o health oversight agencies;

* inresponse to court and administrative orders and other lawful processes

*  tolaw enforcement officials pursuant to subpoenas and other lawful processes, conceming crime vigtims, suspicious deaths, ¢crimes on our
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;

= to coroners, medical examiners, and funeral directors;

= io an organ procurement organizations;

+ to avert a serious threat to health or safety;

* in connection with certain research activities;

* o the military and fo federal officials for lawful intelligence, countenntelllgence and national security activities;

= 1o correctional institutions regarding inmates; and

= as authorized by state worker's compensation laws.

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 request access by sending us a letter to the address at the end of this notice. If you request copies, we will charge you a
reasonable cost-based fee that may include labor, copying costs, and postage. 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 may—but are not required to—preparc a summary or an explanation of your health
information for a fee. Contact us using the information listed at the end of this nofice for more informatizi: about fees.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information over the
last 6 years {but not before Aprl 14, 2003). That list will not include disclosures for treatment, payment, health care operations, as authorized by you, and for
certain other activities. 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. Contact us using the information fisted at the end of this nofice for more information about fees.

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 will abide by our agreement (except in an emergency). Any agreement we may make to a request for
additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your request is not binding unless our
agreement is in wiiting.

Alternative. Communication: You have the right to request that we communicate with you about your health information by alterative means ot to
alternative locations. You must make your request in writing. You must specify in your request the alternative means or location, and provide satisfaclory
explanation how you will handie payment 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 we should amend
the information. We may deny your request under certain circumstances.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concems, please contact us using the information listed at the end of this
notice.
If you believe that:

- we may have violated your privacy rights,

*  we made a dacision about access to your health information incorrectly,

*  ourresponse to a request you made to amend or restrict the use or disclosure of your health information was incorrect, or

*  we should communicate with you by alternative means ot at alternative locations,

you may contact us using the information listed below. 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 Hurman Services upon request.

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

Provider Contact Office:

Telephone: Fax:

E-Mail:

Address:
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ILYA DAYN, D.M.D., P.C.

2002 Wisconsin Dental Association
(800) 243-4675

10455 Park Meadows Drive
Lone Tree, CO 80124

[fInsert Name of Practica]
SECTION A: The Patient.
Name:
Address:
Telephone: | E-mail:
Patient Number: | Social Security Number:

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice.

l, , acknowledge that | have received a Notice of

Privacy Practices from the above-named practice.

Signature: Date:

If a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual's signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE.

| attest that the above information is correct.

Signature: Date:
Print name: Title:

Include this acknowledgement of receipt in the individual’s records.

ACKNOWLEDGEMENT OF
wom  PRIVACY PRACTICES

REC
NOT
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