TIME 2:51 PM DATE 6/26/2013
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: D Policy Holder Preferred Name:
[ ] Responsible Party
Responsible Party (if someone other than the patient)
First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder

O Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: ) Male () Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: - Age: Soc. Sec: Drivers Lic:
E-mail: [ ] I'would like to receive correspondences via e-mail.
Section 2 Section 3
Employment Status: () Full Time () PartTime () Retired Additional Comments:
Student Status: (7)) Full Time (O Part Time

Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:
Primary Insurance Information
Name of Insured: Relationship to Insured:") Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of Insured: Relationship to Insured:_) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:
Rem. Benefits: .00 Rem. Deduct: .00




TIME 2:51 PM

PATIENT NAME

Kevin P. Matthews, DDS, PA

MEDICAL HISTORY

Birth Date

DATE 6/26/2013

Although dental personnel primarily treat the area in and around your mouth, your mouth 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.

Are you under a physician's care now? () Yes () No
Have you ever been hospitalized or had a major operation?O Yes Q No
Have you ever had a serious head or neck injury? () Yes () No

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

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No
Have you ever taken Fosamax, Boniva, Actonel or anyO Yes Q No

other medications containing bisphosphonates?

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

—Women: Are you

Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No

Are you allergic to any of the following?

[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Local Anesthetics

[ ] Other If yes, please explain:

[ ] Acrylic [ ] Metal

Nursing? () Yes() No

[ ] Latex

[ ] Sulfa drugs

—Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes () No
Alzheimer's Disease (O Yes () No | Diabetes (O Yes O No
Anaphylaxis (O Yes (O No | Drug Addiction (O Yes O No
Anemia (O Yes (O No | Easily Winded (O Yes (O No
Angina (O Yes () No | Emphysema (O Yes () No
Arthritis/Gout (O Yes () No | Epilepsy or Seizures () Yes () No
Artificial Heart Valve (O Yes () No | Excessive Bleeding (O Yes () No
Artificial Joint (O Yes () No | Excessive Thirst (O Yes () No
Asthma (O Yes (O No | Fainting Spells/Dizziness () Yes () No
Blood Disease (O Yes (O No | Frequent Cough (O Yes (O No
Blood Transfusion (O Yes () No | Frequent Diarrhea (O Yes () No
Breathing Problem (O Yes () No | Frequent Headaches () Yes () No
Bruise Easily (O Yes () No | Genital Herpes (O Yes () No
Cancer (O Yes () No | Glaucoma (O Yes O No
Chemotherapy (O Yes (O No | Hay Fever (O Yes (O No
Chest Pains (O Yes () No | Heart Attack/Failure (O Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes O No
Congenital Heart Disorder()) Yes (O) No | Heart Pacemaker (O Yes O No
Convulsions (O Yes (O No | Heart Trouble/Disease () Yes () No

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

Comments:

Hemophilia (O Yes () No
Hepatitis A (O Yes () No
Hepatitis B or C (O Yes O No
Herpes (O Yes (O No

High Blood Pressure () Yes () No
High Cholesterol (O Yes (O No
Hives or Rash (O Yes (O No
Hypoglycemia (O Yes () No
Irregular Heartbeat () Yes () No
Kidney Problems (O Yes () No

Leukemia O Yes O No
Liver Disease O Yes O No
Low Blood Pressure () Yes () No
Lung Disease (O Yes () No
Mitral Valve Prolapse () Yes () No
Osteoporosis (O Yes () No

Pain in Jaw Joints () Yes () No
Parathyroid Disease () Yes () No
Psychiatric Care (O Yes () No

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida

(O Yes ) No
O Yes O No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No

Stomach/Intestinal Disease () Yes () No

Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellow Jaundice

(O Yes () No
(O Yes (O No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No
(O Yes () No

To the best of my knowledge, the questions on this form have been accurately answered. | 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




l

Kevin P. Matthews, DDS, PA

ACKNOWLEDGEMENT OF RECEIPT

| acknowledge that | received a copy of Dr. Matthews' Notice of Privacy Practices.

Patient name

Signature i Date

For Office Use only

We attempted fo obtain written acknowledgement of receipt of our Nofice of Privacy Practices, but aknowledgement
could not be obtained because;

Individual refused to sign
Communications barriers prohibited obtaining the acknowladgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)




Kevin P. Matthews, DDS, PA
4210 N. Roxboro Street, Suite 130
Durham, NC 27704

Our Financial Policy

Thank you for choosing us for your dental care. We are committed to the success of your

treatment, Please understand that payment of your bill is considered part of your treatment.
The following is a statement of our Financial Policy. We respectfully request that you initial

each paragraph aand sign at the bottom. Thank you.

Regarding Payment...

FULL PAYMENT IS DUE AT THE TIME OF

SERVICE
We accept cash, checks, or VISA/MC

We also offer payment plans through Care Credit.

Regarding Missed Appointments...

In an effort to keep timely appointments our office
does niot “double book™ appuintment times, Our
time is reserved and dedicated solely to you and
you will seldom, if ever, have to wait. Because of
this changes in our schedule can be catastrophic.
We ask that any cancellations or changes to your
appointment times be made at least 24 hours prior
to your scheduled appointment. If we are not
notified 24 hours prior to your appointment, then
we may regrettably charge your account. Missed
appointments are charged $40.

Regarding Contracted Insurance...

Qur practice participates withi the following
insurance plans: MetLife, Ameritas and Aetna. If
you have any question whether or not our practice
participates with your particular plan, please speak
directly with the receptionist. If your plan is one
with which we participate, we will bill and collect
according to your plan. All deductibles, co-
payments and disallowed charges will be due at the
time of service.

Regarding Non-Contracted
Insurance...

Your,insurance coverage is a contract between you
and your insurance company. Our professional
services are rendered to you and not to your
insurance company. Therefore, you are directly
responsible to us for the obligation of payment for
treatment. We will do the utmost to help you derive

the maximum benefits to which you are entitled,
provided you supply us with a current insurance card.
Please be aware that some of the services provided
may not be covered or be considered above the
“usual and customary.” Our practice is committed to
providing the best treatment for our patients, while
charging what is reasonable and customary for our
area. You are responsible for payment of you
account, regardless of any insurance company’s
arbitrary determination of usual and customary fees,
1f insurance has not responded to a claim within 60
days of submittal, the full account balance becomes
the account holder’s responsibility.

Regarding Unpaid Balances...

Past due balances are subject to a monthly service
charge of 1.5% minimum. Any unpaid balance after
90 days will be subject to collection, including
without limitation, referring the account to a
collection agency and or bringing an action in the NC
courts. You will be responsible for any cost incurred
during the collection procedures. We realize that
emergencies occur. Should an unforeseen situation
prevent you from making a prearranged payment,
please contact our office to avoid the possibility of a
misunderstanding,

Signature of patient or responsible party

Date



Effective date of notice: 10/11/04
NOTICE OF PRIVACY PRACTICES
Kevin P. Matthews, DDS, PA
4210 N. Roxboro Street, Suite 130, Durham, NC 27704
{919) 479-1970
Contact Officer: Alice Matthews

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY

We respect our legal obligation to keep health information that identifies you private. We are obligated by law to give you
notice of our privacy practices. This Notice describes how we protect your health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The maost common reason why we use or disclose your health information is for treatment, payment or health care
operations. Examples of how we use or disclose information for treatment purposes are: setting up an appointment for you;
examining your teeth; prescribing medications and faxing them to be filled; referring you to another doctor or ¢linic for other health
care or services,; or getting copies of your health information from another professional that you may have seen before us.
Examples of how we use or disclose your health information for payment purposes are: asking you about your health or dental
care plans, or other sources of payment; preparing and sending bills or claims; and collecting unpaid amounts (either ourselves or
through a collection agency or attorney). "Health care operations" mean those administrative and managerial functions that we
have to do in order o run our office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits; internal quality assurance; personnel decisions; participation in managed care plans; defense of legal
matters; business planning; and outside starage of our records.

We routinely use your health information inside our office for these purposes without any special permission. If we need
to disclose your health information outside of our office for these reasons, we usually will not ask you for special written permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
In some limited situations, the law allows or requires us to use or disclose your health information without your
permission. Not all of these situations will apply to us; some may never come up at our office at all. Such uses or disclosures are:

» when a state or federal law mandates that certain health information be reported for a specific purpose;

« for public health purposes, such as contagious disease reporting, investigation or surveillance; and notices to and from

the federal Food and Drug Administration regarding drugs or medical devices;

¢ disclosures to governmental authorities about victims of suspected abuse, neglect or domestic violence;

» uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits by Medicare or

Medicaid; or for investigation of possible violations of health care laws;

¢ disclosures for judicial and administrative proceedings, such as in response to subpoenas or orders of courts or

administrative agencies;

« disclosures for law enforcement purposes, such as to provide information about somecne who is or is suspected to be a

victim of a crime; to provide information about 2 crime at our office; or to report a crime that happened somewhere else;

« disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral directors to

aid in burial; or to organizations that handle organ or tissue donations;

« uses or disclosures for health related research;

¢ uses and disclosures to prevent a serious threat to health or safety;

s« uses or disclosures for specialized government functions, such as for the protection of the president or high ranking
government officials; for lawful national intelligence activities; for military purposes; or for the evaluation and heaith of
members of the foreign service;
disclosures of de-identified information;
disclosures relating to worker's compensation programs;
disclosures of a "limited data set" for research, public health, or health care operations;
incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;
disclosures 1o "business associates" who perform health care operations for us and who commit to respect the privacy of
your health information;

> ® & 5

Uniess you object, we will also share relevant information about your care with your family or friends who are helping you
with your dental care.

APPOINTMENT REMINDERS

We may call or write to remind you of scheduled appointments, or that it is time to make a routine appointment. We may
also call or write to notify you of other treatments or services available at our office that might heip you. Unless you tell us
otherwise, we will mail you an appointment reminder on a post card, and/or leave you a reminder message on your home
answering machine or with someone who answers your phone if you are not home.
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- Authorization for Release of Informatioh — Compound Release

Name of Patient Date of Birth

15 authorized to release protected health information
about the above named patient in the following manner and to identified persons.

- Entity to Receive Information.’ i BRI S S -Descrlptlon ofinformation to be released. Clieck'each "
f‘Check ¢ach persora/entxty that you approve 1o receive ‘_ . that can be glven to person/enhly on the left in the same
information. . | - o L section.
3 Voice Mail L] Results of lab tests/x-rays
i ~Giher
Ll Spousé (provide name and phone number) D Finaricial
D Medical
D Parent (provide name and phone number) O Financial
D Medical
' D Email communication-Provide email address* Financial
[ Medical

*In order for email communicalion to occur, please accept

S I:I Breach notification
ihe disclosure below:

[ For email conmununication I understand that if email is not sent in an encrypted manner there is a risk it could be
accessed inappropriately. T still elect to receive email communication,

O Communicalion about ireatment altemnatives even if this office is being compensated for making the communication.

Patient Righis:
e ] have the right to revoke this authorization at any time,
* Imay inspect or copy the protected healih information to be disclosed as described in this document.

* Revocation is not effective in cases where the information has already been disclosed but will be effective
going forward.

 Information used or disclosed as a result of this authorization may be subject to redisclosuré by the recipient
and may no longer be protected by federal or state law.

* Thave the night to refuse to sign this authorization and that my treatment will not be conditioned on signing.

The information is released at the patient’s request and this authorization will remain i effect until
revoked by the patient.

Date

Signature of Patient or Personal Representative
*Deseription of Personal Representative’s Authority (attach necessary documentation)

Revised August 2013




