“GETTING TO KNOW YOU”

How important is it for you to keep your teeth healthy for a lifetime?

If you could change one thing about your smile, what would it be?

What things are important to you about your dentist and/or dental practice?

What would you like to know about your dentist?

Please rate your last dental experience 1-10, 10 being the highest.
Would you like to explain?

Do you get reoccurring cold sores?

Do you snore or have you been told you snore?

Do you clinch or grind your teeth?

Do your get migraine headaches?

Are you interested in learning more about Botox and Juvederm and how it can
enhance your smile?



H eda | T h H 1Sto l'y FO 'm ADA American Dental Association®

i = U = America’s leading advocate for oral health
E mali_ Today's Date:

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

Name Home Phone: Include area code Business/Cell Phone: indude area code
Last First Middie ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of birth: Sexx M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone:
( ) ( )
Include area codes

If you are completing this form for another person, what is your relationship to that person?

Your Name Relationship

Do you have any of the fol[owing diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
Active Tuberculosis... = » B ElalE]
Persistent cough greater than a 3 week duratlon e |8 o T
Cough that produces blood .. oyl T o B0 )
Been exposed to anyone \mth tubercu[osus ! 1 1 B0 L

If you answer yes to any of the 4 items above, please stop and return | this form to the recept:omst.

De n ta ] I nfo r m @_’[I_O N For the following questions, please mark (X) your responses to the following questions. k g
Yes No DK " Yes No

DK
Do your gums bleed when you brush or floss? .............ccceeee... T OO O Do you have earaches or neck pains? ................ e S E
Are your teeth sensitive to cold, hot, sweets or pressure? ............. [0 [ [0 Do you have any clicking, popping or dlscomfort in the ]aw? s EHEL B
Does food or floss catch between your teeth? ..........ccccooveveeeeeeee. O O O Do you brux or grind your teeth? ..., 1 O 0O
Is your mouth dry?... & . OO O O Do you have sores or ulcers in your mouth? .........ccccccvrevrencerncnneee. 1 0 [
Have you had any penodontai (gum) treatments? ... . OO O O Do you wear dentures or partials? ............... « 1 0. B
Have you ever had orthodontic (braces) treatment" - e 1 O OO Do you participate in active recreational actn\rmes:"J ericprrs Ml B ] bl b
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? o e EESE]
treatment?.......ccoceeeen O o0Oog Date of your last dental exam:
| Isyour home water suppiy f!uondated? wrnssssssssisssisssssisieses 5 O | \Whatwas done at-that tirme?
Do you drink bottled or filtered water?.............. SRS b R 10 P
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?........... O O O
What is the reason for your dental visit today?
How do you feel about your smile?
M ed |Ca| I nfO rmatlon Please mark O()yuurresponse to mdfcafe if you have orhavenothadanyofthe following dfseases ormobiems
Yes No DK Es_ i:;_pk-
Are you now under the care of a physician? ... 0 0O O Hape you had a serious illness, operation or been
Physician Name: Phone: Include area code hospitalized in the past 5 years? ...........ccooveeevevvcvcinrsiireeseneee. 3 0 O
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
Are you in good health? .................... ieveieee. O O or over the counter medicing(s)? ..o .0 00
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
the pastyear? ................. - ceereeiemeseseeeeeeees. 1 0 00 and/or diet supplements:

If yes, what condition is bemg treated?

Date of last physical exam:

© 2007 American Dental Association
Form 5500



Medical | 1 formation Please mark O(J X) your response to indicate if you have or have not had any of the following diseases orpmblems
(Check DK if you Don't Know the answer to the queshon) Yes No DK Yes No DK |
Do you wear contact 1enses? ............ccccvovreveeececrcrnnenicveseninnneeeee. L1 0 0 DO you use controlled substances (drugs)?.........ccoeemencciccnivnnnnss O o0
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)?...................... T T O
knee, elbow, finger) replacement? .............. e 1 0O O If so, how interested are you in stopping?
Date: If yes, have you had any comp!lcatlons? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages?............ S Bl E=r
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?_
for osteoporosis or Paget’s disease? .........ccoveeevevererrneseneeencecveeeee. 1 1 O If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
| to begin treatment with the intravenous bisphosphonates PRGN S e e S P, e, e e o e L L
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
complications resulting from Paget's disease, multiple myeloma Taking birth control pills or hormonal replacement? s ST ]
| orTnetEsEhc Eanter Mo Sl S annenanaiaaedlavan B T E N ENORING D e Rl
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
| To all yes responses, specify type of reaction. Metals O oo
. Local anesthetics 0O O O Latex (rubber) EFT El
Aspirin O O O lodine £l El
Penicillin or other antibiotics OO O O Hay fever/seasonal El ]
| Barbiturates, sedatives, or sleeping pills O O O Animals £= 6 el
| Sulfa drugs O O O Food OO O
| Codeine or other narcotics O O O Other g 2
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems. '
Yes No DK Yes No DK Yes No DK
i Artificial (prosthetic) heart valve .............cccocoeeieveeeeieeiseieessessssesneneeneene L 1 [ | Autoimmune disease ............ (1 [1 [ Hepatitis, jaundice or :
| Previous infective endocarditis ... cereerrssienimeeneee 3 0 O Rheumatoid arthritis ..._......... 1 G B - herdsease, e OO o|
| Damaged valves in transplanted heart ...............................[] O [ Systemic lupus erythematosus. [1 1 [ Epilepsy ... e MR
Congenital heart disease (CHD) Asthma... ererennennsnsnnnees . 0 [ Fainting spells or seizures....... 0 O 0 |
' Unrepaired, cyanotic CHD .. PR RSN 72 I G (i 0 B!‘Oﬂchftls.._,......_.._.._.._,_‘__,,__ O O OO Neurological disorders...........0 O O |
Repaired (completely) in iast 6 months ..0 O O Emphysema.... O O O  [f yes, specify: |
Repaired CHD with residual defects ...............ccccoeeeeeeeecececcneeee. L1 O T Sinus trouble... O O O Skepdisorder......................0 O 0O |
= ) = 5 mos e o X =y TObEICKIONS b st sa 0 O O Mental health disorders ......... i 5 6
| ?gf‘e;; fgﬂﬁe{;ﬁdﬁ;ﬂgg llE’;vsr.@u" above, antibiotic prophylaxis is no longer recommended Cancer/Chemotherapy/ Specify: o |
Radiation Treatment ........... O O O Recurrent Infections..............0 O O
Yes No DK Yes No DK (Chest pain upon exertion ...... 0O O O  Type of infection:
| Cardiovascular disease. ......... O O O Mitral valve prolapse............. BB i CHONCHE o i O O O Kidney problems............cccou... B0 5 B b
| ANGING ..cceoveeeeeeeeseernneennn L3 01 [0 Pacemaker .. ...d O O Diabetes Typel or Hl.......00 O [ Night sweats =2 I B
| Arteriosclerosis ....................[0 O [0 Rheumatic fever ...d O O Eating disorder........ .0 O O Osteoporosis....... e B B (1
Congestive heart failure ........ [0 [0 [0 Rheumatic heart d}sease -0 0O O Malnutrition............... .0 O O Persistent mileﬂ giands
Damaged heart valves..........[0 [0 [ Abnormal bleeding..............[0 [ [0 Gastrointestinal disease.......... O 01Tl “anedis i Tiess 5 EE S B
Heart attack -.......c.oicivicenee. [1 ' [ Anemia.. .. O O G.E. Reflux/persistent Severe headaches/ |
Heart murmur ..........ccccocouu.. O O O Blood transfusuon Bl EL  heanhiin........ el 5 [ O TSR o R G % 0 s P o [
Low blood pressure............... O O O Ifyes, date: Licem g O O O Severeorrapid weightloss....0 O O |
High blood pressure.............[0 [0 [0 Hemophilia ........cc..cccceeeee... I 0O OO Thyroid problems .0 O O Sexually transmitted disease ... [0 [0 O |
Other congenital heart AIDS or HIV infection ............ 1 [0 [ Stroke......cccccooooeceveveeeeee. 1 [0 [0 Excessive urination................ 5 A el B
I defechs: s Bl BT Bl A e s cennnminaeen ] TELCELR BlGCOmMa: s S OoD0oDo
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..., O O 0
| Name of physician or dentist making recommendation: Phone:
| Do you have any disease, condition, or problem not listed above that you think I should know about? ............ccoccoueeeeerieeiceneecessiceeeceieeeeeeeeee. . 0 0O

Please explain:

. NOTE: Both Doctor and patlent are encouraged to discuss any and all relevant pat patient health issues prior to treatment.

| | certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:

FOR COMPLETION BY DENTIST

Comments:




PATIENT INFORMATION SHEET

THANK YOU, for selecting us. To help us meet all your dental health needs, PLEASE fill out form
completely. All information is held secure and protected by our office to conform HIPPA regulations.

Patient’s Name: ( )  Date:
First M Initial Last (PERFERRED NAME)

Patient’s Birth date: Patient’s Social Security No.

Is Patient: Male _ Female IsPatient: S M _ Divorced _ Widowed _ Minor Child __

IF Minor, Parent’s Or Guardian’s Name:

First M Initial Last

Street/PO Box City State ZIP

Home Landline Phone: ell Phone: E-Mail:

Driver’s License Number: Social Security No:

Employer: WKk Phone: X

Employer Address: How Long?
Address City State ZIP

Closest Relative NOT living in Household: &
Name CELL & Home Landline Phone #
Person to Call in Case of Emergency (Other Than Spouse):

&
Name Address CELL & Home Landline Phone #

Referred to Our Office By:

SPOUSE INFORMATION:
Full Name of Spouse: Birth date:

SSH: Phone: Cell or Home
Occupation: Employer: How Long:

Employer Address:

Street City State ZIP
Work Phone # ( ) X

PERSON RESPONSIBLE FOR ACCOUNT:
Name: (If different from Patient) Birth date:
SS#: Driver’s License #:

Home Address:

Street/PO Box City State ZIP
Home Landline Phone: Employer:

Work Phone: Relationship to Patient:
PLEASE, TURN form OVER and COMPLETE ALL INFORMATION, SIGN AND DATE, THANKS




I have NO dental insurance to cover any of my dental treatment.

Otherwise, complete information below.

DENTAL INSURANCE - PRIMARY INSURANCE
Full Name of Person Carrying Ins:

First M Initial Last
SS#: Personal ID#:
Both of these numbers must be provided for us to file your insurance.
Birthdate: Relationship to Patient:
Name of Employer Carrying Ins:
Dental Insurance Carrier: Group Number:
Ins. Address: Phone #:

DENTAL INSURANCE - SECONDARY INSURANCE

Full Name of Person Carrying Ins:

First M Initial Last
SSH: Personal ID#:
Both of these numbers must be provided for us to file your insurance.
Birthdate: Relationship to Patient:
Name of Employer Carrying Ins:
Dental Insurance Carrier: Group Number:
Ins. Address: Phone #:

| certify that I (the patient or parent/guardian of patient) have completed all information
to the best of my knowledge. Regardless of any insurance, | am totally responsible for
total balance of the account for all professional services performed on my behalf or
dependent(s).

Signature of Patient (or parent/guardian, if minor) Today’s Date



JOPLIN DENTAL ARTS

510 W. 32" Street
Joplin, MO 64801

OFFICE POLICY

Payments:
Payment for treatment is due in full at time of service. When scheduling treatment half must be paid at

time of scheduling appointment and the other half on day of or before services are rendered. Any special
arrangements for payment must be made prior to treatment with your financial coordinator or office
manager. Initial
Dental Insurance:
Our office files insurance claims as a courtesy to our patients. Employers offer dental benefits to help
employees pay for a portion of the cost of their dental care. Dental plans are designed to share in the cost
of your dental care, not to completely pay for those cost. The amount your plan pays is determined by
your employer with the insurance carrier. Your dental coverage is determined not by your dental needs —
but by how much your employer contributes to the plan. Our office can only estimate insurance coverage
from information provided by your insurance carrier. Your insurance carrier makes the final payment
determined on each claim for treatment. Any portion of co-payments and/or out of pocket expense must
be paid for at the time of scheduling and time of dental services. Initial
Dental Warranty
Unfortunately there are times when dental treatment may fail, because of this, We will warranty dental
treatment that is paid in full. We will cover in full restorations for 2 years and all other treatment for 5
years, only if patients follow the Joplin Dental Art’s recommendation for treatment, home oral hygiene
care and continuing care. All patients must maintain hygiene visits recommended by hygienists.___Initial
Cancelations, Reschedules and No Shows
Any cancelations or rescheduling should be done as soon as the patient becomes aware of any changes.
Out of courtesy to our other patients and dental team, we request two full business day minimum notice.
This policy allows our office to provide timely service to all our patients that need appointments. If a
patient does not call to cancel or reschedule an appointment, or does not show, it is possible that the
patient may or may not be eligible to reschedule for future appointments. A $25 office fee per each
missed hour will be charged. Our office is open for business Monday through Thursday 7am to 5pm.
Initial

I assume the responsibility of updating any changes in the “Patient Information” and ‘““‘Health History”
forms at future visits. | consent to the dental treatment deemed necessary by Joplin Dental Art’s with the
understanding of a mutual agreement before treatment begins. Joplin Dental Art’s will assist in filing
dental insurance when eligible, but I understand I am responsible for all cost of any collection fees,
including reasonable attorney fees. Initial

I consent to Joplin Dental Art’s taking photographs, videotape, and or digital recordings for marketing
and training purposes. Initial

We would like to notify you that we record all phone calls for training purposes.

Signature of patient or legal guardian: Date:




Robert W. Renger, D.D.S. & Gregory B. Kivett Jr., D.D.S

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I, , have reviewed and received a copy of this office’s
Notice of Privacy Practices explaining:

1. How Joplin Dental Arts will use and disclose my protected health information.
2. My privacy rights with regard to my protected health information.
3. Joplin Dental Arts obligations concerning the use and disclosure of my protected health information.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions 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 health 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 Service.

Contact Person: Megan Kivett or Sue Layton
Telephone: 417-781-6767 Fax: 417-623-5177

E-mail: ___sue@joplindentalarts.com

Address: 510 W. 32™ Street Joplin, MO 64804

PLEASE Print Name: Signature:

Today’s Date: Relationship to Patient (if patient is a minor):

For Office Use Only

We attempted to make good faith effort to obtain written acknowledgement of Receipt of our Notice
of Privacy Practices, but acknowledgement could not be obtained because:

O Individual refused to sign (Date of Refusal) / / /

O Communications barriers prohibited obtaining the acknowledgement

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

© 2002 American Dental Association
All Rights Reserved

Reproduction 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 prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



Robert W. Renger, D.D.S. & Gregory B. Kivett Jr., D.D.S.
CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:

Social Security Number: Patient Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to
carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this
Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and
disclosures we may make of your protected health information, and of other important matters about your protected health
information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before signing
this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply protected
health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:
Contact Person: Megan Kivett or Sue Layton

Telephone: 417-781-6767 Fax: 417-623-5177

E-mail: __sue@joplindentalarts.com
Address: 510 W. 32™ Street Joplin, MO 64804
SIGNATURE:

I, , have had full opportunity to read and consider the contents of this
Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to
your use and disclosure of my protected health information to carry out treatment, payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name: Date:

Relationship to Patient:

Stop.  ONLY complete Section C if you do not Consent.

SECTION C: RIGHT TO REVOKE: Please read carefully before signing.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took
in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if
you revoke this Consent.

Signature: Date:

If this Revoke of Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name: Date:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.



