CONFIDENTIAL - 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 ( )
SexJM [JF Age Birth Date [ Married [7] Widowed [ Single 1 Minor
[1 Separated [.1 Divorced [ Partnered for years
Employer/Parents if Minor Occupation
Employer Address Employer Phone ( )
Spouse/Parent Name Spouse/Parent Birth Date
Spouse/Parent Employed by Occupation
Business Phone ( )

(Self) Social Security #

Who is responsible for this account?

In case of emergency, who should be notified?

Relationship to Patient:

Insurance Co.

Spouse/Parent's Social Security #

Relationship to Patient

Is patient covered by additional dental insurance? [ Yes [ No Subscriber's Name

Group #

Whom may we thank for referring you?

SS/ID# of Subscriber

Phone ( )

Birth Date SS# /ID#
Relationship to Patient
Insurance Co. Group #

Physician's Name

Date of last visit _

Have you ever taken any of the the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex,

Fastin (brand names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine)? [ Yes

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

[JNo

AIDS/HIV [DYes [INo Fainting or dizziness [TYes [1No Respiratory Disease [TYes [INo
Anemia [TYes [T No Glaucoma COYes INo Rheumatic Fever CYes [INo
Arthritis, Rheumatism [TYes [INo Headaches OYes [INo Scarlet Fever [CYes [INo
Artificial Heart Valves [TYes [1No Heart Murmur CYes INo Shortness of Breath [IYes [No
Artificial Joints [TYes [ No Heart Problems [COYes [INo Sinus Trouble [IYes [INo
Asthma [JYes [INo Hepatitis Type OYes [INo Skin Rash [TYes [INo
Back Problems OYes [1No Herpes OYes [INo Special Diet OYes [INo
Bleeding abnormally with [1Yes [INo High Blood Pressure OYes L[INo Stroke COYes [Neo
extractions or surgery Jaundice TYes [ No Swollen Feet or Ankles ClYes [ONo
Blood Disease CYes [INo Jaw Pain MYes [1No Swollen Neck Glands MYes INo
Cancer LYes [INo Kidney Disease CYes [INo Thyroid Problems CiYes OUNo
Chemical Dependency OYes [INo Liver Disease [MYes [JNo Tonsillitis Yes [INo
Chemotherapy LlYes [1No Latex Allergy CYes [ No Tuberculosis ClYes [INo
Circulatory Problems LYes L[INo Low Blood Pressure CJYes [INo Tumor or growthon head [JYes [1No
Congenital Heart Lesions  [1Yes L[] No Mitral Valve Prolapse [lYes [ No or neck
Cortisone Treatments Yes [INo Nervous Problems [lYes [INo Ulcer OYes TNo
Cough, persistent or bloody [] Yes 7] No Pacemaker [l Yes [1No Venereal Disease JYes CINo
Diabetes [dYes [JNo Psychiatric Care [OYes [JNo Weight Loss, unexplained [JYes [JNo
Emphysema LiYes [INo Radiation Treatment IYes [JNo
Epilepsy [OYes [JNo

OTHER SIDE —



| certify that I, and/or my dependent(s), have insurance coverage with and assign directly to Dr. __Warren R. Gase
Name of Insurance Company(ies)

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 dentist may use my 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 my
current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date

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

If so, what?

Have you ever responded adversely to medical or dental treatment? [ Yes [ No

Are you taking any medication at this time? [ Yes [ No If so, what?

List available to copy? [1Yes [ No

Pharmacy name & phone #:

Are you under the care of a physician? []Yes [ No For what conditions?

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

(Women) Do you suspect that you are pregnant? [1Yes [INo Due date

Are you nursing? [JYes [1No Taking birth control pills? [ Yes [1No

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

CERTIFICATION

To the best of my knowledge, the information provided on this form is complete and correct. | understand that it is my responsibility to inform my doctor if |
ever have a change in health. Signature

MINOR/CHILD CONSENT

| am the parent, guardian, or personal representative of and there are no court orders now in effect that prohibit
Please Print Name of Minor/Child

me from signing this consent. | do hereby request and authorize the dental staff to perform necessary dental services for the child named above, including

but not limited to x-rays, and administration of anesthetics, which are deemed advisable by the doctor, whether or not | am present when the treatment is

rendered.

FINANCIAL AGREEMENT
| acknowledge that payment is due at the time of treatment, unless other arrangements are made. | agree that parents, guardians or personal representatives
are responsibie for all fees and services rendered for treatment of a minor/child. 1 accept full financial responsibility for all charges for services or items pro-
vided to me or the patient. | understand that filing a claim with my insurance company does not relieve me from my responsibility for the payment of all charges.
| agree to pay any collection & or legal fees if applicable.

Signature of Patient, Parent, Guardian or Personal Representative Date

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

Has there been any change in the patient's health since the last dental appointment? [ Yes [INo For what conditions?

Is the patient taking any new medications? [J Yes [JNo If so, what?

Date Patient Signature Date Dentist Signature



Warren R. Gase, DDS, Inc.

{NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

l . have received a copy of this
office’s Natice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained hecause: ‘

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

0 Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff 15 permitted. Any other use, duplicatian or distribution of this form by any other party requires the prior
written approval of the American Dentat Asséciaﬁon.

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



Warren R. Gase, DDS, Inc.

{NAME OF PRACTICE})

N—OTICE OF PRIVACY PRACTICES

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 puTY

We are required by applicable federal and state law to maintain the privacy of your health mformatnon We are also
required to give you this Notice about our privacy practices. our-legal duties, and yaur-rights concerning your-health: .
information. We must follow the privacy.practices that are described: in: this. Notlce while: itis ifr etfect Thls Notrce :
takes effect - 4 /14/ 03 and will.remain in effect untif we replace it. - ~ -

We # reserve the right to charg e gt
changes are permltted’ by i
. new terms of odr Notice'
ed or received before we miade the changes Before we make a sugnlfrcant change in our pnvacy practlces we wrll
change this Notice and make the new Notice available upon request.

You may request a copy.of our Notice at any time. For more mformatlon about our privacy practrces or for addltlon
al copies of thrs Notice. please contact us usrng the information Irsted at the end of this Notrce

USES AND DISCLOSURES OF HEALTH INFORMATIQN
We use and disclose health rnformatlon about you for treatment, payment and healthcare. operatlons For example-

Treatment: We may use or disclose your health information.to a physician or other healthcare provider-pro-
viding treatment to you. .

Payment: We may use and 'dlsCIOSe' yoar health information to obtain payment for ServiceS' we provld'e to yoo
Healthcare Operations: We may use and disclose your health information in connectron wrth our healthcare per-
ations. Healthcare operations include quality assessment arid nmprovement actw:tles revrewmg the compete ]

qualifications of healthcare: professronals evaluating practitioner and provider performance. conductmg tramnng
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: in addition to.our use of your health information for treatment, payment or healthcare opera-
tions, you may give us wrtten authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in wrltmg at any time. Your revecation: 1ot affect.any use -
_or disclosures permitted by your authorization while it was in effect. Unless you giveusaw authonzatron we
cannot use or disclose your heaith infarmation for any reason except those described in thrs Notlce ’

To Your Famlly and Fncndr We miast disclose your health mformatlon to you as descnbed m the Patlent
Rights section of thts Not: . We may. dlsclose your ! health mformatlon toa famlly member friend or other pe s0n
to'the exient necessary to he pwith your healthcare or with payment fory your, healthca utjo_ ly if you agree that
we may do S0 : ' o '

. Persons lnvolvcd In Care. We may use or: dlsclose health mformatlen tonotrfy oF asslst in the notlflcatlon ofi

6 g only health mformatlon that,ls dlrectly relevant tothe person S’ mvolvement in your
healthcare We wnll also use our professaona{ ;udgment and.ourexperience with common prictice fo'make: reason:
able iriferences of your bestinterestin allowing a person to pick up filled prescriptions, meédical supplies, x-rays, or
other similar forms of health information.

Marketmg Health-Related Services: We will not'use your health mformat-on for imarketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are requirid 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 dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.



National Security: We may disclose to military authorities the heaith information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federat officials health information required for lawful intetli-
gence, counterintelligence. and other national security actiaties. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-

stances.

Appointment Reminders: We may use or disclose'your health mformahon o provude you with appointment
reminders (such as voicemail messages postcards, or letters). -

PATIENT RIGHTS
Access: You have the right to |ook 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 wilt 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 chargeyou $0..© for each page,
3 per hour for staff time to locate and copy.your health»mformatqm and postage if you want, copie e
to you. if you request’ n alter
that fo:mat If you prefer; we s J ary explaadti
us using the information listed at the end of this Notice for a full expia

Diaclosure Accountmg' You have the right to receive a list of instances in wh:ch we or our busmess associates
disclosed your heaith information for purposes. other than treatment. payment, healthcare opemtlons and certain
other activities, for the last 6 years, but not before Apni 14, 2003. if you. request! this accauntmg more than once ina
12-month period, we may charge you a reasonable. cost-based fee for responding to these additional requests.

Roatnction. You have the right to request that we place additional restrictions.on our use or disclosure of your
heaith information. We are not required to agree to these adéataonal restnctlons, bt if we do, we will ablde by-our

agreement (except in an emergency):

Alternative Communication: You have the rightto request that we commuriicate with you about your health infor-
mation by alternative means or {o alternative locations. (You must make your request in writing.} Your: requeﬁ ust
specify the altemative means or location, and prowde satnsfactory explanatlon how payments will be handted under
the alternative means or location you request,

Amendment: You have the nght to request | that we amend you; heaith mfonnattm. (Your nequest must be in wntmg,
and it must exglain why the mformahon should be amended ) We may deny your request under certain circumstances.

Electronic Notice: if you receive this Notice oy our Web site or by ele(;tromc mail (e-mail), you are entitied to
receive this Notice in written form.,

QUESTIONS AND COMPLAINTS
ifyou want more information about our privacy practlces or have questions or concems please cantact us.

If you are concerned that we may have violated your prwacy nghts or you disagree with a decision we made about
access to your health informationi or m responseto a requeést you made- to amend or resinct the. use or dlsclosure of
your heaith mformataon or to have us communicate with you by altemafwe means ar at alfematwe Eecahons 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. pmde you with the address to file your
complaint with the 4. S Department of tealth and. Human Semces upen request .

We support your night fo-the privacy of you - . tmatm We will’ not tetahate zn any way if you choose to file
a cemplamt with us.orwith the U.S, Departmeat of Hea th andHuman Semees.

Contact Offi icer: Ciﬂdy Apro . - P .
Tepron: 5139318001 pa 5‘3"931'4”
E-mail: -

asdress: 9294 Winton Rd., Cincinnati, OH 45231

D 2002 Amerncan Dental Association

Al Rights Resenved

Reproduction and use of this form by dentists and their staff is permdtted. Any other use. duplication or distabution of this iotm by any other party requires the pror
- written approval of the American Dental Association

This Form is educational onty, does not constitute legal advics, and covers oaly fode(&!. aot state, law (August 14, 2002).
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