Your full name, Mr., Mrs., Miss, Ms., Dr.

Bt what name would you prefer to be called in our office?.

Residence Address City

Age 0.C.B.
Social Security number

Zip

Mailing Address City

Residence Phene Business Phone

Zip

Employer Name and Address Occupation

Policy #

Dental Insurance coverage, if any

Medical Insurance coverage Policy #

If covered by spouse’s [ parent's insurance, list their name and employer's name and address

Name of nearest relative not residing with you

Phone #

Is your problem accident related? Referred by

General Dentist Physician

INSTRUCTIONS: Please answer all the queslions as accuralely, as honestly, and in as much detail as possible.
The accuracy and completeness of your answers directly affect the diagnostic decisions made on your behalf.
Although some questions may seem “strange’ or not applicable to you, there is a specific reason behind each
guestion asked. Your confidentiality will be respected. Please give this your “best effort”.

I MEDICINES:
1. Please list all medications you are now taking:

1. 2. 3. 4.

2. Please list all medications you dre sensitive or allergic to:

1. 2. 3.

. FOOD ALLERGIES:

1. Please list all foods that you are sensitive or allergic to including those that regularly “upset your

stomach’.

1. 2 3

li. NUTRITIONAL HISTORY:
1. Do you usually eat:

Breakfast Yes [J No [ lLunch Yes IO No O

Between Meals Yes [ No O

2. How often do you have:

How Many Times

Milk

Dinner Yes{3 No[Q

Before Bed Yes [0 No [

How Many Times
Weekly?

--OR— Never?

Dairy Products

Coffee and/or Tea

De-caff Coffee

Refined. Sugar

White P cad
Artificial Sweeteners

Soft Drinks {Reguiar)

Soft Drirks ey

Fastries

Alcohol

Beer —

Wine

Salt

Vegetables




How Many Times How Many Times
Daily? —OR— Weekly? —0OR— Never?
Hot Dogs
Cold Cuts
Salads
Fresh Fruits
Frozen Fruits
Canned Fruits
Red Meats
Seafood
Poultry
T.V. Dinners
ltalian Food
Chinrese Food
Fast Food
(ie McDonalds)
Smoking
Candy
lce Cream
Other

iv. MEDICAL HISTORY:
1. Mark an X in ths appropriate space indicating whether you have ever had, have had in the past year,
or now have any of the following conditicns or symptoms:

Have Previous Current
Never Had Condition Condition

Swollen, stiff or painful joints: where? ...
Osteoarthritis (neck. joints, ele)
Rheumatoid arthritis ... ISR UUUUPURURPIO
Cortisone therapy ... e ST
Heart troUBIe e
Heart murmur ... RO I T e
Pains or tightness inchast.......... O VUUUIPRPPRPR
Fast pulse, heart paipations, thumping.

OF TACING MEAMT o
Low blood pressure (hypotension) ..., e
High biood pressure {nypertension) ... T
DO0r CITGUIBTION L e e ey e
Fainting speils or feeling fam ............. BRI e
Swollen ankles orfeet ... TP TR
Hands or feet getcold. .o RUTRTTRTRRRRO
Rheumatic fever ... ... e PR
Searlet fever TR D
17. Totatiointrepiacement ... ...

18, Brittle fingernails . ... U UP PP
19, Tendency 10 be 100 hof oreocid L TRV
BruiSE BASIHY i i e e e e ‘
Siow hediing SOres .. . TR R
Muscle soreness or st !ffﬂpa: Wi |erP’? e
Diapeies

Mora threty 1nan el
High or 0w 200 car
Shoriness of breath

Frequari colds

e T e S L R A
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Have Previous Current
Never Had Condition Condition

29. Do you consider yourself a nervous person ... .. ‘
30, Difficulty falling asleep or staying asleep ............... :
31. Do you feel you are under a significant amount

Of S1ress Griension . ...
32. Psychological or psychialric care ... e o
33. Frequently irritable ... ... B L
34. Ulcers, heartburn, or digestive preblems . ... ..
35, Skin problems, rashes, psoriasis, etc. ... RO
36. ConvulsSions Crepilepsy ..o
37, Present or previous use of tranquilizer; which? ...
38. Present or previous use of mood elevators; which? .
39. Endocrine or hormone problems ...
40. Birth contrel pills ...
41, Venereal Disease ...
A2, DIUQ OVETUSE ..o
43, AICOhOI OVETUSE ..o
44. Familial Mediterranean Fever ...

oooooooogoooaon g
oDoodiooooogaoono gal
JooocoOoogoogogan do

V. FAMILY HISTCRY:
1. Has you mother or father, or their parents had any of the following discrders? Indicate which reiative.

1. Diabetes 2 Arthritis 3. Alcoholism

4. Thyroid 5. Cancer

Vi, Personal History:
1. Please {ist your most serious ilinesses and injuries:

2. Please list your hospitalization history:

3. Are you now, or have you been, in the last five years under the care of a physician?
Please write reason:




Vii. HEAD, NECK AND FACE SYMPTOMS:
1. Mark an X in the appropriate space indicating whether you have had, or now have, any of the following
symptoms or conditions and whether it occurred on the left side or right side or both:

Have Previous Current
Never Had Condition Condition Right Left
45, Accident or trauma to head, face
or neck* (evenasachild) ... .. O [ O O O

*Please explain
46. Painin, around, or behind eyes
47. Eyesblink or water mostoftime . ..
48. Eyesightblurs ... ... ... .
49. Eyesightgetingworse ... .. ..
50. Sinusproblems . ... ...
51. Nose stuffed when don't have a cold
52. Nose runs when you don't have a
cold ... .
53. Dizziness or lightheadedness
54, ltchiness or stuffiness in ears
55. Runningears ....... . ... .. ..
56. Excessiveearwaxformed ... ..
57. Ringing, hissing or buzzing
soundsinears ... ...... ...
58. Grating noise in ears (like
sand particles ...... ........
E9. Earacheorearpain ..........
80. Hearingloss ........ ... ...
61. Accident to teeth o
82. Brokenjaw ... ........ . ...
£3. Paininoraroundjaw joint ... ..
64. AnyNoiseinJawJoints ... ..
65. Mouth goes o one side when
fullyopened ... ... ...
66. Difficult or painful to swallow
{food, pills) ... ......... ...
67. Generallysoremouth . ... ...
68. Dry mouth (not enough saliva) ..
69. Painful orburning tongue . .. ...
70. Painfutorscreteeth ... . .. ..
71. Teeth sensitive to hot or cold
72. Gum disease or bleeding gums
73. Oralsurgery . ... ...
74. Wisdom teeth extracted ... ...
75. Generalanesthesia ... .. ...
76. Teeth groundon by gentist . . ..
77 Orthodontia (braces) .. ... .. ..
78, Neckinjury or operafion ... .. ..
79. Twisting neck guickly, makes noises
8C. Lumpsorswellinginneck ... ..
81. Chronicstiffneck ...... . ...
82. Neckaches AU
83, Whiplash neck injury . . _
84. Cervical traction neck coilar ... ..
85. Chronicdrycough ... ... ..
86. Throat hoarse of sore when you aon't
haveacold ... ..... ... ... .
87. Chronic feeling of foreign object
{chicken bone) in the throat

M O COODOoOoOoOoooooOooooodooo o OooooOn O oouaog oooogd
0 O Cooooooooooouooodoon o oooooonD 0 oDoooo ouocodd
N N oooooDooocoungocooooo o OO00o0DQoo0 O Ooooo oooodo
O D_DDDDDDDDDDDDDDDDDDDD O ConOooQgoo O Uoooo ooogood
N O Ooooooooooooooooodon o ooofoQoooO O Oooooo cooool




Have Previous
Never Had Condition

Condition

Current

Right

Left

88. Numbness of shoulder, arms,
hands, fingers . ... .. ... . ... O 1 O O [
89. Shoulderpain ... ... ... ... O [l O O d
9C.  Scoliosis (curvature of spine) : O il U O O
91 Backaches, ... .. .. ... .. O O O O [
where _
g2. Unequalleglength . . .. . ] U il O (]
93.  Inability to sit still for prolonged
period of time . ] O O O [
94. Do you tend to rest your tongue
betweenyourteeth . ... .. .. . O O O O &l
95. De you tend to bite or chew
the side of your tfongue . .. . . O d O O O
96. Do you tend to bite or chew
‘ yourlip ... ... . l O O 0 O
97. Do you tend to bite or chew
your cheek ... ..., L 0 O ol O
98. Do you tend to bite your
nails orcuticles ........ ... .. O 0 | ] |
98. Do you tend to hotd objects
betweenycuteeth ..., . . . .. ] | ] O 1
100. Do you tend to cradie the
telephone ... ... ... .. . | O | O |
101. Clenchteethduringday ... .. 1 0 0 | 0
102. Grind teeth during day or night . ] O O O O
103. Freqguently find that your teeth
are together during day or night O O m O O
104. Chewgum ... ... .. ... ... O ] | O C
105. Chewtobacco ....... ... ... [] O O 0O 0
106. Chewonpensorpenciis ... .. M O ] | 3
107. Smokeapipe .... ... .. ] | O O |
108. CGup your chinwith your hands ™ ] m| O O
109. Rest your hand on the sides
ofyourface .. ... ..., . . . [ O ] J |
110.  Play a musical instrument . . .. 1 | O Which?
111, Thrust your jaw forward .. .. | | | | O
Please feel free to explain — (give number(s) being explained)
Yes ‘No
112, Doyoufeelyourbiteisoverclosed .. ... .. .. .. . | 0
113. Does your bite feel uncomfortable toyou ... .. . . 0 O
114, Have you ever had difficuity getting your jaw closed O O
115, Has there ever been a time when your jaw locked
orhada oatchasyoutrledtoopen._...._ ] I
116. Do you have difficulty opening your mouth wade O [l
117. How long have you had this problem?
Do your jaw muscles become tired during eating . . . [ 0
a. whenyouawakenin themorning ... .. ... . .. O O
b. afterorduring routine dertalvisits ... .. ... . O il
118.  Deyourteeth hurt frombiting ... ... .. . . .. . [ O
119, Doesyour face ever feelswollen ... . . J 1
120. Do you sleep on your
back, ... .. £ [l
stomach, ... ... ... O O
side ..o ] O
121, Are you afraid your proplem may be serious .. . . O [

5




Yes No
122. Doyoufes! you need treatment for this problem
Please feel free to expiain

VIiL. LOCATION OF FACIAL PAIN:

1. Do you have frequent headaches, facial pain, of jaw joint pain; check appropriate box
Headaches []]
Facial pain
Jaw pain O
Jaw joint pain [

2. Where is pain located? (Please list in order of frequency or sericusness.}
Location one

Location two

Location three

In Location in Location
. One Two

How often do they occur

In Location
Three

What part of the day do they usually start . . .

How long have you been having them

What makes them better

What makes them worse

is the paingeitingworse . .. ... ... .....

© o NOOA~®

When did you first experience the pain for
which you are seeking help — (date) . .. ..

10, What do you think is the cause of your pain .

11, Under what circumstances did pain begin?
(Please List All That Apply.)

Accident at work
Explain:

Accident at home O
Explain

Other accident
Explain

At work, but not an accident O
Explain

Following surgery O
Explain

Following iliness £l
Explain

Pain just began, can't relate it to anything €]
Explain

Other reasons or circumstances [
Explain




12.  From what symptoms do you most desire reiief?
In your own werds, list all your symptoms from most important or serious, to least impartant. (In detail)

1.

=
o
=
o
0
=z
@]

Yes
13.  Are your symptoms worse:

Upon arising in the morning O O When with your children O [
At work O J Chewing O O
At the end of your work day O [ Swallowing {J 0
At school O 0 When yawning o 0
At home L O In the fall or winter O O
Hay fever season [l O Rainy weather O 'l
Speaking ] (]
14, Does any other member of your family have the same or similar problems

Yes [J No O

15.  How many times have you been operated on for the pain
00O 10 20 303 Moretimes
16. Did the operation(s) bring relief from pain
Yes O No ]
17.  How often do you take medication for relief of pain
Never [ Very seldom [J Once A Day [J More Than Once A Day [

IX. PERSONAL HISTORY:
1. Mark an X in the appropriate space indicating that you:
Use, or have used heroin, cocaine, LSD, uppers, downers, or similar drugs? Yes O No O

Been told by some doctors that your pain was imaginary or “all in your head'? Yes {J No [J
Have any doctors or nurses acted as if you were faking the pain? Yes [0 No [J

Please describe any other pertinent information, symptom, disorder, etc., not previously covered:

Is there any additional information that you feel would be helpful:




PLEASE READ THESE INSTRUCTIONS CAREFULLY. WE WANT YOU TO INDICATE ON THE DRAWINGS ON THE NEXT
PAGE EXACTLY WHERE YOUR PAIN IS, AND HOW MUCH PAIN YOU FEEL. READ ALL INSTRUCTIONS BEFORE YOU
DO ANYTHING.

1. Mark on the drawing the exact spot{s) where your pain starts [a solid dot(s).] if the pain starts at that spot and radiates
elsewhere [travels to another part of your face, head or neck], draw a iine of arrows from the spot where it staris to
where it ends. If it is a whaole area that hurts, shade in that area with a pencil.

2. Next to the places on the drawing where you showed pain, putan “£'" if the pain is external [skin surface] if the pain is
internal [inside the body] mark this with an ““I"". If the pain is both internal and external, mark “EI”’.

3. Afier you have shown where the pain is, and where it travels to, we want to know how much pain you fee!. Mark the
painful area with the following symbols:

PAIN ® MODERATE PAIN ==
EXTERNAL PAIN  E SEVERE PAIN Il
INTERNAL PAIN | SHOOTING PAIN T

NUMBNESS il

Before you do anything io the drawings on the next page, look at the example and read the description of what it means so
that you witl understand perfectly what you are to do.

LEFT

Arsa of severe pain al

crown of head T
Moderate pain in left temple
Pain is internal
Pain starts in front of
ear and radiates to temple T
-
= — T - -

Numbness of left cheek

Patn is on surface of skin

Pain begins at back of /

neck and radiates upward




PAIN @

EXTERNAL PAIN E
INTERNAL PAIN |

MODERATE PAIN =
severe pain I
SHOOTING PAIN /[\

nuveness ]

RIGHT




TYPE OF PAIN
Stabbing I

Burning [
Pulsating OJ
Tightness O
Pressure O
Bardlike O
Intense O]
Burrning 0
Throbbing O
Excruciating [

Lancinating (3

Lightening Like [0

Qther

Do you suffer from headaches?

Yes [

N'o 1

if yes, please check sympioms which relate to you.

LOCATION

Right Side ]

Left Side O

Both Sides O

Around Eye(s) O

Temple(s) O

Ear O

Back of Head 0O

Top of heaa [
Forehead O

Back of nack (]

Eisewhere

FREQUENCY
Often at Night {J

Daily 4O

Worse in AM [

Mild in AM and

DURATION OF PAIN

Vs - 2 Hours (1

Alf Day O

Days O

30 Seconds O

Gets Gradually Worse O

Once A Week [

Other

More Than 2/Week [0

Average One A Month

Other

10

ASSOCIATED SYMPTOMS

Blurred Vigion ]

Tears 0

Salivation [3

Stuffy Nose [

Nausea [

Neck Pain O

Fever O

Malaise {1

Triggered By Smoking O

Triggered by Alcohol [

Other




On the lines below, please list any physicians, dentists, neurclogists. ear, nose or throal specialists, orthodantists,

chiropractors, psychiatrists, or clinical teams consulted. Please list their specialty and hrigfly describe their diagnosis and
treatment. Please list in the order you visited them.

Doctor MD [ DDS O
Address

Diagnosis and treatment

Doctor i ' MO O DBDS O
Address

Diagnosis and treatment

Doctor ' MO [ DDS O
Address

Diagnosis and treatment

Doctor | ' ‘. MD 0 DDS O
Address

Diagnosis and treatment

Doctor MD O DDS [
Address

Diagnosis and trealment

Doctor : MD O DDS &3
Address

Diagnosis and treatment

Doctor ) MD O DDS 0O
Address

Diagnosis and treatment

All information contained on pages 1-11 have been filled out by me, and to the best of my knowledge is true.

Signature : Date

11




DATE / FEE

TREATMENT PERFORMED

N.V.

12




STUART ROgSS, D.M.D.
MARTIN . NAGER, D.M.D.

Brenxna R. PiERCE, D.D.S.

Periodontics
TM] Pain Dys{unction Synclrome
Dental Tmplants

OFFICE FINANCIAL POLICY

We understand that finances are a concern and make every effort to see that
patients are able to have the periodontal treatment they need. Several convenient payment
options are available.

PATIENTS WITHOUT INSURANCE

We accept Cash, Check, MasterCard, Visa and Discover Card for your payments
at the time of your appointment. “Care Credit” is also available for interest-free financing
that allows payments over six months. Please ask our Front Desk staff about “Care
Credit” payment options.

PATIENTS WITH INSURANCE

Our office is pleased to submit any insurance claims when provided with the
appropriate insurance information. While the patient is ultimately responsible for services
rendered in the office, for those insurance companies that send their payments directly to
the patient, you have the option of signing that payment over to us along with your co-
payment, or keeping the payment and paying the total fee at the time of service. Some
insurance companies send their reimbursement directly to our office. In those cases,
patients only need to pay their co-payment at the time of service. “Care Credit” is also
available for interest-free financing that allows payments over six months. Please ask our
Front Desk staff about “Care Credit” payment options.

APPOINTMENT POLICY

Appointments times are specifically reserved for you. Should you need to change
your appointment, we require 24 hours notice to avoid a broken appointment fee of
$50.00. A surgical appointment requires 48 hours notice to reschedule to avoid a broken
appointment fee.

YOUR GUMS, TEETH AND OVERALL HEALTH ARE IMPORTANT.
OUR PRACTICE IS WORKING HARD TO MAKE SURE YOUR
RECOMMENDED TREATMENT IS FINANCIALLY POSSIBLE.

67 ]eﬁerson Boulevard * Warwick, Rhode Island 02888 + 401_781_27472
118 Point }u&ith Road - Narragansctt, Rhode Island 02882 » 401-783-8464




INSURANCE INFORMATION NEEDED FOR NEW PATIENTS

Ifpatient covered under spouse, please complete bottom portion only

Patient’s Name

Date of Birth

Social Security No.

Insurance Company
Address

Zip

Bmployer
Address Zip
Group Number

Spouse’s Insurance Information
Spouse’s Name | 7
Date of Birth Social Security No.:
Tnsurance Company
Address Zip _
Employer -
Address Zip
Group Number

, Assignment of Benefits
1, hereby assign all medical and dental benefits to myself or the noted

provider for professional services rendered and I anthorize the release of any dental information necessary
to process this claim. This assignment will remain in-effect until revoked by me in writing, I understand
I am financjally responsible for all charges whether or not paid by said insurance. I'hereby anthorize said
assignee fo release all information necessary to secure the payment of said benefits. This office makes no
representation as fo what, if any, portion of this bill will be paid by insurance. The entire bill for services

rendered is the responsibility of the patient. A 1% finance charge will apply to any unpaid balance over
90 days. Iunderstand I will be responsible for any costs and expenses associated with collection,

including attorney foes.

Signature




EPWORTH SLEEPINESS SCALE
In contrast to just feeling tired, how likely are you to doze off or fall asleep in the
following situations? Use the following scale to choose the most appropriate
number for each situation:

0 = Would never doze

1 = Slight chance of dozing

2 = Moderate chance of dozing
3 = High chance of dozing

SITUATION
Sitting and reading

Watching Television

Sitting inactive in a public place (i.e. theatre)
As a car passenger for an hour without a break
Lying down to rest in the afternoon

Sitting and talking with someone

- Sitting quietly after lunch without alcohol

In a car, while stopping for a few minutes in traffic

TOTAL SCORE

A score of 6 or greater indicates the possibility of a sleep breathing disorder

(Over)




DRS,ROSS, NAGHR AND PIERCE .

- NOTICE OF PRIVACY PRACTICES
THISNOTICEDESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN OBTAIN ACCESS TO THTS INFORMATION.

PLEASH REVIEW [T CAREFULLY. S
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US~
OURLEGALDUTY - : R
We ave required by applicable federal and siate Taw to malnizin the privacy of your health information. We are also required to
give you this Notice about our pitvacy practicss, our legal duties, snd your rights concerning your health information, We must

Tollow the privacy practicss that are described fii this Notice while # fs In effect. This Wotiee takes effoct AFPRIL 14, 2003, and
will remain in effect uniil we replace it, . '

We reserve the right o change oar privacy practices and the terms of this Notics at any time, provided such changes are
permitiod by applicable tw. We veserve the right to meke the changes f our privacy practices and the new terms of oue Notles
&ffbetive for ali health information that we maintatn, including health information we created or received before we made the

_ changes. Befirs womake 2 significant changs in ou privacy practices, wo will change this Notics and make the new Notics
availzble upon request, ' ) '

You may request & cépy of our Notice at.any Hime, Foi more informetion abowt our privacy practices, or for addiflonal copies of
this Notics, please contact us nsing he informaticn listed at the end ofthis Notice,
TSES AND DISCLOSTRES OF HEALTH INFORMATION .
Wouss and discloss health information about you For treafment, puyment and healthears operations, For axample:

Treatments We may nse nr disclose your healih Information to a physiclan or other healthcare .pravider providing treatment fo
you, g o ' . ’

Payment: Wo may use and disclose your health information td obtain payment for ssrvices we provide to you,

Healfheare Operations: We may 1ise and disclose your health information i connection with ow healthears cperations,
Healthears operations inclade qualify assessment and improvement activities; reviewing the competence or qualifications of
healtheare profbssionals evaluating practitioner end provider performance, conducting trafning programs, accredifation,
certification, Heensing or credentialing activites, -

Your Authortzation: I eddition fo our vse of your health information for treatment, payment or healthcare operations, you may

give us writfer authorization fo use your health information or to disclose it to anyone for any purposs, i you give us au

anthorization, you may revoke it in witfing gt any time. Your revocation will not affset any use of disclosures permitfed hy your

authoxization while it was in effect. Unless you give us a written anthorization, we eannod use or discloss your health information
 for any reason except those deseribed in fiis Notice, '

Tn Your Famiiy and Friends: We raust disclose your health information fo you, as desctibed in the Paifent Rights seetion of this
Notics, We may discloss your bealth information to a family member, filend or other parson fo the extent necessary to help with
your healthears or with payment for your healthears, bt onty if you agree that we may do so. - ‘

Persons fnvolved In Cars: We may use or disclose health information to notify, ox assist in. the notification of (ncluding

* identifying or locating) 2 Samily member, your personal representative or another person responsibls for your care, of your
Tocation, your general condition; or death. If you are present, then prior to use of disclosura of your heslth informaion, we will
provide you with an opporfunity to 'object to such uses or disclosares. Fa the évent of your neapacity or BIIBIEENSY
eireumstancss; we will disclose health fnformation bagsed 02 a determination vshg our professtonal judgment dlselosing only
health information thet is diresily relevant to the person’s involvement i your healtheare, We will also vse our professionsl

" judgment and our experiencewith common practics fo make reasonable infersnces of your hest interest in alloving a person to
plekap filled preseripifons, medical supplies, x1ays, of other shnflar forms of health fnformation.

Markeling Health-Related Servizest We will notuss your heatth information for merketing communications without your weftten
anthorization, - .

Required hy Faw: We may use or disclose your heelth information when we are required to do so by law,

Abuse or Neglect: Wo may disclose your Healih infrmation o appropriate anthorities If we reasonably believe that you ars a
possible viotim of abuse, neglect, or domestie violence or the possible victim of offer crimes. Wa may disclose your healih
Information to the extent necessary o avert a serfous threat to your health or safety, or the heelik and safely of others.

- . - Al




Natfonal Security: We may disclose to militery authorities the health information of Aymed Forces pers onn.el under cerfain
clrenmstances. We may discloss fo authorized federal offfeizls health information required for lawful infelligence, )
counferintellizence, and other national security activitles. We may disclose fo correctional institution or Jaw enforcement official
having lawfisl custody of protected health nformation of inmate or patient under cerfain ¢ireumstances. ! '

Appoinfmegi Reminders: We may 1se or diselose your health Information to préﬁde youwith eppolntment reminders (such as
voicemail messages, posteards, o letfers).

iy

. PATIENT RIGHTS

Accesss Youthave the xight fo look 2t or obtzin coples of your health information, with Hmited exceptions. You may request that
we provide copies in a format other than photocoples. We will use the formeat you request unless we cannct practcably do so.
(Vou mmsi maks a written roquest to obfaln aceess fo youwr medical Information). You may obfain a form to request access, by
using the comtast information listed &t the end of this Notice. We will chatge you a reasonable cosf-based fe fbr expenses such as
coples and staff fimo, You may also request access by sending us a letter to the address at the end of this Notice, you request
copies, we will charge you $0.23 for each page, $15.00 per hour for staff time to Jocate and copy your health iﬂformaﬁc.m aud
postage If you want coples mailed to you, If you request an akemative format, we will charge a cost-based fea for providing your
health information n fhat formas, Iyon prefer, we will prepars 2 snmmary or zn explanation of your health information for a fee.
Contact ug 1sing the information Hsted at the end of this Notice for a firll explanation of our fog structure),

Disclosure Accounting: You have the right {o recelve a list of nstances in which we, or our business assaciates disclosed your
health trformation for purposss, other them treatment, payment, healtheare operations and certain other activities, for the last &
years, bt not before April 14, 2003, If you request this accounting mote than onee in a 12-month period, we may chargeyoua
reasondble, cost-based fee for responding to these additional requests.

Restzlotion: Yon have the right to rsqueét we place additional restrictions on our nse or diselosurs of your hcal.th informaticn. We
are not requrired o agres {o these addiiional restrictions, hut ifwe do, we will abide by our agrsemant (except in an, emergency).

Alternative Commmnieation: You have the xight fo vequest that we comumunicate with you ahout your health information by .
alternative means or fo alfernative locations, (You must make your request in wiiting). Your request must specify the alternative .

means ot location, and provide satisfactary explanation how payments will b hendled under the aliernaiive means or location .
yoursgquest. . ‘ - :

Amendment; You have the right to request that we amend your health fnfhrmation. (Your request mast be in writing and i must
explain why the informstion should be amended). We may deny your request under certain circumstances.

Electronic Notles: If you receive this Notics on our Website or by electronie mail (e-mail), you are eniitled o rec?sive thiz Motics
in wrftten form. ‘ '

[ -
#¥You May Reflise To Sign This Acknowledgement™®*

I . B ' have received a copy of this office’s Notise of Privacy Practices.

Please Prifit Name i

Signature

Date

This Form is Bducational only, does not constituie legel advice, and covers only federal, not state taw (Angost 14, 2002).




