ITEM 07-0516767/27000

PATIENT INFORMATION (CONFIDENTIAL) k
NAME DATE
FIRST MI LAST
STATE/ ZIP/
ADDRESS cITy PROV. P.C.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE

CHECK APPROPRIATE BOX: I:I MINOR I:' SINGLE D MARRIED D DIVORCED D WIDOWED |jSTASTEEI7’ARATED

IF COLLEGE STUDENT, F.T. / P.T., NAME OF SCHOOL CITY
PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ FZ)IP;’
BUSINESS ADDRESS CITY PROV. .C.
SPOUSE OR PARENT’S/GUARDIAN’S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
\—PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE
RESPONSIBLE PARTY k
RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER’S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE
\IS THIS PERSON CURRENTLY A PATIENT IN QUR OFFICE? D YES D NO
INSURANCE INFORMATION i
RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ ZIP/
EMPLOYER ADDRESS CITY PROYV. P.C.
INSURANCE CO. TEL. # GRP # POLICY /1.D. #
STATE/ %IP,"
INS. CO. ADDRESS CITY PROV. 15
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?

DO YOU HAVE ANY ADDITIONAL INSURANCE? |:] YES ]:‘ NO

IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE
STATE/ Z1P/
EMPLOYER ADDRESS CITY PROV. PC.
INSURANCE CO. TEL. # GRP # POLICY / I.D. #
STATE/ Z1p/
INS. CO. ADDRESS CITY PROV. P.C.
\HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT?
X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

PATIENT NUMBER




PATIENT'S MEDICAL HISTORY /_> /j
PATIENT'S NAME ik e

ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE ARFA 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 THAT YOU WILL BE RECEIVING. THANK YOU FOR ANSWERING THE FOLLOWING
QUESTIONS.

YES NO YES NO
1. AREYOUINGOODHEALTH. . .............. O [] 12. HAVE YOU EVER TAKEN FEN-PHEN/REDUX . ... [J O
2. HAVE THERE BEEN ANY CHANGES IN YOUR 13. HAVE YOU EVER TAKEN FOSAMAX, BONIVA,
GENERAL HEALTH WITHIN THE PAST YEAR . . . .. ] ] ACTONEL OR ANY CANCER MEDICATIONS
7. DAIE OF YOUR LAST PHYSICAL EXAM: CONTAINING BISPHOSPHONATES? ... ...... O J
4. PHYSICIAN'S NAME 14. HAVE YOU TAKEN VIAGRA, REVATIO, CIALIS OR
ADDRESS LAVITRA IN THE LAST 24 HOURS?. . . ... ... .. O o
PHONE NO. : 15.DO YOU USETOBACCO .. ... o O
7. ARE YOU NOW UNDER THE CARE OF A , 16.DO YOU OR HAVE YOU USED CONTROLLED
PHYSICIAN . . .. ... . L] 1 SUBSTANCES 0 O
o 17.ATE YOU WEARING CONTACTLFNSES 2. 1 )
PLEASE EXPLAIN. ' 18.DO YOU HAVE A PERSISTENT COUGH OR THROAT
CLEARING NOT ASSOCIATED WITH A KNOWN
7. ARE YOU TAKING ANY MEDICINE(S) ILLNESS (LASTING MORE THAN % WEEKS) .. .. [ e
INCLUDING NON-PRESCRIPTION MEDICINE ... [ ] 19.DO YOU HAVE ANY DISEASE, CONDITION OR
IF YES, WHAT MEDICINE(S) ARE YOU TAKING PROBLEM NOT LISTED ABOVE THAT YOU THINK i B
1 SHOULD KNOW ABOUT . . ............... ) J
8. HAVE YOU HAD ANY ABNORMAL BLEEDING. . .. [ ! [WOMEN ONLY: ™
9. DOYOUBRUISEEASILY. . ................. 0 ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT ... 1 [1|
10. HAVE YOU EVER REQUIRED A BLOOD TRANSFUSION [ ] ARE ORI .. 2o o s i sarars cus B i vt s 0 ]
Ql .HAVE YOU HAD A RECENT WEIGHT LOSS. . . . .. L] — \__ ARE YOU TAKING BIRTH CONIROLPILIS . . . ... ...... i ]
YES NO YES NO
ARE YOU ALLERGIC TO OR HAVE YOU HAD HIVESORSKINRASH. . .. ... ... .. ... ... £ L
REACTIONS 10: FAINTING OR DIZZY SPELES . . . ... ... ... .... L] L]
LOCAL ANESTHETICS LIKE NOVOCAINE. . .. .. .. (] ] DIABETES . . .ot ] O
PENICILLIN OR OTHER ANTIBIOTICS . . ... ... .. ] ] AIDS ORHIVINFECTION .. ................ O O
SULFADRUGS. . .. ... L] n THYROID PROBLEMS . . . .. ................ L] L]
BARBITURATES, SEDATIVES OR SLEEPING PILLS .. [ L] ALLERGIES . . .. .. ] L
ASPIRIN oo =] I ARTHRITIS OR RHEUMATISM . . . ... .......... O O
IODINE. o e e et e e e Uil E JOINT REPLACEMENT OR IMPLANT . . . ... ... .. ] U
ANY METALS (E.G., NICKEL, MERCURY, ETC.). . .. [ J STOMACHUBCER o ovvv oozseinvsovenorunas ] OJ
EXIER LIREBBER ucsmmisimstisits e i O 1 KIDNEYTROUBLE . :ucocvsvosssssovsossss O &
OTHER (PLEASE LIST) FLBERCUIOSIS . . o ovvsovssvcssospiysidns ] E
DO YOU HAVE OR HAVE YOU EVER HAD THE PERSISTENTCOUGH .. ... ... ... ... [l 0J
FOLLOWING: o COUGH THAT PRODUCES BLOOD . . .. ... ... .. u .
RHEUMATIC HEART DISEASE OR RHEUMATIC FEVER _ b CHEMOTHERAPY (CANCER, LEUKEMIA). . .. .. .. ] ]
T ——— 5 . SEXUALLY TRANSMITTED DISEASE . . . . ... ... .. 3
HEART DEFECT OR HEART MURMUR .. ... ... .. 1 O EPILEPSY OR SEIZURES . . . oo oo 9 .
HEART TROUBLE, HEART ATTACK, OR ANGINA . .. [ O ANEMIA o (1 O
GHEST PAIN i conps s s s s s S O] ] GLAUCOMA - . o o, - ]
SHORTNFESS OF BREATH. . . . ... ... ... ... ... ] (k] NERVOUSNESS . . o o oo 1 ]
e B L TRy O O G 78,00 11 15 £ I [ 7
HERHESURGERY .. . ... v cmnnmmnsns (N Rk ya EES BN R BN LE RS AL AGES 2-
HIGH/LOW BLOOD PRESSURE . ... .......... ] ] MENTAL HEALTH CARE . - o o o O 0
CONGENITAL HEART PROBLEM . . . . .......... Cl i BACK PROBLEMS . . . o o oo e = IE|
SWELLING OF FEET, ANKLES, HANDS. . .. ...... ] i CHEMICAL DEPENDENCY. . . .. o o . ]
HEPATITIS, JAUNDICE OR LIVER DISEASE . . . . . .. il i MITRAL VALVE PROLAPSE . . . . . . .. ... ... i N
BEIBIRE: . oo o mmscmsnsvsatsmncnsio o i L o CORTISONE TREATMENT . . . ... ............. (] ]
SR TREIBEE ... ..o munasssmsas EH = COLD SORES/FEVER BLISTERS . . ............ C O
LUNG OR BREATHING PROBLEMS . . . .. ....... ] 58 HYPOGLYCEMIA . o o o ] |
\ ASTHMAOR HAY FEVER . s . . cownnys s womw sias L, 01 EATING DISORDERS. . . . oottt i

ITEM 27011

PATIENT'S NUMBER

® HEALTH HISTORY



PATIENT'S DENTAL HISTORY

PATIENT'S NAME

DATE OF BIRTH

-
REASON FOR THIS VISIT
WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN
HOW OFTEN DID YOU VISIT THE DENTIST BEFORE THEN
PREVIOUS DENTIST (NAME AND LOCATION)
HAVE YOU HAD A COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TAKEN WHEN/WHERE
HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH
\13 YOUR DRINKING WATER FLUORIDATED
YES NO YES NO
DO YOUR GUMS BLEED WHILE BRUSHING DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY [ ]
ORFLOSSING . ... .. i, O L] HAVE YOU NOTICED ANY LOOSENING OF
ARE YOUR TEETH SENSITIVE TO HOT OR COLD L ] ]
LIQUIDS/FOODS . . . .. o oo ] ] DOES FOOD TEND TO BECOME CAUGHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEENYOURTEETH . .. ................. ] ]
MOUIBSEQOBS sasmsmsinssns St aaiays ] il HAVE YOU EVER HAD PERIODONTAL
DO YOU FEEL PAIN TO ANY OF YOUR TEETH . . . . . [ ] THEATMENT (GUMET . . oo oo csavvvvnuennsus ] L]
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE . [ ]
NEARYOURMOUTH. . .. .. ................ ] ] HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES [] ] INREBAST s e T 2200y 00T 0000 n 0TS S 6 L] (]
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEMS IN YOUR JAW? FOLLOWING EXTRACTIONS. . . ... ........... 8] ]
G B CRAIN G 5.5 5.0 3 R8RSR IR SRR RS, o B R L] [T] DO YOU WEAR DENTURES OR PARTIALS .. ... ... ] O
PAIN (JOINT, EAR, SIDE OF FACE). . .. ........ L] =] IF YES, DATE OF PLACEMENT
DIFFICULTY IN OPENING OR CLOSING. . . .. ... O ] HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY INCHEWING . . ... ... . . ] L] INSTRUCTIONS REGARDING THE CARF OF
DO YOU HAVE FREQUENT HEADACHES . . . ... ... ] ] YOURTEETHAND GUMS. . ... ... ... ] L]
\ DO YOU CLENCH OR GRIND YOUR TEETH. . . . . .. O [t
~

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGE?

=

AUTHORIZATION AND RELEASE

I CERTIFY THAT | HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO
THE BEST OF MY KNOWLEDGE. THE ABOVE QUESTIONS HAVE BEEN
ACCURATELY ANSWERED. | UNDERSTAND THAT PROVIDING INCORRECT
INFORMATION CAN BE DANGEROUS TO MY HEALTH. | AUTHORIZE THE
DENTIST 10O RELEASE ANY INFORMATION INCLUDING THE DIAGNOSIS AND
THE RECORDS OF ANY TREAIMENT OR EXAMINATION RENDERED TO ME OR
MY CHILD DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY
\PAYORS AND/OR HEALTH PRACTITIONERS. 1 AUTHORIZE AND REQUEST MY

~

INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST OR DENTAL GROUP
INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. | UNDERSTAND THAT MY
DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR
SERVICES. | AGREE TO BE RESPONSIBLE FOR PAYMENT OF ALL SERVICES
RENDERED ON MY BEHALF OR MY DEPENDENTS.

X DATE
SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

DOCIOR'S COMMENTS

SIGNATURE

DATE

PATIENT'S NUMBER

' HEALTH HisTORY @



HIPAA Notice of Privacy Practices

ADRIAN PULKRABEK, DDS, PLLC
Family & Cosmetic Dentistry
18205 N 51° Ave: Suite 137
Glendale, AZ 85308
602-866-9825
www.azcosmeticdental.com

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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights to access and control your protected health information. “Protected health information” is information
about you, including demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your dentist, our office staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care
bills, to support the operation of the dentist’s practice, and any other use required by law .

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as necessary, to a home health agency that provides care to you. For
example, your protected health information may be provided to a dentist to whom you have been referred to ensure that the
dentist has the necessary information to diagnose or treat you as well as your pyhsician.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval that your relevant protected health information be disclosed to the health plan to obtain approval
for the necessary treatment.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your dentist’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of dental personnel, licensing, and conducting or arranging for other business activities. For example,
we may disclose your protected health information to dental school students that see patients at our office. In addition, we
regularly call and confirm all dental appointments. We also send reminder cards for up coming appointments. We may also call
you by name in the waiting room when your dentist is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation; Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section
164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your dentist or the denist’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. There is a minimal charge for copying files and
x-rays. Under federal law, however, you may not inspect or copy the following records; information compiled in reasonable
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is
subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your dentist is not required to agree to a restriction that you may request. If dentist believes it is in your best interest to permit
use and disclosure of your protected health information, your protected health information will not be restricted. You then have
the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health
information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been

violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
against you for filing a complaint.

This notice was published and becomes effective on/or before_April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature Date




Adrian Pulkrabek, DDS, PLLC
Family & Cosmetic Dentistry
18205 N 51 Ave; Suite 137
Glendale, AZ 85308
www.azcosmeticdental.com
602-866-9825

Thank you for choosing Dr. Pulkrabek’s Family & Cosmetic Dentistry office. We are
pleased to welcome you and your family to our office. We offer state of the art technology, as
well as, the most up to date dental techniques, along with a friendly and courteous staff. We hope
that your visits to our office are comfortable and meet all of your needs. If there is ever anything
we can do to make your experience with us more comfortable, please do not hesitate to ask. We
try to make every attempt to accommodate your schedule, therefore we are open for appointments
Monday 8:00 am -12:00 pm, Wednesday, Thursday and Friday 8:00 am — 5:00 pm. The staff is
in the office Monday thru Friday to schedule your appointments or answer any questions you may
have. Please take a few moments to read the items below.

1. We do accept PPO plans that insurance carriers provide. Our staff will fill out, as
well as file the proper insurance forms for you. We cannot guarantee payment of the
services rendered, therefore the balance not paid by the insurance company is the
patient’s responsibility. We do not except HMO plans.

2. We have a 48-hour (business hours) cancellation policy. Any appointment cancelled
with less than a 24-hour business notice will be subject to a cancellation fee of
$50.00.

3. We accept many forms of payment including: Visa, MasterCard, Discover, American
Express, CareCredit, and cash, check or money orders. Payment is expected at the
time services are rendered, unless prior financial arrangements have been made.

4. Please note that any unpaid balance is the patient’s responsibility. Should an account
be left unpaid for a period of over 90 days, you may be subject to interest and/or a
collection fee. Seriously delinquent accounts may be turned over to a collection
agency.

Again, welcome to our practice. We look forward to serving your dental needs.

I hereby authorize the doctor to perform any and all forms of treatment, medication and therapy
that may be indicated in connection with the dental care of the patient below. | further authorize
and consent to the doctor choosing and employing such assistance as he deems fit. | also
understand that prior to dental treatment, a full explanation of the proceduce(s) involved will be
given by the doctor and his staff. | agree to pay for all services rendered in this office. | also
consent to the use of periodic appointment reminders by phone and e-mail. | also understand that
should my account become delinquent, my information may be released to a third party collection
agency to assist with collecting fees associated with treatment rendered in this office.

Patient Name:

Signature: Date:
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