Cash__ Chéck__ Credit Card__

Patient Information

Patient Name: Date:
Last First Mi
00 Male O Female OO Married 03 Single O Child 0 Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext; Best time to call:

Preferred appointment times: O Morning [ Afterncon 0O Evening 00 Any Time OM OT Ow OT OF OS
Address:

Street Apartment #

City State Zip Code

Health Information

Date of Last Dental Visit: Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O AIDS 0O Excessive Bleeding O Liver Disease [ Stroke
O Allergies 0O Fainting O Mental Disorders O Tuberculosis
0 Glaucoma O Nervous Disorders O Tumors
O Anemia O Growths 0 Pacemaker O Ulcers
O Arthritis O Hay Fever 0O Pregnancy O Venereal Disease
O Attificial Joints O Head Injuries Due date: O Codeine Allergy
O Asthma {1 Heart Disease O Radiation Treatment 0 Penicillin Allergy
O Blood Disease O Heart Murmur [J Respiratory Problems OTHER:
O Cancer O Hepatitis O Rheumatic Fever O
O Diabetes 0 High Blood Pressure 0O Rheumatism
O Dizziness O Jaundice O Sinus Problems 0
O Epilepsy 0 Kidney Disease O Stomach Problems

« Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain:

« Have you been admitted to a hospital or needed emergency care during the past two years? [ Yes O No
If yes, please explain: :

« Are you now under the care of a physician? [ Yes O No
If yes, please explain:

« Name of Physician: Phone:__.

« Do you have any health problems that need further clarification? [JYes 0 No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have
any change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian

Referral Information

Whom may we thank for referring you to our practice?

IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED?

Name

Telephone Number

Relationship to Patient




Spouse or Responsible Party Information
The foliowing is for: [ the patient's spouse 1 the person responsible for payment

Name:

OMale OFemale OMarried OSingle [Child O Other
Social Security #: __ __ Birth Date:
Phone (Home): (Work): Ext: Best time to call;
Address:
Street Apantment #
City State Zip Code
Employment Information
The following is for: [l the patient O the person responsible for payment
Employer Name: Occupation:
Address:
Street City State Zip Code
Insurance Information
Primary
Name of Insured: _ Is insured a patient? O Yes [ No
Last Flest M
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code

Insured's Employer Name:
Address:

Streat iy State Zp Code
Patient's relationship to insured: 1 Self [ Spouse 0O Child O Other,
Insurance Plan Name and Address:
Secondary
Name of Insured: Is insured a patient? 0 Yes [ No
Last First M
Insured's Birth Date: ID# __ Group #:
Insured's Address:
~Straet Ty Sah ZETode
Insured's Employer Name:
Address:
State Zip Code

Strest

City
Patient's relationship to insured: O Self O Spouse 0O Child [ Other,
Insurance Plan Name and Address:

Consent for Services
As & condition of your treatment by this office, financial arangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and
financial responsibility on the part of each patient must be determined befors ireatment.

All emargency dental services, or any dental servicas parformed without previous financial amangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services tumished are charged directly to the patient and that he or sha is parsonally responsible for psyment of all dental services. This
office will heip prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collactions to the patient's account. However, this dentai office

cannot render services on the assumption that our charges will be paid by an insurance company.
A service charge of 114% par month (18% per annum) on the unpaid bal will be ged on all
| understand that the fee sstimate listed for this dental care can only be extended for 8 period of six months from the date of the patient examination.

lncomidoraﬁoniorhpmfmiomlufvmlnndmmm‘ornmyuquntbyﬂnbm.lwbmmhnmhwmauidurvicubuidbm.orhinuw_anhnimo
said services are rendered, or within five (5) days of billing  credit shall be extended. Imuwmwmnmduldm-mnunbubdunbuww.bym.inmiﬁna.
within the time for payment thereof. Hunhorummat-wliv-rdmybuld\dlnyﬂmoweondnbnMMMWMIMMrdnw'quhmorwndlﬁmmdHummlgnowplv

all costs and reasonsble sttorney fees # suit be instituted here snder.
1 grant my permission to you of your assignes, to telephons me at home o at my work to discusa matiers related to this form.

| have read the above conditions of treatment and payment and agree to their content.
Date: Relationship to Patient:

ts excesding 80 days, uniess previously written financial arrangements are satisfied.

Signature of patient, parent or guardian
Date: Relationship to Patient:

Signature of guarantor of payment/responsible party

We take this opportunity to express our appreciation to you for the confidence you have placed in us and if you have any questions or if you need
assistance, please feel free to ask the secretary/receptionist at the front desk.

DR. GREEN & STAFF




DR. EDWARD J. GREEN
1505 W. Third Ave.
Suite B
Post Office Box 70907
Albany, Ga 31708

{NAME OF PRACTICE} .

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY,
THE PRIVACY OF YOUR HEALTH INFORMATION 1S IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are aiso

required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice

. takes effect 03 /19 /0.3 , and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law, We reserve the right to make the changes in eur privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request. :

You may request a bopy .of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. 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 disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our heafthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or -
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting trammg
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 written 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 writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information far any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person résponsible for
your care, of your location, your general condition, or death. if you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures, In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the pérson’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person fo pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required 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 health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelti-
gence, counterinteiligence, and other national security activities. We may disclose to correctional institution or faw
enforcement official having lawful custody of protected hedith information of inmate or patient under certain circum-
stances.

Appointment Reminders: We may use or disclose your health mformatlon to provide you with appointment-
reminders (such as voicemail messages, postcards. or Ietters) .

PATIENT RIGHTS
Access: You have the right to look 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 iisted at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies énd 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 charge you $0.___for each page, $___
per hour for staff time to locate and copy your health information; and postage if you want the ¢ copies mailed to you,
If you request an alternative format, we will charge a cost-based fee for providing your health information in that format.
If you prefer, we will prepare a summary or an explanation of your, health information for a fee, Contact us using the
information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency). -

Alternative Communication: You have the right to request thét we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternatlve means or location, and provide satisfactory explanation how payments will be handled under

the alternative means or location you request.

Amendment: You have the right to request that we amend your health mformatlon (Your request must be in writing,
and l't must explain why the lnformatlon should be amended.) We may deny your request-under certain circumstances.
Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mall), you are entitled to
receive this Notice in written form.

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 cormplain 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 Services.

Contact Officer:

Fax:

Telephone:

E-mail:

Address:

© 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 parly requires the prior

written approval of thé American Dental Association.
(This Form is educational only, does not constitute legal advice, and covers only federal, not state, law in effect or proposed as of March 27, 2002. Subuquent

law changes may requlre Form revision.)
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DR. EDWARD J. GREEN
1505 W. Third Ave.
Suite B
Post Office Box 70907
Albany, Ga 31708

{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 Notice 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 because:

(0 Individual refused to sign
0 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 dentlsts and their staff is permitted. Any other use, duplication or distribution of this form by any cther party requires the prior
written approval of the American Dental Association.

(This Form is sducational only, does not constitute legal advice, and covers only federal, not state, law in effect or proposed as of March 27, 2002, Subsequent
law changes may require Form revision.) .




Edward J. Green, D.M.D., P.C.
Erica L. Greene, D.M.D.
1505 W. Third Avenue
Suite B
Albany, GA 31707

LOCAL ANESTHESIA CONSENT

THIS CONSENT FORM IS DESIGNED TO MAKE YOU AWARE OF
THE RISKS INVOLVED WITH LOCAL ANESTHESIA. THE RISKS
INCLUDE, BUT ARE NOT LIMITED TO:

A) There are risks of anesthesia that may affect your body, such as dizziness,
vomiting, accelerated heart rate, slow heart rate, or various types of allergic
reactions. Any or all of these may require medical management or
hospitalization.

B) Restricted mouth opening during recovery sometimes related to muscle soreness
at the site of the injection requiring physical therapy.

C) Local anesthesia may cause prolonged numbness that in some patients may
result in injury from biting or chewing an area such as (lip, cheek, or tongue)
that has received the local anesthesia.

D) Injury to nerves that can result in pain, numbness, tingling, or other sensory
disturbances to the chin, lip, cheek, gums, or tongue. This may persist for
several weeks, months, or rarely, be permanent.

E) Local anesthesia is administered with a very small, fine needle. In very rare
instances these needles may break off and be lodged in soft tissue.

PLEASE ASK THE DENTIST IF YOU HAVE ANY QUESTIONS REGARDING
THIS CONSENT FORM.

Patient or Guardian Signature Date






