€ spillman family dental

1 PATIENT INFORMATION
Diate
SS/HIC/Patient 1D &
Patient Mame
L.ast Mame
First Name [¥T]
Address
E-mail
City
State Zip
Ssx OM O F Age
Birthdate

Patient Employer /School

i — ASSIGNMENT AND RELEASE

EmployerSchool Address I certify that | andor my dependent(s) have

EmployeiSchoot Pt inStsrance ooverage with

Spouse’s Name . : and mssign directly to Dr. Spillman all insurance
» benefits, if any, otherwise payable 1o me for serviced

- rendered | understand that | am financially

. m&mmwwmnﬂbﬁ

Spousse’s Employer y e 5

Whom may we thank for referring you? l“ ﬂw signature

Dr. Spillman may use my health care information
and may disclose such information to the above-
named insurance company({ies) and their agenis for

PHONE NUMBERS the purpose of obtaining payment for services and
3 ) determining insurance benefits or the benefits
payable for related services, This consent will end

Home ) .
Work{ ) Ext when my current treatment plan is completed or one
Cell{ 3} year from the date signed below.
Spouse"s Work () -
Best time and 1o reach Signature of Patient, Parent, Guardian or Personal
place you?
IN CASE OF EMERGENCY CONTACT - -
{Specify someone who does not five in your household. ) Please print pame of Patient, Parent, Guardian or
Mame Personal Representative
Home Phone {__) Retationship to Patient
Work Phone [ )
4 DENTAL HISTORY
Reason for today's visit Foreign objects O Yes O Ne
Grinding tecth O Yes O No
Former Dentist CGums swollen or tender O Yes O Mo
City/Stmie Jaw pain or tiredness 0O Yes O No




Date of last dental appt.
Date of last dental x-rays
Plsce a mark on “yes™ or “no™ to indicate
if you have had any of the following:

Bad breath 0O Yed
Bleeding gums
Blisters on lips or mouth
Broken fillings

Yies
Yes
Yies
Y=
Yes
Yes
Yes
Yes
Yes

Buming sensation on tongue
Chew on one side of mouth

.Cmmmﬂnwﬂwmﬂw

ooogoooDoOooooo

DpDoODOo0o
FEITEEERE
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SHEALTH HISTORY

Physician's Name Date of kst visit
Have you ever taken any of the group of drugs collective refierred to as “fen-phen? These include combinations of
lonimin, Adipex, Fastin (brand names of phentermine), Pondimin {fenfluramine) and Readux (dexfenfluramine).

O Yes O Mo
Place & mark on “yes™ or “no™ to indicate if you have had any of the following:
AIDSHTY 0 Yes O Mo Fainting/dizziness O Yes O Mo Respiratory Disease O Yes O No
Anemia O Yes O No Cileucoma O Yes O No Rheumatic Fever O Yes O No
Arthritis O ¥Yes O Mo Heasdaches O Yes O Mo Soarlet Faver O Yes O Mo
Artificial hear tvalves O Yes O No Heart Murmuf O Y= O MNo Shortness of beeath O Yes O Mo
Artificial joints O ¥Yes O Mo Heart Problems O Yes O Mo Sinus Trouble O Yes O Mo
Asthima O Yes O Mo Hepatitls Type __ O Yes O Mo Skin Rash O Yes O Mo
Back Problems O Ye O Mo Herpes O Yes O Mo Special Diet O Yex O No
Bleeding abnormally, O Yes O Mo High Bl O ¥Yes O Mo Stroke O Yes O No
wiexiracHions or Surgery Pressune Swollen feetankles O Yes O MNo
Blood Disemse O Yes O No Jaundice O Yes O Mo Swollen neck glands & Yes O No
Cancer O Yes O No Jaw Pain B Yes O Mo Thyroid Problems O Yes O Mo
Chemical Dependency O Yes O No Kidney Disesse O Yes O No Tonsillitis O Yes O Mo
Chemotherapy O Yeas O Mo Liver Dissase O Yes O Mo Tuberculosis O Yes O Mo
Circulniory Problems 0O Yes O Mo Low Biood O Ye O Mo Tumor or growthon O Yes O Mo
Congenital Heasrt S ¥Yes O Mo Pressure head or neck
Disense Wiitral Vahe O Yes O Ma Lllcer O Yes O Mo
Cortlsone Treatments O Yes O Mo Prolapss Venerenl Discase O Yz O No
Cough, persistent O Yes O Mo Mervous Problems O Yes O Mo Weight Loss, 0 Ya O Mo
or bloody Pacemaker 8 Yes O Mo unexplidmed
Diabetes O Yex O Mo Paychiniric Care O Yes O Mo
Emphyssma O ¥Ya O Mo Hadiation O Yes O Mo
Epilepsy O ¥Yes O Mo Treatmerl
Do you wear contact lenses? O Yes O Mo
Women:
Are you pregnant? O Yes O No Dus daiz
Are you nursing” O ¥Yea O Mo
| Taking birth control pills? 0 Yes O Mo I
— = = —
MEDICATIONS ALLERGIES
List ey medications you are currently taking and the O Aspirin O Local Anesthetic
correlating diagnesis: O Barbitustes (slosping pills)
O Codeine O Penicillin
O Losline O Sulfe
o= O Latex O DOsher
Fharmaoy Mame

Phonea {3




6 spillman family dental

Welcome to our officel Thank you for choosing us for your dental care needs. Our goal is to
help you maintain your dental health, while providing excellent customer service.

QOFFICE HOURS:
Dr. Spillman
Wednesday and Thursday 8:00 am-3:00 pm

Dr. Green
Monday and Tuesday 8:00 am-2:00 pm

INSURANCE, FEES, CARECREDIT. AND BILLING

Although our doctors may be contracted with your insurance company, our relationship is
with you-not the insurance company. As your dental provider, we will file your claim for
you. Your insurance carrier may not approve or reimburse your dental services due to
usual and customary rates, benefit exclusions, coverage limits and lack of authorization or
dental necessity. We try to give our best — based on information we have given by
your plan. It iH guarantee of payment. We will not become involved in disputes

between you and your insurance carrier. Any remaining balance after insurance sends
payment is solely the responsibility of the policy holder/patient. We do not file
secondary dental insurance, We do not offer in-house financing. We use CareCredit to
offer extended payment options, which are interest free for 12 months for qualified
applicants on amounts of $200.00 or more.

Our office does everything possible to remain on schedule, If you are more than 15
minutes late, we may need to reschedule your appointment to another day or time. We

require 24 hours' notice when changing, rescheduling, or canceling an appointment.
Failure to abide by this policy will result in a charge of $50.00 per hour per

appointment. This charge will be applied to your account and must be paid before any
other appointments can be made. Because we understand that emergencies can happen,
the implementation of this fee will be evaluated on a case-by-case basis.




Spillman Family Dental
2308 Ridge Rd. #8 Rockwall, TX 75087
ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES
Wﬂmmmmmm'

I, , have recelved a copy of
this office’s Notlce of Privacy Practices.
Signature

Date

For Office Lise Only

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

_ Individual refused to sign

—Communications barriers prohibited obtaining acknowledgemant

__An emergency situation prevented us from obtalning acknowledgement

__Other (Please Specify)




Motloe of Privacy Practioes

THIS NOTICE DESCRIDES HOW HILALTH INFORMATION ABDUT YOU MAY BE USED AND DISCLOSED AND HOW YOLU CAN GET ACCESS TO THIS
INFORRMATION.

FLEASE REVIEW IT CAREFULLY. THE PRIVALCY OF TOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUE LEGAL DUTY
We ane requined by appicable federal and state b to malntain the privacy of your hesith information. We &re also requined to g you i
that are described in this Motics while i i i effect. This Motice takes effect 1071502, &nd will remain in elfact watll we replace it

We resere the Aght 1o chenpe our privecy Bractices and the Devren ol Uhis Motios 3t a7y tma, provided nach changes ane permiied by
applicabie lew. We reserve the right to maios the changes i our privacy practices and the new Berms of our Motice effective for all heshh
irformation et we madntain, mcluding health informaticn we created of received Defore we made the changes. Before we make a significant
change in our privacy policy practices, we will change this Notice and make the new Notice avalable upen regeest

o My reguesl B Sopy of our Notice at any liree. For more information about cur privacy practices, or for additional coples of this Moticos,
please contact wi uiing the infarmation listed ot tha end of this Notics.

USES AND DESOLOSURES OF HEALTH INFORMATION
We s and disclots kaahth infermation sbout you for treatment, payrment , and haalthosne operations. For Example:

Trautmamt: W My ubs ama Siclofs vour Fealth infonmstion bo @ physioan o other hesthcare provider prosiding trestmen! b youl,
Fanyenant: Wia may ue and discicos you! health inlormation 1o obtain paymaent for services we provide o you.

Haabthenrs Oparwtions: W may uss bnd diclose pour Baaith infeemation in cornection with our healthcare operations. Meathcide operationd
include quality assetement and mprovement sctivities, reviewing the competencs of qualiications of healtheare professionals, evaluating
practitioner and prowider performands, condhalting trairing programs, accreditation, certiication, Boensing or credentialing activities,

Your Authorization: in adoition 1o our uss of your haalth infarmation for treatment, peyment or healthcare operationd, you may ghe ul wiithen
suthorination 1o wse your health informasion or 1o dsclose i 1o aryoss for ary purpeda. If you give us an authorization, you may revoke [t in
mﬂ‘dHMTmmﬂlﬂdhdmmumﬂmﬂﬂhmMMMH“hM- Linless v ghve
us & written suthorization, we cannod use or discices vour heaith information for sy resacn except those described in Ehb Notoe,

To Youwr Family snd Frisnds: Wae matt disclods your haalth information to you to notify, as described in the Patient Righty sectiorn of iy
Motice. 'We may diaciose your health information 1o 8 bamily memiber, iriend of cther peran 1o th @asnt necessary o help with your
heaticane of with payment for your heathcare, but only if you agres that we mdy &0 &0,

Persans iInvobeed In Care: Wie may use or disciose health information (o notify; or assist in the notificstion of (including identifying or locating] a
Tarmily membser, your penicnal repreisnlathe of another person respordible for your care, of your kocation, your general condition, or dearth. i
yOu ane present, then prior o use or disclosure of o health iIndormation, we will prowids you with 5 SEEOMERR 15 BN ID SUCH b oF
disclomunes bm The event of yesr INCBpaciTy OF emenpency circamstances, we will discioss heaith information bated on 2 determination wing
i profeitionsl udgement diiclosing anly health informatian 1R b directly relevist o the pbeiorn’s isvohssmant bn your healttcane. We will
alsg use our professional judgement and cur experence with common practioe to make ressonable derences of your besd intenest in allgwing
a person o pick up filled prescriptions, medical suppliss, s-rays, or other similar forms of health indormation.

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

Reguined by Law: Wie may ute or disclose your Fesith information whn we are feguingd bo do 5o by iw,

Abuse or Neglect: We may discioso your health irdormation 1o appropriate authorities if we reasonsbly believe that you sre § podsible victim of
b, Mgl OF SO VIDMSOE oF The paitible wictim of othar crimas. We sy discioss your bealth information to the sxtent necestary i
nﬂuﬂhﬂﬂnﬂumiﬂm#hhﬂhﬂnﬂwﬂm

National Security: We may disclose to milfary authorities the health information of Armed Foroes penanhel under (arlain droumSERnie. Wa
may dockise 1 suthorized lederal oMiciss Pealth infommation requined lor lful ineligence, counterinte lipence, and other retional security

activities. W may disclose ta correctional institution or law enforcement officials having lewiul custody of protected heatth information of
inmaie o patierrt wreder oeriakn cincumsiaroes.



l#.lmw'mmwm\mrmmmlnmﬁlmm appoirdment reminders [wuch a8 woscemall
masaages, postcands, or letiens).

PATIENT REGHTS

Access: You have the fight to look ot or get coples of your heafth information, with Smited exceptions. You may request that we provide coples
in a format cther than phobocoples, W will use the format you request unless we cenol practicably do 50, (Yow must make & reguest in
writing 1o oblain acoest 1o your health information. Fou may obitain a form to reguest acoess by using the contact information Ested at the end
of this Motice. We will charpe you B ressonable cost-hased lee for experies such B8 copaes and staff time. You may ase request scoess by
sending % a letter o the address at the end of this Notice. | you reguest coples, we will chargs you 51.00 for sach pape, 535.00, per howr for
starft virme bo ecwie ang copy your health information, and postape i you want the copies mailed bo you. B you reguest an altermative format,
we will chanpe a cost-based fee for providing your health information in that format, | you preder, we will preaane B surmmany or a0 sxplanation
of your heaith indormation for a fee, Conacy us using the information leted #t the and of this Notice for & full explanation of our fee structure.}

Disclodune Ancouniig: Youw have the right Lo receive o I of instances in which we or our boidoess ssocates daclosed your health infarmation
for purposes, other than treatment, paymant, heattrcane cparathons and cartain othar Rcthvitian, for the Lat 6 years, but not before Agrl 14,
2003, I youd Pegueest this scooisvting meore than once in a 13-maonth periced, we may change you a reasonable, towi-based fes Tor responding to
Thetde adcitions] reqguests.

Reatriction: ¥ou hawve the fight to request that we place additional restrictions on our use o disclolure of your health information. We s nat
reguiined o agres to these additional resirictions, But i we o, we will abide by cuf agresment [excest in &0 emenpency].

Aernatie Communkcation: You have the right to nequest That s ComMMUrEcsTe with you ebout yeur health information by altemative meaem
of 1o alternative locations. [You must maks your reguest in writing. ) Your request mist speciy the alternative means or iocation, and provide
satisfactony explanation how payments will be kasdied under th Blterative meard oF lecation you negqueit.

Amandmant: You Fave the right bo request that we amesd your health ieformation. [Your reguest must be in writing, snd must explain wivy the
infermation shouid be amended. ) 'We may deny your request under Certain Croumatances.

Elecironic Motics: I vou receies this Notice on our Wb iile o by slsctronic mall [e-mail), you se entitied 15 receive this Motice in writhen
o,

—

CDAVESTRONS AND COMPLANTS
I you wast merg infarmstion about our privacy practices or have qssttions of concerms, please contact us.

IF you ane cancerned that we may have violated your privacy rights, or you disagree with a decision we made about acouss 1o your health
infermation or in response 1o  request you made to amend o restrict the use or disciciune of yous health information or 1o have us
CommASnicate with vou by altirvative miskad OF 52 BRermsthve Esaliosrl, you My osmples ko us using the contedt information Baled at the end
of this Notice. You sia may subsnit 8 wrikten complsing to the LS. Department of Health and Human Services. We will provide you with the
sddress to Be you complaint with the U.S, Departmaent of Health and Human Senices.

Spdiran Bimiy dental
2308 Ridge Bd. Ste 20
Rockwal, TE 75087
1072) Tr1-0511



