Aesthetic Dentistry

General and Cosmetic Dentistry
Dr. Katherine Nicholson

PATIENT INFORMATION AND HEALTH HISTORY FORM

Date
PATIENT INFORMATION
Name Birthdate SS#
Address City State Zip
Home Phone ( ) Mobile Phone ( )
Check Appropriate Box: [ ] Minor [ ]Single [ ]Married [ ]Divorced [ ]Widowed [ ] Separated
Patient’s or Parent’s Employer Work Phone ( )
Business Address City State Zip
Spouse or Parent’s Name Employer Work Phone ( )
If Patient is a Student, Name of School/College City State
Whom May We Thank for Referring you?
Person to Contact in Case of Emergency Phone ( )
RESPONSIBLE PARTY
Name of Person Relation
Responsible for this Account to Patient
Address Home Phone ( )
Driver’s License # Birthdate
Employer Work Phone ( )
Currently a Patient in our Office? [ ]Yes [ ]No
INSURANCE INFORMATION

Relation
Name of Insured to Patient
Birthdate Social Security # Date Employed
Employer Work Phone ( )
Employer Address City State Zip
Insurance Company Group # Union or Local #
Address City State Zip
How Much is Your Deductible? How Much Have You Used? Max. Annual Benefit
ADDITIONAL INSURANCE INFORMATION

Relation
Name of Insured to Patient
Birthdate Social Security # Date Employed
Employer Work Phone ( )
Employer Address City State Zip
Insurance Company Group # Union or Local #
Address City State Zip
How Much is Your Deductible? How Much Have You Used? Max. Annual Benefit

383 South Pine Street, Suite 3, Spartanburg, SC 29302
P: (864) 577-9400 f: (864) 577-9773
www.nicholsondmd.com



PATIENT NAME

Carolina Aesthetic Dentistry

MEDICAL HISTORY

Birth Date

following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? () Yes () No

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

() Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

—Women: Are you

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heaith problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

If yes, please explain:

If yes, please explain:

If yes, please explain:

If yes, please explain:

Pregnant/Trying to get pregnant? () Yes () No

Taking oral contraceptives? () Yes () No

Nursing? () Yes () No

—Are you allergic to any of the following?

[ ] Aspirin [] Penicillin [ ] Codeine [ ] Local Anesthetics [ ]Acrylic [ ] Metal [ ] Latex [ ] Sulfa drugs

¢ [ ] Other If yes, please explain:

—Do you have, or have you had, any of the following? ;
AIDS/HIV Positive () Yes (O No | Cortisone Medicine (O Yes O No | Hemophilia (O Yes (O No | Radiation Treatments () Yes () No
Alzheimer's Disease (O Yes (O No | Diabetes (O Yes (O No | HepatitisA (O Yes () No | Recent Weight Loss () Yes () No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes (O) No | Hepatitis B or C () Yes () No | Renal Dialysis () Yes () No
Anemia () Yes () No | Easily Winded (O Yes () No | Herpes (O Yes () No | Rheumatic Fever (O Yes () No

g Angina (O Yes () No | Emphysema (O Yes (O No | High Blood Pressure () Yes () No | Rheumatism (O Yes () No

| Arthritis/Gout (O Yes (O No | Epilepsy or Seizures () Yes () No | High Cholesterol (O Yes () No | Scarlet Fever (O Yes () No

. Artificial Heart Valve (O Yes () No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes () No | Shingles O Yes () No
Artificial Joint (O Yes (O No | Excessive Thirst (O Yes (O No | Hypoglycemia (O Yes () No | Sickle Cell Disease (O Yes () No
Asthma () Yes (O No | Fainting Spells/Dizziness () Yes (0) No | Imegular Heartbeat () Yes () No | Sinus Trouble (O Yes () No
Blood Disease (O Yes (O No | Frequent Cough (O Yes (O No | Kidney Problems () Yes (O) No | Spina Bifida () Yes () No
Blood Transfusion (O Yes () No | Frequent Diarrhea (O Yes (O No | Leukemia (O Yes () No | Stomach/Intestinat Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches (O Yes () No | Liver Disease (O Yes (O No | Sstroke (O Yes C) No
Bruise Easily (O Yes (O No | Genital Herpes (0 Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs (O Yes () No
Cancer (O Yes (O No | Glaucoma (O Yes (O No | Lung Disease (O Yes () No | Thyroid Disease () Yes () No
Chemotherapy (O Yes () No | Hay Fever (O Yes (O No | Mitral Valve Prolapse (_) Yes () No | Tonsillitis () Yes () No

! Chest Pains (O Yes () No | Heart Attack/Failure () Yes (O No | Osteoporosis (O Yes () No | Tuberculosis () Yes Q No

¢ Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O Yes (O No | PaininJaw Joints () Yes () No Tumors or Growths Q) Yes () No
Congenital Heart Disorder (") Yes (O) No | Heart Pacemaker (O Yes (O No | Parathyroid Disease () Yes () No Ulcers CCD Tes ?D No
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care () Yes () No Venereal Disease = Yes ‘D No

— Yellow Jaundice O Yes () No
Have you ever had any serious illness not listed above? () Yes () No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




Aesthetic Dentistry

General and Cosmetic Dentistry
Dr. Katherine Nicholson

Thank you for choosing us as your dental care provider. We are committed to your treatment being successful.
The following is a statement of our Financial Policy, which we require you read and sign prior to treatment.

All patients must complete our Patient Information/Health History Form and HIPAA Form before seeing Dr.
Nicholson or the hygienist.

e FULL PAYMENT IS EXPECTED AT THE TIME OF SERVICE, BEFORE YOU ENTER THE TREATMENT
ROOM, UNLESS YOU HAVE MADE PRIOR ARRANGEMENTS WITH OUR TREATMENT
COORDINATORS.

* WE WILL FILE YOUR DENTAL INSURANCE FOR YOU AFTER VERIFICATION OF BENEFITS.

* WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS, OR THIRD
PARTY FINANCING THROUGH CARE CREDIT.

¢ FORALL MISSED APPOINTMENTS WITHOUT AT LEAST 24 HOURS PRIOR NOTIFICATION, THERE
WILL BE A SERVICE CHARGE ADDED TO YOUR ACCOUNT OF $30. FEE SHALL BE WAIVED FOR
ILLNESS OR PERSONAL EMERGENCY WHEN SUFFICIENT NOTIFICATION CAN NOT BE GIVEN.

Dental Insurance
We are a fee-for-service dental provider. You are financially responsible for all services provided to you and/or
your dependents regardless of any insurance company’s arbitrary determination of usual and customary rates.

Workman’s Compensation

To avoid any misunderstanding regarding workman’s compensation, we wish our patients to know that all
professional services are charged directly to the patient and that patients are personally responsible for payment
of fees. We will gladly prepare necessary forms or reports to help you obtain your benefits from

insurance companies. We do not render our services on the basis that workman’s compensation will pay all of
our fees.

Minor Patients

All minor patients must be accompanied by an adult. This adult is responsible for payment of services
performed on the minor at the time of service.

Thank you for understanding our Financial Policy. Please let us know if you have questions or concerns.

I'have read, understand, and agree to this Financial Policy. I understand that should I default in my arrangement

to pay my bill, I will assume responsibility for all costs of collection, including by not limited to a reasonable
attorney’s fee.

Patient’s Name Date

Signature of Patient or Responsible Party

383 South Pine Street, Suite 3, Spartanburg, SC 29302
P: (864) 577-9400 f: (864) 577-9773
www.nicholsondmd.com



Aesthetic Dentistry

General and Cosmetic Dentistry

Dr. Katherine Nicholson

Cosmetic Information

Is there anything about your smile that you do not like?

Are you happy with the appearance (color, size, shape) of your teeth?

Are your teeth crowded or crooked?

Are you missing any teeth?

Are any teeth chipped?

Is your bite comfortable when chewing, biting?

Does food get trapped between your teeth when you eat?

Do you have frequent headaches, neck pain and/or shoulder aches?

Do you have any old fillings or dental treatment that you are unhappy with?

What would you like to change the most about the appearance of your teeth?

Are you interested in the options available for a more beautiful smile?

Is there anything else that you would like us to know?

383 South Pine Street, Suite 3, Spartanburg, SC 29302
P: (864) 577-9400 f. (864) 577-9773
www.nicholsondmd.com



Aesthetic Dentistry

General and Cosmetic Dentistry
Dr. Katherine Nicholson

HIPAA AUTHORIZATION FORM

I hereby authorize you to use or disclose the specific information described below, only for the
purposes and parties also described below.

Description of the specific information to be used or disclosed:
Name
Address
Social Security Number
Medical History

Person or entity requesting the information and authorized to make the requested use or disclosure:

Recipient of the information:

This information is being requested for the following purpose(s):
Treatment
Payment
Healthcare Operations
Referrals to dental and/or medical specialists

This authorization shall remain in effect from the date signed below until 2050 (expiration date or
event).

I understand that:

I may inspect or copy the protected health information to be used or disclosed

¢ I may revoke this authorization in writing by contacting your office at the address above,
attention Privacy Officer.

e Information used or disclosed pursuant to the authorization may be subject to redisclosure by the
recipient and no longer be protect by HIPAA.

» I may refuse to sign this authorization and that you will not condition treatment or payment on
me providing this authorization (expect to the extent that the authorization is for research-related
treatment, in which case you may refuse to provide that research-related treatment).

[ 1 If this box is checked, I understand that you will receive compensation from a third party
(insurance or finance company) for the use or disclosure of my information.

Patient Name: Signature:

Relationship to Patient
(if signed by personal representative of Patient): Date:

383 South Pine Street, Suite 3, Spartanburg, SC 29302
P: (864) 577-9400 f: (864) 577-9773
www . nicholsondmd.com



NOTICE OF PRIVACY PRACTICES
(DENTAL)

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.

The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a federal program that requires
that all medical records and other individually identifiable health information used or disclosed by us in any
form, whether electronically. on paper, or orally, are kept properly confidential. This Act gives you, the patient,
significant new rights to understand and control how your health information is used. "HIPAA" provides
penalties for covered entities that misuse personal health information.

As required by "HIPAA", we have prepared this explanation of how we are required to maintain the privacy of
your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes; treatment, payment
and health care operations.

. Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include teeth cleaning services.

o Payment means such activities as obtaining reimbursement for services, confirming coverage, billing
or collection activities, and utilization review. An example of this would be sending a bill for your visit
to your insurance company for payment.

b Health care operations include the business aspects of running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individually
identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request, except to the extent
that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

b The right to request resttictions on certain uses and disclosures of protected health information,
including those related to disclosures to family members, other relatives, close personal friends, or
any other person identified by you. We are, however, not required 1o agree to a requested restriction.
It we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

bt The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

i The right to inspect and copy your protected health information,

b The right to amend your protected health information.

i The right to receive an accounting of disclosures of protected health information.

i The right to obtain a paper copy of this notice from us upon request.

STEM BROGRIE 2950 & BLaY Son



We are required by law to maintain the privacy of your protected health information and to provide you with
notice of our legal duties and privacy practices with respect to protected health information.

This notice is effective as of Anri | '4 -20Q3 and we are required to abide by the terms of
the Notice of Privacy Practices cirrently in effect. We reserve the right to change the terms of our Notice of
Privacy Practices and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from this
office.

You have recourse if you feel that your privacy protections have been violated. You have the right to file
written complaint with our office, or with the Department of Health & Human Services, Office of Civil Rights,
about violations of the provisions of this notice or the policies and procedures of our office. We will not
retaliate against you for filing a complaint,

Please contact us for more information: For more information about HIPAA
or to file a complaint:

The U.S. Department of Health & Human Services
Office of Civil Rights

200 Independence Avenue, S.W.

Washington, D.C. 20201

{202) 619-0257

Toll Free: 1-877-696-6775
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