ID: Chart ID:

First Name:

PATIENT REGISTRATION

Last Name: )

Middle Initial:

Patient Is:[_]Policy Holder ~ [_] Responsible

First Name:

Responsible Party ( if someone other than the patient )

Party Preferred Name:

Last Name:

Middle Initial:

Address:

Address 2:

City, State, Zip:

Home Phone:

Birth Date:

[T ]Responsible Party is also a Policy Holder for Patient

Work Phone:

Soc Sec:

[C]Primary Insurance Policy Holder

Pager:
Cellular:

———————————

Ext:

Drivers Lic:

[(]Secondary Insurance Policy Holder

Patient Information

Address:

Address 2:

City:

State / Zip:

Pager:

Home Phone:
Sex:[_|Male
Birth Date:

[(CJFemale

Work Phone:

Marital Status:[_|Married [ ]Single

Age: Soc Sec:

Ext: Cellular:

. ——————————

[IDivorced [ ]Separated [ |Widowed

Drivers Lic:

E-mail:

[]1 would like to receive correspondences via e-mail.

Section 2

Employment [(]Full Time
Status:

Student Status: [_] Full Time

[JPart Time

[JPart Time

Section 3

[JRetired

Pref. Dentist;

Pref. Pharmacy:

Pref. Hyg:

Emergency Contact
Emergency Contact #
Referred By

Primary Insurance Information

Name of Insured:

Relationship to Insured: [_] Self

Insured Soc. Sec:

Insured Birth Date:

[Jother

[Jspouse [JcChild

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Secondary Insurance Information

Name of Insured:

Relationship to Insured: [_] Self

Insured Soc. Sec:

Insured Birth Date:

[Jother

‘[C]Spouse [JChild

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:

Rem. Benefits:

Rem. Deduct:




\
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PLOSTDENTAL

MEDICAL HISTORY FORM

Patient Name: Birth Date:

Health 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 these questions.

Emergency Contact:

Name: Relationship: Phone Number:

Primary Care Physician:

Name: Phone Number:

Hospitalizations/Major Operations:

1. Date:

2. Date:

3. Date:
Medications:

Do you require a pre-med antibiotic before dental procedures? O YES O NO

Have you ever taken Fosamax, Boniva, or any other medications containing bisphosphonates? [ YES O NO

Do you use tobacco? O YES O NO If yes, type and frequency:

Do you have pain in jaw joints? 0O YES ONO

Women: Are you....
OPregnant/Trying to get pregnant? ONursing? OTaking oral contraceptives?

Any known medication allergies or any other allergies? OYES ONO
If yes, please list:




AIDS/HIV

Memory Disorder
Drug Addiction
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease

Blood Transfusion
Liver Disease
Swelling of Limbs
Thyroid Disease
Cold Sores/Fever Blisters
Heart Pacemaker
Psychiatric Care
Diabetes

Hepatitis A, B, C

Angina
Arthritis/Gout
Excessive Bleeding
Dry Mouth

Fainting Spells/Dizziness
Frequent Cough
Stroke

Cancer
Chemotherapy
Heart Attack

Heart Murmur
Ulcers

Venereal Disease
Emphysema
Epilepsy or Seizures

Hypoglycemia

Do you have, or have you had, any of the following? (CIRCLE ANY THAT APPLY)

Kidney Problems
Breathing Problems
Bruise Easily
Glaucoma
Osteoporosis
Radiation Treatment
Anaphylaxis

Anemia

High Blood Pressure
High Cholesterol
Shingles

Headaches

Low Blood Pressure
Mitral Valve Prolapse
Tuberculosis

Congenital Heart Disorder

Have you ever had any serious iliness/condition not listed above? YES / NO

If yes, please explain:

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 e of any changes to medical status.

Signature of Patient, Parent or Guardian:

X Date:




PLOST DENTAL |
2738 East 51° Street, Suite 120
Tulsa, Oklahoma 74105
918-749-1747

Patient Name: Date:

¢ I have been offered and/or received a copy of the currently effective Notice of
Privacy Practices for Dr. Clark J Plost.
I may refuse to sign.
Expiration: 3 years from initial signature; insurance change; patient reaches
age of 18.

o I understand that I may request a copy of the privacy policies at any time.

I understand that my PHI (Protected Health Information) can and will be used
for purposes of treatment and for payment from both myself and/or third party.

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR
DENTAL INFORMATION:

Name: Relationship: Phone:

Name: Relationship: Phone:

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY
DENTAL APPOINTMENTS, TREATMENT & BILLING INFORMATION
AND INFORMATION ABOUT MY DENTAL HEALTH VIA:

O Message on: [ Home Phone O Cell Phone [ Work Phone
O Email

O U. S. Mail / Postcard

O Any of the above

Please print your name Please sign your name



PLOST DENTAL
2738 East 517 Street, Suite 120
Tulsa, Oklahoma 74105
918-749-1747

NOTICE OF PRIVACY PRACTICES

This nofice is to inform you that your personal health information will only be used for purposes of treafment in our facility and
will not be misused or disclosed by / to anyone outside of our practice. You may gain access to this information if you desire.

Please review it carefully. The privacy of your health information is 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 also required
to give you this notice about our privacy practices, our legal duties, and your rights concerming your health information. We
must follow the privacy practices that are described in this notice while it is in effect. This notice takes effect on April 14, 2003
and will remain in effect.

We reserve the right to change our privacy pracfices 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 our privacy pracfices and the new terms of our
nofice effective for all health information that we maintain, including health information we created 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 nofice available upon request.

You may request a copy or our nofice at any fime. For more information about our privacy practices, or for additional copies
of this notice, please contact us using the information listed at the end of this nofice.

e 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 who is
cumrrently providing treatment to you.

Poyment: We moy use and disclose your health information to obtain payment for services we provide to you
{i.e. insurance companies).

Headlthcare Operations: we moy use and disclose your health information in connection with our
healthcare operations. Healthcare operations include qualily assessment and improvement activifies, reviewing the
competence or qualifications of healthcare professionals, evaluating pracitioner and provider performance,
conducting iraining programs, accreditation, cerfification, licensing or credentialing activities.

e Your Authorization

You may give us written authorization fo use your health information or to disclose it to anyone for any purpose (e.g. a family
member picking up records, referral to dentat specialist, etc.) If you give us an authorization, you may revoke it in wiriting ot
any fime. Your revocation will not affect any use or disclosure permitted by your authorization while it was in effect. Unless you
give a written authorization, we cannot use or disclose your health information for any reason except those described in this
nofice.

o To Your Family and Friends

We must disclose your health information to you, as described in the Palient Rights section of this Notice. We may disclose your
hedalth 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.

e Persons involved in Care

We may use or disclose health information to nofify, or assist in the nofification of (included identifying or locating) a family
member, your personal representative or another person responsible for your care, of your location, your general condition, or
death. If you are present, then prior fo use or disclosure or your health information, we will provide you with an opportunity to
object to such uses of 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 that person’s involvement in your healthcare. We will also use our professional judgment and our experience with common
practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical
supplies. x-rays, or other similar forms of health information.



Marketing Health-Relation Services: oOur dental office does not use patient information for any marketing
purposes. We will not use your health information for marketing communications without your wiitten authorization.

Required by Law: we may use or disclose your health information when i is required by law lo do so (i.e. missing
person, etc.)

Abuse or Neglect: we may disclose your health information to appropriate authorifies 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 disclose 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 cuthorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to lawfully authorize federal official’s health information required by lawful
intelligence. counterinteligence, and other national securily activities. We may disclose to comectional institutions or law
enforcement officials having lawful custody of protected healih information of inmate or patient under ceriain circumstances.

Appointment Reminders: we may use or disclose your health information to provide you with appointment
reminders {such as voicemail messages, postcards, or lefters).

e 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 olher 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 1o request
access by using the contact information listed at the end of this notice. We may charge you a reasonable cost-based fee for
expenses such as copies and staff lime. You may request access by sending us a letter to the address at the end of this notice.
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 @ summary or an explanation of your health information for a fee. Contact us using ihe information
listed at the end of this nofice for a full explanation of our fee struciure.

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

Restriction: You have ihe right 1o request that we ploce additional restrictions on our use or disclosure of your healih
information. We are not required to agree to these additional resirictions, but if we do. we will abide by our agreement except
in an emergency.

Alternative Communication: You have the right to request that we communicate with you about your heatth
informatign by altemative means or to allernalive locations. You must make your request in writing. Your request must specify
the alternatfive means or locations, and provide satisfaciory explanation how payments will be handled under the altemative
means or location you request.

Amendment: You have the right fo request that we amend your health information. Your request must be in wifing. It
must explain why the information should be amended. We may deny your request under certain circumstances.

e Questions and Complaints:

If you desire further information about our privacy practices or if you have questions, please contact us. If you are concemed
that 1) we may have violated your privacy right, 2} you disagree with a decision we made about access to your health
information, 3} in response to a request you made to amend or restrici the use or disclosure of your health information or 4) to
have us communicate with you by alternative meons or at aliernotive locations, you may complain to us using the contact
information listed at the end of this notice. You also may submit a writien 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. Departiment 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 Heallh and Human Services.

Comoéf Officer: Clark J Plost DDS, Privacy Officer, Owner
Telephone: 918-749-1747
Address: 2738 E 515 St, Suite 120

Tulsa, Oklahoma 74105
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