Time 1:38 PM LEGACY DENTAL STUDIO

Eaglesoft Medical History
Birth Date:

Date 9/12{2019

Patient Name: Date Created:

Although dental personnel primarily treat the area 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, ¢

Are you under a physician's care now? Oves ONo Ifyes l !
Have you ever been hospitalized orhad a major operation? Oves ONo If yes [ J
Have you ever had a serious head or neck injury? Oves OiNg Ifyes | l
Areyou taking any medications, pills, ordrugs? Oves ONo If yes [ ;
Do you take, or have you taken, Phen-Fen or Redux? Oves Ono Ifyes [ !
Have you ever taken Fosamax, Boniva, Actonel or any other  (Dives (ONo If yes l i
medications containing bisphesphonates?
Are you on a special diet? Oves Ono
Do you use tobacco? O ves ONo
Do you use controlled substances? O ves ONo Ifyes

Women: Are you...
[[]Pregnant/{Trying to get pregnant? [JNursing? DTaking oral cantraceptives?

Are you allergic to any of the following?
[JAspirin [JPenicillin [JCodeine [JAcrylic
[JMetal [[JLatex [JSuifaDrugs [[JLecal Anesthetics
Other? O If yes l— }

Do you have, or have you had, any of the following?

AIDS/HIV Positive (Oves (ONo  |Cortisone Medidne OvYes (Ono  |Hemophilia (Oves (ONo  |Radiation Treatments OYes OMo
Alzheimer's Disease (OYes (ONo |Diabetes (OYes (ONo  |Hepatitis A (OYes (ONo |RecentWeightLoss OvYes ONo
Anaphylaxs OvYes (ONo |DrugAddiction (OvYes (ONo |HepatitisBorC (OYes (ONo  |Renal Dialysis OYes ONo
Anemia OYes ONo |EasilyWinded OYes ONo  |Herpes (OvYes (ONo  |Rheumatic Fever Oves OnNo
Angina OvYes ONo |Emphysema (OvYes (ONo |HighBlood Pressure (OYes (ONo |Rheumatism OYes ONo
Arthritis/Gout (OYes (ONo |Epilepsy orSeizures (OvYes (ONo  |High Cholesterol Ovyes (ONo |Scarlet Fever Oves ONo
Artificial HeartValve (OYes (ONo |ExcessiveBleeding (OYes (ONo  |Hives orRash (OYes (ONo  |Shingles Oves ONo
Artificial Joint OYes ONo |ExcessiveThirst (OvYes (ONo  |Hypoglycemia (OvYes (ONo  |Sickle Cell Disease Oves OnNo
Asthma (OYes ONo |Fainting Spells/Dizziness (O vYes (ONo  |IregularHeartbeat (OYes (ONo  |Sinus Trouble Oves Ono
Blood Disease (OYes (ONo |FrequentCough {OYes (ONo |Kidney Problems (OvYes (ONo  |SpinaBifida Oves ONo
Blood Transfusion (OvYes (ONo |FrequentDiarrhea (OYes (ONo  |Leukemia (OYes (OMNo  |Stomach/Intestinal Disease (O Yes (_)No
Breathing Problems (OvYes (ONo |Frequent Headaches (O ves (ONo  |LiverDisease (Oves ONo  |Stroke Oves Ono
Bruise Easily OvYes (ONo |Genital Herpes (OYes (ONo |LowBlood Pressure O Yes ONo |Swelling ofLimbs Oves Ono
Cancer OYes ONo |Glaucoma (OvYes (ONo |LungDisease (Oves ONo |Thyroid Disease Oves Omno
Chemotherapy OvYes (ONo |Hay Fever Oves (OMo  |Mitral Valve Prolapse Oves (ONo | Tonsillits Oves ONo
Chest Pains (OYes (ONo |HeartAttack/Failure (OYes (ONo | Osteoporosis (Oves (ONo  |Tuberculosis Oves Ono
Cold Sores/FeverBlistes  (OvYes (ONo Heart Murmur Oves ONo Pain inJaw Joints Oves ONo Tumors or Grawths Oves ONo
Congenital Heart Disorder (O Yes (ONo |Heart Pacemaker O¥es (OMNo  |Parathyroid Disease OYes ONo  |Ulcers OvYes OnNo
Convulsions (OYes (ONo |Heart Trouble/Disease (OvYes (ONo |Psychiatric Care (OYes (ONo |Venereal Disease OvYes ONo

Yellow Jaundice Oves ONo
Haveyou ever had any serious illness notlisted above? Oves ONo If yes r ]

Comments:

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

Signature of Patient, Parent or Guardian:

X

Date:




PATIENT REGISTRATION
PLEASE COMPLETE BOTH SIDES

PATIENT INFORMATION DATE
Patient’s Full Name
First Middle Last
Florida Home Address
City State Zip
Out of State Address
City State “Zip
Florida Home Phone ( ) Out of State Phone ( )
Cell Phone ( ) Receive Text Messages? Yes No
Date of Birth Social Security
Age Male Female Marital Status
Email Address
Referred to us by
Person to contact for emergency Phone
B T e o o e e e e e T e AT T, e s e e i e et
ACCOUNT INFORMATION
Person Responsible for Account
Driver’s License # Bank
Your Name Occupation
Employer Address
Business Phone Extension
Spouse’s Name Occupation
Employer Address
Business Phone Extension
e e e e e =y
DENTAL INSURANCE
Insurance Company Employee
Group # Social Security
Secondary Insurance Employee
Group # Social Security
If you have dental insurance, please give receptionist card to make copies. Thank You.
Patient Signature Date / /
CONSENT:

The undersigned hereby authorize Doclor to take x-royv's, study madels. photographs or any other disgnostie ands deemed appropnate by Doctor 10 muke a ﬂ}ufﬂug.h
diagnosis of the patient’s dsntal needs. | also awthorize Doctor 1o perlorm any and all torms ol trentment. medication and therapy that may be sndicated in connzction with
(Name of Patient) and further awhorize und consent that Doctor choose and employ such assistance as he deems i, | also
understand the use of ancsthetic agents embodies a certain risk. | understand that responsibility for payment for Dental Services provided in this office for my self or my
dependents is mine, due and payable at the lime services are rendered unless financinl arrangements have been made. | further undersiand thata 1-12% finance chargc (18%
annually) will be added to any balance over 60 days. In the event of default, 1 (We) promisz 10 pay legal interest on the indebtedness, together with such callection costs
and reasonable attorney fees as may be required to effect collection of this note.

Patient Date Witness

Parent or Responsible Party Relavonship to Patient



W Smile Evaluation

STUDIO

Smile Evaluation: Hold a Full Face Mirror (12™ - 14”) From Your Face. Smile to show your teeth and take time to
observe your teeth carefully. Then, answer the following questions:

1. Do you like the appearance of your teeth/smile? Y/N
2. Are your teeth all in alignment (straight)? Y/N
3. Are your teeth spaced properly? Y/N
4. Do you like the color of your teeth? Y/N
5. Do you like the shape of your teeth? Y/N
6. Do you like the way your teeth come togethet? Y/N
7. Are you happy with the appearance of your current dental work? Y/N
8. Have you ever had a bad experience in a dental office? Y/N
9. Are any of your teeth...?

Chipped Protruding Hidden
10. What would you like to change most in the appearance of your teeth?

11. On a scale of | to 5, how would you rate your overall oral health: Good! 2 3 4 5Bad

What is likelihood that you will fall asleep during these situations?
____Sitting & Reading
____ Watching TV
____Public Place
____ CarPassenger | hour
___Lying down in afternoon
___ Sitting after lunch
___ Sitting & Talking to Someone
____Incar stopped at light
____ Total
0=Never 1=Slight 2=Moderate 3 =High (10 or over total score is a concern)

Thornton Snoring Scale
Snoring has a significant effect on the quality of life for many people. Snoring can affect the person snoring & those
around him/her, both physically & emotionally. Use the following scale to choose the most appropriate number for
each situation. Go to the 4th statement if you have no bed partner.
0=Never 1 =Infrequently (I night/wk) 2 = Frequently (2-3 nights/wk) 3 = Most of the Time (4+ nights/wk)
_____ My snoring affects my relationship with my partner
____ My snoring causes my partner to be irritable or tired
____ My snoring requires us to sleep in separate rooms
My snoring is loud
__ My snoring affects people when [ am sleeping away from home (hotel, camping, etc.)
______Total
A score of 5 or greater indicates your snoring may be significantly affecting you quality of life.

Sleep History
» Time to fall asleep mins. * Awaken times during the night.
« Number of hours of sleep per night » Fall back asleep in mins.” * Awake rested? Y /N



NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED,

HOW YOU CAN GET ACCESS TO THIS INFORMATICN, YOUR RIGHTS CONCERNING YOUR HEALTH INFORMATION AND OUR
RESPONSIBILITIES TO PROTECT YOUR HEALTH INFORMATION.

PLEASE REVIEW IT CAREFULLY.

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices by providing
you with this Notice. We are required to abide by the terms of this Notice of Privacy Practices. This Notice will take effect on August 17, 2016
and will remain in effect until it is amended or replaced by us.

We reserve the right to change our privacy practices provided law permits the changes. Before we make a significant change, this Notice will
be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to make any changes in our
privacy practices and the new terms of our Notice effective for all health information maintained, created and/or received by us before the date
changes were made.

You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, Stacey Benn. Information on contacting us can be
found at the end of this Notice.

We will keep your health information confidential, using it only for the following purposes:

Treatment: While we are providing you with health care services, we may share your protected health information (PHI) including electronic
protected health information (ePHI) with other health care providers, business associates and their subcontractors or individuals who are
involved in your treatment, billing, administrative support or data analysis. These business associates and subcontractors through signed
contracts are required by Federal law to protect your health information. We have established “minimum necessary” or “need to know”
standards that limit various staff members’ access to your health information according to their primary job functions. Everyone on our staff is
required to sign a confidentiality statement.

Payment: We may use and disclose your health information to seek payment for services we provide to you. This disclosure involves our
business office staff and may include insurance organizations, collections or other third parties that may be responsible for such costs, such as
family members.

Disclosure: We may disclose and/or share protected health information (PHI) including electronic disclosure with other health care
professionals who provide treatment and/or service to you. These professionals will have a privacy and confidentiality policy like this one.
Health information about you may also be disclosed to your family, friends and/or other persons you choose to involve in your care, only if you
agree that we may do so. As of March 26, 2013 immunization records for students may be released without an authorization (as long as the
PHI disclosed is limited to proof of immunization). If an individual is deceased you may disclose PHI to a family member or individual involved in
care or payment prior to death. Psychotherapy notes will not be used or disclosed without your written authorization. Genetic Information
Nondiscrimination Act (GINA) prohibits health plans from using or disclosing genetic information for underwriting purposes. Uses and
disclosures not described in this notice will be made only with your signed authorization.

Right to an Accounting of Disclosures: You have the right to request an “accounting of disclosures” of your protected information if the
disclosure was made for purposes other than providing services, payment, and or business operations. In light of the increasing use of
Electronic Medical Record technology (EMR), the HITECH Act allows you the right to request a copy of your health information in electronic
form if we store your information electronically. Disclosures can be made available for a period of 6 years prior to your request and for
electronic health information 3 years prior to the date on which the accounting is requested. If for some reason we aren't capable of an
electronic format, a readable hardcopy will be provided. To request this list or accounting of disclosures, you must submit your request in writing
to our Privacy Officer. Lists, if requested, will be $1.00 for each page and the staff time charged will be $10.00 per hour including the time
required to locate and copy your health information. Please contact our Privacy Officer for an explanation of our fee structure.

Right to Request Restriction of PHI: If you pay in full out of pocket for your treatment, you can instruct us not to share information about your
treatment with your health plan; if the request is not required by law. Effective March 26, 2013, The Omnibus Rule restricts provider's refusal of
an individual's request not to disclose PHI.

Non-routine Disclosures: You have the right to receive a list of non-routine disclosures we have made of your health care information. You
can request non-routine disclosures going back 6 years starting on April 14, 2003.

Emergencies: We may use or disclose your health information to notify, or assist in the notification of a family member or anyone responsible
for your care, in case of any emergency involving your care, your location, your general condition or death. If at all possible we will provide you
with an opportunity to object to this use or disclosure. Under emergency conditions or if you are incapacitated we will use our professional
judgment to disclose only that information directly relevant to your care. We will also use our professional judgment to make reasonable
inferences of your best interest by allowing someone to pick up filled prescriptions, x-rays or other similar forms of health information and/or
supplies unless you have advised us otherwise.

Healthcare Operations: We will use and disclose your health information to keep our practice operable. Examples of personnel who may
have access to this information include, but are not limited to, our medical records staff, insurance operations, health care clearinghouses and
individuals performing similar activities.

Required by Law: We may use or disclose your health information when we are required to do so by law. (Court or administrative orders,
subpoena, discovery request or other lawful process.)

We will use and disclose your information when requested by national security, intelligence and other State and Federal officials and/or if you
are an inmate or otherwise under the custody of law enforcement.

National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain circumstances. If
the information is required for lawful intelligence, counterintelligence or other national security activities, we may disclose it to authorized federal
officials.




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. This information will be disclosed only to the extent necessary to
prevent a serious threat to your health or safety or that of others.

Public Health Responsibilities: We will disclose your health care information to report problems with products, reactions to medications,
product recalls, diseasefinfection exposure and to prevent and control disease, injury and/or disability.

Marketing Health-Related Services: We will not use your health information for marketing purposes unless we have your written
authorization to do so. Effective March 26, 2013, we are required to obtain an authorization for marketing purposes if communication about a
product or service is provided and we receive financial remuneration (getting paid in exchange for making the communication). No authorization
is required if communication is made face-to-face or for promotional gifts.

Fundraising: We may use certain information (name, address, telephone number or e-mail information, age, date of birth, gender, health
insurance status, dates of service, department of service information, treating physician information or outcome information) to contact you for
the purpose of raising money and you will have the right to opt out of receiving such communications with each solicitation. Effective March 26,
2013, PHI that requires a written patient authorization prior to fundraising communication include: diagnosis, nature of services and treatment. If
you have elected to opt out we are prohibited from making fundraising communication under the HIPAA Privacy Rule.

Sale of PHI: We are prohibited to disclose PHI without an authorization if it constitutes remuneration (getting paid in exchange for the PHI).
“Sale of PHI" does not include disclosures for public health, certain research purposes, treatment and payment, and for any other purpose
permitted by the Privacy Rule, where the only remuneration received is “a reasonable cost-based fee" to cover the cost to prepare and transmit
the PHI for such purpose or a fee otherwise expressly permitted by law. Corporate transactions (i.e., sale, transfer, merger, consolidation) are
also excluded from the definition of “sale.”

Appointment Reminders: We may use your health records to remind you of recommended services, treatment or scheduled appointments.

Access: Upon written request, you have the right to inspect and get copies of your health information (and that of an individual for whom you
are a legal guardian.) We will provide access to health information in a form / format requested by you. There will be some limited exceptions.
If you wish to examine your health information, you will need to complete and submit an appropriate request form. Contact our Privacy Officer
for a copy of the request form. You may also request access by sending us a letter to the address at the end of this Notice. Once approved, an
appointment can be made to review your records. Copies, if requested, will be $1.00 for each page and the staff time charged will be $10.00
per hour including the time required to copy your health information. If you want the copies mailed to you, postage will also be charged. Access
to your health information in electronic form if (readily preducible) may be obtained with your request. If for some reason we aren’t capable of
an electronic format, a readable hardcopy will be provided. If you prefer a summary or an explanation of your health information, we will provide
it for a fee. Please contact our Privacy Officer for an explanation of our fee structure.

Amendment: You have the right to amend your healthcare information, if you feel it is inaccurate or incomplete. Your request must be in
writing and must include an explanation of why the information should be amended. Under certain circumstances, your request may be denied.

Breach Notification Requirements: It is presumed that any acquisition, access, use or disclosure of PHI not permitted under HIPAA
regulations is a breach. We are required to complete a risk assessment, and if necessary, inform HHS and take any other steps required by
law. You will be notified of the situation and any steps you should take to protect yourself against harm due to the breach.

QUESTIONS AND COMPLAINTS

You have the right to file a complaint with us if you feel we have not complied with our Privacy Policies. Your complaint should be
directed to our Privacy Officer. If you feel we may have violated your privacy rights, or if you disagree with a decision we made
regarding your access to your health information, you can complain to us in writing. Request a Complaint Form from our Privacy
Officer. We support your right to the privacy of your information and 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. HOW TO CONTACT US:

Practice Name: Legacy Dental Studio

Privacy Officer: Stacey Benn

Address: 12630 New Brittany Blvd Fort Myers, FL 33966
Telephone: 239-275-7722 Fax: 239-275-5662

Email: stacey@legacydentalstudio.com




