PARAMOUNT
DENTAL
CENTER

PATIENT AND RESPONSIBLE PARTY INFORMATION |

Name Preferred Name
Last First M
Date of Birth __Male _ Female __Married _ Single __ Minor/Other
Home Address
Street and Apt # City, State Zip Code
Home# Work# Cell/Other#
E-mail address If you provide an email address, we

will enroll you in Patient Connect - our free service for email appointment reminders, online account
information, and online payments. (Your email address will be kept private)

Who can we thank for referring you?

Who will be responsible for charges incurred on this account? (name on the billing account)

Name Relationship to patient Phone #, if different SSN of responsible party

Billing Address (if different)

Street and Apt # City,State Zip Code

If other immediate family members (spouse, children, etc.) are patients of record in our office, we will
automatically add you to the pre-existing billing account unless you request otherwise.

‘ PRIMARY INSURANCE INFORMATION (PLEASE PRESENT INSURANCE CARD IF YOU HAVE ONE) |

Policyholder/Subscriber's Name

Last First M
Patient’s relationship to Subscriber _ Self _ Spouse/Partner __ Child/Stepchild
Subscriber’s ID/SSN # Subscriber’s Date of Birth
Employer Insurance company
Customer Service Phone # Group #:

If you have secondary insurance coverage, please let us know so that we may add it to our records as well.

| certify that the above information is true, to the best of my knowledge. If any of this information changes, |
will provide that information to Paramount Dental Center as soon as possible. | understand that failure to
provide accurate insurance information in a timely manner may result in being billed for the full fee for any
services provided to me.

Signature Date



Assignment of Benefits Form
Financial Responsibility

All professional services rendered are charged to the patient and are due at the time of service, unless
other arrangements have been made in advance with our business office. Necessary forms will be
completed to file for insurance carrier payments.

Assignment of Benefits: | hereby assign all medical and surgical benefits, to include major medical benefits
to which | am entitled. | hereby authorize and direct my insurance carrier(s), including Medicare, private
insurance and any other health/medical plan, to issue payment check(s) directly to Paramount Dental
Center.

Medical services rendered to myself and/or my dependents regardless of my insurance benefits, if any. |
understand that | am responsible for any amount not covered by insurance or the agreed amount for
services rendered.

Authorization to Release Information | hereby authorize

Paramount Dental Center

To: (1) release any information necessary to insurance carriers regarding my illness and treatments;
(2) Process insurance claims generated in the course of examination or treatment; and

(3) Allow a photocopy of my signature to be used to process insurance claims for the period of lifetime.
This order will remain in effect until revoked by me in writing. | have requested medical services from:
Paramount Dental Center

On behalf of myself and/or my dependents, and understand that by making this request, | become fully
financially responsible for any and all charges incurred in the course of the treatment authorized.

| hereby affirm that any payment made to me by my Insurance Carrier will be immediately transferred to
Paramount Dental Center.

Upon receipt for services rendered.

| further understand that fees are due and payable on the date that services are rendered and agree to pay
all such charges incurred in full immediately upon presentation of the appropriate statement EOB or Check.

A photocopy of this assignment is to be considered as valid as the original.

Patient/Responsible Party Signature /Date

Witness Signature/ Date




Name Nickname Age

Referred by How would you rate the condition of your mouth? (JExcellent (JGood OFfair JPoor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) /

DENTAL HISTORY

/
I routinely see my dentistevery: (J3mo. (J4mo. (J6mo. (J12mo. (J Not routinely
WHAT IS YOUR IMMEDIATE CONCERN?
PLEASE ANSWER YES OR NO TO THE FOLLOWING:

PERSONAL HISTORY 0o

AN o

Are you fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [ ]

Have you had an unfavorable dental experience?

Have you ever had complications from past dental treatment?

Have you ever had trouble getting numb or had any reactions to local anesthetic?

Did you ever have braces, orthodontic treatment or had your bite adjusted?

Have you had any teeth removed or missing teeth that never developed?

GUM AND BONE 0o

7. Do your gums bleed or are they painful when brushing or flossing? O O
8.  Haveyou ever been treated for gum disease or been told you have lost bone around your teeth? O O
9.  Have you ever noticed an unpleasant taste or odor in your mouth? O O
10. Isthere anyone with a history of periodontal disease in your family? O O
11. Have you ever experienced gum recession? O a
12. Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple? O O
13. Have you experienced a burning or painful sensation in your mouth not related to your teeth? @) O
TOOTH STRUCTURE 0og
14. Have you had any cavities within the past 3 years? O O
15. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food? O O
16. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth? O O
17. Are any teeth sensitive to hot, cold, biting, sweets, or avoid brushing any part of your mouth? O @]
18. Do you have grooves or notches on your teeth near the gum line? O O
19. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling? @) O
20. Do you frequently get food caught between any teeth? O O
BITE AND JAW JOINT 0o
21. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping) O O
22. Do you feel like your lower jaw is being pushed back when you bite your teeth together? O O
23. Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods? O O
24. Have your teeth changed in the last 5 years, become shorter, thinner or worn? O O
25.  Are your teeth becoming more crooked, crowded, or overlapped? O O
26. Are your teeth developing spaces or becoming more loose? O O
27. Do you have more than one bite, squeeze, or shift your jaw to make your teeth fit together? O O
28. Do you place your tongue between your teeth or close your teeth against your tongue? O O
29. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits? O O
30. Do you clench your teeth in the daytime or make them sore? O O
31. Do you have any problems with sleep (i.e. restlessness), wake up with a headache or an awareness of your teeth? O O
32. Do you wear or have you ever worn a bite appliance? O O
SMILE CHARACTERISTICS 0ogd
33. Isthere anything about the appearance of your teeth that you would like to change? O O
34. Have you ever whitened (bleached) your teeth? O O
35. Have you felt uncomfortable or self conscious about the appearance of your teeth? O O
36. Have you been disappointed with the appearance of previous dental work? O O
Patient’s Signature Date
Doctor’s Signature Date
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TIME 8:53 AM Paramount Dental Center DATE 7/17/2014

MEDICAL HISTORY

PATIENT NAME Birth Date

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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.

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

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

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

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

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

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Are you on a special diet? () Yes () No
Do you use tobacco? () Yes () No

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

r—Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes () No Nursing? () Yes() No

r—Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [ ] Codeine [ ] Local Anesthetics [ ] Acrylic [ ] Metal [ ] Latex [ ] Sulfadrugs
[ ] Other If yes, please explain:

r—Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes () No | Cortisone Medicine (O Yes () No | Hemophilia (O Yes () No | Radiation Treatments O Yes O No
Alzheimer's Disease (O Yes () No | Diabetes (O Yes () No | Hepatitis A (O Yes () No | Recent Weight Loss O Yes O No
Anaphylaxis (O Yes () No | Drug Addiction (O Yes () No | Hepatitis B or C (O Yes () No | Renal Dialysis (O Yes () No
Anemia (O Yes () No | Easily Winded (O Yes () No | Herpes (O Yes () No | Rheumatic Fever O Yes O No
Angina (O Yes () No | Emphysema (O Yes () 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 O No
Artificial Heart Valve (O Yes (O No | Excessive Bleeding (O Yes () No | Hives or Rash (O Yes (O No | Shingles O Yes O No
Artificial Joint (O Yes () No | Excessive Thirst (O Yes () No | Hypoglycemia (O Yes () No | Sickle Cell Disease O Yes ) No
Asthma (O Yes (O No | Fainting Spells/Dizziness() Yes () No | Irregular Heartbeat () Yes () No | Sinus Trouble O Yes O No
Blood Disease (O Yes () No | Frequent Cough (O Yes () No | Kidney Problems () Yes () No | Spina Bifida O Yes ) No
Blood Transfusion (O Yes (O No | Frequent Diarrhea (O Yes () No | Leukemia (O Yes () No | Stomach/Intestinal Disease () Yes () No
Breathing Problem (O Yes (O No | Frequent Headaches () Yes () No | Liver Disease (O Yes (O No | Stroke O Yes O No
Bruise Easily (O Yes () No | Genital Herpes (O Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs O Yes O No
Cancer (O Yes () No | Glaucoma (O Yes () No | Lung Disease (O Yes () No | Thyroid Disease O Yes O No
Chemotherapy (O Yes () No | Hay Fever (O Yes () No | Mitral Valve Prolapse () Yes () No | Tonsillitis O Yes O No
Chest Pains (O Yes () No | Heart Attack/Failure (O Yes () No | Osteoporosis O Yes () No | Tuberculosis O Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur O Yes () No | PaininJawJoints () Yes () No | rumors or Growths O Yes () No
Congenital Heart Disorder() Yes () No | Heart Pacemaker (O Yes () No | Parathyroid Disease () Yes () No Ulcers Q Yes () No
Convulsions (O Yes () No | Heart Trouble/Disease () Yes () No | Psychiatric Care O Yes O No Venereal Disease (Q Yes Q) No

Yellow Jaundice O Yes O 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




STATEMENT OF PRIVACY PRACTICES

PARAMOUNT DENTAL CENTER

Our office is dedicated to protect the privacy rights| of our patients and the confidential information
entrusted to us. It is a requirement of this practice that every employee receive appropriate training and
is dedicated to the principal concept that your health iFformation shall never be compromised. We may,
from time to time, amend our privacy policies and practices but will always inform you of any changes that
might affect our obligations and your rights.

PROTECTING YOUR HEALTHCARE INFORMATION ‘

We use and disclose the information we collect from you only as allowed by the Health Insurance Portability
and Accountability Act and the state of Washington.| This includes issues relating to your treatment,
payment, and our health care operations. -Your personal health information will never be otherwise given
or disclosed to anyone — even family members — without your consent or written authorization. You, of
course, may give written authorization for us to disclose your information to anyone you choose, for any
purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to
make certain that the confidentiality, integrity, and access to your records is always protected. Our privacy
policy and practices apply to all former, current, and future patients, so you can be confident that your
protected health information will never be improperly Jrisclosed or released.

| COLLECTING PROTECTED HEALTHCARE INFORMATION (PHI)

We will only request personal information needed to pr

payment activities, conduct normal health practice ope

your name, address, telephone number(s), Social Se
health records, etc. While most of the information wil

from third parties if it is deemed necessary. Regardless

be protected to the full extent of the law.

ovide our standard of quality health care, implement
rations, and comply with the law. This may include
curity Number, employment data, medical history,
| be collected from you, we may obtain information
of the source, your personal information will always

DISCLOSURE OF YOUR PROTECTED HEALTHCARE

NFORMATION

As stated above, we may disclose information as requi
to law enforcement and governmental officials und

red by law. We are obligated to provide information
er certain circumstances. We will not use your

information for marketing or fund-raising purposes ithout your written consent. We may use and/or
disclose your health information to communicate reminders about your appointments including voicemail
messages, answering machines, and postcards unless you direct us otherwise. We will never use, disclose,
sell, or otherwise allow access to your personal, protected information in exchange for or receipt of financial
remuneration.

Any breach in the protection of your personal health information, including unauthorized acquisition, access,
use, or disclosure, will be fully investigated, addressed, and mitigated as established by the HIPAA Privacy
Breach Notification Rule. You have a right to and wil| be provided all information relating to any breach
involving your personal PHI

| YOUR RIGHTS AS OUR PATIENT

You have a right to request copies of your healthcare information; to request copies in a variety of formats;
and to request a list of instances in which we, or our| business associates, have disclosed your protected
information for uses other than stated above. All such requests must be in writing. We may charge for
your copies in an amount allowed by law. If you believe your rights have been violated, we urge you to
notify us immediately. You can also notify the U.S. Department of Health and Human Services.

An expanded, and complete copy of our Statement of Privacy Practices, is available for your review.

Paramount Dental Center
11250 Kirkland Way, Suite 102 Kirkland, Washington 98033 | 425-739-9093



~ - ACKNOWLEDGEMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Paramount
Dental Center. The Statement of Privacy Practices describes the types of uses and disclosures of my
protected health information that might occur in my treatment, payment for services, or in the performance
of office health care operations. The Statement of Privacy Practices also describes my rights and the
responsibilities and duties of this office with respect to|my protected health information. The Statement of
Privacy Practices is also posted in the facility.

Paramount Dental Center reserves the right to change the privacy practices currently described in the
Statement of Privacy Practices. If privacy practices change, I will be offered a copy of the revised
Statement of Privacy Practices at the time of my first vjsit after the revisions become effective. 1 may also
obtain a revised Statement of Privacy Practices by requiesting that one be mailed or otherwise transmitted
to me.

ADDITIONAL DISCLOSURE AUTHORIZATION °

specifically authorize disclosure of my Protected Healthcare information to the person(s) identified
below. (I understand that the default answer is “NQ”. Without indicating “YES” in answer to each
individual question, personal protected (PHI) cannot be shared with anyone unless otherwise
allowed by HIPAA rules.)

In addition to the allowable disclosures described '{1 the Statement of Privacy Practices, | hereby

Spouse only OYES | NO
OR

Any Member of my immediate family: (Spouse, Children, Children’s Spouses) | O YES | O NO

Any Member of my extended family: (Parents, Grandchildren) O YES | ONO

Other: OYES | ONO

Name of patient (please print):

Patient signature:

Patient’s personal representative: (Please PriLt):

Personal Rep’s signature:

Representative’s Phone Number: Date:

' OFFICE USE ONLY BELOW THIS LINE
AcCKnowledgement Not Obtained

Provided Prior to - .
Treatment? O YES | O NO, | Date Statement Provided:

O Need#d more time to review Statement

Wanted to consult another person before signing

patient signature Physically unable to sign

No reason offered

Other;

O
Reason for not obtaining 0
O
0

Paramount DFntaI Center
11250 Kirkland Way, Suite 102 Kirklangd, Washington 98033 | 425-739-9093




Office Policies

1. Consent for treatment and Insurance Billing

| hereby authorize the licensed dentists and auxiliary providers of Paramount Dental Center to provide dental
treatment for me (or for my child if a minor), including necessary diagnostic x-rays, photos, or models. |
understand that the procedures recommended or required will be explained to me and that | may choose to
decline treatment for any reason. If | have dental insurance, | also authorize Paramount Dental Center to
submit claims and/or pre-treatment estimates to my dental insurance company on my behalf and for payment
of these claims to be made directly to Paramount Dental Center.

2. Insurance Coverage

Please realize that dental insurance is a contract between you and your insurance company. We will assist
you in understanding and researching your benefits, however, we have no way to guarantee the actual
terms of your insurance policy. As a courtesy, we will submit claims, estimate your insurance benefits,
and send pre-estimates at your request. If your insurance company fails to pay your claim, you will be
responsible for full payment to Paramount Dental Center. We base our estimates on coverage by your
insurance provider, however, we can not guarantee that they give us the correct information. Disputes
regarding reimbursement or the amount of reimbursement are between you and your insurance carrier. You
are strongly encouraged to consult your dental plan contract in order to verify your covered dental benefits.

3. Cancellation/Rescheduling policy

In order to provide our patients with the best and most cost effective care, we require a minimum of 48
business hours for you to cancel or re-schedule your appointment. Missed appointments not only affect our
care for scheduled patients, but they also deprive other patients of treatment time and availability. If you fail
to give us the required notice, your account will be charged $75.00 per hour that is missed. If you are 15
minutes or later to your appointment, you will be asked to reschedule your appointment. Emergencies and
other extenuating circumstances will be taken into consideration on a case by case basis.

** For any surgery appointment that is missed or rescheduled within 48 hours will be required to place a 25%
deposit of their total treatment cost on their next schedule surgery appointment. **

4. Payment and discount policy

We require payment at the time of service, unless you have spoken with a front administrator about a
payment plan. If a payment plan is in place there will be a 3% monthly processing fee. We offer financing
through Care Credit — please ask our office staff for details.

As of 2016, we will ONLY be offering our Senior Discount for patient without insurance (10% off treatment for
seniors 65 years and up). A 6% “pay in full” discount can be applied to Implant and Invisalign treatment
payments that are over $2,000.00 when payment is made in full at time of service.

| provide my consent for treatment and insurance billing/assignment of payment to
Paramount Dental Center:

Signature Date



