—

Star. Clty Family: Deiritistry

fM_E_DIG'AL.— HISTORY )
PATIENT NAME Blith Date
. Although.dental perscnnel primarily{reat.the arwa in.and.around g@ur mgauth; your mouth Is-a part.of your enflre body. Health probleriis {hiat you may ]
+ have, or medication that you may-be taking, céuld-have an important interrelationship with the: dentlstry you wilt recelve, Fhank you for answerlng the |
+ following:questions. ;
Ara you under a physictan's care: ngw? O Yas (O No  Ifyes, pléase explain;
Have you ever been hosplializéd of had a majar opsrallon?o Yos O No  if yes, please explain:
Have you evar fiad a serious head or neck injury? () Yes () No- (f yes, plsase explain:
Aie you taking any medicatlons, plils, or drugs? () Yas () No  If.yes, please explain:
Do you take, ot have you taken, Phen:Fen or Redux? () Yes (). No
Have you ever taken.Fosamax, Boniva Actonel or any S i
other médications contalning lit's’phosphgnala'a'?‘o Yes O No
Arg you on a speclal diet? () Yes (O No
Do you use lobaceo? O Yas () No.
Do you use controlled: substances? O Yes () Ne
Pregnant/Trylng to.get:preghant? O Yes (D) No Taklng oral cantracaptives? () Yas O No Nursing? ‘O Yes (O No
r—Are you allgrgic té_‘,any' of the fdllbwiﬁﬁ? — = c . -
[ Aspirin [] Penicillin [] Codelna [J Local Anastnstics [ Aciyiic [} Metal [ Latex ] Sulfa drugs
(] Other If yes, please axplain: ] “r
—Do you have,; or tiave you fiad, any-of-the .fbllpwing? —— e e s — . -
AIDS/HIV Rosltive (O Yes O No | Cortlsons Medicing (O Yes O No | Hemaphilia (O Yes () No | Radlation Treatments O Yes O No
Alzhelmer's Diseass () Yes (O No.| Dlabates Q Yes: O No | Hapalitis A () Yes (O No. | Recent Waight Loss 8 Yes.-( No
Anaphyléxis © Yes O No -Prug Addiction Q) Yes O'No | HepalisBorc . Yes O Mo Renat:Dlalysis Yes () No
Anamia (O Yes (O No | Easlly Winded (O Yes T No. | Hempes O Yes O No | Rheumatic Fever O Yes O Mo
Angina O Yes O No | Emphysema () Yes (3 No | High Blood Prassure () Yes (O No Rhaumatism O Yes O No
Arihrills/Gout (Orves () No'| Eplispsy or Seizures O Yes QNo High-Chidlesieral (O Yes () No | Scarlet Fever O Yes (O No
Artificial Heart Valve (O Yos (O No | ExcessiveBleading () Yes () No | Hives.or Rash O Yes (O No | Shingles O Yes O No
Atificial Jolrit (O Yos () No | Excessivs Thirsl . O YesyHo | Hypoghicamin O ves O No | Sickla Cell Dissase O Yes O No
Asthma © Yes O No | Falnting Spalis/DlizinessC) Yes () No | Iregular Hearzeat (O Yes O No | Sinus Trouble O Yes () No
Blocd Disease (Q Yes () No | Frequant Cough O Yes () No | Kidney Problems (O Yas (O No | Spina Bifida O Yes O No
Blood Transfusion (O3 Yes (O No | Frequanl Diarrhea O Yes ) No Leukermla O Yes (O No | Stomaciviniestinal Disease (O Yes () No
Brealhing Protilam O Yes O No Frequenl Headachies () Yes (). No Livga'rplsejafa‘. O Yes _Q No | Stroke )
Brulse Esslly © Yas () Mo | Gerital Herpes © Yeo (D No | Low BlocdBredtiure () Yos QO No | Swalling of Limbs
Cancer (O Yes Ordo | -Glaucoma O Yes O N& | tung:Disaase O Yes .(J No | Thyrold Dizeaso
Chemotharapy :¥ex O No-| Hay Faver O Yes QN6 | Mitrsi Vailve Fraiapse O Yes O No | Tonsliils
Chesl Palns (O Yas O No | HeartAttack/Faillre O Yoz ) No | Ostebporosts O Yas (O No | Tuberculosls
Culd Sores/Fever Bllsters () Yes () N6 |  Heart Murmur O Yes Qo || Palnbndawdoins ) Yas () No E‘["“m of Growths
Congenltal Hean Disardén()-Yes (O No | Heart Pacemakar (O Yes [ No | Parmthyrold.Disnase () Yes () No Va?ar:eal 5 -
Convulsions O Yes O No | HeanTrouble/Dlsease ) Yes () No | PaychiaiicCare ) Yes O Mo | vauow Jaundice
Have you ever had any serious lliness not [Isted abov_e?_O Yes.(O) No

Comments:

¢ e e

To the best of my knowledge, the questions on this form have.been a¢curately answared. | und

I dangerous to my.(or patient's) health,

= ] erstand that providing incorrect infarmation cari be
itis my rgéponsihlli_ty lo inform. the-dental office of any changas In medical status,

DATE

SIGNATURE OF PATIENT, PARENT, of GUARDIAN
- m - PN - ——— -‘ - — -

+



PATIENT REG‘I'STRATION FORM

Patient's Employer

-
Nam.é Sécial Secunty Number N_"arﬁa i Social Security-Number
Spouse Social Security Numge'r Parents Namé -
Address Address
City State T State Zip
Home Phone Bﬁsiness Phoner - Home Phone -
Date of Birth Ago Date of Birth Age

Warred |__Single | Diverced | Widowed [School
R e O T e R e | e B D e e

Primary Garrler

Present Position

How Long Held

Subscriber Name

Subscriber Date of Birth

Business Addrass

Secondary Garriér

Spouse's Employer

Subscriber Name

Present Position

Siibscriber Date of Birth

How Long Held

S —————
jin case of Emergency

Purpcse of Call

Name

Referred by

TR

R v@mmmmwmwwﬂmmm&%mv@%ﬂﬂmu,m&s&;ﬁm@
Who Will Pay This Account

Phone Numhber

Bank

Address

City

R e T e e e s

| understand that | am responsible for payment for ali services rendered, In the event my account becomes
delinquent or remalns unpaid over 90 days from the date of saivice, | will be respensible for Intersst at the
rate of 18% from the date of.service on'the outstanding principal balance. If my account s forwarded toan
attorney for collection, | will be rasponsible for an attorney fae of 35% of tha principal balarice due at the
time the accountis turned over,

sr@ét‘uré '

Date




s R P

4 describes hiow we may us¢ andidisclose vour protesied healdls information (PHI) o, carty out
1th operanonm.,(t']‘P@) and for atlier ther are permiited o fuquired by law. 1t also
dcscrlbcs vlnlghts o Bcccss arid controls cted healiy information. "R otected Health infomizion™ s information
about you, figlut 'h ihfb'rm‘ tio 'denufy youdndithat relates 1o your past, present. orifutergiphysiesi or
mmenialhealiioreondst nfiund lrcluwd ﬁhca[lhll Al )

3
L Usesiand: Drsclosgnmo.r‘*'

e 'nc‘acmccs,‘lo _','tauL lo pay your hcalth
urequlredhby lawe,

- OF munagc your higalhigare and
0 i it-_h & third! party, 'Ror example, we
i, o & hoffe fih agency hat provides care 16 yoy. For
‘ ,physwiun 16 wilisi- youhave been referred 10-énsufe thar the

or manﬂgcment of
y .‘informatlon as fiecess
a!thulnformatlon rnay*b

inl'ormaucn silll e used, as needed, 1o obrain payiitent for your higallh ¢are sepvices. Fér

ospital stay may reguire w!har YOUF rclcvant protecicd hegld) information be disclosed to the
e.'hosplml admissmn .

LFQ Support: (he busiress
_' fit 11 30‘ quuhty asscssmcnn BEtivitie
4 conduy tlngc OF BFRANging foF other business aeiivities. For
inf rmutwn to mgd ]‘ ! $tudents: that see patients a olir o ic;;‘:.‘ In

asked 10sign your dome and indicare yaur

d‘dy o see :you W rmay use of diselose

on.ctcdw health- mformatien it (he ifallawing
 Public ficatitilssues s rcqutrcd ¥

UL Admlnlslruliom rcqulrcmunls' Legi
'au'ch

situations without your authofization, These

‘Eommunicable Bj gases; Henlth @vcrsv—‘m

oceedings: Law Enforce fient: Coroness, Fuacral

ty-and National | Seeurity: Workers® Cempcnsutlon

) it Bes g youpnd whedi required by ihe Se retary

Tg;;hje \?,panmenr indibumanm Services 'lo,wanesUgare or: detcrmmelour complmncc Wilh the-requirerients ofbccnon
0] .o . R R

FedUses and Diselosurey Will BeMade Qaly Wiihi Your Consent, Authorization o¢ @ppcnum:y

,Ilﬂﬂ. At any time, fi WHRG, except 16 1he exien thal yeur physmun or the physician’s
vaeton:dn relfance on:the use:6r-disclosure indicaed irvithie autherization:

1, N g L



Fullowing 45 & statgmenyof YOUrTighis. with séspyei Jusyouriprolected healih information.

] or usc in, @
{'ﬁwlUJ tasy: thiat profbirs

ids; gs s 0 compiled in fes
| ,_n G 'pnucuudmg. uud pruieLlLd Frenlih, uﬂur,muo

rzmnd;f\wh.mmaa_x- b
UrFequesrmust sigic e

Fiio f'ca onwpurpeses A5 descrbe

schmc rESrr!ct:onureqULsted and 1o whomw you winithe % r;_‘:js"ti?i‘c':__tiqn;.toxap,p']y.

Your ghysleian is nel.requliad
pernil use and disclosuce ofy,
theachaye e kiAo forusean

; ik dinyour best imenest o
‘hulllh :nl‘ormuuon mll 1Ol BE fiestrivivd, Yoy

i alienative
eellity weeept

L

Lion. B we deny your tequest foi
e FERUTTAL 0. your Starenient and

‘ : ¢ renlih. lnl'mrml ¥
htto:dile-a statement: or:dlsagreemem wuh U "md WEATEY e
) <oln iany sueh rebutil,

Ehi 10, ‘ruccwe a_ ar.coun‘tlng_orlcertamw drsclosurrtmwu Aswg madm :?»

fedlghetochangetheigans ol this noileeand will infomy you by midil-ol dny chariges. You then have the righiig
ithdraw &3 provided inthigreige. »

Bl \or Henllh und="-’l-umnn SCI’nVlCLS if you bilieve your priwaey tights hawe been
!'ea comp[aml wuh

¥ eQritue 6f your coimplaini. W mll‘ HOF feraiie
Lo nplatng;

Thisadriee was publishednnd b ¢omes effeerive onor bufose Ayl b, 2003,

ith, (his natice of qur ]cgal dtmes and

b ecnons to~ '

Signature below s on‘l i ucknowdudgemunt 1t you have recdived 1his 'N‘c-_)z:"u‘c_g ol wur trivacy Pragtices:

Pm"‘]' N{JI‘]‘I‘E:‘-, e i blg'” a“r“ﬂ‘cﬁ.'ff,_’ S, S _-:;;i;fmu:.’:




Star City Family Dentistry, Inc.

Appointment Policies

An appointment on our schedule is a bond of trust that we will be here to serve you, and you will be present for
treatment. Star City Family Dentistry, Inc. does not double book appointments. This allows us to give you our full
attention at your appointment. Our office policy is firm in this regard, and we will not tolerate frequent
cancellations, constant short-notice changes or tardiness. We must have mutual respect for each other’s time. We
make every effort to be on time for our patients and ask that you extend the same courtesy to us. We will not be
able to treat patients who have a history of missed/cancelled appointments or are late without valid reasons.

ALL minors under the age of 18 are REQUIRED to have a parent/legal guardian (in cases of children of
divorced/separated parents) present during the appointment, unless an authorization for minor child accompany
form has been signed by parent or legal guardian. If an authorization for minor child accompany form is being
utilized the person being authorized to bring the child must be 18 or older.

As a courtesy, our staff attempts to confirm appointments two days before the appointments scheduled date and
time. However, it is ultimately your responsibility to keep your appointment and be on time, even if we have not
been able to contact you. We also ask that you arrive 10 minutes prior to your appeintment time in order to
update any personal information, insurance changes and to pay any patient portion of treatment that may be due
at that time. The appointment time is the actual time that you should be seated and prepared for treatment.

We understand that illness, emergencies, flat tires, and bad weather do occur. We ask our patients to give 24 hour
notice to reschedule or cancel any appointment. This will allow us time to offer the newly available appointment

slot to other patients. While we understand that unforeseen circumstances oceur, we just ask that you please
respect the time that we have reserved just for you.

Star City Family Dentistry, Inc. allows for one failed appointment before a 475.00 reschedule fee is required.
Broken appointment fees are applied te each individual appointment that is failed. For example if you have a
family with multiple appointments failed, each family member will incur a broken appointment fee.

If you arrive 10 minutes late for a hygiene appointment yau will be required to reschedule that appointment. Every

subsequent time that you arrive 10 minutes late you will be required to reschedule the appointiment and pay a
$75.00 reschedule fee.

If you arrive 10 minutes late for an appaintment with Dr. Bradiey, treatment may be altered to perform another
treatment in the remaining time of the appointment or you may be asked to reschedule the appointment. Every

subsequent time that you arrive 10 minutes late and an alternate treatment cannot be performed, in the time
remaining, you will be required to pay a $75.00 reschedule fee.

If you call the office stating that you are on your way, and it is already your appointment time or into your
appointment time, you will be asked to reschedule the appointment. You can do this while you are on the phone,

or you can call back to reschedule. If you have failed previously or have cancelled with less than 24 hour notice
previously, you will be charged the $75.00 reschedule fee.

For established patients, if three failed appointments occur, our office reserves the right to NOT schedule any
subsequent appointments, and you will be dismissed from the dental practice.

New patients will NOT be accepted into the dental practice, if they fail to show or cancel without proper 24 hour
notice for the initial new patient appointment.



All NEW PATIENTS must confirm their first three appointments after their initial appointment in order to establish
themselves as responsible patients. If they fail to confirm the first restorative appointment, then ALL future
appointments will be cancelled. This will be considered their first failed appointment without being charged a
$75.00 reschedule fee. If they do reschedule after failing their first appointment they must confirm the first three

appointments. The second time that they fail, ALL future appointments will be cancelled, and they will need to pay
a $75.00 reschedule fee. If they fall a third time they will be dismissed from the dental practice.

Our number one concern is our patient’s dental health. Providing services in a timely manner is critical to
accomplish that goal. Our other goal is to keep the cost of dental services as economical as possible. The
appaintment you schedule for treatment is reserved for you and your treatment only. When you fail to keep your

appointment without providing us adequate notice, this adds to the overall cost of care, as trained professionals
and dental facilities are not being utilized.

We appreciate your understanding and consideration regarding our appointment policy and if you have any
guestions or concerns, never hesitate to ask,

| have read and understand this document in its entirety; outlining the office appointment policies of Star City
Family Dentistry, Inc.

Patient signature or (Parent/ Legal Guardian if minor) Date

Witness of Star City Family Dentistry, Inc. Date



Star City Family Dentistry, Inc.

Financial Agreement

Since we are a dental provider for most insurance carriers, we will submit your insurance claims for you. However, your
insurance policy is an agreement between you and your insurance carrier; therefare, all patients are directly responsible for any
co-payment {patient portion of percentage not covered by insurance carrier) and deductibles. Due to the constantly changing
insurance contracts, benefits and deductibles, we are only able to estimate your insurance coverage. Although we estimate
yaur insurance benefits we are not responsible for their accuracy. Knowledge of your benefits as well as benefit amounts,

limitations, exclusion, and walting perlods, etc. is entirely YOUR responsibility. Receiving our services indicates your acceptance
of responsibility to pay regardless of our estimate.

Payment for co-payments/deductibles or other charges are due at the time of service. We accept cash, checks, Visa, Master
Card and American Express

Treatment provided in another dental office during your current plan year may alter your co-payment due for services in our

office. In such cases we are not able to track whether or not you have reached your yearly maximum benefits. Please call your
insurance carrier if this applies to you.

There are many factors in determining patient responsibility where coordination of benefits between two insurance carriers are

involved. We will provide you with the most accurate information available to us but CANNONT guarantee what your out of
pocket expense will be.

Ali dental services rendered, whether or not covered by insurance, are ultimately the financial responstbility of the account
holder. We will give your insurance carrier 60 days to remit payment. [f there is still no payment after this time, in order to
keep your account current, you will be financially responsible for 100% of the outstanding insurance claim. A statement will be
sent to you, and payment in full will be due on the due date printed on the statement. If the balance is not paid by the due date
on the statement then all future appointments will be cancelled until balance is pald. It Is the responsibiiity of the account
holder to follow up with their own insurance carrier regarding the non-payment of the claim, (our office will try and assist you

1o the best of our ability if needed). Should our office eventually receive a payment from your insurance after it has been paid
by you, a prompt refund will be issued.

Past due accounts: If payment is not received by the due date printed on the statement, then your account is considered “past
due”. We reserve the right to charge 1.5% per month, from the date of service, until the account is paid in full. if the balance is
still unpaid after 90 days, the account will be turned over for further collection action. If an account is turned over to our
collection agency and/or our attorney for coliection, the account holder will be responsible for ALL attorney and/or collection
fees. These collection fees will be added to the outstanding portion of the account and will also become the financial

respensibility of the account holder. If your account is sent to collectlons, the patient and any patients connected to the
account, will be dismissed from the practice and will not be accepted back into the practice.

Patients that do not have insurance are required to pay the antire amount of treatment charges at time of treatment and will
receive a 5% discount.

| understand my financial obligation as outlined akove. | am aware that any balance outstanding after sixty (60) days is my
responsibility and if it is due to an insurance matter, [ am responsible for resolving the issue.

Patient/Responsible Party Signature Date

Witness for Star City Family Dentistry, Inc. Date



- VUROFFICE NOW UTILIZES AN AUTOMATED SYSTEM TO
CONTACT OUR PATIENTS, PLEASE ENSURE THAT GUR

OFFICE HAS YOUR CELL PHONE TELEPHONE NUMBER AND
E-MAIL ADDRESS,

AFTER OQCTOBER 1. 2018, WE WILL NO LONGER MAXE
"REMINDER" TELEPHONE CALLS OR SEND RECALL
POSTCARDS TO PATIENTS.

THIS NEW SERVICE ALSO ALLOWS YOU TO MESSAGE US
BACK DURING THE DAY WHEN YOU MAY NOT BE ABLE TO

N

GET THROUGH ON QUR TELEPHONE LINES,

PLEASE ALSO MOTE THAT WE CAN CUSTOMIZE YOUR

PREFERENCES AT TO FREQUENCY OF YOUR AUTOMATED
REMINDERS, :

WE APPRECIATE YOUR ASSISTANCE AND PATIENCE WHILE
WE START UTILIZING THIS NEW SYSTEM.

PATIENT MAME:

EMAIL ADDRESS:

CELL PHONE NUMBER:




COVID—lQ PANDEMIC NOTICE AND ACKNOWLEDGEMENT QF RISK

The World Health Organization has characterized the COVID-19 virus, also known as “Coronavirus,” as a pandemic, Ou

Practice wants to ensure you are aware of the risks of exposure to COVID-19 associated with receiving treatment during
this pandemic,

COVID-13 s highly contagious and has 2 long incubation period. You or your healtheare previders may have the virus, not
show symptoms and vet still be highly contagious. COVID-19 can result in a life-threatening respiratory disease in some
patlents. You may be exposed to COVID-19 at any time or in any place. Due to the frequency and timing of visits by othel

dental patients, the characteristics of the virus, and the characteristics of dents) procedures, there is an elevated risk o
you contracting the virus simply by being in a dental office.

Dental pracedures can create fine water spray or "aerosols” which may remain in the air for several minutes to hours
These aerasols may contain the COVID-19 virus and may create a risk of COVID-19 exposure. Youcannatweara protective

mask over your mouth to reduce exposure during treatment as your healthcare providers need access to your mouth tc
render care. This leaves you vulnerable to COVID-19 transmission while receiving dental treatment,

To provide a safe environment for our patients and staff, this practice foliows the applicable state and federal regulation:

and protocols for infection control, universal personal protection, and disinfection. However, due to the nature of the

procedures we provide, it may not be possible to maintain social distancing between patients, doctors, and staff at al
times.

Patient Acknowledgement

I acknowledge that | have read the Notice above and that | understand and accept that there is an increased sk of COVID-
19 exposure with treatment during the pandemic.

t understand and accept the increased risk of COVID-19 exposure with treatment at this office.

1 also acknowledge that | could, or may have, exposure to COVID-19 from outside this office and unrelzted to my visit here.

| have read and understand the information stated above:

Patient or Legal Representative Signature Date

Print Patient or Legal Representative Name/Relationship

Witness Signature {optional) Date

Revised Mav 8. 2020



- Patient Screeh-_ing Form

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Date: Date:
Do you/they have fever or have you/they felt hot or feverish recently CIYes [JNo FYes [JNo
{14-21 days)?
Are you/they having shortness of breath or other difficulties breathing? CYes [INo COdYes [No
Do you/they have a cough? OYes [INo [dYes []INo

Any other flu-like symptoms, such as gastrointestinal upset, headache

or fatigue? OYes [No COYes [No

Have you/they experienced recent loss of taste or smell? [OYes [No [IYes [INo

Are you/they in contact with any confirmed COVID-19 positive patients?
Patients who are welf but who have a sick family member at home with [OdYes [INo ClYes [No
COVID-19 should consider postponing eleclive treatment.

Is your/their age over 607 [dYes [INo OYes [No

Do you/they have heart disease, lung disease, kidney disease,

diabetes or any auto-immune disorders? LlYes [1No LlYes [1No

Have you/they traveled in the past 14 days? (OYes [dNeo [OYes [No

Positive responses to any of these would likely indicate a deeper discussion with the denfist hefore
proceeding with elective dental treatment.

» For testing, see the list of State and Territorial Health Depariment Websites for your specific area's information.



