Dhilip J. Eversman, D.D.8.

GENERAL DENTISTRY

5201 EAST US 36, SUITE 400
AVON, IN 46123-9180
TELEPHONE (317} 745-8355

Please complete front and back of the blue Patient Information Form.

Please complete the Patient Disclosure Instructions.

Keep a copy of the Notice of Privacy Practices for your reference.

Please sign the Acknowledgement of Receipt of Notice of Privacy Practices.

If available, please provide copies of dental x-rays taken within the past year,

including panoramic and FMX films.

Thank you choosing us for your dental care.



Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this form

completely in ink. If you have any questions or need assistance, please ask us -

. we will be happy to help.
Patient #
S5#/SIN

Patient Information (coNFIDENTIAL Date

Name Birthdate Home Phone

Address City !S’f%tf/ ‘Pz%[

Emgil Cell Phone

Check Appropriate Bex: [ Minor [Isingle [ Marvied Ol pivorced  {TIWidowed [ Separated )

If Student, Name of School/College ity ?S’%[ff ] g"?rge £l EI)'?:;EE
Patient or Parent/Guardian's Employer Work Phone i

Business Address City }S’trcétve/ ‘?pc/ .

Spouse or Parent/Guardian's Name Employer Work Phone

Whom May We Thank for Referring You?

Person to Contact in Case of Emergency Phone

Responsible Party N

Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Institution

Employer Work Phone 55#/5IN

Is this Person Currently a Patient in our Office? Cves Do
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

[ Cash L1 Personal Check Credit Card [Jvisa LI MasterCard L 1 wish to discuss the office’s payment policy.
Insurance Information |
Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Emploved
Name of Emplover Unionorloeal# . Work Phone
i ] State/ Zip/
Address of Emplover City Prov. P
Insurance Company Group # Policy1D #
pary P State;y Zi%/_
Ins. Co. Address City Frov.
How Much is your Deductible? How Much Have You Used? Muax. Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE?  [J ves L1 No IF YES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate SSHE/SIN Date Employed
Name of Employer Unionorlocal# ... Work Phone
_ State/ ngc,/
Address of Emplover City Prov. L
Insurance C Y Group # Policy/ID #
ompan _ y State/ el
Ins. Co. Address City Prov, PC.
How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

Over Please



ratient Medical History

Physician Office Phone Date of Last Exam
Yes No g Are youallergic to or have you had any reactions to the following?
1. Are you under medical freatment BOW?......oocovevnnconnnnens 1 0 Y & 7 Y 4 Y{';f]s %\Io
_— Local Anesthetics (e.g. Novocaind ........o..oooroeerooeeccicrcenn,
2. Have you ever been hospitalized for any L P
surgical operation or serious illness within the last 5 years?.... O M Pe?lcdlm or any other ANIDIOHCS ..o %
If yes, please explain Sulfa Drugs ...
. BarBHIIQIES ....ooooovvreec et
3. Are you taking any medication{s) IS;dd_atwes """"""" %
including non-prescription medicine?. ... ooeoecconrevnecnenonens 4 As;;:::n """"""""""""""""""""""""""""""""""""""""""" 0
L _ ) Com T T T ASPHFIT et e
{f yes, what medication(s) arc you taking; Any Metals (e.g. nickel, mercury, ¢ ]
FateX RUPBET ......oocoooocoooeoeevoeeeeeeees oo il
4. Have you ever taken Fen-Phen/Redine?. ..o O Od Other (please list) O
s 0 10. Do you have a persistent cough or throat clearing not
5. D0 YOU USE LODACCO? e e asrness associated with a known illness (fas!ing more than 3 weeks) [:3
6. Do you use controlled substances? ........coooevcconccnniorecnnne, 1 O 11 Women Oniy:
7. Ate YOU Wearing contact lenses?. ... 1 L @ Are you pregrant or think you may be pregnant?.... %

b) Are you RUFSIE? .. ..ot s
Are you taking oral contraceptives? ...,
8. Do you have or have you had any of the following? ) Are you taking oral con ves -

g
&
LLODO000000000Z 000 0 000000000

Yes No Yes
High Blood Pressure ... Cl O Heart Disease . L1 1 Chest PGIns co.ooeovecerren
Heart AHOCR ..o, £ [ Cardiac Pacemaker................... Ll O Easily Winded ..., L]
Rheumatic Fever ... 1] L] Heart Murmur ..o O T Stroke o ]
Swollen Ankles 00 O Angina ] &} HayFeers Allergies ..o .
Eainting / Seizures ..o g L} Frequently Tired ..o L3 O Tuberaulosis.oonnnn L
ASHI e, 0 O Anemia o 1 [3 Radiation Therapy ..o, Cl
Low Blood Pressure J Ll Emphysema ... L1 O Glawoma ... B O
Epilepsy / Convulsions ... O] b cancer ... 3 0 Recem Weight Loss ... Cl
Lethemid oo, L ] . O 0O LiverDisease ... B
Diabetes ... L1 [ Joint Replacement or Implant ....... O] [ Heart Trouble ..o ]
Kidney Disedses ........... O O Hepatitis / jaundice ............c.......... L O Respivatory Problems ........ .. g
AIDS or HIV Infection ... . L1 O  sexually Transmitted Disease ...... L] LJ  Mitral Valve Prolapse......... L]
Thyroid Problem ... [1 1 stomach Troubles/Ukers......... 1 1 Other 1
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam,
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ... ..., 1 L] 8. Do you have frequent headaches? ..., 1 O
2. Are your teeth sensitive to hot or cold liquidsffoods? ... [] [] 9. Do you clench or grind your teeth? ..o Ll O
3. Are your teeth sensitive to sweet or sour liquids/foods? .. C1 10 Do vou bite your lips or cheeks frequently? ............... 0O o
4. Do you feel pain to any of your teeth? ..o, OO [0 12 Have you ever had any difficult extractions
5. Do yau have any sores or lumps in or near your mouth? ... 0O O HERE PASE? e 1
6. Have you had any head, neck or jaw injuries? ......ooencncnn. L1 OO 12 Have vou ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? ........oovninnnn. P A
problems int your jaw? 13. Have you had any orthodontic treatment? ... o
CHERING oot L) B 14 Doyowwear dentures or partials?........ ... N
Pain (joint, ear, side of face} ...... S I I If yes, date of placement
Difficulty in opening or closing .. -~ 0O O 15 Have you ever received oral hygiene instructions
Diffictty it cHewWing oo 0 regarding the care of your teeth and gums? ... o o
16. Do you like your smile?.............oooovrerrersnn L Ll

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
! understand that providing incorvect information can be dangerous to my health. I anthorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
mtd%gr health practitioners. I authorize and request my insurance company to pay divectly to the ist or dental group insurance benefits
otherwise payvable to me. [ understand that my dental insurance carvier may pay less than the actual bill for services. 1 agree to be responsible

Sor payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor)

Dactor’s Comments

Signature Date

16306/051-1014



PATIENT DISCLOSURE INSTRUCTIONS

in general, the HIPAA privacy rule gives individuals the right O request a
restriction on uses and disciosures of their protected health information (PH1).
The individual is also provided the right to request confidential communications
or that & communication: of PHI be made by alternative means, such as sending
correspondence to the individual's office instead of the individual’s home.

| wish to be contacted in the following manner (check all that apply):

™1 Home Telephone 1 written Cammunica‘{ion"
] 0K to leave message with detailed information 71 0K to mafl to my home address
[ Leave message with call-back number only 7l 0K to mail to my work/office address

] 0K tofax to number indicated

[ wWork Telephone ™ Other (Fax/Cell, etc.)

1 0K to leave message with detailled information
("1 Leave message with cail-back number only

i allow you to give my clinica! information to or answer questions from {check all
that applyy:

[t Spouse
1 Parent
1 Chid
[ Other (specify):
1 wNone

Patient Signature Date

Print Name Birth date




Philip J. Eversman, D.D.S.
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABQUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. ’

PLEASE REVIEW IT CAREFULLY,
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

QUR LEGAL DUTY T )

We are required by applicable federal and state taw to maintain the privacy of vour health information. We are aiso
required 1o give you this Notice about our privacy practices, our legal duties, and your rights conceming your health
information. We must follow the privacy practices that gre described in this Notice while it is in effect. This Notice
takeseffect  / /. and will remain in effect until we replace i

We reserve the right to change our privacy practices and the terms of thiz Notice at any time, provided such
changes ars permitied by applicable law, We reserva the right to make the changes in our privacy practices and the
new terms of our Notice effective for alt heatth information that we maintain, including heatth information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Motice and make the new Notics available upon request.

You may request a copy of our Notice gt any time. For more information about our privacy practices, or for addition-
al copizs of this MNotice, piease contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose heaith information about yau for treatment, payment, and heaithcare operations. For example:

Treatment: We may use or discloge vour heaith information 10 & physician or other healthcare provider pro-
viging treatment to you.

Payment: We may use and disciose your heafth information to obtain payiment for services we provide to you,

Heaithcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence of
qualitications of heafthcare professionals, gvalyating practitioner and provider performance, conaucting training
programs, accreditation, cerdification, licensing or credertialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or heaithcare opera-
tions, you may give us written authorization 1o use your health information or to disciose it to anyone for any pur-
pose. # you give us an authorization. you may revoke it in writing at any time. Your revocation will not affect any use
ar disclosures permitied by your authorization while it was in effact, Unless you give us a written authorization, we
cannat use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your nealth information to you, as described in the Patient
Rights section of this Notice, We may disclose your haalth information to a family membey, friend or other person
10 the axtent necessary fo help with your healthcare or with payment for your healthcare, but only ¥ you agree that
we may do so.

Persons Invelved In Care: We may use or disclose health information to notify, or assist in the notification of
including identifying or locating} a family member, your personal representative or another person responsible for
your care, of your location, your general condition, of death. If vou are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. in the event of your
incapacity or emergency crcumstances, we will disclose health information based on a determination using our
professional judgment disclosing only realth information that is direcHy relevant to the person’s involvement in your
healthcare. We will aiso use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up fitied prescriptions, medical supplies, x-rays, or
other simitar forms of health information,

Marketing Health-Related Services: We will not use your heaith information for marketing communicalions
without your written authorization.

Reguired by Law: We may use or disciose your heaith information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriste authorities if we reascnably betiave that
you are a possible victim of abuse, neglect, or demestic viclerce or tha possible victim of other crimes. We may dis-
ciose your health information to the extent necessary o avert a sericus theeat to your health or safety or the health
or safety of others,



National Security: We may disciose to milifary authorities the health information of Armed Forces personnel under
certain circumstances, We may disclose to authorized federal officials health information required for lawful intalii-
genze, counterinteiigence, and other national security activities. We may disclose ‘o correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

Appointment Reminders: We may use or disclose your heaith information to provide you with appointment

reminders (such as voicemail massages, posteards, or fetters).

PATIENT RIGHTS

Access: You have the right fo ook at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We wil! use the format vou request uniess we
cannot practicably de se. {You must make & request in writing to obtain access o your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a tetter 1o the address at the end of this Notice. If you request coples, we will charge you $0. tor each page.
¥ per hour for staff ime to locate and copy your health information, and postage if you want the copies mailed
to you. if you request an afternative format, we wilf charge a cost-based fee for providing your health information in
that format, If you prefer, we will prepare a summary or an explanation of your heatth information for 2 fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disciosed your heaith information for purposes, other than treatinent, payment, heaithcare operations and certain
other activities, for the last § years, but not before ‘Aprit 14, 2003, ¥ you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right fo request that we place additional sestrictions on our use or disclosure of your
heaith information. We are not required to agree to these addszlma restrictions, but if we do, we will abide by our
agreement {except in an emergency).

Alternative Communication: You have the right to request that we communéca’(e with you about your heaith infor-
mation by alternative means or to afternative focaticns. (You must make your request in writing.} Your request must
specify the alternative means or location, and provide sattsfactory explanation how payments will be handied under
the afternative means or location you reguest.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing,
and it must explain why the information should be amended.) We may deny your reguest untder ceriain circumstances.

Electronic Notice: H you receive this Notice or our Web site or by electronic mail {e-mail), vou are entitled to
receive this Notice in written form.

GUESTIONS AND COMPLAINTS
i you want more information about cur privacy practices or have questions or concerns, pleass contact us.

i you are concerned that we may have viclated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you mads to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, yOu
may complain 10 us using the contact information listed at the end of this Notice. You also may submit a written
complamt to the U.S. Department of Heaith and Human Services. We will provide you with the address to file your
comptaint with the U5, Department of Health and Human Services upen request.

e support your right to the privacy of your heaith information. We wilt not retaliate in any way ¥ you choose o flie
a complaint with us or with the U.S, Department of Heaith and Human Services.

Contact Officer

Telaphohe: Fax:

Erpail

£ 2502 Armencan Demtal Assocition

£ form by denbisnts and therr staf! is permitied, Any other use, Suplication or distnlution of this farm by sy cther prsrty recsires e pring
an Dental Associntion

This Form is educational only does not constitute legal advice, and cavers cnly federal, sot state, law (August 14, 2000,



Philip J. Eversman, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement™

T

1. . " _have received a copy of this
office’s Notice of Privacy Practices. . ’

Piease Prind Name

Swgnature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of cur Notice of Privacy Practices, but
acknowledgement could not be obtained because:

1 Individual refused to sign
[J  Communications barriers prohibited obtaining the acknowledgement
L Anemergency situation prevented us from obtaining acknowledgement

71 Other (Please Specify)

& 2002 Arencan Dentat Asstcrabon
Ad Rights Resenved

Reproduction and use of this form by dentists and thew siafl is paandiad Any ather use. dughicstion or distribution of this form by any other party requires e prics
wridten aporoval of the Amencan Dental Asserwhion,

This Form is educational only, does not sonstidule legal advice, and covers only federal, not staie, low [August 15, 2002).



FINANCIAL POLICY

Payment for the day’s services is expected at the time of your visit
and may be made in cash, by personal check, or credit card.

- If you have insurance, there is customarily a portion of the fee that
the insurance company expects the patient to pay. This payment is
expected at THE TIME OF SERVICE along with any deductible
amount that has not been met. : :

If further financial arrangements need to be made, we will be happy
to discuss all options. _,

All charges incurred are the patient’s or legal guardian’s
responsibility , REGARDLESS of insurance coverage. We will
file your insurance claim(s) for you and we will wait 30 days
for payment from your insurance company. After that 30 day
period, the parent or legal guardian will be responsible for full -,
payment of any remaining balance.

In the case of children, the adult who brings the child in for
treatment is responsible to us for any fees REGARDLESS of
divorce decrees. We will not bill a spouse who.did not bring the
child in for treatment.

1 agree to pay for all professional fees and treatments at time of
service or my portion not covered by insurance for myself or the
patient. I realize that I am responsible for full payment of fees
not paid by my insurance company within 15 days notification
from this office. I also agree to pay for all costs of collection,
including attorney fees and court costs should additional means
of collection be required.

'I understand the above policies and agree to abide by them.

Signature of patient or parent




