OAKPORT DENTAL NEW PATIENT PAPERWORK

PATIENT INFORMATION
Today’s Date: How did you hear about our office?
First Name: ‘ MI: Last Name:
Street Address: City:
ST: _____ Zip code: Driver License Number:
Date of Birth: SSN: Email:
Mobile Phone Number: Work Phone Number:
Emergency Contact Person: Phone Number:

int? Yes or No
If no, list a responsible party:
Relationship to patient: Street Address:
City: State: ______ Zip code: Phone number:
INSURANCE INFORMATION:
Insurance Name: Insurance phone number:
Subscriber Name: Subscriber Date of Birth:
Subscriber Street Address: City:
ST: _____ Zip Code: Phone Number:
Member ID: Group Number:
PHARMACY INFORMATION:
Pharmacy Name: Pharmacy Phone Number:
Street Address: City: STt Zip Code:

Patient Signature or Resposible Party Signature:
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OAKPORT DENTAL MEDICAL HISTORY

Patient Name: Date of Birth:

Are you under a physician’s care now? Y or N:

Have you ever been hospitalized or had a major operation? Y or N

Have you ever had a serious head or neck injury? Y or N

Are you on a special diet? Y or N

Do you use tobacco? Y or N

Do you use controlled substances? Y or N

WOMEN: Are you pregnant/ Trying to get pregnant? Y or N Nursing: Y or N

ALLERGIES: Aspirin ___ Penicillin _____ Codeine ___ Acrylic __ Metal __Latex __
Sulfa Drugs __ Local Anesthetics: __ Other:

List all medications:

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

None Cortisone Medicine Hepatitis A Scarlet Fever
Aids/HIV positive  Diabetes Hepatitis B or C Shingles
Alzheimer’s Disease Drug Addiction Herpes Sickle Cell Disease
Anaphylaxis Easily Winded High Blood Pressure Sinus Trouble
Anemia Emphysema High Cholesterol Spina Bifida
Angina Epilepsy/Seizures ~ Hives or Rash Stomach/Intestinal
Arthritis Excessive Bleeding Hypoglycemia Stroke
Artificial Heart Valve Excessive Thirst Irregular Heartbeat ~ Swelling of Limbs
Artificial Joint Fainting Spell/Dizzy Kidney Problems Thyroid Disease
Asthma Frequent Cough Leukemia Tonsillitis
Blood Disease Frequent Diarthea  Liver Disease Tuberculosis
Blood Transfusion ~ Frequent Headaches Mitral Valve Prolapse Tumors or Growths
Breathing Problems Genital Herpes Osteoporosis Ulcers
Bruise Easily Glaucoma Pain in Jaw Joints ~ Venereal Disease
Cancer Hay Fever Parathyroid Disease Yellow Jaundice
Chemotherapy Heart Attack/Failure Psychiatric Care
Chest Pains Heart Murmur Radiation Treatments
Cold Sores/ Blisters Heart Pacemaker Recent Weight Loss
Congenital Heart Heart Disease Renal Dialysis
Convulsions Hemophilia Rheumatic Fever
OTHER:

To the best of my knowledge, the questions on this form have been accurately answered.
I understand providing incorrect information can be dangerous to my health. It is my
responsibility to inform the dental office of any changes in medical status.

PATIENT SIGNATURE: DATE:

NEXT PAGE



OAKPORT DENTAL
FINANCIAL AGREEMENT

I hereby agree that payment is due when services are rendered, unless a prior
arrangement has been made. | understand that unpaid balances will be
considered delinguent after 30 days, and in default after 45 days; after which
interest will be charged at a rate of 1 % percent per month on the unpaid
balance{annual rate of 18% or the legal interest rate, whichever is lower).In the
event of a legal suit or collections actions to enforce payment of the unpaid
balance, | agree to pay such attorney fees, count costs and / or collection fees, as
deemed reasonable. { waive venue jurisdiction and submit myself to the
jurisdiction and venue of the Courts of Seminole County, State of Florida.

Patient Signature: Date:

ASSIGNMENT OF INSURANCE BENEFITS

| hereby authorize payment to be made directly to Oakport Dental Sanford PLLC,
or otheragent of their choasing for benefits that may be due and payable under
the insurance coverage for myself and J or my co-insurers. | authorize utilizaticn
of this application or copies thereof for the purpose of processing claims and
affecting payments. YOUR TREATMENT PLAN GIVEN IS AN ESTIMATE ONLY.WE
CANNOT GUARANTEE THE AMOUNT OF YOUR INSURANCE BENEFITS. Therefore,
[ further acknowledge that this agreement of benefits does not in any way r elieve
me of liability, and that | remain financially responsible to Oakport Dental Sanford
PLLC forany fees unpaid by any insurance or dental plan.

Patient Signature: Date:

MISSED APPOINTMERNTS

| understand that time is set aside for me, and it is my obligation to keep
scheduled appointments. | FURTHER UNDERSTAND THAT UMNLESS 2 BUSINESS
DAYS ADVANCE NOTICE ID GIVEN, 1 WILL BE LIABLETO PAY A 550 BROKEN
APPCINTMENT FEE FOR EVERY HOUR | HAVE SCHEDULED,

Patient Signature: Date:

PAYIVIENT OPTIONS: Cash, check, care credit, and all forms of credit/debit cards
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Oskpost Deatal Saafind PLLC

2421 S. Maple Avenue
Sanford, Florida 32771

{NAME OF PRACTICE}

NOTICE OF PRIVACY PRACTICES

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

PLEASE REVIEW IT CAREFULLY.
. THEPRIVACY OF YOUR HEALTH INFORMATION I8 IMPORTANT TO US.

OUR LEGAL BUTY

Wa are required by applicable federal and state law to maintain the privacy of your health information. Ws are also
required to give you this Notice about our privacy practices, our legal duties, and your rights conceming your heaith
lnfonnattcn.Wem followthe pmeﬂcesﬂratmdescﬂbedtnmlsﬂotbewhnamslnmmsmﬂee
takeseffectd / _é.andwmrematnlneﬂectunﬁlmmp!aeeit.

Wa reserve the right to change cur privacy practices and the terms of this Natice at any time, provided such
changes are permitted by appticable law. We resarve the right to make the changes In our privacy practices and the
now terms of our Notice effective for all heaith Information that we malntain, including health Information we creat-
ed or received before we made the changas. Bafore we make a significant change in cur privacy practices, we will
changa this Notice and make the new Notice available upon request,

You may request a copy of our Notice at any time. For more information about cur privacy practices, or for addition.
alocp!esofthlsmtlce.pteasamnhctusustmmemmmnmmmeendmmsmttw

USES AND DISCLOSURES OF HEALTH INFORMAYION
Wa use and disciose health Information about you for treatment, payment, and healthcare operations. For example:

Treatmant: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclese your health information to obtain payment for sewa we provide to you.

Healthcaro Operations: We may use and disclose your health infarmation in connection with our healthcare opsr-
ations. Haalthcare operations include quality assessment and improvament activitlas, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In eddition to cur use of your health information for treatment, payment or healthcare opara-
tions, you may give us written autherization to use your health information or to disclosa it to anyone for any pur-
pose, if you give us an authorization, you may revake [t In writing at any time. Your revocation will not affect any use
or disclosures permitted by your autherization whife it was In effect, Unless you give us a wrilten authorization, wo
cannot use or disclose your haalth infarmation for any reascn excapt those described In this Notice.

To Your Family and Frienda: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your heaith information to a famlly member, friend or other person
totltom:emnewssmytohelpwiﬁwwrheammm orwith payment for your heafthcare, but enly if you agree that
we may do 0.

Pergons Involved In Care: Wa may use or disclosa health information to notify, or assist in the netification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condttion, or death. If you are present, then prior to use or disclosure of your
haalth information, we will provide you with an opportunity to object to such usas or disclosures. In the event of your
Incapacity or emergency circumstances, we will disclose health information based on a determination using eur
professional judament disclosing only heatth information that is directly relevant to the parson’s involvement in your
80 LS mmwmdgmmgMcmmedmwm\wmmmmbmkam
h basth aflowing a person to pick up filled prescriptions, medical supptiss, x-rays, or
dherslmﬂarfmmoﬁheaﬂ

uﬂﬂéttugmmﬁiﬁéaw ngleas.Wswﬂl not use your heaith Information for merketing communications
rabiftemdithorization .«

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abusa or Neglects We may disclosa your health Information to appropriate authoritles fwa reasonably belisve that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of ather crimes. We may dis-
do::fay;u:'hwth information to the extent nacessary to avert a sarious threat to your heefth or safety or the health
or others.

PATIENT COPY TO KEEP
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Natlonal Security: We may disclose to military authorities the health hfomeﬂondAmedFomeswsom[al under
certain.circumstances. We may disclose to authorized officias health information required for lawful intelli-
gence, counterintalligance, and other national securily a3, Wo may disclose to correctional institution or law

enforcement official having lawful custody of protected health [nformation of inmate or patient undareertaln{clrcum-
stances. 1

Appointment Reminders: We may use or disclose your health information to provide you with appoﬁntment
reminders (such as volcemall messages, posteards, or!ettets}; j

PATIENT RIGHTS ! |
Aceass: You have the right to lock at or get copies of your health information, with limited exceptions. You may
reques} that we provide capies in a format other than les. We witl use the format you request unless we
cannctpracticably do so. (You must make a request in writing fo obtain access to your health information, You may
obtaln a form to request access by using the contact informatipn listed at the end of this Notice, Wa will charge you
areasanable cost-based fee for expenses such as coples and §taff tima, You may'also requast access by ngus
a letterto the address at the end of this Notice. [f you request.coples, we will charge you $0.——__ for each page,
$ _per hour for staff time to copy your health informatich, and postage If you want the coples malled to you.
ifyou tuest an afternative format, we will charge a cost-based fea for providing your health information in that
using t

If you prefer, wa will prepere a summary or an explanstion of your health information for a fee. us

Information listed at the end of this Natice for a full Fxplanatton of our fea structure) ‘

instances in which we or our business ta!as

Disclosiro Accounting: You have the right to recelve a llst §
atment, payment, healthcare operations and certaln

disclospd your health information for purposes, other than
other a8, for the last 6 yaars, but net before April 14,
12-month period, we may charge you a reasonable, cost 1
Raatriction: You hava the right to request that we place additional restrictions on our use or disclosurg of your
health Information, We are not required to agree to these additionel restrictions, but  we do, we will ahldF byour
egreament (except in an emergency). C ) i

Altemative Communication: You have the right to request that we communicate with you about your heaith infor-
mation by alternative means or to aitemative locations. (You miust make your request In writing.) Your request must
specifythe altemative means or location, and provide bry explanation hew payments will be handled under
the aftemative means or location you request. i l

Amendmant: You have the right to request that we amend your health information, (Your request must e In'witing,
and it must explain why the information should be emsnded.) We may deny your request under certain circumstances.

, ] |
Electronic Notice: If you receive this Notice on our Web site or by electronic mall (e-maif), you are en}lﬂed to

receivaithls Notice in written form. !
[

QUESTIONS AND COMPLAINTS - L i
tf you want more information about our privacy practices or hdye questions or concems, please contact us.!

" (f you aye concerned that we may have violated your privecy rights, or you disagree with a declsion we about
aceess 10 your health information or-in response to a request ¥ou made to amend or restrict the uss or ure of
your health Information or to have us communicate with you|by altemative means or at alternative locatigns, you
may complaln to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. Wa will provide you with the address to file your
complaint with the U.S. Department of Health and Human 3 ces upon request, ‘

W support your right to the privacy of your health information, We wil) not retallate In any way i you choose to il
aeompglntwiﬂwsorwiththeu.s. Department of Heelth fHumanSeMcas. .

Contact Cfficer: . !

ook 10V IDRR - T2 0

E-mall; U

" Address:

©2002, 2009 Armorican Dental Amocistion, Alldghis maened. b
Regroduction and usa of this form mmmmbmﬂmm?w otheruao, duplication or dlstritiution ot this formn cther
mmum@%amwmw ! i . o byeny
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ACKNOWLEDGMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES
OAKPORT DENTAL
2421 S MAPLE AVE
SANFORD, FL 32771
(407) 323-5340

I hereby acknowledge that I have received and
reviewed a copy of Oakport Dental Sanford’s HIPAA Notice of Privacy Practices.

I understand that Oakport Dental Sanford’s HIPAA Notice of Privacy Practices may change
periodically , and that I am entitled to receive a copy of Oakport Dental Sanford’s revised HIPAA
Notice of Privacy Practices upon request.

I understand that if I have questions about Oakport Dental Sanford’s HIPAA Notice of Privacy
Practices, I may contact Dr. Craig Aebli.

I understand that it is my right to refuse to sign this Acknowledgment should I so choose, and that
Oakport Dental Sanford will not refuse treatment to me if I refuse to sign this Acknowledgment.

I further understand that I may contact the Secretary of the U.S. Department of Health and Human
Services should I have concerns regarding Oakport Dental Sanford’s privacy policies and procedures.
For information on how to contact the U.S Department of Health and Human Services, please ask front
office, noted above, for assistance.

PATIENT SIGNATURE: DATE:

SIGNATURE OF PERSONAL REPRESENTATIVE:

PRINT NAME OF PERSONAL REPRESENTATIVE:

RELATIONSHIP OF PERSONAL REPRESENTATIVE TO PATIENT:

FOR OFFICE USE ONLY

Oakport Dental Sanford made a good-faith effort to obtain Acknowledgment from the patient noted
above, of receipt of its HIPPA Notice Privacy Practices. In spite of these efforts, Oakport Dental
Sanford was unable to obtain a signed Acknowledgment for the following reason(s):

__Refusal to sign Acknowledgment on _ , 20

__ Communication barriers prohibited us from obtaining a signed Acknowleddgement.
__An emergency situation prohibted us from obtaining a signed Acknowledgement.

Other (Describe):

Date Received: By: Patient ID:
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OAKPORT DENTAL SLEEP SCALE QUESTIONNAIRE

Name:; Date:

Age: Male:__ Female:__ Weight: Height:

CIRCLE YES OR NO FOR THE FOLLOWING QUESTIONS

Have you been diagnosed with sleep apnea?

Do you wear a C-PAP while sleeping?

Do you feel sleepy or fatigued during the day?

Do you feel the need to take a nap to make it through the day?
Do you stop breathing, gasp, or choke while asleep?

Do you snore?

Do you have high blood pressure?

HOW LIKELY ARE YOU TO FALL ASLEEP IN THE FOLLOWING
SITUATIONS?
CHOOSE THE APPROPRIATE NUMBER FOR EACH SITUATIONS

Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No
Yes or No

0-NEVER/ 1-SLIGHT CHANCE/ 2-MODERATE CHANCE/ 3- HIGH CHANCE

While sitting and reading ____

Watching TV ___

Public places (movies, meetings, Etc. ) ____
Passenger in car ____

Lying down to rest ____

Sitting ____

Sitting quietly after lunch ____

Stopped in traffic for a few minutes ____



