Health History Form ADA.

. > 1 American Dental Association
‘ E-mail: Today's Date: | www.ada.org

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your

answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

| Name: Home Phone: Include area code Business/Cell Phone: Include area code |
Last First Middle ( ) ( ) i

Address: City: State: Zip:
| Mailing address
Occupation: Height: Weight: Date of birth: Sex: M F |
| SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone: [

( ) ( )
Include area codes

If you are completing this form for another person, what is your relationship to that person?

‘Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
VS T S TCUIEBIS s rvvisssmumens vmi st oies 508+ 340 5w A S 3 B e S AR T 3 1 0 |
Persistent cough greater than @ 3 WEEK QUFETION ........c.ivoii it ettt bttt enst s e bt sesnenee s st et s seessaereenessnsrirnsnerenes ] D
COUGN That PrOQUCES DIOOM ... . ceeeeeiieereicitece ettt ettt sb s s e b s eae b eas se b e s esesa st s s sesee e eesseseee s ese et et seses e bsee s s e s et esdenesesseee e sas st e esessesetsneseeersarenens £ B

| Been exposed 10 anyone WIth TUDEICUIOSIS. ..........cciiiiiiiiieice ittt ettt ea et seereeae st es e s er et estebaseseeneresaseseneenereens S B S

I you answer yes to any of the 4 items above, please stop and return this form to the receptionist. b

Dental Info rr@’g@ N For the following questions, please mark (X) your responses to the following questions.

'  Yes No DK Yes No DK
Do your gums bleed when you brush or floss? ...........ccccovviiiinnns O O O Do you have earaches or Neck Pains? ......cccoeveeeveeeerireessesessererasseenes Oonoao |
Are your teeth sensitive to cold, hot, sweets or pressure? ............... O O O Do you have any clicking, popping or discomfort in the jaw? ....... [ OO0 O |
Does food or floss catch between your teeth? .......ccocceveveeiveennnene. 0O O O Do you brux or grind your teeth? ........ccceviivinnrvinsinnnsnnnns, 1 0 0O :
L2V oT0 1 4o 1 o | 77 OSBRSS SO SO o) 0 O O Do you have sores or ulcers in your mouth? ......ccoceeiviecvnnene. O O O
Have you had any periodontal (gum) treatments?.... .0 O O Do you wear dentures or partials? ............. s .0 00 :
Have you ever had orthodontic (braces) treatment?..........ccccceenee. [0 O [0 Do you participate in active recreational activities?...........cccovvvvee. [ O O |
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?............ Ooo |
TrEAIMENTY. oo « 0 0 0 pate of your last dental exam: _ |
Is your home water supply fluoridated? .........ccooveviviiscinisinene O O 0O \what was done at that time? |
Do you drink bottled or filtered water?...........ccccceiviienicvninees Bl E
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays: i
Are you currently experiencing dental pain or discomfort?.............. o | ;

What is the reason for your dental visit today?
How do you feel about your smile?

M ed |Ca I I n fO 'Mma t 1ON Please mark () your response to indicate if you have or have not had any of the following diseases or problems.

e Yes No DK '  Yes No DK

‘ Are you now under the care of a physician? ..........cccooviiviiinenn, L O O Have you had a serious illness, operation or been

| Physician Name: Phone: include area code hospitalized in the past 5 years? ........cccceiviiieiininiiiee e O oo

( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
Are you in good health? ... O O O  orover the counter medicine(s)? .....cocvvevevniriiniiniineeneeseenes o oad
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
R RAT VB S  oes e Tomseneiihespsbenns bnasssunensatassunssfimmnshusilonssnsesivpsansnss O O O  and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:

© 2007 American Dental Association
Form 5500



Medical Information prease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

( (Check DK if you Don't Know the answer to the question) Yes No DK Yes Mo DK
Do you wear CONtACt IBNSES? ........cviiiiiieir i [0 O O Do you use controlled substances (drugs)?.......ccoeniiiininiiiiniiinn 0Ooag
Joint Replacement. Have you had an orthopedic total joint (hip, Do you use tobacco (smoking, snuff, chew, bidis)? ..o O 00
knee, elbow, finger) replacement? ... O O [ If so, how interested are you in stopping? ’ '

Date: If yes, have you had any complications? (Circle one) VERY / SOMEWHAT / NOT INTERESTED
Are you taking or scheduled to begin taking either of the Do you drink alcoholic beverages?....... . Iy |
medications, alendronate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 24 hours?
for osteoporosis or Paget’s disease? ..........cccveveeiiriceiciireie s ooo If yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates T i RNV R O I, e B B0
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal | Number of weeks:
complications resulting from Paget’s disease, multiple myeloma l Taking birth control pills or hormonal replacement?..............cccccco.... B E E
OF MELASTAtIC CANCEI? .vreveiieireecereee st st o O 5 e e L e R B e b B EE
Date Treatment began:
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK
To all yes responses, specify type of reaction. Metals Oono
Local anesthetics 0 O O Latex (rubber) Ooono
Aspirin O O O lodine Oooao
Penicillin or other antibiotics [0 O O Hay fever/seasonal Ooo0ono
Barbiturates, sedatives, or sleeping pills O O O Animals OooOoano
Sulfa drugs 0O 0O O Food Ooo0oa0o
Codeine or other narcotics O O O Other Ooo0oao
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve ... [0 [0 [0 Autoimmune disease ............ O O O Hepatitis, jaundice or
Previous infective eNdOCAIItiS «........ssaeisimemiosesmsimanbnisssissrisessinsiness O O O Rheumatoid arthritis ............00 O O  liver disease Oo0ad
Damaged valves in transplanted heart..........ccovcviiiiiniiiiniiccen O O O Systemic lupus erythematosus 0O O O Epilepsy.. we b [E] I
Congenital heart disease (CHD) Asthma.......c.ccovivivininnnn. . O [ Fainting spells or seizures....... [1 [ [

Unrepaired, cyanotic CHD .......ccovvvceecrcennnicieiensissvssasssnnnennnnens L. [0 00| Bronchitis...... [0 O O Neurological disorders...........[] O O

Repaired {completely) in 1ast 6 MONThS .....cvverecrieiecirecee e O O O Emphysema .....ccccceerveeneee. L1 O O I yes, specify:

Repaired CHD with residual defects .........cccoveevreveeveeveereeineneeneeees L1 01 O Sinus trouble ... O O O Sleepdisorder.....ccccovrveere. & O O
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended 'Ic'ubercu|0515 s 1 H Mentai_ htf:alth deordertenct H /0
for any other form of CHD. ancer;‘Chre.-mcuthszrapg.rar Specify:

Radiation Treatment ..........[0 O [ Recurrent Infections............0 O O
Yes No DK Yes No DK Chest pain upon exertion ......[] [ [J  Type of infection:
Cardiovascular disease. .........[1 [0 [ Mitral valve prolapse.............[0 [ [ Chronic pain... ceveneee L1 0 [ Kidney pmblems....,______,___.,_.. Ooood
.0 O O Pacemaker.....coovvvrcervrenreens [0 [0 O Diabetes Type I or 1I .0 O O Night sweats... =0 & 3
.. O O Rheumatic fever .................. [ [0 [ Eating disorder... ... O [ Osteoporosis... SR I O 5 (R FG |
Congestive heart failure ........ [0 [J [J Rheumatic heart disease........ O O O Malnutrition... w1 00 [ Persistent swol!en g[ands
Damaged heart valves........... O OO O Abnormal bleeding SER— 1E I < | Gastrumtestlnal disease .......... 0 O 0O iepeckissasassngsed B B
Heart attack.........ccocvereeeee. 1 01 0 Anemia... e 1 O O GUE. Reflus/persistent Severe headaches/
Heart murmur .........ccceeeeee.... . [ I Blood transfusmn ................. O 0O O  heartburn....coocccvivivevnenn. 0 O O migraines .. L0 0O 0
Low blood pressure..... ..0O 0O O Ifyes, date: Ulcers .....cccveee L O O O Severe or rapld welght Ioss,,,,, O 0O
High blood pressure.... ..0O O O Hemophilia .oocoveveiiccciinenens 0 [0 [ Thyroid problems............. [0 [ [ Sexually transmitted disease ... ] [0 [l
Other congenital heart AIDS or HIV infection ............ O O O Stroke.....ccooeceeveveeccsisineeenn. 1 0 [0 Excessive urination..........oee. I I Iy
defects ...oocovvvevvvrvveccnine 0 0 T ARBIALS oo O 0O O aGlaucoma....coecneevceceenee. 0 0 0O
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ..o Ooad
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ... - 0 O
Please explain:

' NOTE: Both Doctor and patient are encouraged to dlscuss any and all relevant patlent health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST )
Comments:




Spouse or Responsible Party Information
The following is for: [ the patient's spouse [ the person responsible for payment

Name:
O Male 0O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code

Employment Information
The following is for; [ the patient O the person responsible for payment

Employer Name: Occupation:
Address:

Insurance Information

Primary
Name of Insured: Is insured a patient? O Yes 0O No
Last First Mi
Insured's Birth Date: 1D #: Group #:
Insured's Address:
Streel City State Zip Code

Insured's Employer Name:
Address:

Street City State Zip Code
Patient's relationship to insured: O Self O Spouse 0O Child O Other
Insurance Plan Name and Address:
Secondary 2 .
Name of Insured: Is insured a patient? O Yes 0O No
Last First Mi
Insured's Birth Date: ID #: Group #:
Insured's Address:
Streel City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code

Patient's relationship to insured: O Self O Spouse 0O Child O Other

Insurance Plan Name and Address:

Consent for Services

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incured in their care
and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services fumished are charged directly o the patient and that he or she is personally responsibie for payment of all dental services.
This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such callections lo the patient’s account. However, this
dental office cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1%4% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied
CANCELLATION POLCY: There will be a fee of $50.00 for appointments cancelled or missed without 24 hour notice.

| understand thal the fee estimate listed for this dental care can oy be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay therefore the reasonable value of said services lo said Doctor, or his assignes, at the
time said services are rendered, or within five (5) days of billing if credit shall be extended. | further agree that the reasonable value of said services shall be as billed unless objected to, by me,
in writing, within the time for payment thereof. | further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and |

further agree o pay all costs and reasonable attorney fees if suit be instituted hereunder.

| grant my permission o you of your assignee, to tlelephone me at home or at my work to discuss matters related to this form.

| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




DR.MYRNA L. COLLADO, A.P.D.C., General Dentistry

CON.SENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:
Patient #: Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-
mation to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to
read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Office Manager

Contact Person:

(504) 888-2092

Telephone: Fax:

E-mail:

3330 Kingman St., Suite: VI, Metairie, LA 70006

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to
treat you or to continue treating you if you revoke this Consent.

SIGNATURE

Address:

l, . have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form, | am giving my consent to your use and disclosure of my protected health information to carry out treatment,
payment activities and health care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name:

Relationship to Patient:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient's chart.



Myrna L. Collado, D.D.S.
3330 Kingman Street Suite 6
Metairie, Louisiana 70006
(504)888-2092

DENTAL CONSENT FORM
As a patient, you have a legal right to be informed about your diagnosis and planned treatment so that you may
make a decision whether to undergo a procedure after evaluating treatment options and their risks. This
disclosure is not meant to frighten you. It is simply an effort to better inform you so you give or withhold your
consent to dental treatment.

There are certain possible complications with all dental procedures. These include:

Swelling, brushing, and pain: These can occur with any dental procedure and vary from patient to patient, as
well as procedure to procedure.

Trimus: Trimus is limited capability to open the jaws due to inflammation and/or swelling in the muscles. This is
most common with impacted tooth removal but is possible with almost any procedure.

Infection: Infection is possible with any dental procedure and may require further treatment and/or medication.

Bleeding: Although significant bleeding can occur during or after surgery, it is not common. Some bleeding is
however, usual for most surgeries and is normally controlled by following the post-op instructions.

Drug reactions: A reaction is possible for any medication given. These include nausea, rash, anaphylactic
shock, and/or death.

TMJ Dysfunction: The jaw joint (temporomandibular joint) may dysfunction and, although rare, may require
treatment ranging from use of heat and rest to wearing a splint to surgery. A pop or click in the jaw joint may
develop or an existing pop may become worse.

Local anesthesia: Certain possible risks exist that, although rare, could include pain, swelling, bruising,
infection, nerve damage, idiosyncratic brain damage, and/ or death.

Damage to other fillings and/or teeth: Due to the close proximity of teeth, it is possible to damage other teeth
and/or fillings when a tooth is removed or with certain other dental procedures.

Crowns and bridges: Crown and bridge procedures may cause trauma to the teeth involved which may result
in infection, devitalization, or inflammation of the nerve which would require root canal root canal therapy.
Oral hygiene should be improved around crowns/bridges so that gums would not be affected.

Root Canals: Complications could occur which prevent the dentist from completing a root canal or an expected
clinical response may not occur upon completion of a root canal. In these cases, the patient would be referred
to an endodontist or an extraction may be required. -

ALL TOOTH EXTRACTION
Dry Socket: Significant pain in the jaw ear could occur due to loss of the blood clot. This most commonly
occurs after removal of lower wisdom teeth but is possible with any extraction.

Sharp edges or bone splinters: Occasionally after an extraction, the edge of the socket will be sharp or a
bone splinter will come out through the gum. This may require another surgery to smooth or remove the splinter

Incomplete removal of tooth fragments: Sometimes the doctor may decide to leave in a fragment or root of a
tooth in order to avoid doing damage to adjacent structures such as nerves, sinus, etc.

Numbness: Due to the proximity of roots to the nerve in lower teeth (especially the wisdom teeth), it is possible
to bruise or damage the nerve with removal of a tooth. This condition could remain for days, weeks or very
rarely, permanently. The lip, chin, teeth, and/or tongue could feel numb tingling, or have a burning or altered
taste sensation.

Sinus involvement: Due to the location of the roots to the sinus (especially in upper back teeth) it is possible
an opening may develop from the sinus. A possible sinus infection or permanent opening from the mouth to the
sinus could develop and may require medication or later surgery to correct.

| hereby authorize Dr. Myrna Collado, to perform the dental procedures outlined in my treatment plan and to
administer the necessary anesthesia. | understand the doctor may discover or different conditions that require
additional or different procedures than those planned. | authorize her to perform such other procedures that are
advisable in her professional judgment.

Any questions | have regarding my treatment plan have been answered to my satisfaction.

Patient/Legally Responsible Person: Date: = 5
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A PROFESSIONAL DENTAL CORPCRATION
3330 KINGMAN STREET, SUITE VI
METAIRIE, LOUISIANA 70006
TELEPHONE (504) 888-2092

OUR FINANCIAL POLICY

Dear Patient:

Thank you for choosing us as your health care provider. The following is our Financial
Policy. Qur main concern is that you receive the proper and optimal treatments needed
to restore your health. Therefore, if you have any questions or concerns about our
payment policies, please do not hesitate to ask any membgr of the staff,

Payment for services is due at the time services are rendered. We accept cash,

checks, and for your convenience, MasterCard/Visa, American Express, and Discover.
We will be happy to help you process your insurance claim for your reimbursement as
long as you bring a completed claim form at each visit.

in special instances, we may accept assignment of insurance benefits. However, you
must understand that:

1) Yourinsurance policy Is a confract between you and your employer and the
insurance company. We are NOT a party to that contract. Qur relationship is

with you, not your insurance company.

2) All charges are your responsibility whether your insurance company pays or not.
Not all services are a covered benefit in all contracts. Some insurance companies
arkitrarily select certain services they will not cover,

3) Fees for these services, along with unpaid deductibles and co-payments are

due at the time of treatment.

4) If the insurance company does not pay your balance in full within 30 days, we
ask that you contact the carrier to help speed things up.

5) ltthe insurance company does notf pay in full within 60 days, we require you fo
pay the balance due with our method of payments as mentioned above.

6) Retfurned checks and balances older than 30 days may be subject to additional
collection fees and Interest charges of 1'2% per month.

Please note that, unless cancelled at least 24 hours in advance, you may be
charged for missed appointments at the rate of a normal office visit. Please call if you
have to reschedule in advance,

We understand that temporary financial problems may affect timely payment of your
balance. We encourage you o communicate any such problems so that we can
assist you In the management of your account,

Again, thank you for choosing us as your health care provider. We appreciate your
trust in us and the opportunity to serve you,



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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your healtn information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your hezalin
information. We must follow the privacy practices that are described‘in this Notice while it is in effect. This Notice
tekes effect ___03/27/2003  and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided sucn
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and (ne
new terms of our Notice effective for all health information that we maintain, including health 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 Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition
al copies of this Notice, please contact us using the information listed at the end of tnis Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and heallthcare operations. For example

Treatment: 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 disclose your health information tc obtain payment for services we provide to you.

Healthcare 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 or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or nealtnicare opera:
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur
pose. If you give us an authorization, you may reveke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare. but only if you agree (hat

we may do so.

Persons Involved 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 cr another person responsible for
your care, of your location, your general condition, or death. If you 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
incapacily or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use dur professional judgment and our experience with commaon praclice Lo make reason:
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, of
other similar forms of health information.

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

Required by Law: We may use or disclose your health information when we are required (c do s0 by law

Abuse or Neglect: We may disclose your health information (g 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.We may dis
close your health information ta the extent necessary to avert a serious threat to your health or safety or the nealtn
or safety of others.,



National Security: \We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intellr-
gence. counterintelligence, and other national security activities. We may disclose to correctional institution or law
entorcernent official having lawful custody of protected health information of inmate or patient under certain circuin
stances

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look 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 will use the format you request unless we
cannot practicably do so. (You must make a request in writing o obtain access to 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
3 reasonable cost-based fee for expenses such as copies and staff time. You may‘also request access by sending us
a letter 10 the address at the end of this Notice. If you request copies, we will charge you $0.25 for each page.
$.15.00 _ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
tnat format If you prefer, we will prepare a summary or an explanation of your health information for a 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
aisclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other actvities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
1Z-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests

Restriction: You have the right to request thal we place additional restrictions on our use or disclosure of your
neaitn information. We are not required (o agree Lo these additional restrictions, but if we do. we will abide by olr
agreement (except In an emergency).

Alternative Communication: You have the right to request that we communicate with you aboul your health infor-
mauon by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory.éxplanation how payments will be handled under
the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing
ang 1l must explain why the information should be amended.) We may deny your request under certain circumstances

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail). you are entitled 1o
recewve this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want mere information gbout our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated yur privacy rights, or you disagree with a decision we made about
access o your health information or in response Lo a request you made 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 to us using the contact information listed at the end of this Notice. You also may submit @ written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We 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.

Comact Officer:

— PR.MYRNA L. CoLLADD.  F8F - 209 2
al Dental Corp.

= 3330 Kingman St_Ste_ #g
Metairie, LLA. 70006

i

Adaress

v 2002 American Dental Association
&l Fagnts Reses ved

Repreaucion and use of thus form Dy oentists and thelr staff is pernutted. Any otner use, duphcation or Gistrbubion of Lhis form Dy any OUNGE Party FexuIles the
et LR approval of e Amenican Dental Assaciation

Tris Form is educational only, does nol constitute legal advice. and covers only federsl, not state, law (August 14, 2002)
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