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Thank you for scheduling a new patient appointment at Hillcrest Dental Care.

Enclosed is our new patient packet, if you could please be sure to complete the
front and back of each sheet and bring it to your committed appointment time
along with your current insurance card and a picture id.

We ask that you arrive 15 minutes early to your appointment time to allow staff
time to enter your information into our practice management system and verify
any insurance coverage you might have.

What to expect at your new patient appointment:

We will perform a comprehensive exam and a full mouth set of x-rays*. The
dentist will discuss with you what your treatment needs are and at that time you
will both create a treatment plan that meet your specific needs and goals.

Any needed treatment along with your cleaning will be schedule after this visit.

*If you have current x-rays please contact your previous dental office and bring these
to the appointment with you.

We look forward to meeting you!



e
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America’s leading advocate for oral health
[Email: Today’s Date: j

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 h
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: include area code
( ) ( )
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 the question) Yes No DK
ACHIVE TUDBICUIOSIS. ... oLttt 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
klf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO M at 10N For the following questions, please mark (X) your responses to the following questions.
-

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 O OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ J
M ed | Cal | ch m at | O N Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
Y P Y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INThE PAST 'S YAIS?. ... Oooodg
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter Medicine(S)? ... O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J
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M ed ICa | | nfO m at ION Pplease 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 No DK
DO you wear CONtaCt [ENSES?..........ooio oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?................... Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?
- - 5
Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... -
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo e 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo 0OO0o
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo
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 [ OO | Autoimmune disease.............. O 0O O Glaucoma........o. ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy .................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiieee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders.......... Ooo0o0o
Cancer/Chemotherapy/ o
Radiation Treatment O oo Specify:
Yes No DK Yes NoDK X ) S 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse............. O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O O o Eatingdisorder. ... O O 0 Osteoporosis...........ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOd pressure............... ; i S Ulcers 000 Severe or rapid Welght loss.... 0 OO OJ
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other congenital AIDS or HIV infection [0 O O  Thyroid problems.................... OO : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... Ooo0ood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know about? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I 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.
I 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:

Signature of Dentist: Date:

( FOR COMPLETION BY DENTIST )
Comments:
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Name: First Ml Last
Date of Birth: Male Female__
Race:
Caucasian American Indian/Alaska Native
Asian Black/African American
Native Hawaiian or other Pacific Islander

Ethnicity:

Hispanic / Latino Not Hispanic/Latino Other

Committed PATIENT REGISTRATION FORM

Responsible Party

Parent/Guardian/Guarantor:

Relationship:

Address:

City State Zip Code

Home Phone:

Alternate Contact Number:

Dental Insurance

Insurance Company:

Annual Household Income:
$0-19,999 $20,000 - $39,999
$40,000 - $59,999 S 60,000 +
Disability:
Mental hysical None

Preferred Language:

English Spanish Other

Referred By:

Dentist/Dental Group Doctor

Family/Friend Hillcrest Employee

nsurance Company __lInternet Search

Phonebook Walk In

Advertisement

Billboard | Direct Mail Internet

Newspaper Movie Theater Other

Shared-Forms_Patient_Registration_Form_Columns_042815th

ID/Certificate #:

Group #:

Policy Holder:

Relationship to Patient:

Date of Birth:

| hereby authorize Hillcrest Dental Care, Inc. to provide my
dental treatment and to furnish information to my
insurance carrier concerning diagnosis and treatment.
Permission is given for release of my medical information to
authorized individuals pertaining to continuity of care.

| understand that | am financially responsible for any or all
of my bill that is not completely paid for by my insurance
carrier.

Signature (Patient/Guardian/Guarantor)

Relationship Date
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T Committed PATIENT INTAKE FORM

Patient Name: Date of Birth:

Parent / Guardian / Guarantor Name:

Assignment of Benefits

(initials) | hereby authorize Hillcrest Dental Care, Inc to bill my insurance carrier and direct my
carrier to make all payments directly to Hillcrest Dental Care, Inc.

Financial Obligation
Payment is required at time of service for all uninsured services.
Payment options include the following:

1. Cash or Personal Check — If a check is returned from the bank, this will result in the cancellation of all
future appointments as well as a returned check fee of $30.00 on your account. Future appointments
may be considered after your balance is paid in full. Personal checks will no longer be accepted.

2. Visa/ MasterCard/ Discover

3. Care Credit — Interest free financing may be available

Dental Insurance — We will submit to your dental insurance. Any portion that is not covered will be required at the
time of service.

Finance Charges and Collection Fees- Any balance over 60 days may be subject to finance charges of 18% annually.
Minimum finance charge is $5.00. The patient / guarantor is responsible for any collection or attorney fees

incurred for failure to pay the balance due.

(initials) | have read and understand Hillcrest Dentals financial obligation.

HIPAA Privacy Authorization (Authorization for Use or Disclosure of Protected Health Information)

(initials) | authorize Hillcrest Dental Care, Inc. to use and / or disclose my protected health
information to the following people.

Name Relationship Date of Birth Phone Number
(for verification only)

(initials) | understand that this authorization remains in effect unless terminated in writing
by the patient / guardian.

Signature (Patient/Guardian/Guarantor) Date




Hillcrest Dental Care, Inc.
Patient Notice of Privacy Practices and Policies
Effective June 23, 2015

Introduction

Hillcrest Dental Care, Inc. (HDC) is required by law to maintain the privacy of the patient’s health
information (PHI) and to provide individuals with notice of its legal duties and privacy practices with
respect to health information. HDC is required to abide by the terms of the Notice currently in effect.
HDC reserves the right to change the terms of its notice and to make the provisions of the new notice
effective for all PHI that it maintains.

This Notice of Privacy Practices and Policies outlines our present practices, policies and legal duties to
maintain confidentiality and to protect against prohibited disclosure of protected health information (“PHI”)
under the privacy regulations mandated by the Health Insurance Portability and Accountability Act
(“HIPAA”) and further expanded by the Health Information Technology for Economic Clinical Health Act
(“HITECH”).

PHI includes your demographic information such as your name, address, telephone number, and family;
past, present, or future information about your physical or mental health or condition; and information
about the medical services provided to you, including payment information, if any of that information may
be used to identify you. We may maintain your PHI electronically and/or on paper.

This Notice describes uses and disclosures of PHI by HDC to which you have consented, that you may
be asked to authorize in the future, and that are permitted or required by state or federal law. It also
advises you of your rights to access and control your PHI.

We may amend this Notice of Privacy Practices and Policies periodically. The new notice will be effective
for all PHI that we maintain at that time. Upon your request, we will provide you with any revised Notice of
Privacy Practices and Policies or you may obtain a copy by, by calling either the Pittsfield office at 413-
445-6680, or the North Adams office at 413-346-4242 and requesting that a revised copy be sent to you
in the mail, or by asking for one at the time of your next appointment.

We regard the safeguarding of your PHI as an important duty. The elements of this Notice and any
authorizations you may sign are required by state and federal law for your protection and to ensure your
informed consent to the use and disclosure of PHI necessary to support your relationship with HDC.

If you have any questions about HDC’s Notice of Privacy Practices and Policies, please contact the
Director of Operations at 413-445-6680.

Safeguarding PHI within our Practice

We have appropriate administrative, technical, and physical safeguards in place to protect and secure the
privacy and security of your PHI. We orient our staff to the regulations and policies developed to protect
the privacy of your PHI, and review their obligation to maintain privacy and security annually. We hold
medical records in a secure area within our practice, and our electronic medical record system is
monitored and updated to address security risks in compliance with the HIPAA Security Rule. Only staff



members who have a legitimate "need to know" are permitted access to your medical records and other
PHI. Our staff understands the legal and ethical obligation to protect your PHI and that a violation of this
Notice of Privacy Practices and Policies may result in disciplinary action in accordance with our Human
Resource policies.

Uses and Disclosures of PHI

As part of our registration materials, we will request your written consent for HDC to use and disclose
your PHI for the following types of activities:

e Treatment: Treatment means the provision, coordination, or management of your health care and
related services by HDC and health care providers involved in your care. It includes the coordination
or management of health care by a provider with a third party insurance carrier, communication with
lab or imaging providers for test results, consultation between our clinical staff and other health care
providers relating to your care, or our referral of you to a specialist physician or facility.

e« Payment: Payment means our activities to obtain reimbursement for the medical services provided to
you, including billing, claims management, and collection activities. Payment may also include your
insurance carrier's efforts in determining eligibility, claims processing, assessing medical necessity,
and utilization review. Payment may also include activities carried out on our behalf by one or more of
our collection agencies or agents in order to secure payment on delinquent bills.

e« Health Care Operations: Health care operations mean the legitimate business activities of HDC.
These activities may include quality assessment and improvement activities; fraud & abuse
compliance; business planning & development; and business management & general administrative
activities. These can also include our telephoning you to remind you of appointments, or using a
translation service if we need to communicate with you in person, or on the telephone, in a language
other than English. When we involve third parties in our business activities, we will have them sign a
Business Associate Agreement obligating them to safeguard your PHI according to the same legal
standards we follow.

Electronic Exchange of PHI

We may transfer your PHI to other treating health care providers electronically. We may also transmit
your information to your insurance carrier electronically.

Uses and Disclosures of PHI Based Upon Your Written Consent

Other uses and disclosures of your PHI will be made only with your specific written authorization. This
allows you to request that HDC disclose limited PHI to specified individuals or companies for a defined
purpose and timeframe. For example, you may wish to authorize disclosures to individuals who are not
involved in treatment, payment, or health care operations, such as a family member or a school physical
education program. If you wish us to make disclosures in these situations, we will ask you to sign an
authorization allowing us to disclose this PHI to the designated parties.



Uses and Disclosures of PHI Permitted or Required by Law

In some circumstances, we may be legally bound to use or disclose your PHI without your consent or
authorization. State and federal privacy law permit or require such use or disclosure regardless of your
consent or authorization in certain situations, including, but not limited to:

e Emergencies: If you are incapacitated and require emergency medical treatment, we will use and
disclose your PHI to ensure you receive the necessary medical services. We will attempt to obtain
your consent as soon as practical following your treatment.

e Others Involved in Your Healthcare: Upon your verbal authorization, we may disclose to a family
member, close friend or other person you designate only the PHI that directly relates to that
individual’s involvement in your healthcare and treatment. We may also need to use PHI to notify a
family member, personal representative or someone else responsible for your care of your location
and general condition.

e Communication barriers: If we try but cannot obtain your consent to use or disclose your PHI
because of substantial communication barriers and your physician, using his or her professional
judgment, infers that you consent to the use or disclosure, or the physician determines that a limited
disclosure is in your best interest, HDC may permit the use or disclosure.

e Required by Law: We may disclose your PHI to the extent that its use or disclosure is required by
law. This disclosure will be made in compliance with the law and will be limited to the relevant
requirements of the law.

e Public Health/Regulatory Activities: We may disclose your PHI to an authorized public health
authority to prevent or control disease, injury, or disability or to comply with state child or adult abuse
or neglect law. We are obligated to report suspicion of abuse and neglect to the appropriate
regulatory agency.

e Food and Drug Administration: We may disclose your PHI to a person or company as required by
the Food and Drug Administration to report adverse events, product defects or problems, biologic
product deviations, as well as to track product usage, enable product recalls, make repairs or
replacements or to conduct post-marketing surveillance.

e Health oversight activities: We may disclose your PHI to a health oversight agency for audits,
investigations, inspections, and other activities necessary for the appropriate oversight of the health
care system and government benefit programs such as Medicare and Medicaid.

e Judicial and administrative proceedings: We may only disclose your PHI in the course of any
judicial or administrative proceeding in response to a court order expressly directing disclosure, or in
accordance with a specific statutory obligation compelling us to do so, or with your permission.

e Law enforcement activities: In accordance with Massachusetts state law, we may not disclose your
PHI to a law enforcement officer for law enforcement purposes without court order, statutory
obligation or patient authorization.

e Coroners, medical examiners, funeral directors and organ donation organizations: We may
disclose your PHI to a coroner or medical examiner for the purpose of identifying a deceased person,



determining a cause of death, or other lawful duties. We also may disclose your PHI to enable a
funeral director to carry out his or her lawful duties. PHI may also be disclosed to organ banks for
cadaveric organ, eye, bone, tissue and other donation purposes.

e Research: We may disclose your PHI for certain medical or scientific research where approved by an
institutional review board and where the researchers have a protocol to ensure the privacy of your
PHI.

e Serious threats to health or safety: We may disclose your PHI to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public.

e Military activity & national security: We may disclose the PHI of members of the armed forces for
activities deemed necessary by appropriate military command authorities to assure proper execution
of the military mission. We may also disclose your PHI to certain federal officials for lawful intelligence
and other national security activities.

e Worker’'s Compensation: We may disclose your PHI as authorized to comply with worker’s
compensation law.

e Inmates of a Correctional Facility: We may use or disclose PHI if you are an inmate of a
correctional facility and our practice created or received your PHI in the course of providing care to
you while in custody.

e US Department of Health and Human Services: We must disclose your PHI to you upon request
and to the Secretary of the United States Department of Health & Human Services to investigate or
determine our compliance with the privacy laws.

e Disaster Relief Activities: We may disclose your PHI to local, state or federal agencies engaged in
disaster relief and to private disaster relief assistance organizations (such as the Red Cross if
authorized to assist in disaster relief efforts).

Your Rights Regarding PHI

¢ Right to request restriction of uses and disclosures: You have the right to request that we not
use or disclose any part of your PHI unless it is a use or disclosure required by law. Please advise us
of the specific PHI you wish restricted and the individual(s) who should not receive the restricted PHI.
We are not required to agree to your restriction request, with one exception*, but if we do agree to the
request, we will not use or disclose the restricted PHI unless it is necessary for emergency treatment.
In that case, we will ask that the recipient not further use or disclose the restricted PHI. You may
request restrictions and identify the parties to be restricted in writing to the Director of Medical
Information.

e Right of access to PHI: You have the right to inspect and obtain a copy of your PHI upon your
written request. Under very limited circumstances, we may deny access to your medical records. To
request access to your medical record call HDC during business hours. We will respond to your
request as soon as possible, but no later than 30 days from the date of your request. If access is

" If you request that access be restricted to your PHI for services for which you have fully paid yourself out-of-pocket and not be
made available to your insurance carrier, we must agree to your request.



denied, you will receive a denial letter within 30 days. There is an appeals process. We have the right
to charge a reasonable fee for providing copies of your PHI.

Right to confidential communications: You have the right as a reasonable accommodation to
request to receive communication of PHI by alternative means or at alternative locations. For
example, you may wish your hill to be sent to an address other than your home. Please make your
request in writing to HDC. We will not require an explanation of your reasons for the request, and will
attempt to comply with reasonable requests, but you will be required to assume any costs associated
with forwarding your PHI by alternate means.

Right to amend PHI: You have the right to request that we amend your PHI. Your request must be
made in writing to us. We will respond to your request as soon as possible, but no later than 60 days
from the date of your request. If we deny your request for amendment, you have the right to submit a
written statement disagreeing with the denial; HDC also has the right to submit a rebuttal statement.
A record of any disagreement about the amendment will become part of your medical record and may
be included in subsequent disclosures of your PHI.

Right to accounting of disclosures: Subject to certain limitations, you have the right to a written
accounting of disclosures of your PHI by us for not more than six years prior to the date of your
request. Your right to an accounting applies to disclosures other than those for treatment, payment, or
health care operations. Please make your request in writing to us. We will respond to your request as
soon as possible, but no later than 60 days from the date of your request. We will provide you with
one accounting every 12 months, free of charge. We will charge a reasonable fee based upon our
costs for any subsequent accounting requests.

Right to a copy of our Notice of Privacy Practices and Policies: We will ask you to sign a written
acknowledgement of receipt of our Notice of Privacy Practices and Policies. We may periodically
amend this Notice of Privacy Practices and Policies and you may obtain an updated Notice at any
time.

Complaint Procedure

Within our Practice: If you have a complaint about the denial of any of the specific rights listed
above, about our Notice of Privacy Practices and Policies, or about our compliance with state and
federal privacy law you may get more information about the complaint process by contacting HDC at
413-445-6680. We will respond to your complaint in writing within the time-frames listed above or in
any case within 30 days of the date of your complaint.

Outside our Practice: If you believe that HDC is not complying with its legal obligations to protect
the privacy of your PHI, you may file a complaint with the Secretary of the U.S. Department of Health
& Human Services, Office of Civil Rights.

We will not retaliate against you for filing a complaint.



Hillcrest Dental Care, Inc.
Acknowledgement of Receipt of
Patient Notice of Privacy Practices and Policies

| acknowledge that | have received and understand HDC’s Notice of Privacy Practices and Policies
containing a description of the uses and disclosures of my health information. | further understand that
HDC may update its Notice of Privacy Practices and Policies at any time and that | may receive an
updated copy of HDC'’s Notice of Privacy Practices and Policies by submitting a request in writing for a
current copy of Notice of Privacy Practices and Policies.

Printed Patient Name

Patient Signature Date

If completed by patient’s personal representative, please print name and sign below.

Printed Patient Personal Representative Name Relationship to Patient

Patient Personal Representative Signature Date

For HDC Official Use Only

Complete this form if unable to obtain signature of patient or patient’s personal representative.

HDC made a good faith effort to obtain patient’s written acknowledgment of the Notice of Privacy
Practices and Policies but was unable to do so for the reasons described below:

Patient or patient’s personal representative refused to sign

Patient or patient’s personal representative unable to sign

Other

Printed Employee name

Employee Signature Date



Hillcrest Dental Care, Inc.
Consent for Use and Disclosure of PHI

| provide consent to HDC for use and disclosure of PHI for purposes of Treatment, Payment and Health
Care operations all as defined on page 2 of the Patient Notice of Privacy Practices and Policies. |
understand that this consent will remain in effect unless a written request is submitted to terminate this
consent.

Printed Patient Name

Patient Signature Date

If completed by patient’s personal representative, please print name and sign below.

Printed Patient Personal Representative Name Relationship to Patient

Patient Personal Representative Signature Date

For HDC Official Use Only

Complete this form if unable to obtain signature of patient or patient’s personal representative.

HDC made a good faith effort to obtain patient’s written consent for use and disclosure of PHI but was
unable to do so for the reasons described below:

Patient or patient’s personal representative refused to sign

Patient or patient’s personal representative unable to sign

Other

Printed Employee name

Employee Signature Date
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Appointment Commitment Protocols

Appointment Commitment

All scheduled appointments are times reserved especially for you. Patients that consistently acknowledge and
keep their scheduled appointments, or provide appropriate advance notice for any changes, are considered
premier patients.

Any changes to your appointments (rescheduling or breaking your commitment) must be made
two (2) business days in advance. Less than two (2) business days notice is considered a short notice
broken commitment. If you short notice cancel or do not show up for your appointment, it will be considered a
broken commitment.

Two (2) broken commitments within a 6 month period will result in being dismissed from our
practice.

If an appointment commitment was broken due to uncontrollable circumstances, a letter may be written
explaining the situation and asking for consideration of reinstatement of patient status. Patients that are
granted reinstatement are required to follow our commitment agreement for 6 months. Those who fail to do
this will be dismissed with no consideration for future reinstatement.

New patients who do not show up or short notice broken commitment to their first appointment will not be
allowed to schedule any future appointments at our office.

Appointment Acknowledgement

As a courtesy, we offer text message, email, and phone call reminders regarding upcoming appointments.
However, it is ultimately your responsibility to acknowledge and arrive to your committed appointment on
time. Appointments are required to be acknowledged two (2) business days in advance to hold appointment
times. Appointments that are not acknowledged two (2) business days in advance may be offered to
emergency or premier patients, requiring you to wait or reschedule your appointment to a different date or
time. To avoid this, simply acknowledge your appointment via text, email, or phone call two (2) business days
in advance.

Premium Scheduling — Saturday Appointments and Family Scheduling

You may have an opportunity to schedule an appointment on a Saturday. For the convenience of our families,
multiple family members may be scheduled as a group. These are considered premium appointments which
are reserved for our premier patients. Failure to keep these premium appointment times will result in
disallowing future premium appointment options.

Premium scheduling will not be available for patients that have had a broken commitment within the past 6
months.

I acknowledge that I have read, understand, and agree to the appointment commitment
protocols outlined above.

Patients Name: Date of Birth:

Signature: Date:
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