DENTISTRY

571 Wessel Drive; Fairfield, Ohio 45014
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(513) 939-3200

VILLAGE GBEEN DentistryontheVillageGreen.com
Dr. Ross M. GILLE

Patient Registration
Date:___ / /
Patient’s First Name: Last Name: Mi:
Street Address: City,State,Zip:
Primary Phone #: Home [ Work / Mobile (circle one)
Secondary Phone #: Home / Work / Mobile (circle one)
E-mail Address:
DOB: / f Social Security #: Sex: Marital Status:
Responsible Party’s First Name: Last Name: Mi:
Street Address: City,State,Zip:
Primary Phone #: Home / Work / Mobile (circle one)
Secondary Phone #: Home [/ Work / Mobile (circle one)
DOB: / / Social Security #:

Primary Dental Insurance (if applicable)
Policy Holder's Name:

Patient’s Relationship to Policy Holder: self / spouse / child / other (circle one)

Policy Holder's DOB: / / Policy Holder's Social Security #:
Employer:
Insurance Company Name:

Insurance Company Address:

Insurance Company Phone Number:

Secondary Dental Insurance (if applicable)
Policy Holder's Name:

Patient’s Relationship to Policy Holder: self / spouse [ child / other (circle one)

Policy Holder’s DOB: / / Policy Holder's Social Security #:
Employer:

Insurance Company Name:

Insurance Company Address:

Insurance Company Phone Number:
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Health Questionnaire

Date: / /

Patient's First Name: Last Name: Mi:

Primary Care Physician’s Name:

Physician’s Address: Physician’s Phone #:

Are you under a physician's care? No/Yes Forwhat reason

Are you taking any medications or drugs? No/Yes Please list

Are you allergic to any foods or medications? No/Yes Please list

(Women) Are you pregnant? No/Yes Due date

Do you smoke or use smokeless tobacco? MNo/Yes

Do you have, ar have you ever had, any of the following? Check all that apply:

___loint Replacement __ Asthma ____Heart Attack

___ Stroke ___Pacemaker ___Repaired Heart Defect
___ Epilepsy/Seizures ____HIV Positive/AIDS ___Cardiac Transplant

___ Tuberculosis ___High Blood Pressure ___Endocarditis
___Hepatitis ___Herpes (Cold Sores) ___Artificial Heart Valve(s)
___Jaundice ___Prolonged Bleeding ___Congenital Heart Defect
___Diabetes ___Cancer Treatments ___IV Bisphosphonates

Is there anything else we should know about your medical history?

New Patients Only:
When was your last dental checkup?

Name & Phone # of your previous dentist

Are you having any particular dental problems at this time?
No Yes

The above information is true to the best of my knowledge:

(Signature)



DENTISTRY

=Y 571 Wessel Drive; Fairfield, Ohio 45014

ofl {;u the (513) 939-3200

VILI AGE GREEN DentistryontheVillageGreen.com
A4 L}
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Financial Policy

Thank you for choosing Dentistry on the Village Green as your dental care provider. Our primary
mission is to deliver the best and most comprehensive dental care available. An important part of the
mission is making the cost of optimal care as easy and manageable for our patients as possible by
offering several payment options and spelling out our financial policy for all to understand.

We accept the following forms of payment:
- Cash
- Check
- Visa, Mastercard, American Express, or Discover Card
- CareCredit
o Payment plans available with 0% interest
o Please ask for details

Please note:
Dentistry on the Village Green requires payment at the time of your treatment.

For patients with a dental benefits plan, we are happy to process all of your insurance claims for you.
Howevwer, your bill is ultimately your responsibility and you will be billed for all portions not covered
by your dental benefits plan carrier.

If you fail to uphold your financial responsibilities for your dental care and your account becomes
delinquent, it will be turned over to Wynn-Singer collection agency.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry
you want and need,

| have read, understand, and agree to the terms of the Financial Policy and authorize my insurance
company to pay my dental benefits directly to Dentistry on the Village Green.

Patient, Parent, or Guardian Signature Date

Patient Name (Please Print)



DENTISTRY ON THE VILLAGE GREEN

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

Wie are required by applicable fedaral and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal dutics. and your rights concerning your health
Information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effpcy _ JULY 1, 201 and will remain in effect untll we replace it

We reserve the right to change cur privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes In cur privacy practices and the
new termis of our Notice effective for all health information that we maintain, Including heaith information we creat-
od or received before we made the changes. Boforo woe make a significant change in our privacy practices, wo will
change this Notice and make the new MNotice availabla upon request

You may request a copy of our Notice at any time. For mare Infarmation about our privacy practices, or for addition-
&l copies of this Notice, please contact us using the information listed at tha ond of this Maotico.

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

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatrment to you

Payment: We may use and disclose your health information to cbtaln payment for serices we provide to you,

Healthcare Operations: We may use and disciose your health information in connection with our healthcars oper-
ations. Healthcare cperations include guality assessment and Improvement activities. reviewing the competence or
gualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs. accreditation, certification, licensing or credantialing activitics.

Your Authorizatien: In addition to cur use of your health information for treatment, payment or Bealthcara opera-
tions, you may ghve us written authorizetion to use your health infermation or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may ravake it in writing at any time. Your rovocation will not affect any use
or disclosures permitied by your authorization winlle it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason axcept those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as geseribed in the Patient
Rights section af this Notice, We may disclose your health infarmation to a family member, friend or other person
to the cxient necessary 1o halp with your healthcare or with payment for your healthcare, but only i you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(inchuding igentifying or locating] a family member, your personal representative or anothor person respansible for
your care, of your location, your general condition, or death. If you are presant. then prior to use or disclosure of your
health information, we will provide you with an opportunity to object 1o swch uses or disclosures. In the event of your
incapacity or emergency circumstances. we will disclose health information basad on a determination using our
professlonal judgment disclosing only health information that is directly relevant to the person’s invohoment in your
healthcare. We will also use our professional judgment and our experience with common practice 1o make reasan-
able inferences of your best Interest in allowing a person 1o pick up filled proscriplions. medical supplies. x-roys. of
other similar forms of hoalth information

Marketing Health-Related Services: We will not use your health infermation for marketing communications
withaut your written autharization,

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

Abuse or Neglect: We may disclose your health information to appropriate authoritics If we reasonably belicve that
you are a possibile victim of abuse, neglect. or domestic violence o the passibie wictim of other crimes, We may dis-
close your health Information to the extent necessary to avert a serious threat o your heahth or safety or the health
or safety of others.



National Security: We may disclose to military authoritics the health information of Armed Forces personnel under
cenain circumstances. We may disclose 1o authorized federal officials health information required for lawful intalli-
gence, counterintetligence. and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health infarmation of inmate o patient under certain circum-
Srances.

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

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 reguest uniess we
cannot practicably do so. (You must make a request in writing to obtaln access to your health information. You may
obiain o form 1o requost access by using the contact information listed at tha ond of this Motice. We will charge you
areasonabie cost-based fee for expenses such as copies and staff tme. You may also request access by sending us
& latter to the address at the end of this Notice. If you request copies, we will charge you 30, for each page.
§ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
o you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
thar forrnat, IF you prefen we will prepare a summary or an explanation of your health infermation for a fee. Contact
us using the information listed at the end of this Motice for & full explanation of our foe structure.)

Digclosura Accounting: You have the right to receive a list of instances in which we or our business assoclates
dischosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once ina
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests,

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information, We arc not required 1o agree to these additional restrictions, but if we do, we will abide by our
agreement (cxcept in an emergency).

Alternative Communication: You have the nght to request that we communicate with you about your heaith infor-
ration by alternative means or to alternative locations. (You rmiust make your request inwriting ) Your reguest must
specify the alternative means or location, and provide satisfactory explanaticn how payments will be handled under
the aiternative mearns of lacation you request.

Amendment: You have the right to request that we amend your Realth information. (Your request must B2 in writing,
and It must explain why the information shoutd be amaendod.) We may deny your roguest under certain circumstances,

Electronic Notice: If you receive this Natice on our Web site or by electronic mail {e-mail), you are entitled to
raceive this Notice In written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concorms, pleasa contact us.

If you are concerned that we may have vialated your privacy rights, or you disagree with a decision we made about
accass o your heaith information or in response (0 a request you made 1o amend ar restrict the use or disciosure of
your health information or to have us communicate with you by alternative means or at alternative IOCations, you
may compéain (o us using the contact information listed at the end of this Notice. You also may submit a writtan
complaint to the U.S, Department of Health and Human Services. We will provide you with the address o file your
complaint with the U.5. Departmant of Health and Human Services upon request.

We support your right to the privacy of your health information, We will not retaliate in anmy way it you choose 1o file
a complaint with us or with the U5, Department of Health and Human Services

Contact Otticer KIPPY GILLE

Tosotone 513-939-3200 - 513-939-1358
¢ mat_ DENTISTRYONTHEVILLAGEGREEN@GMAIL.COM
raireee 571 WESSEL DRIVE; FAIRFIELD, OHIO 45014
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DENTISTRY ON THE VILLAGE GREEN

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement™

| . have received a copy of this

office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

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

LI Individual refused to sign
[0 Communications barriers prohibited obtaining the acknowledgement
1 An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

© 2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their stalf is permitted. Any other use, duplication or distribution of this form by any olher party requires Lhe prior
wrilten approval of the American Dental Association.

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






