MISSION HILLS PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this form as completely as you can.
If you have any questions we’ll be glad to help you.

PERSONAL
Name
Last First Ml (Preferred)
Birthdate SS# Gender:[ ]M [ 1F Married: [ ]Y [ IN
Work Phone Wireless Phone TextingOK? [ 1Y [ IN
Email
Preferred contact method: [ JHm Phone [ ]J]WkPhone [ ]WirelessPh [ ]Email

By patrticipating, you consent to receive text messages sent by an automatic telephone system. Consent to these terms
is not a condition of service.

Student status if dependent over 19 (for ins): [ 1Non-student [ ]Full-time [ ]Part-time
How did you hear about us?

(If someone referred you here, please write down their name so we can thank them.)

ADDRESS AND HOME PHONE

Check box if same for entire family [ ]

Address

Address 2

City State Zip
Home Phone

INSURANCE POLICY 1

Patient relationship to subscriber: [ ]Self [ ]Spouse [ ]Child

Subscriber Name Sub.ID # Sub.DOB
Insurance Company Phone
Employer Group Name Group #

**Please present insurance card to receptionist.**

INSURANCE POLICY 2

Patient relationship to subscriber: [ ]Self [ ] Spouse [ ]Child

Subscriber Name Sub.ID # Sub.DOB

Insurance Company Phone

Employer Group Name Group #
Comments:

Patient/Guardian Signature

Mission Hills Family Dental « 197 Woodland Pkwy, Ste. 100 « Phone: 760-585-9598 « Email: Info@MissionHillsFamilyDental.com



MISSION HILLS

Your name Today's date
Your regular dentist is Your physician is
Ever been a patient here before? [ YES [ NO Your current age
(Check all that apply)
Have you ever had an adverse reaction to:
Local Anesthetics/Epinephrine [ Codeine .} Antibiotic

! Other .1 Aspirin/Advil i Latex

Do you take:

. Blood thinners (e.g Coumadin, Plavix, etc.) if yes, date and score of most recent INR
Any other medications, vitamins or supplements, if so, please list:
Name of medication What condition you take it for

(Listanyadditional meds you take on separate sheet)

What is your level of anxiety/stress/fear when going to the dentist? "~ None _ Mild _: Mod " Severe

1. Please list your height Please list your weight

Being overweight is now recognized as a strong risk factor for gum disease. Obesity and gum disease are both
risk factors for heart disease and diabetes. Thus, if you are over your ideal weight it is vitally important foryou
to eliminate any gum inflammation to lower yourrisks formore serious health problems.

2. Tobacco use

! Never
Previous tobacco user, if so, how long ago did you quit
Currently using tobacco, if so please answer the following:
What type do you use? . Cigarettes . Chew Cigar E-Cig Other
How much/day For how long
Every tried to quit? " Yes No

. Tobacco users are more likely to develop gum disease. Gum disease itself has recently been linked with an
increased risk for heart disease. Since tobacco users are already at an increased risk for heart disease (and

- since gum disease only worsens that risk) it is vitally important for tobacco users to do whatever is necessary
to eliminate gum disease.

3. Have you ever been diagnosed with heart disease?
Yes
No ! Do you have any of the following risk factors for heart disease? Check all that apply
Family history of heart disease ! Elevated cholesterol High blood pressure

Poor diet _! Lack of exercise

. Gum disease is now arecognized risk factor for heart disease. If your gums are inflamed, bacteria from your
mouth can get into your blood stream and lodge in your heart vessels. Finding out if you have gum disease
and then keeping it at bay over your lifespan can lower your risk for heart disease and stroke.



4. Vitamin D Status

Have you ever had your Vitamin D level checked?
! No
I Yes If so, how long ago? What was it?

‘;' Low vitamin D levels have been linked with a higher risk for gum disease and many other diseases. Many
. people are chronically low in Vitamin D ttisimportant to find out your vitamin D level and optimize it if your
¢ level is low

5. Sleep
Have you ever been diagnosed with sleep apnea? Yes [No

Highrisk: Yes 5-8
Intermediate risk:
Yes 3-4

Answer Yes or No to determine your sleep apnea risk YES NO

Do you snore loudly (loud enoughto be heard through closed doors)?

Do you often feel tifed, fatiqued, or sleepy during daytime?

Has anyone observed you stop breathing during your sleep?

Do you have or are you being treated for high blood pressure?

Is your BMI greater than 35?

Are you over 50 years old?

Is the circumference of your neck greater than 16 inches?

Are you a male?

TOTAL SCORE

Lack of quality sleep and sleep apneaare very serious. Sleep apneais linked to gum disease and many other
diseases. Part of overall wellness is keeping any gum inflammation in your mouth to a minimum. This is
especially important if you have any sleep abnormalities.

6. Diabetes

Have you ever been diagnosed with Diabetes? B .
No Do you have a family history of diabetes? :Yes - No
Yes If so, please answer the following:
How is Your diabetes control? [1Good ' Fair - ' Poor Date of
last Alc What was the Alc score?

Who is your diabetes Doctor__

Diabetes is awell- known risk factor for gum disease. Research is confirming that untreated gum
disease makes it harder for you to control your blood sugar. Elimination of gum disease can improve your
. blood sugarcontrol reducing yourrisk for the serious complications of diabetes.

7. Have you ever been diagnosed with Rheumatoid Arthritis? Yes | INo

Researchis confirming atwo-way relationship between rheumatoid arthritis and gum disease. If you have
RA i you are at an increased risk forgum disease. If gum disease develops it can make your RA symptoms
worse. . Thus, if you have RAitisimportant to continually monitor forand treatany gum disease.

8. Do you have a family history of Alzheimer’s Disease? [ Yes ' No | Don't know

Gum disease has been linked with an increased chance for developing Alzheimer’s Disease later in life. If you
have a family history you are already at increased risk. Keeping gum disease at bay over your life span can
lower your risk for developing Alzheimer's Disease.



10.

11.

Do you have a family history of gum disease? [ Yes [/ No ! Don't know

Some people are genetical lyprone to developing gum disease even if ey take decent care of their mouths.

How would you rate your stress level? " None ! Low [ High

Stress is a well- known risk factor for gum disease.
Life altering events (loss of job, divorce, death in family, moving to new location, etc.) can lead to the

type of stress that can lower your resistance to diseases liked gum disease. Are you currently going
through any life alteringevents? ' Yes { ! No

Other Medical conditions  {Check all that apply)

Asthma if yes, where do you keep your inhaler?

Bleeding problems ' Epilepsy Prosthetic heart valve Artificial joint
Hepatitis Tuberculosis HIV/AIDS Thyroid Disease
Cancer Chemo/radiation Vertigo Steroid Use
Kidney Problems Psychiatric therapy Change in health in last year Any Addiction
Breathing/COPD ! Cold Sores/fever blisters

Spouse with gum disease (Gum disease may be transmissible, family members should be screened
for gum disease)

Taking Dilantin, Ca+ Channel Blockers, or Inmunosuppressants for organ transplantation

_ History of gastric ulcers . Respiratory disease ) Other
Kidney Disease Family history of colon cancer

FEMALES Are you: | Pregnant Nursing Taking birth control pills

Gum disease is linked with an increased risk of osteoporosis and even breast cancer in post-
menopausal women.

Ever diagnosed with breast cancer? Family history of breast cancer? Post-menopausal?

Do you have osteoporosis? | ' Yes No

Have you ever been tested for osteoporosis? ' Yes No




Mission Hills Family Dental 197 Woodland Parkway, Suite 100
San Marcos, CA 92069

Your Information.
g This notice describes how medical information about
Your nghtS you may be used and disclosed and how you can get

Our Responsibilities. access to this information. Please review it carefully.

\
You have the right to:

¢ Get a copy of your paper or electronic medical record
e Correct your paper or electronic medical record

¢ Request confidential communication

e Ask us to limit the information we share

* Get a list of those with whom we've shared
your information

¢ Get a copy of this privacy notice
e Choose someone to act for you

e File a complaint if you believe your privacy
rights have been violated

» See page 2 for
more information on
these rights and how
to exercise them

You have some choices in the way that we
use and share information as we:

e Tell family and friends about your condition » See page 3 for

e Provide disaster relief more information on
¢ Include you in a hospital directory these choices and

e Provide mental health care how to exercise them

* Market our services and sell your information
e Raise funds

J

We may use and share your information as we:
e Treat you
e Run our organization
e Bill for your services
Our e Help with public health and safety issues » See pages 3 and 4
Uses and Do research for more information
Disclosures e Comply with the law on these uses and
* Respond to organ and tissue donation requests disclosures
e Work with a medical examiner or funeral director

e Address workers’ compensation, law enforcement,
and other government requests

® Respond to lawsuits and legal actions

Notice of Privacy Practices e Page 1



When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or e You can ask to see or get an electronic or paper copy of your medical record and
paper copy of your other health information we have about you. Ask us how to do this.

medical record e We will provide a copy or a summary of your health information, usually within 30

days of your request. We may charge a reasonable, cost-based fee.

............................................................................................................

Ask us to correct ® You can ask us to correct health information about you that you think is incorrect
your medical record or incomplete. Ask us how to do this.

e \We may say “no” to your request, but we'll tell you why in writing within 60 days.

............................................................................................................

Request confidential ¢ You can ask us to contact you in a specific way (for example, home or office phone)
communications or to send mail to a different address.

* We will say “yes” to all reasonable requests.

............................................................................................................

Ask us to limit what e You can ask us not to use or share certain health information for treatment,
we use or share payment, or our operations. We are not required to agree to your request, and we
may say “no” if it would affect your care.

e If you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law requires us to share that information.

............................................................................................................

Get a list of those ® You can ask for a list (accounting) of the times we've shared your health information
with whom we've for six years prior to the date you ask, who we shared it with, and why.

shared information » We will include all the disclosures except for those about treatment, payment, and

health care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

............................................................................................................

Get a copy of this e You can ask for a paper copy of this notice at any time, even if you have agreed to
privacy notice receive the notice electronically. We will provide you with a paper copy promptly.
Choose someone e If you have given someone medical power of attorney or if someone is your legal
to act for you guardian, that person can exercise your rights and make choices about your health
information.
e We will make sure the person has this authority and can act for you before we take
any action.
File a complaint if ¢ You can complain if you feel we have violated your rights by contacting us using the
you feel your rights information on page 1.

are violated ¢ You can file a complaint with the U.S. Department of Health and Human Services

Office for Civil Rights by sending a letter to 200 Independence Avenue, S.\W.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.

e We will not retaliate against you for filing a complaint.

............................................................................................................

Notice of Privacy Practices e Page 2



For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

J

In these cases, you have
both the right and choice
to tell us to:

.............................

In these cases we never
share your information
unless you give us
written permission:

.............................

.............................

e Share information with your family, close friends, or others involved in your care
 Share information in a disaster relief situation
¢ Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed to lessen a serious and imminent
threat to health or safety.

e Marketing purposes
e Sale of your information

e Most sharing of psychotherapy notes

* We may contact you for fundraising efforts, but you can tell us not to
contact you again.

Our

Uses and How do we typically use or share your health information?
Disclosures We typically use or share your health information in the following ways.

Treat you e We can use your health information and - Example: A doctor treating you for an
share it with other professionals who are - Injury asks another doctor about your
treating you. . overall health condition.

Run our e We can use and share your health - Example: We use health information

organization information to run our practice, improve . about you to manage your treatment and

your care, and contact you when necessary. : services.

.............................

..............................................................................

Bill for your e We can use and share your health : Example: We give information about you
services information to bill and get payment from - to your health insurance plan so it will pay
health plans or other entities. . for your services.

.............................

..............................................................................

continued on next page
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How else can we use or share your health information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health
and safety issues

Respond to organ and
tissue donation requests

Work with a medical
examiner or funeral director

Address workers’
compensation, law
enforcement, and other
government requests

Respond to lawsuits and
legal actions

Notice of Privacy Practices e Page 4

e We can share health information about you for certain situations such as:
e Preventing disease
e Helping with product recalls
e Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
e Preventing or reducing a serious threat to anyone’s health or safety

e We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're complying with federal privacy law.

e We can share health information about you with organ procurement
organizations.

e \We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

e We can use or share health information about you:
e For workers' compensation claims
e For law enforcement purposes or with a law enforcement official
* With health oversight agencies for activities authorized by law
e For special government functions such as military, national security, and
presidential protective services

e We can share health information about you in response to a court or
administrative order, or in response to a subpoena.



Our Responsibilities

e We are required by law to maintain the privacy and security of your protected health information.

e We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

e We must follow the duties and privacy practices described in this notice and give you a copy of it.

e We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, in our office, and on our web site.

1/31/2022

This Notice of Privacy Practices applies to the following organizations.
Mission Hills Family Dental

Marisol Cortez
Privacy Officer
760-585-9598 info@missionhillsfamilydental.com

Notice of Privacy Practices ® Page 5



Notice of Privacy Policies

Last Name: First Name: Birthdate:

| have had full opportunity to read and consider the contents of the Notice of Privacy Practices on the Mission Hills
Family Dental Website. | understand that | am giving my permission to your use and disclosure of my protected
health information in order to carry out treatment, payment activities, and healthcare operations. | also understand
that | have the right to revoke permission.

Signature




Financial Agreement

Last Name: First Name: Birthdate:

* For my convenience, this office may release my information to my insurance company, and receive payment
directly from them.

* | understand that if | begin major treatment that involves lab work, | will be responsible for the fee at that time.
* If sent to collections, | agree to pay all related fees and court costs. There is a 40% charge on accounts sent to
Summit AR Collections.

* Every effort will be made to help me with my insurance, but if they do not pay as expected, | will still be
responsible for the entire amount of completed procedures.

* | agree to pay finance charges of 1.5% per month (18% APR) on any balance 90 days past due.

* | will pay a fee of $50.00 for appointments broken without 24 hours notice.

* Treatment plans may change, and | will be responsible for the work actually done.

* Payment plans require of payment of 50% of the total cost at the time of service, and arrangements for monthly
payments have to be made on that day with a credit card on file.

*We DO NOT ACCEPT AMERICAN EXPRESS**

INSURANCE (if applicable):

Every patient's insurance coverage is unique to them. Please read your benefit or insurance plan booklet
provided by your insurance provider so that you understand your dental benefits. In most cases your insurance
MAY pay a percentage of the cost of your dental treatment until your yearly maximum has been reached. If you
have any questions, it is wise to contact your insurance provider to find out your deductible, percentage coverage
for different procedures, and yearly maximums.

*Your dental benefit may vary for a number of reasons:

- You have already used some or all of the benefits available from your dental insurance.

- Your insurance plan paid only a percentage of the fee.

- The treatment you needed was not a covered benefit.

- You have not yet met your deductible.

- You have not reached the end of your plan's waiting period and are currently ineligible for coverage.

* | will pay a fee of $50.00 for appointments broken without a 24 hours notice.

* If you are more than 10 minutes late to your scheduled appointment time your
appointment will need to be rescheduled and you will be subject to the no-show
fee of $50.00.

By signing below, | agree to this financial agreement.

Signature






