Patient Information 7san« you for choosing our practice for your dental needs. Please complete this
Jorm in ink. If you have any questions or concerns, do not hesitate to ask for assistance. We will be happy to help.

(Please Print)

Name (1 MALE

First MI Last Preferred Name d FEMALE
Address City State Zip
Home Ph. Cell Ph. Work Ph. Do you prefer calls at: (J Home
Email Use for confirming appointments? [ Yes [ No J Work
Birth date Q Cell
Areyou: O Minor O Single O Married O Divorced I Widowed [ Separated
You (or) your parent’s employer: Occupation
Business address City State Zip
Spouse (or) parent name Employer Work Ph.
If you are a student, name of school/college City State

Whom may we thank for referring you to us?

Person to contact in case of emergency Phone

Responsible Party

Name of person responsible for this account:

Relationship to patient Phone
Address City State Zip
Name of employer Work Ph.

Insurance Information

Name of insured Relationship to patient

Birth date Social Security# ID#

Name of employer Work Ph.

Address City State Zip
Insurance Co. Group# Employer#

Insurance Co. Address City State Zip
DO YOU HAVE ADDITIONAL INSURANCE QO No 0O Yes IFYES, PLEASE COMPLETE THE FOLLOWING:
Name of insured Relationship to patient

Birth date Social Security# ID#

Name of employer Work Ph.

Address City State Zip
Insurance Co. Group# Employer#

Insurance Co. Address City State Zip




FINANCIAL POLICY FOR THE OFFICE:

. All accounts are due and payable at the time of your visit, unless payment arrangements have
been set up prior to your visit with our front office staff. There will be a 3% discount for
accounts paid in full on the day of service. Visa, MasterCard, and Discover are accepted, but
no discount will be given as we pay a credit card user fee.

. On accounts which have established arrangements the payment is due upon receipt of the
monthly statement. There is a $25.00 late fee if payment is not received by the due date. Any
balance outstanding more than 60 days will bear a finance charge at 1.5% per month. ($5.00
minimum charge) After 90 days, all accounts are subject to an annual finance charge of 21%.

. For any appointment not cancelled or changed within 24 hours of your appointment there will
be a fee of $25.00 for every 30 minutes scheduled.

. Insurance is gladly billed as a courtesy to our patients when you provide us with current
information. Our office staff understands insurance, and we will be glad to assist you in
obtaining the maximum benefits specified in your contract. It is important that you realize
however....

*Your insurance benefit is a contract between you, your employer, and the insurance
company. WE ARE NOT PART OF THAT CONTRACT.

*QOur fees generally, but not necessarily, fall within the usual and customary fee
structure determined by your carrier.

*Not all services are a covered benefit in all contracts.

*You (not the insurance company) are responsible to us for all fees for services
rendered to you.

*We will gladly discuss your proposed treatment and answer any questions you might
have as to the involvement of your benefit program in recewmg this care. A pre-
authorization is sent to your insurance company for any major services, or upon request
for any other services.

I have read and understand that regardless of any insurance coverage I may have, I am responsible for
payment of my account. I am financially responsible for all charges including, but not limited to, finance
charges, late fees, and cancellation fees. I understand that delinquent accounts may be assigned to a credit
reporting collection service. If it becomes necessary to effect collections of any amount owed, the
undersigned agrees to pay for all legal costs and expenses, including attorney fees. I authorize the doctor to
release any information including the diagnosis and the records of any treatment or examination rendered to
me or my child during the period of such health care to third party payers. I authorize and request my
insurance company to pay directly to the doctor or medical group insurance benefits otherwise payable to
me. I agree to be responsible for payment of all services rendered on my behalf or my dependents.

Signature of patient (parent or legal guardian if minor) Date

Print name



PATIENT NAME

MEDICAL HISTORY

Birth Date

Although dental personnel primarily treat the area in and arcund your mouth, your mouth is a part of your entire body. Heaith problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? Yes No Medical Doctor’s name: phone:

Have you ever been hospitalized or had a major operation? Yes No If yes, please explain:

Have you ever had a serious head or neck injury? Yes No If yes, please explain:

Are you taking any medications, pills, or drugs? Yes No If yes, please list:

Do you take, or have you taken, Phen-Fen or Redux? Yes No

Are you on a special diet? Yes No

Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Women: Are you Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Are you allergic to any of the following?

Aspirin O Penicillin O Codeine O Acrylic DO Metal O Latex O Local Anesthetics O

Other O If yes, please explain:

Do you have, or have you had, any of the following?
AIDSHIV Positive Yes No  Cortisone Medicine Yes No Hemophilia Yes No  Radiation Treatments Yes
Alzheimer's Disease Yes No Diabetes Yes No Hepatitis A Yes No Recent Weight Loss Yes
Anaphylaxis Yes No Drug Addiction Yes No Hepatitis B or C Yes No Renal Dialysis Yes
Anemia Yes No  Easily Winded Yes No Herpes Yes No  Rheumatism Yes
Angina Yes No Emphysema Yes No High Blood Pressure Yes No  Scarlet Fever Yes
Arthritis/Gout Yes No  Epilepsy or Seizures Yes No High Cholesterol Yes No  Shingles Yes
Artificial Heart Valve Yes No  Excessive Bleeding Yes No Hives and Rash Yes No  Sickle Cell Disease Yes
Artificial Joint Yes No Excessive Thirst Yes No Hypoglycemia Yes No Sinus Trouble Yes
Asthma Yes No  Fainting Spells/Dizziness Yes No Irregular Heartbeat Yes No  Spina Bifida Yes
Blood Disease Yes No  Frequent Cough Yes No Kidney Problems Yes No  Stomach/intestinal Disease  Yes
Blood Transfusion Yes No Frequent Diarrhea Yes No Leukemia Yes No Stroke Yes
Breathing Problem Yes No Frequent Headaches Yes No Liver Disease Yes No Swelling of Limbs Yes
Bruise Easily Yes No Genital Herpes Yes No Low Blood Pressure Yes No Thyroid Disease Yes
Cancer Yes No Glaucoma Yes No Lung Disease Yes No Tonsillitis Yes
Chemotherapy Yes No Hay Fever Yes No Mitral valve Prolapse Yes No Tuberculosis Yes
Chest Pains Yes No Heart Attack/Failure Yes No Osteoporosis Yes No Tumors or Growths Yes
Cold Sores/Fever Blisters Yes No Heart Murmur Yes No Pain in Jaw Joints Yes No Ulcers Yes
Congenital Heart Disorder Yes No Heart Pace Maker Yes No Parathyroid Disease Yes No Venereal Disease Yes
Convulsions Yes No Heart Trouble/Disease Yes No Psychiatric Care Yes No  Yellow Jaundice Yes

Have you ever had any serious illness not listed above? Yes No If yes, please explain:

Comments:

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

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No



KYLE D. KERN DMD, PC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

I, . have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

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

O Individual refused to sign
[0 Communications barriers prohibited obtaining the acknowledgement
[J Anemergency 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 staff is permitted. Any other use, duplication or distribution of this form by any other party requires the prior
written 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).



Kyle D. Kern DMD, PC
HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

Effective Date: September 23, 2013

' OUR OBLIGATIONS;
We are required by law to:
. Maintain the privacy of protected health information
. Give you this notice of our legal duties and privacy practices regarding health information about you
. Follow tho terms of our notice that is currently in effect

oW USE AND DISCLOSE HEALTH INFORMATION:
The following describes the ways we may use and disclose health information that identifies you (*Health information”). Except for the purposes described
below, we will use and disclose Heaith Information only with your written pemmission. You may revoke such permission at any time by writing to our practice
Privacy Officer.

For Treatment. We may use and disclose Health Information for your treatment and to provide you with treatment-related heaith care sesvices. For example,
we may disclose Health Information to doctors, nurses, technicians, or other personnel, including people outside our office, who are inveived in your medical
care and need the infermation to provide you with medical care.

For Payment. We may use and disclose Health Information so that we or others may bill and receive payment from you, an insurance company or a third party
for the treatment and services you received. For example, we may give your health plan information about you so that they will pay for your treatment.

For Health Care Operations. We may use and disclose Health information for health care operations purposes. These uses and disclosures are necessary to
make sure that all of our patients receive quality care and to operate and manage our office. For example, we may use and disclose information to make sure
the obstetrical or gynecological care you receive is of the highest quality. We also may share information with other entities that have a relationship with you (for
example, your heatth plan) for their health care operation activities.

Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services. We may use and disclose Health Information to contact you
to remind you that you have an appcintment with us. We also may use and disclose Health Information to tell you about treatment atematives or health-retated
benefils and services that may be of interest to you.

Individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share Haalth Information with a person who is invetved in your
medical care or payment for your care, such as your family or a close fiiend. We also may notify your family about your location or general condition or disclose
such information to an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use and disciose Health information for research. For example, a research project may involve comparing the
health of patients who received one treatment to those who received another, for the same condition. Before we use or disclose Health Information for research,
the project will go through a special approval process. Even without special approval, we may pemnit researchers to look at records to help them identify
patients who may be included in their research project or for other similar purposes, as long as they do not remove or take a copy of any Health Information,

SPECIAL SITUATIONS: ‘
As Required by Law. We will disclose Health Information when required to do so by intemational, federal, state or local law.

To Avert a Serlous Threat to Health or Safety. We may use and disclose Health Information when necessary to prevent a serious threat to your health and
safety or the health and safety of the public or another parson.’ Disclosures, however, will be made only to somecne who may be able to help prevent the threat.
Business Assoclates. We may disclose Health Information to our business associates that perform functions on our behalf or provide us with services if the
information is necessary for such functions or services. For example, we may use ancther company to perform billing services on our behalf. All of our business
associates are obligated to protect the privacy of your infsrmation and are not allowed to use or disclose any information other than as specified in our contract
Organ and Tissue Donation. If you are an organ donor, we may use or release Health Information to organizations that handle organ procurement or other
entities engaged in procurement, banking or transportation of organs, eyes or tissues to facilitate organ, eye or tissue donation and transplantation.
Mllitary and Veterans. If you are a member of the amed forces, we may release Health Information as required by military command authorities. We also may
release Health Information to the appropriate foreign military authority if you are a member of a foreign mifitary.
Workers® Compensation. We may release Heatth Information for workers' compensation or similar programs. These programs provide benefits for work-
relgted injuries or illness.
Public Health Risks. We may disclose Heaith Information for public health activities. These activities generally include disclosures to pravent or control
disease, injury or disability; report births and deaths; report child abuse or neglect; report reactions to medications or problems with products; notify people of
recalls of products they may be using; a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition;
and the appropriate govemment authority if we belisve a patient has been the victim of abuse, neglect or domestic violence. We will only make this disclosure if
you agree or when required or authorized by law. :
Health Oversight Activities. We may disclose Health Information to a heaith oversight agency for activities autherized by law. These oversight activitles
includs, for example, audits, investigations, inspections, and licensure. These activities are necessary for the government to monitor the health care system,
government programs, and compliance with civil rights laws. |
Data Breach Notification Purposes. We may use or disclose your Protected Health information to provide legally required notices of unauthorized access to
or disclosure of your health information.
Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose Health Information in response to a court or administrative order. We
aiso may disclose Health Information in response to a subpoena, discovery request, or other lawful process by someone else invaived in the dispute, but only if
efforts have been made to tell you about the request or to obtain an order protecting the information requested.
Law Enforcement. We may release Health Information if asked by a law enforcement officlal if the information is: (1) in response to a court order, subpoena,
warrant, summons or similar process; (2) limited informaticn to identify or locate a suspect, fugitive, material witness, or missing person; (3) about the victim of a
crime even i, under certain very limited circumstances, we are unable to obtain the person’s agreement; (4) about a death we befieve may be the result of
criminal conduct; (5) about criminal conduct on our premises; and (6) in an emergency to report a ciime, the location of the crime or victims, or the identity,
description or location of the person who committed the crime.
Coroners, Medical Examiners and Funeral Directors. We may release Health Information to a coroner or medical examiner. This may be necessary, for
:xt:i:\sp!e, to identify a deceased person or detemmine the cause of death. We also may release Haalth Information to funeral directors as necessary for their
uties.



National Security and Intelligence Activities. We may refease Health Information to authorized federal officials for intelligence, counter-inteiligence, and other
national security activities authorized by law.

Protective Setvices for the President and Others. We may disclose Health Information to authorized federal officials 30 they may provide protection to the
Preslident, other authorized persons or foreign heads of state or to conduct spaclal investigations.

Inmates or Individuats in Custody. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may refease Health
(nformation to the comectional institution or law enforcement official. This release would be if necessary: (1) for the institution to provide you with health care; (2)
to protect your hoalth and safety or the health and safety of others; or (3) the safety and security of the correctional institution.

S LOSURES QL RTUNITY TO OBJEC D

Individuals involved In Your Care or Payment for Your Care, Unless you object, we may disclose to a member of your family, a relative, a close friend or any
other person you identify, your Protected Heaith information that directly relates to that person’s involvement in your heaith care., If you are unable to agree or
object to such a disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional judgment.
Disaster Rellef. We may disciose your Protected Heaith information to disaster relief organizations that seek your Protected Health Information to coordinate
your care, or notify family and friends of your location or condition in a disaster. We will provide you with an opportunity to agree ot object to such a disclosure
whenever we practically can do so.

2

YO! N AUTHO TION IS REQUIRE| R OTHER USES AND DISCLOSURES
The following uses and disclosures of your Protected Health Information will be made only with your written authorization:

1. Uses and disclosures of Protected Health Information for marketing purposes; and
2. Disclosures that constitute a sale of your Protected Health Information

Other uses and disclosures of Protected Health Information not covered by this Notice or the laws that apply to us will be made only with your written
authorization. (f you do give us an authorization, you may reveke it at any time by submitting a written revacation to our Privacy Officer and we will no longer

disclose Protected Health Information under the authorization. But disclosure that we made in refiance on your authorization before you revoked it will not be
affected by the revocation.

YOUR RIGHTS:
You have the following rights regarding Health Information we have about you:

Right to Inspect and Copy. You have a right to inspect and copy Health Information that may be used to make decisions about your care ¢r payment for your
care. This includes medical and blliing records, other than psychotherapy notes. To inspect and copy this Health tnformation, you must make your request, in
wiiting, to the office. We have up to 30 days to make your Protected Health information available to you and we may charge you a reascnable fee for the costs
of copying, mailing or other suppties associated with your request. We may not charge you a fee if you need the information for a claim for benefits under the
Social Security Act or any other state of federal needs-based benefit program. We may deny your request in certain limited circumstances. if we do deny your
request, you have the right to have the denial reviewed by a licensed healthcare professional who was not directly involved in the denial of your request, and we
will comply with the outcome of the review.

Right to an Electronic Copy of Electronic Medical Records. If your Protected Heafth Information is maintained in an electronic format (known as an electronic
medical record or an electronic health record), you have the right to request that an electronic copy of your record be given to you or transmitted to another
individual or entity. We will make every effort to provide access to your Protected Heaith Information in the form or format you request, if it is readily producible
in such form or format. If the Protected Health Information s not readily producible In the form or format you request your record will be provided in either our
standard electronic format or if you do not want this form or format, a readable hard copy form. We may charge you a reasonable, cost-based fee for the labor
associated with transmitting the electronic medical record.

Right to Get Notice of a Breach. You have the right to be notified upon a breach of any of your unsecured Protected Heaith Information.

Right to Amend. If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend the information. You have the right to request
an amendment for as long as the information is kept by or for our office. To request an amendment, you must make your request, in writing, to the office.

Right to an Accounting of Disclosures. You have the right to request a list of certain disclosures we made of Health Information for purposes other than
treatment, payment and health care operations or for which you provided written authcrization. To request an accounting of disclosures, you must make your
request, in writing, to the office.

Right to Request Restrictions. You have the right to request a restriction or limitation on the Health Information we use or disclose for treatment, payment, or
health care cperations. You also have the right to request a timit on the Health Information we disclose to someone involved in your care or the payment for your
care, like a family member or friend. For example, you could ask that we not share information about a particular diagnosis or treatment with your spouse. To
request a restriction, you must make your request, in writing, to the office. We are not required to agree to your request unless you are asking us to restrict the
use and disclosure of your Protected Health Information to a health plan for payment or health care cperation purposes and such information you wish to restrict
pertains solely to a health care item or service for which you have pald us "out-of-pocket” in full. if we agree, we will comply with your request untess the
information is needed to provide you with emergency treatment.

Out-of-Pocket-Payments. If you paid out-of-pocket (or in other words, you have requested that we not bill your health plan) in full for a specific item or service,
you have the right to ask that your Protected Health (nformation with respect to that item or service not be disclosed to a health plan fer purposes of payment or
healith care operations, and we will honor that request.

Right to Request Canfidential Communlcations. You have the right to request that we communicate with you about medical matters in a certain way or at a
certain location. For example, you can ask that we only contact you by mait or at work. To request confidential communications, you must make your request, in
writing, to the office. Your request must specify how or where you wish to be contacted. We will accommedate reascnable requests.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if
you h%e Kzgre;:n to receive this notice electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice at our web site,
wwWw.| mDental.com.

CHANGES TO THIS NOTICE:

We reserve the right to change this notice and make the new notice apply to Health Information we already have as well as any information we receive in the
future. We will post a copy of our current notice at our office. The notice will contain the effective date on the first page, in the top right-hand comer.

CONPLAINTS:

If you believe your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and Human
Services. To file a complaint with our office, contact the office. All complaints must be made in writing. You will rot be penatized for fillng a complaint.



