CoX

First Name: Middle: Last:

Nickname: Date of Birth: Drivers License #:
[ JMale [ JFemale [1Single [_]Married SSN #:

Address:

City: State: Zip:

Home Phone: Work: Cell:

Email address:

Employer: | Occupation:

Spouse Name: | Occupation: | Employer:
Driver’s License #: | SSN #:

Whom may we thank for your referral?
Emergency Contact: \ Phone:

Dental Insurance:

Primary Carrier: Employee #: Insured’s SSN #:
Insured Birth date: Group #: Phone #:
Insurance Company Address:

City: | State: | Zip:

Secondary Carrier: Employee #: Insured’s SSN #:
Insured Birth date: Group #: Phone #:
Insurance Company Address:

City: | State: | Zip:

The preceding information is true and correct to the best of my knowledge.

| authorize the office of Dr. Dennis Statz to submit claims for payment for health care services to my health care service
plan or insurance company on my behalf and in my name. | have agreed to assign of benefit payments otherwise
payable to me to the dental office.

I understand that | am financially responsible for any balances not satisfied by my insurance benefits, regardless of
the basis for nonpayment by my insurance carrier.

Patient’s Signature Date



DENTAL HISTORY

Referred by How would you rate the condition of your mouth? (JExcellent (JGood (JFair (J Poor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) / /

| routinely see my dentist every: (J3mo. (J4mo. (J6mo. (J12 mo. (JNot routinely
WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

PERSONAL HISTORY efele |

Are you fearful of dental treatment? Scale of 1to 10 (very)
Have you had an unfavorable dental experience?
Have you ever had complications from past dental treatment?
Have you ever had trouble getting numb or reactions to local anesthetic?

Did you ever have braces, orthodontic treatment or had your bite adjusted?
Have you had any teeth removed?

SMILE CHARACTERISTICS ofsle |

Is there anything about the appearance of your teeth that you would like to change?
8. Have you ever whitened (bleached) your teeth?
9. Areyou self conscious about your teeth?
10 Have you been disappointed with the appearance of previous dental work?

BITE AND JAW JOINT ofele |

Do you / would you have any problems chewing gum?
12. Do you / would you have any problems chewing bagels or other hard foods?
13. Have your teeth changed in the last 5 years, become shorter, thinner or worn?
14. Areyour teeth crowding or developing spaces?
15. Do you have more than one bite or do you clench (squeeze) to make your teeth fit together?
16. Do you have any problems with sleep or wake up with an awareness of your teeth?
17. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)
18. Do you have tension headaches or sore teeth?
19. Do you wear or have you ever worn a bite appliance?

TOOTH STRUCTURE Qo

20. Haveyou had any cavities withinthe past 3years?
21. Doyou have adry mouth?
22. Areany teeth sensitive to hot, cold, biting or sweets?
23. Have you ever had a toothache, cracked filling, broken, chipped or cracked tooth?
24. Do vyou avoid brushing any part of your mouth?

GUM AND BONE ofsle

Have you ever been diagnosed or treated for periodontal (gum) disease?
26. Have you ever experienced gum recession?
27. Isthere anyone with a history of periodontal disease in your famlly7
28. Do your gums bleed when brushing, flossing or eating?
29. Areyour teeth becoming loose?
30. Hawve you ever noticed an unpleasant taste or odor in your mouth?
31. Have you experienced a buming sensation in your mouth?
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Patient’s Signature Date

Doctor’s Signature Date




NICHOLASR. COX,DD.S.
Medical History

Patient Name

Health problems that you may have or medications that you may be taking, could have an important interrelationship with
the dentistry you receive, Thank you for answering the following questions.

Medical History Yes /No

If yes, please explain

Are you under a physician's care now?

Have you been hospitalized or had a major operation?

Have you had a serious head or neck injury?

Do you or have you taken Phen-Fen or Redux?

Are you on a special dief?

Do you use tobacco?

Do you use confrolled substances?

Have you ever taken a Bisphosphonate for Osteoporosis?

Have you traveled out of the country in the last 30 days?

Are you currently displaying symptoms such as fever,
muscle pain, vomiting, or diarrhea?

Women Only:

Pregnantitrying to get pregnant?

Nursing?

Birth Control?

Please list all prescription and over-the-counter medications and supplements that you take:

Areyou allergic to any of the following?
Codeine

__ Peniciliin
Other allergies:

Aspirin

_ latex __ Metal

Sulfa Local Anesthetic

Do you Have or have you ever had any of the following:

AIDSHIV Epilepsy'Seizures Lung Disease
Alzheimers Excessive Bleeding Mitral Valve Prolapsed
Anaphylaxis Fainting/Dizziness Parathyroid Disease
Anemia Freguent Headaches Psychiatric Care
Angina Glaucoma Radiation Therapy
Arthritis/G out Hay Fever Recent Weight Loss
Artificial Heart Valve Heart Attack/Failure Renal Dialysis
Asthma Heart Murmur Rheum atic Fever
Blood Disease Heart Pace Maker Rheum atism

Blood Transfusion Heart Disease Scarlet Fever
Bruise Easily Hemophilia Sickle Cell Disease
Cancer Hepatitis A Sinus Trouble
Chemotherapy Hepatitis Bor C Spina Bifida

Chest Pains High Blood Pressure Stomach Problems
Cold Sores Hypoglycemia Stroke

Fever Blisters Iregular Heartbeat Thyroid Disease
Congenital Heart Disorder Joint Replacement Tuberculosis
Convulsions Kidney Problems Tumors or Growths
Cortisone Medicine Luekemia Ulcers

Diabetes Liver Disease Venereal Disease

E mphysema Low Blood Pressure Yellow Jaundice

Have you ever had a serious ilness not listed above? __Yes __ No

Explain

All the preceding answers are correctto the best of myknowledge. If there are any changes in my health status ormedicadons, |
agree to inform the dentist and staff ar the next appointment.

Date

P atient Signature (Parent or Guardian)
Reviewed by Doctor:

Medical History Updates

Date Changes/Updates

Pt Signature

BP/Pulse

Date

Dr Signature




CoX

Consent for Services and Office Policies

Consent for Services

|, the undersigned, hereby authorize the doctor and his professional staff to take radiographs, study models, photographs or any
other diagnostic aids deemed appropriate to make a thorough diagnosis of my and/or dependents dental needs. | also authorize the doctor to
perform any and all forms of treatment, medication and therapy that may be indicated. These procedures include, but are not limited to,
examinations, radiographs (x-rays), prophylaxes (cleanings), fluoride treatments, sealants, restorations (composite fillings and full coverage
crowns), periodontal (gum) treatments, endodontic (root canal) treatments, extractions and the use of local anesthetics.

| further authorize the release of any information, including the diagnosis, radiographs and records of any treatments or examinations
rendered to my insurance company or consulting professionals who may request my, or any of my dependents, records. | understand that | am
personally responsible for payment of all fees for dental services provided in this office for me and/or my dependents, regardless of insurance
coverage. | understand that payment is due when services are rendered. Any other arrangements for payment must be made prior to
beginning treatment. Breach of this responsibility carries the penalty of compensating the Practice for any related collection and/or attorney
fees.

Insurance Agreement

| certify that the insurance information | have provided to the Practice is correct and in force. | am aware that it is my responsibility to
read and understand my own dental insurance policy, including benefits, limitations and exclusions. | understand that filing of insurance claims
is my responsibility and may be provided as a courtesy to me. | also understand that any agreement for dental coverage is between my
insurance company and me. | understand that an estimated portion is due at the time of service and is estimated according to the expected
coverage, which may not be disclosed nor guaranteed, by my insurance company. | understand that my, or my dependents, portion may be
more if my insurance company does not pay the anticipated amount. | understand that | am responsible for any and all amounts not paid by
insurance for me or any of my dependents. Breach of this responsibility carries the penalty of compensating the Practice for any related
collection and/or attorney fees.

No Show and Cancellation Policy

In an effort to contain our fees and decrease unnecessary costs, we maintain a No Show/Cancellation policy for all our patients. We
require that any appointment that is unable to be kept must be cancelled with 48 hours’ notice. Cancellations must be made between 8am -
5pm on workdays at least two full business days prior to the scheduled appointment by speaking directly with one of our appointment
specialists. No cancellations will be accepted via voicemail, email or text.

Our office will allow for one emergency missed appointment without charge. In the event a second appointment is missed, cancelled
or rescheduled with less than the required 48 hours’ notice, an $85/hour charge will be billed. This amount will need to be paid prior to
rescheduling your appointment or your dependents appointment(s). The No Show/Cancellation fee will be billed for a third and any subsequent
missed appointments.

This policy is in effect for all appointments at our office including dental continuing care (cleanings) and any and all treatment
appointments reserved with the doctor.

| acknowledge that | have had an opportunity to review this agreement and ask questions to my satisfacdemertishadir
be valid and enforceable for myself and any dependents until and unless revoked in writing.

Print Patient Name Patient or Responsible Party Signature Today’s Date



NOTICE OF PRIVACY PRACTICES

PROTECTING YOUR CONFIDENTIAL HEALTH
INFORMATION IS IMPORTANT TO US.
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.

COX FAMILY DENTISTRY

Our Promise!
Dear Patient,

Itis our desire to communicate to you that we are taking the
new Federal HIPAA laws written to protect the confidentiality
of your heaith information seriously. We do not ever want
you to delay treatment because you are afraid your personal
health history night be unnecessarily made available to
others outside our office.

Why a privacy policy?

The most significant variable that has motivated the Federal
government to legally enforce the importance of privacy of
health information is the rapid evolution of computer
technology and its use in heaithcare. The government has
appropriately sought to standardize and protect the privacy
of electronic exchange of your health information. This has
challenged us to review not only how your heaith information
is used within our computers but also with the internet,
phone, faxes, copiers, and charts. We believe this has been
an important exercise for us because it has disciplined us to
put in writing the policies and procedures we use to ensure
the protection of your health information everywhere it is
used.

We want you to know about these policies and procedures
which we developed to make sure your health information
will not be shared with anyone who does not require it. Our
office is subject to State and Federal law regarding the
confidentiality of your health information and in keeping with
these laws, we want you to understand our procedures and
your rights as our valuable patient.

We will use and communicate your HEALTH INFORMATION
only for the purpose of providing your treatment, obtaining
payment, and conducting health care operations. Your health
information will not be used for other purposes unless we
have asked for and been voluntarily given your written
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(972) 596-3405
How Your HEALTH INFORMATION
May Be Used

To Provide Treatment

we will use your Health information within our office to
provide you with the best dental care possible. This may
indude administrative and clinical office procedures designed
to optimize scheduling and coordination of care between
your hygienist, dental assistant, dentist, and office staff. in
addition, we may share your heaith information with
physicians, referring dentists, clinical and dental laboratories,
pharmades, or other health care personnel providing your
treatment.

To Obtain Payment

We may indude your health information with an invoice used
to collect payment for treatment you receive in our office.
We may do this with insurance forms filed for you in the mail
or sent electronically. We will be sure to only work with
companies with a similar commitment to the security of your

To Conduct Health Care Operations

Your health information may be used during the performance
evaluations of our staff. Some of our best teaching
opportunities use actual dinical situations expenenced by
patients receiving care at our office. As a result, health
information may be included in training programs for
students, interns, associates, and business or dinical
employees. It is also possible that health information will be
disclosed during audits by insurance companies or
government appointed agencies as part of their quality
assurance and compliance reviews. Your health information
may be reviewed during the routine processes of
certification, licensing, or credentialing activities.

In Patient Reminders

Because we believe regular care is very important to your oral
and general health, we will remind you of a scheduled
appointment or that it is time for you to contact us to and
make an appointment. Additionally, we may contact you to
follow up on your care and inform you of treatment options
or services that may be of interest to you or your family.

These communications are an important part of our
philosophy of partnering with our patients to be sure they
dentistry can provide. They may include postcards, letters,
telephone reminders, or electronic reminders (unless you do
not want to receive these reminders).



Abuse or Neglect

We will notify government authorities if we believe a patient
is the victim of abuse, neglect, or domestic violence. We will
make this disclosure only when we are compelled by our
ethical judgment, when we believe we are specifically
required or authorized by law or with the patient’s
agreement.

Public Health and National Security

We may be required to disclose to Federal officials or military
authorities health information necessary to complete an
investigation related to public health or national security.
Health information could be important when the government
believes that the public safety could benefit when the
information could lead to the control or prevention of an
epidemic or the understanding if new side effects of a drug
treatment or medical devise.

For Law Enforcement

As permitted or required by State of Federal law, we may
disclose your health information to a law enforcement official
for certain law enforcement purposes including, under
certain circumstances, if you are a victim of a crime or in
order to report a crime.

Family Friends and Caregivers

We may share your health information with those you tell us
will be helping with your home hygiene, treatment,
medications, or payment. We will be sure to ask your
permission first. In the case of an emergency, where you are
unable to tell us what you want we will use our very best
judgment when sharing your health information only when it
will be important to those participating in providing your
care.

Authorization to Use or Disclose Your
Health Information

Other than is state above or where Federal, State, or Local
Law requires us, we will not disclose your health information
other than with your written authorization. You may revoke
this authorization in writing at any time.

PATIENT ACKNOWLEDGMENT

Patient Name(s):

Signature Date

Patient Rights

Restrictions

You have the right to request restrictions on certain uses and
disclosures of your health information. Our office will make every
effort to honor your reasonable restriction preferences.

Confidential Communications

You have the right to request that we communicate with you in a
certain way. You may request that we only communicate your
health information privately with no other family members present
or through mailed communications that are sealed.

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health
information, including your complete chart, x-rays, and billing
records. If you would like a copy of your health information, please
let us know. We may need to charge you a reasonable fee to
duplicate, assemble, and mail your copy.

Amend Your Health Information

You have the right to ask us to update or modify your records if you
believe your health information records are incorrect or incomplete.
We will be happy to accommodate you as long as our office
maintains this information. In order to standardize our process,
please provide us with your request in writing and describe your
reason for the change.

Your request may be denied if the health information record in
question was not created by our office, is not part of our records or
if the records containing your health information are determined to
be accurate and complete.

Documentation of Health Information

You have the right to ask for a description of how and where your
information was used by our office for any reason other than as
previously described. Our documentation procedures will enable us
to provide information on health information usage from 4/14/2003
and forward. Please let us know in writing what time period for
which you are interested. Thank you for limiting your request to no
more than six years at a time. We may need to charge you a
reasonable fee.

Reguest a Copy of This Notice

You have the right to obtain a copy of this Notice directly from our
office at any time. Stop by or give us a call and we will mail or email
a copy to you.

We are required by law to maintain the privacy of your health
information and to provide to you and your representative this
Notice of Privacy Practices. We are required to practice the policies
and procedures described herein but we do reserve the right to
change the terms of our Notice. If we change our privacy practices
we will be sure all of our patients receive a copy of the revised
Notice.

You have the right to express complaints to the Secretary of Health
and Human services if you believe your privacy rights have been
compromised. We encourage our patients to express any concerns
you may have regarding the privacy of your information. Please let
us know of your concerns or complaints in writing.



