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, DENTAL CARE L - | INFORMATION

Manoj Sharma, DDS

Patient I_nfor_m‘ation

Full Name | " Nickname.. . Dpate

Address __ LIS v - City ~ - Zip_
Home # : Work # - ... Birthdate.

' Mobile # . Social Security #

| Occupation ' E-mail Address '

Whom may we thank for referring you to our’office?
| Would you prefer-appointment reminders via e-mail (rather than postcards)'? OYes ONo
If full-time student, name of school — Marital Status

-

Person Responsible for A_cco,un’t

Full Name __ - Birthdate__~___ Drivers Lic #
Address. . *___City T C Zip
Home# ___ - _ Work # _* Social Secunty # )
Employer ' . Relationship to Patient o

|. accept full responsibmty for payment of dental services for the patient named under “Patient Informatlon
‘due and payable at the time services are rendered. Please see “Office Policies” page for more lnformatlon

ﬂgnature. '_ BRI " Date

Dental Insurance Information

‘Subscriber Name e Birthdate Subscriber ID #_

Ins. Company Union Local # Group #

ins. Addres$ - - City i State . - Zip_
Ins. Phone : : Insured Employer ~

If you have dual insurance coverage please complete the following: ’
Subscriber Name Birthdat__ - . Subscriber ID #

Ins. Company . Unioh Local # Group #

Ins; Address N City . ’ State’ - Zip
Ins. Phone - ‘ __ Insured Employer

Dental Information

Are yoh haviﬁg any pain or discomfort at this time?. Yes  No

Do your gums bleed: when you floss?, = OYes [ONo when you brush? [Yes {INo -
Are your teeth or jaw sore inthe morning? = [Yes = [INo v . ' - :
Do you grind or clench your teeth? ~ OYes [CONo :

Your tooth/teeth are sensitive to: OHeat [OCold ElBiting OSweets

Former Dentist & location: _ .

Date of last dental visit? : What was performed?

What do you dislike about your mouth: OColor OCrowding [ClBreath [Metal fi Illngs E]Nothlng
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Medical Information

If you have been hospltahzed when & why?

If you have been under the care of a physician in the past 2 years, why?
Physician’s Name Phone #

, - Address. ' S

| Date of your |ast complete physncal exam:

| Please list all current medlcatlons _
. ¥

Please list all substances you are sensntlve or allerg ic to (i.e. Iatex. anﬁblotlcs)

' Have you ever used tobacco products? [JYes [OINo- : *
Do you currently use tobacco products? [JYes [:]No ‘ :
Person to notify in case of emergency Phone #

Have you lost or gained mbore than 10 pounds in the past year? OYes [ONo
Have you ever required antibiatic premedication for dental visits ?[JYes [JNo
For womgn only, check if yes: [JPregnant (what month? ___) E]Nursmg

Check which of the followmg you, prewqusly had or currently have: '
| OAllergies or Hives O Diabetes 'OJHigh Blood Pressuge - [IRadiation Therapy

-t OAnemia . [ Epilepsy or Seizutes * [OHigh Cholesterol [ORecreational Drug Use
CJArthritis B [JFainting or Dizzy Spells  [JHIV [JRheumatic Fever
OArtificial Heart Valve [0 Glaucoma OKidney Disease [1Sinus Trouble

' CJArtificial Joints . [JHeart Disease or Attack  [JLiver Disease [JStroke v
OAsthma Heart Murmur - [OAnxiety [JThyroid Prablems
OBacterial Endocarditis  [JHemophilia [DPacemaker " CTuberculosts -

DChemo;herapy : O Hepatitis - ) OShortness of breath- [JUIcers -
Please state any condutlon not listed ' . e

'Signatu_re. 3
. Page2of2
FUTURE MEDICAL UPDATES
Changes: :
. 4 !
| Signature _ L . s Date'.
| Chacgesi
_§_ignatu,re | ) | _Date _ ‘
Changes:
| Signature ___ ;' | ____Date -
Changes:

| Signature____ ____Date



Manoj Sharma, D.D.S.

Getting to know you...

Patient Name ' Date

“Our promise is to provide you the opportunity for a dental experience that meets or exceeds
your expectations in a caring, comfortable, and professional atmosphere. We will provide you
preventive care to enhance your smile, improve and maintain your dental function, and help you
to prevent future dental problems.”

To help us serve your dental needs best, we would like to know more about you. Please take a moment to
complete the following questions:

What do you expect from your visit with us today?

What is most important to you about your dental health?

t

On a scale of 1 ~ 10 (10=highest), how do you rate your dental health & why?

What would you like your teeth to be like in 10 or 20 years?

Are you aware that there are medical conditions related to dental disease?
/

What do you know about periodontal disease?

- If you could improve anything about your smile what would that be?

Are there foods you enjoy but cannot eat due to discomfort with your teeth?

Do you experience any apprehension before or during dental visits? If so, please explain.

Please feel free to let us know how we can help make your dental experience with us more pleasant.

Custornized by Dental Management Solutions, Inc. 2003 ©

For interoffice use only:




OFFICE POLICIES
Manoj Sharma, D.D.S,

Qur phifosoplty is to provida the highest quaiily of patient education and dental care fo alf of our patients.
To ensuré you begin with a posifive experience we have greparad the following information for
your review. Plaase fesl free §o fat us know if you have eny guesions or concems.

EXPECTED PAYMENT

To keep our foes to you as low as possible, we ask that payment be made &t the time of service. For your
gonvenience you will be provided an estimata for services in advance of your appointment/s (o ensure you
opportunity to plan in advance for your dental care. We balieve whather you privatety pay or have dernital
insurance tc assist you, evaryone deserves the care they need and want.

DENTAL INSURANCE

Wa are happy to file your doental claims 1o assist you in recaiving the fuil benefits of your coverage. We
request you familiarize yoursalf with your insurance benofits, and provids us ihe comect informalion to
agsist you with the submittal of clairms. We will accept tha estimated insurance payment directly from your
insurance company provided payment is received from them within 45-80 days. Please rernambar, your
insuranca is a contract between you, your employer, &nd the insurance company; therefore, we canhot
guaranies coverage. Not all services are coverad benefits in all contracts, therefore, you are ulimately
responsibla for the total amount of your dantal faes. The treatmant recommended for you is Indicated
regardless of your damtal insurance benefits, deductibles, imitations, or maximums.

Initsats

PAYMENT OPTIONS Initials

For your convenience wo provide & variaty of payment options to help yau receive the quality care yau
nead to enjoy & healthy and confident smile. Please identy which form of payrment is most convenionl for you at
the tirme of sarvice.

Cash/Check __ MasterCard__ Visa ____ Other_ Extendad Paymant ____ (Plaase sea balaw)

Fraaee Note: A $25.00 NSF fas will ba charged for alf redumed chacks.  Showuld you desire 8 monthly payment pfan wa invile you io
compiede & simpie finance cormpany appficafion. Thets soa no epplicaiion fees or & down payment and the faan cen be infsmast-fas.

PAST DUE BALANCES

If applicable balances owing from a prior visit where insurance is not panding, or an insurance paymani
has not been racaived within 90-days, or tha account has bean sent to collections is considared past due.
Payment of ahy past due balance is reguired ta be paid in fult bafore incurring new nhargas‘ All balances

over 80-days are subjact to a $10.00 rebilling fee.

CANCELLATHONS

If you are unable fo keep an appaoiniment that has been reserved for you wa request you provide us with

8 48-hour sdvence courtasy notice. Early notification ensures that we can offer you a more convenient
appointment and allows us sufficient time 10 accommodate the needs of another patiant therafore filling the
time previously reserved for you. Wa raalize that emergencias do coour and wa will ba flaxible under those
circumstances.

CELL PHOMNES

We ask that cell phones and pagers ba tumed off at all times while in the treatment area. K being available
for an amergency during your resarved appointment please leave our office telephone number so you can
be reached. Should an unfortunate emergancy arise we would be happy to nolify you in the traalment area
irmmediately.

INFORMATION CHANGES
To ensure your recards are current please notify us of any changes related to medical history, telephone

nuimber’s, addrass, employsr or insurance information as thay occur.

Inftials

Initiaks

Initinls

Initials

My elgrature [ndkestes that | undarstand that policlas as oulined and any questhons [ have with regard to office polices have been
LT LR

Signature of Responsibfe Pary or Fatient Date

My slgnature indicates that | have reviewsd the office polickes wilh the responsible party andior patient.

Signature of Staff Member or Doctor Date

Custornized by Dental Marsagement Solutions, inc. 2005



Dental Office Policy
Your Privacy - HIPAA Practices
Manaj Sharma, DDS

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 1S DMPORTANT TO US.

OUR LEGAL DUTY

We are required by epplicable federal 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 duties, 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
effect July 1, 2006, and will remain in effect until we replace it.

We reserve the right to change our 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 our privacy practices and the new terms of owr Notice effective for
all health information that we maintain, including heaith information we created or
received before we made the changes. Before we make a significant change in our
privacy practices, we will change this Notice and make the new Notice availabie upon

request.

You may request a copy of our Notice at any time. For more information about our
privacy practices, or for additional copies of this Notice, please contact us using the
information listed at the end of this Notice,

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose heafth information about you for treatment, payment, and healthcare
operations. For example:

Treatment; We may use or disclose your health information io s physician or other
healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for
services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection
with our healthcare operations. Healthcare operations include quality assessment and
imprevement activities, reviewing the competence or qualifications of healthcare



professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment,
payment or healthcare operations, you may give us written authorization to use your
health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect
any use or disclosures permitied by your authorization while it was in effect. Unless you
give us a written guthorization, we cannot use or disclose your health information for any
reason except those described in this Notice,

To Your Family and Friends: We must disclose your health information to you, as
described in the Patient Rights section of this Notice, We may disclose your health
information to & family member, friend or other person to the extent necessary to help
with your healthcare or with payment for your healtheare, but only if vou agree that we
may do so.

Persons Invoived In Care: We may use or disclose health information to notify, or assist
in the notification of (including identifying or locating) a family member, vour personal
representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your health
information, we will provide you with an opportunity to object to such uses or
disclosures. In the event of your incapacity or emergency circumstances, we will
disclose health information based on a determination using our professional judgment
disclosing only health information that is directly relevant to the person’s involvement in
your bealthcare. We will alsa use our professional judgment and cur experience with
common practice to make reasonzble inferences of your best interest in allowing a person
to pick up filled prescriptions, medical supplies, x-rays, ot other similar forms of health
information.

Marketing Health-Related Services: We will not use your health information for
marketing communications withont your written authorization.

Required by Law: We may use or disclose your health information when we are required
t0 do 3o by law.

Abuse ar Neglect: We may disclose your health information to appropriate authorities if
we reasonably believe that you are a possible victim of abuse, neglect, or domestic
vialence or the possible victim of other crimes. We may disclose your health information
to the extent necessary to avert a serious threat to your health or safety or the health or
safety of others.

National Security: We may disclose to military authorities the health information of
Armmed Forces personnel under ¢ertain circumstances. We may disclose 1o authorized
federal officials health information required for lawful intelligence, counterintelligence,
and other national security activities,. We may disclose to correctional institution or law



enforcernent official having lawfut custody of protecied health information of inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you
with appointment reminders {such as voicemail messages, postcards, or leiters).

PATIENT RIGHTS

Access: You have the right to look at or gef copies of your health information, with
limited exceptions. You may request that we provide capies in a format other than
photocopies. We will nse the format you request unless we cannot practicably do so.

(You must make a request in writing to obtain access to your health information. You
may obtain a form io request access by using the contact information listed at the end of
this Notice. We will charge you a reasonable cost-based fee for expenses such as copies
and staff time. You may also request access by sending us a letter to the address at the
end of this Notice. If you request copies, we will charge you $0.75 for each page, $25.00
per hour for staff time to locate and copy your health information, and postage if vou
want the copies mailed to you. If you request an altemative format, we will charge a
cost-based fee for providing your health information in that format. If you prefer, we will
prepare a summary or an explanation ¢f your heaith information for a fee. Contact us
using the information listed at the end of this Notice for a full explanation of our fee
structure. )

Disclosure Accounting: You have the nght te receive a list of instances in which we or
ow business associates disclosed your health information for purposes, other than
treatment, payment, healthcare operations and certain other activities, for the last 6 yvears,
but not before July 1, 2006. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable, cost-based fee for responding to these additional
reguests,

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

Alternative Communication: You have the right to request that we communicate with
you about your health information by altemative means or 1o alternative locations. {You
must make your request in wnting.} Your request must specify the alternative means or
location, and provide satisfactory explanation how payments will be handled under the
alternative means or lecation you request.

Amendment: You have the right to request that we amend your health information.
{Your request must be in writing, and it must explain why the information should be
amended.) We may deny your request under certain circumstances,

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



QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns,
please contact us.

if you are concerned that we may have violated your privacy rights, or you disagree with
a decision we made about access 1o your health information or in response to a request
you made to amend or restrict the use or disclosure of your health information or 1o have
us communicate with you by alternative means or at alternative locations, you may
complain to us using the contact information listed at the end of this Notice. You also
may submit 4 written complaint to the 1.5, Department of Health and Human Services.
We will provide you with the address to file your complaint with the 1.8, Department of
Health and Human Services upon reguest,

We support your right to the privacy of your health information. We will not retaliate in
any way if you choose to file a complaint with us or with the 1.8, Department of Health
and Human Services.

Contact Office Manager
Telephone:  623.547.0011
Fax: 623.547.0333

Address: 3220 N. Dysart Rd. #108 Litchfield Park, AZ 85340

[ have read and acknowledge the terms of this privacy notice.

Signature

Print Name

Date
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