-

for Sefecting us.

To help us meet all your healthcare needs, please fill out this form completely in ink.
1f you have any questions or need assistance, please ask us and we will be happy to help.

Patient informalion (Con Pationt
Number
Name Date
SSH/SIN Birthdate Home Phane
State/ ZLB/
Address City Prov. P,
Email Cell Phone
Check Appropriate Box  Minor _ Single L Married O Separated I Divorced _widowed
State/ - .
If Student, Name of School/Collegs City Prov. i Full Time L_JPartTime
Patient or Parent/Guardian’s Employer Work Phone
) State/ ZLg/
Business Address City Prov. FC.
Spouss or Parent/Guardian’s Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Comact in Case of Emergency Phone
RHesponsible Party
Relationship
Name of Person Responsibla for this Account 0 Patient
Address Home Phone
Emait Cell Phone
Oriver's License # Birthdate __ Financial Ingtitution
Employer Waork Phone SS#/SIN

Is this Person Currently 2 Patient in our Office? [ lves LN

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

U icasn [ Personal Check CraditCard L. VISA L. MasterCard ) twish to discuss the office’s paymaent policy.
insurance Information
Relatignship

Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local# _ Work Phone

) Statef ZEE/
Employer Address City Prov. R
Insurance Company Group # Policy/ID#

) State/ Zin/
Ins. Co. Address Gity Prov, P.E.
How Much is Your Deductible? _ How Much Have You Used? _.. Max Annuzl Benefit
Do You Have Any Additional Insurance? Dlves [ono ot Yes, Lomplets the Following

Relationship

Name of Insured to Patient
Birthdate __________ SS#SIN Date Employed
Mame of Employer Unionoriocal# Work Phone

) State/ ZEE/
Employer Address __ City Prov. PC.
Insurance Company Group# ... Policy/iD#

. State/ Zigf
Ins. Co. Address City Prov, P.g.
How Much is Your Deductible? ____ HowMuchHaveYoulsed? Max, Annual Benefit

Over Please



Patient Medicai History

Physician

1. Are you under medical treatment now?

2. Have you ever been hospitalized for any surgical
operation or sericus iflness within the last 5 years?

if yes, please axplain

3. Are you taking any medication{s) including non-preseription medicine?

if yes, what medication{s} are you taking?

4, Have you ever taken Fen-Phen/Redux?

5. Have you ever taken Fosamax, Boniva, Actonel or any
cancer medications containing bisphosphonates?

6. Have you taken Viagra, Revatio, Cialis or Levitra in

the last 24 hours?

7. Do you use tobacco?

8. Do you use controtled substances?

9. Do you have or have you had any of the foliowing?

High Blood Pressure
Heart Attack
Rheumatic Fever
Swaolien Ankles

Heart Disease

Yes

Cardiac Pacemaker

Haart Murmur
Angina

Office Phona

Date of Last Exam

10. Are you wearing confact ienses? L

11. Are you allergic to or have you had any reactions to the following?
Local Anesthatics {e.g. Novocain} _
Penicillin or any other Antibictics
Suifa Drugs
Barbiturates
Sedatives
loding
Aspirin
Any Matals {e.g. nickel, mercury, etc.}

Latex Rubber
(ther

12. Uo you have a persistent cough or throat clearing not
associated with a known ilness {lasting more than 3 weeks)?

13. Women Oniy:

Arg you pregnant or think you may be pregnant?
Are you nursing?
Are you taking orai contraceptives?

Yes Mo

Chest Pains
L Easity Winded

j Stroke
Hay Fever/Alierglas
Tuberculosis
Radiation Tharapy

Fainting/Seizures Fraquently Tired

Asthma Anemia

Low Blood Pressure Emphysema
Epilepsy/Convulsions Cancer

Leukemia Arthritis

Diabstes Joint Replacement or Implant

Kigney Dissases

AIDS or HIV Infection

Thyroid Problem

Patient Dental History

Name of Previous Dentist and Location

Hepatitis/Jaundice
Sexually Transmitted Disease
Stomach Troubles/Ulcers

(L
J

Glaucoma

Recent Weight Loss
Liver Disease

Heart Troub
Respiratary
Mitral Valve
Other

1]
Problems
Prolapse

Yes  No
1. Boyour gums bleed while brushing or flossing? IR
2. Are your teeth sensitive to hot or cold liquids/foods? ]
3. Are your teath sensitive to swast or sour liquids/foods? Ll
4, Dovyoufeel pain to any of your teeth? 0]
5. Dovyou have any sores or lumps in or near your mouth? IR
8. Have vou had any head, neck or jaw injuries? I
7. Have you evar experienced any of the following
problems in your jaw?
Clicking O O
Pain {oint, ear, side of faca) 5O
Oifficulty in opening or closing N
Diffiqulty in chewing 0

Aithorization and Belease

{ cortify that | have read and understand the above information to the bast of my knowladpe.
The abovs questions have been accuralely answared. | understand that groviding incorrect
information can be dangercus to my heafth. | authorize the dentist to release any information
including the diagnosis and the records of any treatment or examination rendered to

me or my child durfng the period of such Dental care to third parly payors and/or health
practitioners. | authorize and request my insurance company {o pay directly

Oate of Last Exam

No
5. Do you have frequent headaches? ]
8. Do you clench or grind your teeth? 0 O
10. Do you bite your lips or cheeks freguenthy? g
11, Have you ever had any difficult extractions in the past? oL
12. Have you ever had any prolonged bleeding
following extractions? RN
13. HMave you had any orthodontic treatment? )L
14. Do you wear dentures or partials? 00
Ifyes, date of placement
15, Mave you ever received oral hygiene instructions
regarding the care of your teeth and qums? ]
18. Do you like your smile? oLl

o the dentist or dental group insurance bhenefits otherwise payeble to me. L understand

that my dental insurance carrier may pay less than the actual bili for services. | agree to be

responsible far payment of all services rendered on my behalf or my depandents.

X

Signature of patient {or parent/guardian if minor}

Doctor's Comiments

Date

Signature

@ 1885 PATTERSOM OFFICE SUPPLIES 1.800.537.1140 0561983/17604




‘ Fall Creek

Fall Creek Dentistry Appointment Guidelines

Thank you for choosing Fall Creek Dentistry for your dental needs. In order to

provide our patients with
the best possible service it is imperative that appointed times are requested.

Late Policy

We realize things can happen that may result in your arriving late 1o a scheduled appointment. Please
call to let us know if you will be late and give us an estimated time of arrival. We will try to

accommodate you but we may need to reschedule your appointment. (Initial)

Failed Appointment

We understand that our patients may occasionally need to reschedule an appointment. We require a 24
hour notification for any rescheduling or cancellations of appointments. Failure to give adequate notice
Or missing an appointment may result in a 550.00 failed appointment fee. {Initial)

Courtesy Calis

We will make a 48 hour courtesy call, email, and or text message to remind you of your appointment
date and time. We need to speak to you or receive a reply back from you regarding your appointment. f

we have not heard back within 24 hours prior to your appointment, we reserve the right to offer your
appointment time to another patient. {initial)

Dr. Stephanie Wright © Dr. Angela Greenaway

10106 Brooks School Road, Suite 500  Fishers, Indiana 46037 o {317} 596-8000



PC wil} file insurance
e information myst be supplied to the
nt, the patient a

X
—
Initials of patient/ Responsibie Party Daie
Additional Policy

Children not receiving treatment are not permitted in treatment ar.

€as and are not to be left alone, Please make
arrangements for children if they will have no sy pervisio

N in the reception area. Thank you.
X

Signature of Patient/Responsible Party Date

Notice of Private Practice Policy (initial one)

Received copy

Declined copy

Dr. Stephanie Wright - Dr, Angela Greenaway

10106 Brooks School Road, Suite 500 ¢ Fishers, Indiana 46037 - {317} 596-8000
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Patient Photo Release Form

k4

! , hereby authorize Fall Creek Dentistry or any of their staff to take

photographs, slides, and videos of my teeth, jaws, and face. | understand that the photographs, slides,
and videos will be used as a record of my care, and may be used for communication with other heaith
care professionals, educational publications (dental journals) and educational lectures. The content may

also be used for advertising purposes (including websites; Facebook, Twitter, Instagram, and
Newsletters, etc.)

| further understand that if the photographs, slides, and videos are used in any publication or as part of
a demonstration, my identifying information (first name only) could be used unless stated differently

below. i do not expect compensation, financial or otherwise, for the use of these photographs. If { wish
to revoke this consent, | may do so in writing.

Please initial one option:
I do not wish to share my photographs, slides, or videos.

| do not mind if my photographs, slides, or videos are used in any of the above stated
situations.

Fonly agree to have my teeth/mouth shown in the photographs, slides, or videos without any
identifying features.

Signed: Date:

Or. Stephanie Wright  Dr. Angela Greenaway

10106 Brooks School Road, Suite 500 = Fishers, indiana 46037 © {317) 556-8000



THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED ARD HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO'US.
Cur Legal Duty

We are required by applicable federal and state law v malnigin the privacy of your protected hesith information. We are slso
required to give you this Motice about our privacy practices, our | duties, and your rights conceming your protecad heaith

informaticn. We must follow the privacy practices that are describad In tils Notics while It s In effect. This Notles tles effect Mardh
23, 2011, and will remazin in effect untl we replaca It.

We reserve the right to change our privacy practices and the terms of this Notice at any tme, Wmmmm

by applicable law. We reserve the right to make the changas In our privacy practices and the new tarms of our Notice effective fora
haalth information that we maintain, Including healih information we crested or received before we made tha chenges. Bﬁfm‘awa
rake a significant change In aur privacy practices, we wiil changs this Notice and provide the new Notice at our practics location,
and we will distribute it upon request.

You may request a copy of our Notles at any time. For mere Information sbout our privacy practiess, or Tor atditonal coplesafiils
Motice, please contact us using the Infonmation isted stithe end of this notica.

Your Authorization: n addition to our use of yolir aalih nformation for the following purposes; you may gve us writtan

authorization to use your haalth Information or to disclese i to anyona for aay purpose. if you gve us an aumwuan.vm mEY
revoke it in writing at any time, Your revocation will not affect any use or disclosures permitted by your authorization whlle ltw in

effect. Unless you give us & written authorization, we cannot use or disdiese your health information for any reasen eicasgs
described in this Notice.

Uses and Disclosures of Health Information
We use and distiose health Information about you without authorization for the foliowing purposes.

Treatment: We may use or disclose Qour heglth infermation for your treatrsnt. For example, we may disclosa your heaith
informatlon te 2 physician or other heatihcarae provider providing treatiment o you.

Payment We may use and disdose your health information to obtaln payiment for servicas we provide to you. For ammpis, we
may send claims 1o your dentai health plan contalning certain health information.

Healthcare Operations: we may use and disdoss your haalth information In conneciion with our healtheare operaiions. For

example, healthcare operations Include quallty assessment and Inprovement activitles, reviewing the competenge or ualifications

of healthcare professionals, evaluating practitioner and provider perforvnance, conducting tralning programs, scoreditation
certification, llcensing or credentiaiing activites. e

© 2010 American Dental Association. All Rights Reserved.
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To You Or Your Personal Representative: We must disclase your health information to you, as described In the Patient
Rights section of this Notice. We may disclose your heaith Information to your personal representative, but only if you sgree thatwe
rmay do so.

Persons Invoived in Care: We may use or disciose health Information to notify, or assist In the natification of{including
identifylng or locating) a family member, your parsonal representative or another person responsible for your care, of your Jocation,
your general condition, or death. If you are present, then prior to use or disclosure of your health Information, we will piovide you
with an opportunity to object to such uses or disclosures. In the event of your absence or Incapacity or In emergency droumstances,
we will disclose health information based on a determination using our professional Judgment disciosing only health information
that is directly relevant to the person’s Involvement in your healthcare. We will aiso use our professional judgment and.our
experience with common practice to make reasonable inferences of your best Interest In aliowing a person to plek ups- e
prescriptions, medical supplies, x-rays, or other similar forms of health information.

Disaster Relief: We may use or disclose your health Information to assist in disaster rellef efforts.

Marketing Health-Related Services: We will not use your health information for marketing communications without.your
written authorization.

Required by Law: We may use or disciose your health information when we ara required to do so by law.

Public Health and Public Benefit: We may use or disclose your health information to report abuse, neglest, or domestic
viclence; to report disease, injury, and vital statistics; 1o report certaln Information to the Food and Drug Administration (FBA}-to
alert someone who may be at risk of contracting or spreading & disease; for health oversight activities; for certaln Judicial and

administrative proceedings; for certaln law enforcement purposes; to avert a serlous threat to health or safety; and to complyswith
workers' compensation ar similar programs.

Decadents: we may disclose health information about a decedent as authorized or required by law.

National Security: We may disclose to military authoritles the health information of Armed Forces personne! undar certaln
circumstances. We may disclose to authorized federal officlals health information required for lawful Inteiligence,
counterintelligence, and other nationial security activities. We may disclose to correctional institution or law enforcemant offieal
having lawful custody the protected health information of an Inmate or patient under certain drcumstances,

Appeintment Reminders: We may use or disclose your health information to provide you with appolntment remindas {suhes |
voicemail messages, postcards, or letters), ‘ '

Access: You have the right to look at or get coples of your health Information, with limited exceptions, uest that
provide copies in a format other than photocopies. We will use the format you vequest unless we cannu:mdn su ¥ .
must make a request In writing to obtain access to your health Information. You may obtain a form to request accass by Sy
contact information listed at the end of this Notice. You may alss request access by sending us a letter to the address at‘ﬂ;u?m'mﬁf
this Notice. We may charge you a reasonable cosi-based fee for the cost of supplies, labor of copying, and postage. If :

an alternative format, we will charge a cost-based fee for providing your health Information in that format, If Oﬂ'mwu ean st
prepare a summary or an explanation of your health information for a fee. Contact us using the Information lrstadmwmm
Notice for a full explanation of our fee structure. i

@zemmmmmmwmmmﬂd



Disclosure Accounting: You havéﬂaé'ﬂﬂﬁ:to mﬁea‘l&t of instances in which we or nurhuslnmmodamw \
health infarmation for purposes other than treatment, payisent, healtiicare operations, ang certaln _ il
years, but not before Aprit 14, 2008, Ifyou mmm-mmanmmmmmmmmm@m,,
reasonable, cost-based fee for responding to these addiionai reguests,

Restriction: You have the right to request that we placa additional restrictions an Ouir use or disclosure of your health information,
In mostcaseswarenwmlmd_mwmmwmhnﬁmmmwmmwwrm.m
certain circuznstanmwheraﬁsdomkm'wmmmmmw,wmmmwm
disclosure s required by law), We mmmmmammmmﬂmmmoﬂmw ' information o & haskih
pian for purposes of carrying out payment or health care operations {as defined by HIPAA) Fthe protected health Information
pertains solely to a haalth care item or service for which we haveheenpaldnutquadm InTuli.

means or location, and wmmmmmmwmmwmmmuMﬂmmmm or locition
yOu request,

Amendment: You have the right to request that we amend your health Information, Your request must bg In witing, and ¥ must
explain why the information should be amended. We may deny your request under certain cicumstances,

Electronic Notlce: vou may recelve a paper copy of this notice Upon request, even fyou have agread to recalve thiz notice
electronically on our Web site or by electronic mali (e-mali].

Questions and Complaints

have us communicate with you bvalmmemns-orat'ammhmﬂms, Yokt inay complain to Us using the contace
Information listed at the end of this Notice. You also may submit a written complaint to the 1.5, Department of Haalth ahd Humen
Services, We will provide you with the address to fije your complaing with the U s, Department of Heaith dind Human Sarvicus upon.

Wa support your right to the privacy of your health information. We will not retziiate In any way i you choose to fiig 5 Complaintg
with us ar with the U.S, Department of Health and Human Services,

oo i 10106 Brovws School Rd.
\  Fall Creek 5

, Ste, 500
> -Dcnhshy Fishers, Ind. 46037

Dr. Angela Greenaway « D, Stephanie Wright
{317} 5968000

wwwtal lereekdentistrvicum ' : o

@MiaAWmnmmwmummmm



