MEDEC{\RE/INSURANCE AUTHORIZATION I

REYNOLDS J. FISCHBACH 11, D.D.S., P.A.
483 Brimhall Street
St. Paul, MN 55116
(651) 698-0848

SIGNATURE ON FILE

[ 1 authorize use of this form on all my insurance submissions.
O 1 authorize release of information to all my insurance carriers.
[J 1 understand that | am responsible for my bill.

[0 1 authorize my doctor to act as my agent in helping me obtain payment from
my insurance carriers.

O 1 authorize payment directly to my doctor.
UJ 1 permit a copy of this authorization to be used in place of the original.

Name Medicare #
Please Print If Applicable

Signature Date

Item 4557




*PLEASE SEE OTHER SIDE*

PATIENT REGISTRATION
ID:
(Office use only)
Name of Patient: Middle Initial: ___ Last Name

Responsible Party (if someone other than the patient)

First Name: Middle Initial: Last Name:
Address: City, State, and Zip:
Home Phone: Work Phone: ext Cell Phone:
Pager: Driver’s License #:
Birth Date: Social Security #:
Patient Information
Address: City, State, and Zip:
Home Phone: ‘Work Phone: ext Cell Phone:
Pager: Driver’s License #: Sex: () Male () Female
Marital Status: () Single () Married () Divorced () Widowed () Separated Father’s work #:
Birth Date: Social Security #: Mother’s work #:
In Case of Emergency who should be notified: Phone #:
E-Mail: () I would like to receive correspondences via E-mail
Employment Status: () Full Time () Part Time (O Retired () Other
Student Status: () Full Time () Part Time
Name of School: City, State:
Primary Dental Insurance Information
Name of Insured: Relationship to Patient: () Self () Spouse () Parent
Insured Social Security #: Insured Date of Birth:
Employer Name: Insurance Company:
Address: Address:
City, State, Zip: City, State, and Zip:
Group/Policy #: Employee ID #:
Secondary Dental Insurance Information
Name of Insured: Relationship to Patient: () Self () Spouse () Parent
Insured Social Security #: Insured Date of Birth:
Employer Name: Insurance Company:
Address: Address:
City, State, and Zip: City, State, and Zip:
Group/Policy #: Employee ID #:

‘Whom may we thank for referring you:

T'understand that by completing this registration form I am giving the office of Reynolds J. Fischbach II, D.D.S., P.A. my permission

to obtain a credit history.

Signature:

Date:

COMMENTS:




TIME 11:23 AM Reynolds J. Fischbach 11,D.D.S.,P.A. DATE 2/25/20C5

MEDICAL HISTORY

PATIENT NAME Birth Date

]

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health 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? O Yes O No [f yes, please explain:
Have you ever been hospitalized or had a major operation?o Yes O No [f yes, please explain:
Have you ever had a serious head or neck injury? O Yes O No If yes, please explain:
Avre you taking any medications, pills, or drugs? O Yes (O No  If yes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? (O Yes () No
Are you on a special diet? O Yes O No
Do you use tobacco? O Yes O No Wormen: Are you
Do you use controlled substances? O Yes O No [C] Pregnant/Trying to get pregnant? [] Nursing?
[7] Taking oral contraceptives?

r—Are you allergic to any of the following?
] Aspirin [ Penicitlin [ Codeine [J Aerylic [ Metat [ Latex (] Local Anesthetics
[] other  If yes, please explain:

Do you have, or have you had, any of the following?
(] AIDSHIV Positive [] Chest Pains [] Frequent Headaches [] imegular Heartbeat [] Scarlet Fever
[77 Alzheimer's Disease [ Cold Sores/Fever Blisters [ ] Genital Herpes [] Kidney Problems [] shingles
[ Anaphylaxis [[J Congenital Heart Disorder [ ] Glaucoma [J Leukemia [] sickle Cell Dissase
] Anemia ] Convulisions [ Hay Fever [ Liver Disease [] sinus Trouble
[ Angina [ Cortisone Medicine [J Heart Attack/Failure [J Low Blood Pressure [[] spina Bifida
[ Arthritis/Gout [] Diabetes [ Heart Murmur [] Lung Disease [[] Stomachvintestinal Disease
[ Artificial Heart Valve [] Drug Addiction [7] Heart Pace Maker [J Mitral Valve Prolapse [ stroke
[ Atificial Joint (] Easily Winded [[] Heart Trouble/Disease [ Pain in Jaw Joints [] swelling of Limbs
[1 Asthma ] Emphysema ] Hemophilia [] Parathyroid Disease 1 Thyroid Disease
[J Biood Disease [ Epilepsy or Seizures ] Hepatitis A [ Psychiatric Care [ Tonsillitis
[] Blood Transfusion [] Excessive Bleeding [] Hepatitis B or C [ Radiation Treatments [J Tuberculosis
[] Breathing Problem [] Excessive Thirst [] Herpes [J Recent Weight Loss ] Tumors or Growths
[] Bruise Easily [[] Fainting Spelis/Dizziness [ ] High Blood Pressure 7] Renal Dialysis [ Uicers
[] Cancer [ Frequent Cough [] Hives or Rash ] Rheumatic Fever [ Venereat Disease
[ chemotherapy [[J Frequent Diarrhea [J Hypoglycemia [T] Rheumatism [7] Yellow Jaundice
Have you ever had any serious iliness not listed above? (D Yes O No Ifyes, 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 j
dangerous to my (or patient's) health. Itis my responsibility to inform the dental office of any changes in medical status. |

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Reynolds J. Fischbach II, D.D.S., P.A.

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 IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintzin the privacy of your health information. We are also required 1o give you this Notice about our privacy practices, our
legal duties, and your rights ing your health i i We must follow the privacy practices that are described in this Notice while it is in effect. This Notice 1akes cffect
04/14/2003, 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 our Motice effective for all health information that we maintain, including health 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 available 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 health information about you for payment, and h

For example:

Treatment: We may use or disclose your health i ion to a ician or other provider p

ding 10 you.

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

Hnllln:lrr Oprrllimu W: may use and disclose your hell.th jon in ion with our health i Health include quality assessment and
the of of health ional i and provider ing training progs
di certificati Ilccmmg or cred activities.
Your Authorization: In addition to our use of your health i ion for payment or healtt you may give us written authorization to use your health

ml‘nn-nanun or to disclose it to anyone for any purpoase. I you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or
dl d by your auth while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason except
those described in the 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
1o a family member, friend or other person to the extent necessary 1o help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information 1o notify, or assist in the notification of (i or Iu:ntmg] a family member, your personal
represeniative or ancther person responsible for your care, of your location, your general condition, or death. If you are pmsml then pnur to use or disclosure of your health
|nl'm:|on we will provide you wuh an opportunity o thccl o such uses or disclosures. In the event of your P B we will disclose health

based on a d using our | disclosing only health i ien that is directly r::lcvanl 10 the pemn *s involvement in your healthcare, We
will also use our professional judgment and our cxperience wnh commaon practice 1o make reasonable inferences of your best interest in allowing a person o pick up filled
prescriptions, medical supplies, x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health i ion for i ications without your written authorization,

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

Abuse or Negleet: We may disclose your health information to appropriate avthorities if we reasonable believe that you are a possible victim of abuse, neglect, or domestic violence
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 of the health or safety of
athers.

National Security: We may disclose to military autheritics the health information of Armed Forces under certain ¢i Wc may disclose to authorized federal
officials health information required for lawful intelligence, counterintelligence, and other national security activities. We may disclose to itution or law

official having lawful custody of protected health information of inmate or patient under certain circumstances

Appointment Reminders: We may use or disclose your health information to provide you with i (such as voi i posicard, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health i ion, with limited pli You may request that we provide copies in a format other than photocopies,

We will use 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 obtain a form to request
access by using the contact information listed at the end of the 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 $0.50 for cach page, $16.00 per hour for staff time to locate and
copy your health information, and postage if you want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health
information in that format. If you prefer, we will prepare a summary of an exp ion of your health i ion 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 right to receive a list of instances in which we or our business i disclosed your health i ion for purposes, other than treatment,
payment, healtheare operation and certain other activities, for the last 6 years, but not before April 14, 2003, If you request this accounting more than once in a 12-month period, we
may charge you a bl based fee for ling to these additional requests.

Restriction: You have the right 1o request that we place additional resirictions on our use or disclosure of your health information. We are not required 1o 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 mrﬁnmmn by a]lcmmwe means or o alternative locations. (You must
make your request in writing.) Your request must specify the altemative means or location, and provide sati ¥ exp how p will be handled under the altemative
means or location you request.

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

Electronie Notice: If you receive this Notice on our Website 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 guestions or concems, 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 (o your health information or in response 1o 2 request you
mmade to amend or restrict the use or disclosure of your health information or to have us i with you by al ive means or at al ive locations, you may complain to us
using the contact information listed at the end of the Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you
with the address to file your complaint with the U.S.Department of Health and Human Services upon request.

‘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 U.S. Department of Health and
Human Services.

Contact Office: Sarah Unman E-mail:

Telephone: _651-698-0848 Fax: _651-698-0091 Address: _483 Brimball Street, St. Paul, MN_55116




Reynolds J. Fischbach I1, D.D.S., P.A.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

1, , have reviewed and/or received a copy of this
office’s Notice of Privacy Practices.

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
o Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

0 Other (Please Specify)




