COVID-19 PANDEMIC - PATIENT DISCLOSURES

This patient disclosure form seeks information from you that we must consider before making treptment decisions in the

circumstance of the COVID-19 virus.

A weak or compromised immune system (including, but not limited to, conditions like diabetes, asthma, COPD, cancer
treatment, radiation, chemotherapy, and any prior or current disease or medical condition), can| put you at greater risk
for contracting COVID-19. Please disclose to us any condition that compromises your immune system and understand
that we may ask you to consider rescheduling treatment after discussing any such conditions with us.

It is also important that you disclose to this office any indication of having been exposed to CO
have experienced any signs or symptoms associated with the COVID-19 virus.

VID-19, or whether you

Yes No
Do you have a fever or above normal temperature? ] (|
Have you experienced shoriness of breath or had trouble breathing? O [
Do you have a dry cough? M M|
Do you have a runny nose? O O
Have vou recently lost or had a reduction in your sense of smell? | O
Do you have a sore throat? O ]
Have you been in contact with someone who has tested positive for 0O 0
COviD-197
Have you tested positive for COVID-19? ] A
Have you been tested for COVID-19 and are awaiting results? O O
Have you traveled outside the United States by air or cruise ship in O 0O
the past 14 days?
Have you traveled within the United States by air, bus or train within O 0
the past 14 days?

I fully understand and acknowledge the above information, risks and cautions regarding a compr
and have disciosed to my provider any conditions in my health history which may result in a
system.

By signing this document, | acknowledge that the answers | have provided above are true and acd

pmised immune system
compromised immune

urate.

Signature Date

Witness




Patient Registration Form

Referring Office:

Today’s Date:

Name: | Sex M F
Last First Middle

Address: Social Security #:
Mailing City State Zip

Email: Date of Birth

Cell Phone Number # Home Phone #

Employer: Phone Number#

Emergency Contact: Relationship Contact Number

School Attending: Grade l Phone#

Marital Status: [ ] married [ 1single [_] divorced (] separated [_]widowed

Preferred Pharmacy:

Phone #

Dental Insurance Information

Primary Insurance Information

Policy Holder Name

Date of Birth Relationship th patient

Insurance Company Name:

Social or Member ID#

Address

Dental provider Phone#

Secondary Insurance Information

Policy Holder Name

Date of Birth Relationship to patient

Insurance Company Name:

Social or Member ID#i

Address

Dental provider Phoneff

Dental Insurance and Financial Responsibility

We encourage you to confirm network participation directly with your insurance company.
We are happy to file your claim for you. Please have your insurance information available and a photo ID.
There is no guarantee of payment from your insurance company and any balance remalmng is your responsibility.
Your estimated out of pocket portion is due at the time of service.
| consent to necessary treatment and authorize the release of any information needed for continued care.
| authorize the release of information to my insurance company & payment of benefits directly to provider. Any
balance not paid by my insurance will be due within two weeks of the statement date.

» | am financially responsible for fees incurred at the time of service. In the event my account becomes delinquent, |
understand a LATE FEE up to $10 and/or a SIMPLE INTEREST CHARGE will be added to the account.
The INTEREST CHARGE will be at a periodic rate of 1.5% per month, which is an ANNUAL PERCENTAGE
RATE of 18%, applied to the last month's balance. Also, an additional 30% of the principal balance due will be added
to help cover the cost of collection. t understand that | am responsible for attorney’s fees, interest, and court costs,
should it become necessary that legal action be taken, and that a credit report will be obtainkd for the sole purpose of

collecting a delinquent balance.

Responsible Party Printed Name:

Responsible Party Signature:

Date:




M DR. LOSCHIAVO

Medical Information piease mark (X) your responses to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes No DK

Yes No DK

Do you wear contact lenses? .. ......................... Qg 2a

Are you taking, or have you taken, any diet drugs such as
Pondimin (fenfluramins), Redux (dexphenfluramine) or fen-phen

Are you now under the care of a physician?. ............... 0 Q Q| Haveyouhad asaerious illness, operation or been _
Physician Name: hospitalized in the past 5years?. . ........ovvvvrennennnns 0 R
Phone: include area code  ( ) If yes, what was the illness or problem?
Address/City/State/Zip: Are you taking or have you recently taken any prescription

or over the counter medicine(S)?. . . ... vrrrrere e, QQaQ

> If so, please list all, including vitamins, natural or herbal preparations and/

Are Yo ingood ReAtNT < < son s snmsemaie s immiai OO QO o giet supplements:
Has there been any change in your general health within
e PABLVBEET i-osasn wivonmibe i srvaaas s aros 6 0 veeeh o aQ
If yes, what condition was treated?

Do you use controlled substances (drugs)? . ............... [ |

last physical H —

S R e o Do you use tobacco (smoking, snuff, chew, bidis)? .......... QaaQ

If so, how interested are you in stopping?
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Please explain:

(fenfluramine-phentermine combination)? . ................ Q QQ Do you:arink aiooholie bev.erages? W e e

Are you taking or scheduled [ begin taking aither of the If yes, how much alcohol dld. you dn.nk |r1 the last 24 hours?

medications alendrontate (Fosamax®) or risendronate (Actonel®) If yes, how much do you typically drink in a week?

for osteoporosis or Paget's disease? .. ................... d O 3| WOMENONLY Areyou:

Since 2001, were you treated or are you presently scheduled to begin PrOONBAIY -« oo ovivinniin v oin o saieisisielorae aimimimin sinisrsiocs a's Q Q0

treatment with the intravenous bisphosphonates (Aredia® or Zometa®) Number of weeks:

for bone pain, hypercalcemia or skeletal complications resulting from

Paget's diseass, multiple myeloma or metastic cancer? .. . . . . Q T O | Taking birth control pills or hormone replacement? .......... Q Qo

Date Treatment Began: BUPBIVE . v am a8 s aa i SB35 SR S e [ S e |

Joint Replacement. Have you had an orthopedic total joint replacement (hip, knee, elbow, fIngenN? . . ... ..vor i e Q QaQ

Date: If yes, have you had any complications?

Allergies - Are you allergic to, or have you had a reaction to: Yes No DK

To all yes responses, specify type of reaction. Metals g QQ

Local anesthetics 9 O O Latex (rubbern) OQaaQ

Aspirin <4 99 jodine = T

Penicillin or other antibiotics d O O Hayfever/ seasonal = i

Barbituates, sedatives, or slesping pills O O Q0  Aiimals Qoo

Sulfa drugs O QO g QQaQ

Codeine or other narcotics O Q2 3 Other QQaaQ
Yes No DK Yes No DK Yes No DK Yes No DK

Heart murmur . ....... Q3 3| Anemia ............. d O O Chest pain upon exertion'd 1 1 Neurological disorders . [ 1 2

Mitral valve prolapse ... d 1 | Blood transfusion . .. .. OO 3O Chronicpain ......... QQa If yes, specify:

Artificial heart valves ... . d 1 1 If yes, date: Diabetes Typelorll...\d O O  Slesp disorder........ QQQa

Rheumatic fever ... ... Q O )| Hemophilia ........., J J d Eatingdisorder ....... 1 3 O Mental health disorders. 1 T T

Cardiovascular disease. 1 ' J  AIDS or HIVinfection. .. J O Malnutrition ... ....... I If yes, specify:

Angina.............. S Q0 Arthritis ... d O O Gastrointestinal disease (1 1 [ Recurrentinfections ... J Q@ Q

Arteriosclerosis ... .... O O 3 Autoimmune dissase. .. 'd [d [d  G.E. Reflux/Persistent Type of infection:

Congestive heart failure [ d [J  Rheumatoid arthritis ... 3 3 2 heartburn.......... 1 O O Kidney problems. .. ... Qg

Coronary artery disease (1 J d  Systemic lupus Ulcers .............. Q@ O O Nightsweats......... e S |

Damaged heart valves. . [ 1 1 erythematosus. . . . . . d O QO  Thyroid problems .. ... Q2 O QO  Osteoporosis......... QaaQ

Heart attack. ......... OO QO Asthmia coen oo OB Sk o v d d QO  Persistent swollen

Low blood pressure. ... d d 'J  Bronchitis ........... Q0 Q Glauwcoma........... (I e | glands in neck. .. ... QQQ

High blood pressure ... d ' O Emphysema.......... d 1 1 Hepatitis, jaundice or Severe headaches/

Congenital heart defects d 'd d  Sinustrouble......... Q QO Q liverdisease.......... [ | Migraines. ......... T

Pacemaker .......... O O O Tuberculosis ......... O (Y .~ N———— d Q QO  Severeof rapid weightless 3 O

Rheumatic heart disease [d A ' Cancer/Chemotherapy/ Fainting spells or Sexually transmitted dissase ' (1 3

Abnormal bleeding .... 3 1 Radiation treatment. . 1 1 seizures . .......... d O O Excessive urination....d O O

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?. .. ... ...........ovverenen.... QQaQ

Name of physician or dentist making recommendation: Phone: ( )

Do you have any disease, condition, or problem not listed above that you think | should know about?, . . ... oo oue e oo QQa

NOTE: Both Doctor and patient

Signature of Patient/Legal Guardian:

are encouraged to discuss any and all relevent patient health issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful
hsalth history and that my dentist and his/her staff will reyl on this information for treating me. | acknowledge that my questions, if any, about inquiries set
forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take
or do not take because of errors or omissions that | may have mads in the complstion of this form.

Date:




DR LOSCHIAVO
ORAL SURGEON |

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES

This Notice describes how medical information about you may be used and discrosed and how
you can get access to the information. Please review it carefully.

Uses and Disclosures of Health Information: We use and disclose health information amet you for treatment,
payment, and healthcare operations. For example:

Treatment: We may use or disclose vour health information to a physician/dentist, dental auxiliaries, students
and other healthcare providers 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 w%th our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provid;r performances,

conducting training programs, accreditation, certification, licensing or credentialing activitigs.

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 permitted by your authorization while it was in effect. Unless you give us a written
authorization, we cannot use or disclose your health information for any reason except thosT 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 a family member, friend or other

person to the extent necessary to help with your healthcare or with payment for your health¢are, but only if you
agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your 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 healthcare. We will also use our professional judgment and oyr experience with
common practice to make reasonable inferences of your best interest in allowing a person t¢ pick up
prescriptions, dental supplies, X-rays, or other similar forms of health information.

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

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe
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 hejlth or safety, or the
health or safety of others.




National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose, to authorized federal officials, health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to a correctional
institution or law enforcement official having lawful custody of protected health information of an inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voice mail messages, postcards, or letters).

Patient Rights

Access: You have the right to look at or get copies of your health information, with limited exceptions. 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. We may charge a fee for producing dental records and X-rays as allowed by law.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes other than treatment, payment, healthcare operations 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 reasonable, cost-based fee for responding to these additional
requests.

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 to agree to these additional restrictions, but if we do, we will abide by

our agreement (except in an emergency). When you pay in full outside of your insurance plan for services you
may request that we restrict this information and not disclose it to your healthcare plan or insurer.

Breach Notification: We will provide you with notification of a breach of unsecured PHI as required by law.

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. This request must be in writing. Your request must
specify the alternative means or location, and provide satisfactory explanation of how payments will be handled
under the alternative means or location you request.

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

Changes to the Notice: We are required by law to maintain the privacy of your health information and to
provide to you or your personal representative with this Notice of our Privacy Practices. We are required to
practice the policies and procedures described in this notice by 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.

Complaints: You have the right to express complains to us or to the Secretary of Health and Human Services if
you believe your privacy rights have been compromised. We encourage you to express any concerns you may
have regarding the privacy of your information. We will not retaliate against you for submitting a complaint.
Please let us know if your concerns or complaints in writing by submitting your complaint to our Privacy Officer

Acknowledgment of Receipt of Notice of Privacy Practices

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

Patient's Name

Patient's (or Legal Guardian) Signature Date



