New Patiet Paperwork
for the Office of
Mary Moran Day, DDS, PA

Please read and complete the
following “New Patient” paperwork.
You may enter your information
(name, etc.) in the necessary fields
by either typing directly in the boxes,
or by printing the forms and filling
them out by hand.

After completing the required forms
(page 3 — 10) print, initial, sign &
date in the required places. You

may either bring the forms with you

to your first appointment, or fax the
completed & signed forms to us at
(866) 846-5876.

Thank you! We look forward to
seeing you in our office soon!

Mary Moran Day, DDS



Welcome to our Office

Thank you for choosing Dr. Mary Moran Day'’s office for your dental and oral health needs. Your trust is
greatly appreciated. When we welcome a new patient to the practice, we also welcome any questions you
may have about office policies, fees and payment, and insurance.

Office Policies

We understand that your time is important. So we have one theory about scheduling — you deserve our
undivided attention. For this reason, we don’t double book and we only accept walk-ins in the event of an
emergency. Therefore your appointment time is reserved exclusively for you. We strive to stay on schedule
and expect that same respect from our patients. To help us in this effort, we appreciate at least 48 hours
notice to reschedule or cancel an appointment. We understand that emergencies occur; however, we
reserve the right to charge a $50.00 fee if this seems to become a habit.

For children, the first visit to the dentist is the most important. It is an experience that will help to determine
lifelong health attitudes, for better or for worse. That’s why we go slowly and take the time your child needs
to feel comfortable. We like to schedule children’s appointments early in the day when children are more
rested. You can help make this first visit pleasant by reinforcing our role as the doctor who helps keep teeth
healthy.

For our young patients (18 years and younger), a parent or guardian is required to be present at the time of
the appointment. For patients over four years old, we request that parents/guardians, as well as siblings,
wait comfortably in the waiting room. Studies have shown that patients over the age of four tend to do better
without the parent/guardian present in the treatment room, allowing us to build trust with them.

Fees and Payment

We work very hard to control the cost of dental care. It's part of our philosophy that quality care should be
available to everyone. Our first rule of thumb: before any work is performed, we'll sit down together and go
over our treatment plan and estimate of charges.

For our patients without insurance, we ask that you pay for services on the day they are completed (we
accept cash, check, all major credit cards as well as CareCredit® and Health One). We do charge a fee of
$25 for any returned checks. If paying on the day of treatment appears to be impossible for you, we will try
to help you make prior arrangements with a financial company so that you will be able to pay for treatment.
The way we see it, there's almost always a way to get the help you need.

Insurance

Insurance can make life easier. We have chosen not to be on a preferred provider list for any specific
insurance companies. As a courtesy however, we'll submit your claim forms for all insurance companies
and we’ll be happy to answer any questions you have regarding your insurance coverage. Each policy is
different. Itis a contract that you have with your insurance company. Some policies cover certain
procedures and some do not. Pre-authorization for major work will tell you the amount of your obligation
ahead of time (no one likes these kinds of surprises). This way you pay only the estimated percentage of
your total bill which is not covered by insurance at the time of service. Please let us know if you would like
us to send for preauthorization for your treatment planned services.

When payment from your insurance company is received and applied to your account, any balance due will
be billed to you, and any overpayment is refunded to you.

Again, we would like to thank you for choosing our office for your dental and oral health needs. We look
forward to meeting you in person! Please do not hesitate to call us if you have any questions.



Patient Registration — Mary Moran Day, DDS, PA

Last name First name Middle initial Preferred name

Emergency contact Phone number Relationship

Patient Information

Address

City State Zip code Pager

Home phone Work phone Ext Cellular

Gender: [ Male [ Female Marital Status: O Married [ Single [ Divorced [ Separated [ Widowed
Birth date Age SSN Driver’s License

May we send you appointment reminders via email? E-mail address

Responsible Party (if someone other than the patient)

Last name First name Middle initial __~ Preferred name
Address

City State Zip code Pager
Home phone Work phone Ext Cellular

Birth date SSN Driver’s License

Employment Information

Employment status: [ Fulltime [ Parttime [ Retired Student status: [ Full time [ Part time

Employer's name School name

Employer’s address

Primary Dental Insurance Information

Name of insured Insured Employer

Patient’s Relationship to Insured [1 Self [ Spouse [ Child [ Other Employer ID

Insured SSN Insurance Company
Insured Birth date Carrier ID

Insured Address Insur Co Address
City, State, Zip City, State, Zip

How do you plan to take care of your portion of today’s balance?
O Cash [ Check [ Creditcard [ CareCredit

I understand office policies and have read the Notice of Privacy Practices.
Initials

Who can we thank for referring you?




Compound Authorization for Release of Information

Patient Name Birth Date

Mary Moran Day, DDS, PA

is authorized to release protected health information about the above named patient to the
entities named below. The purpose is to inform the patient or others in keeping with the patient’s
instructions.

Entity to receive information:

relationship

relationship

Description of information to be released:

Appointment information es o]
Financial information es No
Dental information es 0

Rights of the Patient:

| understand that | have the right to revoke this authorization at any time and that | have the right
to inspect or copy the protected health information to be disclosed as described in this document
by sending written notification to Mary Moran Day, DDS, PA. | understand that a revocation is
not effective in cases where the information has already been disclosed by will be effective going
forward.

| understand that information used or disclosed as a result of this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal or state law.

| understand that | have the right to refuse to sign this authorization and that my treatment will not
be conditioned on signing. This authorization shall be in effect until revoked by the patient.

Date

Patient or Personal Representative

Description of Personal Representative’s Authority (attach necessary documentation)



Patient Name Patient’'s age

Pediatric Medical and Dental History
(for children — to be completed by parent)

Although dental personnel primarily treat the area in and around the mouth, the mouth is a part of the entire body. Health
problems, or medication that your child may be taking, could have an important interrelationship with the dentistry your
child will receive. Thank you for answering the following questions.

OYes O\Io If yes, please explain

Is your child currently under a physician’s care?

Has your child ever been hospitalized / had major surgery? OYes O\lo If yes, please explain

OYes O\lo If yes, please explain

Has your child ever had a serious head or neck injury?

Oves CINo

Does your child require antibiotic premedication for a heart condition, joint replacement, or any other reason?

If yes, please explain:

Allergies [ None [ Aspirin [ Codeine [ Penicillin [ Sulfadrugs [ Acrylic [0 Metal [ Latex
] Local Anesthetics [ Other, please explain
Medical conditions Does your child have, or has your child had, any of the following?
O AIDS/HIV + O Congenital Heart O  Heart Murmur O Radiation Treatments
O  Acid reflux Disorder O Heart Pace Maker O Recent Weight Loss
O ADHD 0 Congestive Heart Failure O Heart Trouble/ Heart O Renal Dialysis
O  Alzheimer’'s Disease O Convulsions Disease O Rheumatic Fever
O Anaphylaxis O Cortisone Medicine O Hemophilia O Rheumatism
O Anemia = glggg?swnp O Hepatitis A O Scarlet Fever
O Angina cocspLim O Hepatitis B O Shingles
O  Anorexia o Diabetes O Hepatitis C O  Sickle Cell Disease
- 0 Drug Addiction O  High Blood Pressure :

O  Arthritis/Gout . . O Sinus Trouble

P O Easily Winded O Hives or Rash ; P
O Artificial Heart Valve O Emphysema _— | _ O Spina Bifida
O  Artificial Joint O Epilepsy or Seizures - ypogl yc:mlatb t | g;omach/lntestinal
O Asthma O Excessive Bleeding oo a'r sarhed eose
O Blood Disease O Excessive Thirst - J?-lw Pai - Stmk? :
O  Blood Transfusion O Fainting Spels/ g Eldney Problems O Swelllhg gf Limbs
O  Breathing Problem Dizziness eukemia O Thyroid Disease
O  Bruise Easily O Frequent Cough O Liver Disease O  Tonsillitis
O Bulimia O Frequent Diarrhea O Low Blood Pressure O Tuberculosis
00 Cancer O Frequent Headaches O Lung Disease O  Tumors or Growths
O Chemotherapy O Genital Herpes O Mitral Valve Prolapse O Ulcers
00 Chest Pains O Glaucoma O Mouth ulcers O Venereal Disease
O Cold sores/Fever Blisters O Hay Fever a Parath.yro.id Disease O Yellow Jaundice

O Heart attack/Failure O Psychiatric care

Have you ever had any iliness not listed above? OYes [CINo

Physician’s name

If yes, please explain

Physician’s phone number




Physician’s address

Please list all medications you are currently taking (including any vitamins and/or supplements)

Dental History

Who brushes your child’s teeth? Does your child use toothpaste / what kind?

How often does your child brush his/her teeth? How often does your child floss?

When was your child last seen by a dentist? When was your child’s last cleaning?

When were your child’s most recent x-rays? Does your child take a fluoride supplement / what kind?
Do you have city water or well water at home? Does your child take vitamins / what kind?

Does your child eat snacks / how often? When did your child get his/her first baby tooth?

Does your child drink juice or soda / how much? Does your child eat sweets or sour candy?

Was your child bottle or breastfed?

Please check all that apply:

O Acid reflux O Clench/grind teeth O Jaw problems O Sucks thumb

O Broken teeth/ fillings [ Heat sensitivity O Sucks fingers O Bleeding gums

O Emotional stress O Sleeps/goes to bed with bottle O Bite lip / cheek O Developmental problems
O Sleep apnea [ Bite fingernails O Coughs a lot at night O Preemie/problems at birth
O Bad Breath O Cold sensitivity [ Orthodontic treatment O Uses pacifier

Has your child ever experienced trauma to the mouth / gums / teeth? Please explain:

When was the oral trauma? Were there any complications?

Does the primary caregiver see a dentist regularly? C0Yes CINo Has primary caregiver had cavities in the last 12 months? OYes [INo

Do you or your child have concerns about dental treatment?

Do you have any other concerns that you would like to discuss today?

Comments

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect info can
be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

X

Signature of patient, parent, or guardian Date

Plaque score: Caries risk: Behavior Modification:

Signature of Dentist or staff member Date




Patient Name

Medical and Dental History

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 currently under a physician’s care? O{es LINo If yes, please explain

Have you ever been hospitalized / had major surgery? [Yes [INo If yes, please explain

Have you ever had a serious head or neck injury? OYes CNo If yes, please explain

Do you take, or have you taken Phen-Fen or Redux? [Yes [INo

Clyes [No

Do you take, or have you taken bisphosphonate drugs: Zometa, Aredia, Boniva, Fosamax, Actonel?

Do you smoke? Ovyes [INo If yes, how much?

Do you use recreational drugs? OYes CINo If yes, please explain

Do you drink alcohol? OYes CINo If yes, how much?

Have you lost weight without trying or gained weight in recent months?

Women: Areyou [ pregnant/ trying to get pregnant I nursing [ taking oral contraceptives [ none
Allergies [0 None [ Aspirin [ Codeine [ Penicillin [ Sulfadrugs [ Acrylic [ Metal [ Latex

[ Local Anesthetics [ Other, please explain
Medical conditions Do you have, or have you had, any of the following?
O AIDS/HIV + O Congenital Heart O Heart Murmur O Radiation Treatments
O  Acid reflux Disorder O Heart Pace Maker O Recent Weight Loss
O ADHD 0 Congestive Heart Failure O Heart Trouble/ Heart O Renal Dialysis
O  Alzheimer's Disease O Convulsions Disease O Rheumatic Fever
O Anaphylaxis O Cortisone Medicine O Hemophilia O Rheumatism
O Anemia = bCI(O)';?:i?S\[/)vlthtTJm = Hepat?t?s A O Scarlet Fever
O Angina O  Diabetes g :Ep:::::z i O Shingles
O  Anorexia O Drug Addiction 0w T] Blo0d Prossure O Sickle Cell Disease
O  Arthritis/Gout O Easily Winded 0 HiSes o+ Rash O  Sinus Trouble
O  Artificial Heart Valve O Emphysema O Hvoodhvoemia O Spina Bifida
O  Artificial Joint O  Epilepsy or Seizures O yp g:y | : . O g;omach/lntestinal
O  Asthma O Excessive Bleeding rregu a.r eartbeat isease
D Blood Disease O Excessive Thirst . Jéw pan . Strok.e ;
O  Blood Transfusion O Fainting Spels g E:T(?:n?:blems g -Srhwelllhg 9f Limbs
O  Breathing Problem Dizziness yroid Disease
O  Bruise Easily O Frequent Cough O Liver Disease O  Tonsillitis
O Bulimia O Frequent Diarrhea O Low Blood Pressure O  Tuberculosis
O Cancer O Frequent Headaches O Lung Disease O  Tumors or Growths
O  Chemotherapy O Genital Herpes O Mitral Valve Prolapse O Ulcers
O  Chest Pains O Glaucoma O  Mouth ulcers O Venereal Disease
O Cholesterol O Hay Fever O Parathyroid Disease O  Yellow Jaundice
O Cold sores/Fever Blisters 00  Heart attack/Eailure O Psychiatric care



Have you ever had any illness not listed above? [IYes [INo If yes, please explain

Physician’s name Physician’s phone number

Physician’s address

Please list all medications you are currently taking (including any vitamins and/or herbal supplements)

Do you require antibiotic premedication before dental treatment due to a joint replacement, heart condition, or any other reason?

Oves [INo If yes, for what reason

Dental History

How often do you brush your teeth? How often do you floss?

What type of toothpaste do you use? Do you use fluoride mouthwash or gel?
When were you last seen by a dentist? When was your last cleaning?

How often do you get dental check ups? When were your most recent x-rays?
When was your last Oral Cancer Screening? Do you have city or well water at home?

At school / work?
Please check all that apply:

[0 Bad Breath O Cold sensitivity O Loose teeth

O Bite lip / cheek / fingernails / chew ice O Dental phobia O Mouth sores or growths
O Bleeding gums O Dry mouth O Orthodontic treatment
O Broken teeth/ fillings O Grind teeth O Pain around ear

O Chew gum / hard candy O Heat sensitivity O Periodontal treatment
O Clench teeth O Jaw problems (TMJ, clicking, popping)

If you could, what would you change about your smile?

Have you ever had an injury to your teeth, jaws, or face?

Do you have any regular or frequent exposures to sugar between meals?

Do you drink soft drinks? [IYes [ONo  If yes, how often?

Do you have any other concerns that you would like to discuss today?

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect info can
be dangerous to my (or patient’s) health. Itis my responsibility to inform the dental office of any changes in medical status.

X

Signature of patient, parent, or guardian Date
Today'’s BP: Pulse: Perio type: Plaque score: Caries risk:
Assessment

. Signature of dental team member Date




Oral Health Risk Factors

Patient’s Name:

1. Do you smoke or have you EVER smoked?
(If No, proceed to question 2)
The amount that you are presently smoking (Check ALL that apply)

[ ]Yes

[_INone (quit smoking completely) [JLess than 1 pack of cigarettes per day  [_]An occasional cigar
[]An occasional cigarette []1- 2 Packs of cigarettes per day [ICigars on a daily/regular basis
[]A few cigarettes per Day 12 or more packs of cigarettes per day [lOccasional pipe smoker

[]A pipe on a daily/regular Basis

If you have quit smoking, when did you quit?

[ILess than 6 months ago [ 16 months to a year ago []1to3yearsago [ ]Over 3 years ago

How many years have you or did you smoke?

[lLess than 2 years []2-5years  []5-10 years []10- 20 years []Over 20 years

2. Have you EVER chewed tobacco or used snuff or other similar substance?
(If No, proceed to question 3)
Are you STILL using smokeless tobacco or snuff?

If No, WHEN did you quit?

OYes
OY es

[ILess than 6 months ago ~ [16 months to a year ago []1 to 3 years Ago []Over 3 years ago

How many years did you use or have you used smokeless tobacco?
[Less than 1 year []1-2years []2-5years [ ]Over5 years

3. Approximate average amount of alcoholic beverages presently consumed per week:

[INone [JLessthan 1 perweek []1-5drinks []6-11drinks [ ]11- 20 drinks [_]JOver 20 drinks

4. Do you have or have you ever had a substance abuse problem?
Describe

Oves

5. Do you presently use any recreational drugs?
List

Oves

6. Do you have or have you ever had an eating disorder?
If Yes, Please Specify:

OYGS

7. Do you have or have you ever had any head, neck or mouth piercing(s)? (Other than ears)
List

Oes

8. Do you have or have you ever been informed that you have been infected with an
oncogenicstrain (possible cancer-causing) of the Human Papilloma Virus ( HPV )?

9. Please list your history or any family member’s history of cancer:

[Yes

[ INo

[ INo

10. Other concerns and considerations:

CONSENT—To the best of my knowledge, all of the preceding information is correct and if there is ever any change in health, or

medications, this practice will be informed of the changes without fail. | also consent to allow this practice to contact any healthcare
provider(s) and to have the patient’s health information released to aid in care and treatment. | also hereby consent to allow diagnosis,

proper health care and treatment to be performed by this practice for the above named individual until further notice.

| understand there are no guarantees or warranties in health or dental care

Signature Date

(Parent or guardian, if patient is a minor)

Reviewed By:




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.

This Notice describes how we may use and disclose your protected
health information to provide treatment, obtain payment and
conduct health care operations and for other purposes permitted or
required by law. It also describes your rights concerning your
protected health information. “Protected health information” is
information about you, including demographic information that
may identify you and relates to your past, present or future physical
or mental health or condition and related health care services.

We are required by law to follow the practices described in this
Notice. We may change the terms of this Notice at any time. The
new Notice will be effective for all protected health information we
maintain at that time including health information we created or
received before we made the changes.

Y ou may obtain a copy of our Notice of Privacy Practices at any
time by calling our office or requesting one at your next
appointment.

Uses and Disclosures of Health Information

Treatment: We will use and disclose your health information to
provide, coordinate and manage health care and related services for
you. For example we will disclose information to a specialist to
whom you have been referred to ensure the provider has enough
information to diagnose and/or treat you. We may also disclose
information to alaboratory that, at our request, becomesinvolved in
your treatment.

Payment: We may use and disclose your information to obtain
payment for services we provided to you. For example we will send
the necessary information to your health or dental insurance
company to obtain payment for the treatment provided.

Healthcare Operations: Wewill use and disclose your health
information to conduct the business activities of this office. These
activitiesinclude, but are not limited to, quality assessment and
improvement activities, review of the performance and
qualifications of employees, evaluating practitioner and provider
performance, conducting training programs, accreditation,
certification, licensing or credentialing activities.

We may use asign-in sheet at the registration desk where you will
be asked to sign your name. We may also call you by name in the
waiting room when we are ready to begin your treatment. We may
call to remind you of an appointment and if you are not available
we may leave a message on your voice mail or with another
member of your household.

We will share your protected health information with business
associates that perform specific functions for our practice such as
billing. When a business arrangement of this type requires the use
of your information, we will have a written contract with the third
party to protect the privacy of your protected health information.

Others Involved in Your Health Care: 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 afamily member
or other person to the extent necessary to help with your health care or
with payment for your health care, but only if you agree. If we
determineit isin your best interest based on our professional
judgement or experience with common practices, we may allow
another person to pick up filled prescriptions, medical supplies, x-rays
or other forms of health information.

We may use or disclose protected health information to notify or assist
in notifying a family member, a personal representative or any other
person responsible for your care of your location, your general
condition or death. If you are present prior to the use or disclosure of
your protected health information, we will provide you with the
opportunity to object to such uses or disclosures. Finally, we may use
or disclose your protected health information to an authorized public or
private entity to assist in disaster relief efforts and to coordinate uses
and disclosures to family members or othersinvolved in your health
care.

Emergencies: In the event of your incapacity or in emergency
circumstances, we may use or disclose your protected health
information to treat you.

Uses and Disclosures of Protected Health Information Based upon
Your Written Authorization: Other uses and disclosures of your
protected health information will be made only with your written
authorization, unless otherwise permitted or required by law as
described below. Y ou may revoke this authorization, at any time, in
writing, except to the extent that an action has already been taken in
reliance on the authorization.

Other Permitted and Required Uses and Disclosures
That May Be Made Without Your Consent,
Authorization or Opportunity to Object

We may use or disclose your protected health information in the
following situations without your consent or authorization. These
situationsinclude:

Required By Law: We may use or disclose your protected health
information to the extent that law requires the use or disclosure. The
use or disclosure will be made in compliance with the law and will be
limited to the relevant requirements of the law.

We must make disclosures to you and, when required, to the Secretary
of the Department of Health and Human Services to investigate or
determine our compliance with the requirements of the Privacy Rule,
Section 164.500 et. seqg.

Public Health: We may disclose your protected health information for
public health activities and purposes to a public health authority that is
permitted by law to collect or receive the information. The disclosure
will be made for the purpose of controlling disease, injury or disability.
Additionally, we may disclose your protected health information, if
authorized by law, to a person who may have been exposed to a
communicable disease or may otherwise be at risk of contracting or
spreading the disease or condition.

We may disclose protected health information to a health oversight
agency for activities authorized by law, such as audits, investigations,
and inspections. Oversight agencies seeking this information include
government agencies that oversee the health care system, government



benefit programs, other government regulatory programs and civil
rights laws.

Abuse or Neglect: We may disclose your protected health
information to a public health authority that is authorized by law to
receive reports of child abuse or neglect. In addition, we may
disclose your protected health information if we believe that you
have been a victim of abuse, neglect or domestic violence to the
governmental entity or agency authorized to receive such
information. In this case, the disclosure will be made consistent
with the requirements of applicable federal and state laws.

Legal Proceedings: We may disclose protected health information
in the course of any judicial or administrative proceeding, in
response to an order of a court or administrative tribunal (to the
extent such disclosure is expressly authorized), in certain conditions
in response to a subpoena, discovery request or other lawful
process.

Law Enforcement: We may also disclose protected health
information, so long as applicable legal requirements are met, for
law enforcement purposes. These law enforcement purposes include
(1) legal processes and otherwise required by law, (2) limited
information requests for identification and location purposes, (3)
pertaining to victims of a crime, (4) suspicion that death has
occurred as aresult of criminal conduct, (5) in the event that a
crime occurs on the premises of the practice, and (6) medical
emergency (not on the Practice’ s premises) and it islikely that a
crime has occurred.

Military Activity and National Security: When the appropriate
conditions apply, we may disclose, to military authorities, protected
health information of individuals who are Armed Forces personnel.
We may also disclose your protected health information to
authorized federal officials for conducting national security and
intelligence activities including for the provision of protective
services to the President or otherslegally authorized.

Workers’ Compensation: we may disclose your protected health
information as authorized to comply with workers' compensation
laws and other similar legally established programs.

Inmates: We may use or disclose your protected health information
if you are an inmate of a correctional facility and your physician
created or received your protected health information in the course
of providing care to you.

Your Rights
Y our rights with respect to your protected health information and
how you may exercise those rights are outlined below.

You have a right to obtain a copy and/or inspect your health
information: Health information includes treatment records, billing
records and any other records used by usto make decision about
your treatment. Y ou may obtain aform from our office to request
access. A reasonable cost-based fee will be charged for expenses
such as staff time, copies and postage. Contact us as indicated at the
end of this Notice to obtain information about our fees or if you
have any questions about your access.

You have a right to request a restriction on the use and
disclosure of your protected health information: You may ask us
not to use or disclose some part of your protected health
information for the purposes of treatment, payment or operations.

Y ou may also request that we not disclose some part of your

information to family and others who may be involved in your care or
for notification purposes as otherwise described in this Notice. We are
not required to agree to the restrictions but if we do, we are obligated to
abide by the agreement except in cases of emergency. Y ou may request
arestriction by sending your request in writing to our Privacy Contact.

You have a right to request to receive confidential communications
by alternative means or at an alternative location. We will
accommodate reasonabl e requests. We may also condition this
accommodation by asking you for information as to how payment will
be handled or specification of an alternative address or other method of
contact. We will not request an explanation from you as to the basis for
the request. Please make this request in writing to our Privacy Contact.

You may have the right to request an amendment to your
protected health information. Y ou may request that we amend
protected health information about you. Y our request must bein
writing with an explanation as to why the information should be
amended. In certain cases, we may deny your request for an
amendment. If we deny your request for amendment, you have the
right to file a statement of disagreement with us. We may prepare a
rebuttal to your statement and will provide you with a copy of any such
rebuttal.

You have the right to receive an accounting of certain disclosures
we have made, if any, of your protected health information. This
right applies to disclosures made by our Business Associates or us. It
excludes disclosures for treatment, payment or healthcare operations as
described in this Notice of Privacy Practices, to you, to family
members or friends involved in your care, for notification purposes or
as aresult of an authorization signed by you. Y ou have the right to
receive specific information regarding these disclosures that occurred
after April 14, 2003 for up to the previous 6 years. Y ou may request a
shorter timeframe. The right to receive thisinformation is subject to
certain exceptions, restrictions and limitations. If you request an
accounting more than once in a 12 month period, we will charge you a
reasonable cost-based fee for responding to the additional request.

You have the right to obtain a paper copy of this notice from us,
upon request, even if you have agreed to accept this notice
electronically.

Questions and Complaints
If you have any questions, concerns or want more information about
our privacy practices please contact us using the information below.

If you are concerned that we may have violated your privacy rights or
you disagree with a decision we have made regarding your access to
your health information or any other request you have made in the
exercise of your rights, you may send your complaint to us using the
information below. Y ou may also submit a written complaint to the
Secretary of Health and Human Services. Contact us for the address of
the Department of Health and Human Services.

We support your right to the privacy of your health information and we
will not retaliate against you in any way for filing a complaint.

Contact our office:
Mary Moran Day, DDS, PA
217 Professional Circle
Morehead City, NC 28557
Office: (252) 222-3333

This notice was published and becomes effective on 01-01-2006.
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