NYC COMMUNITY DENTAL CARE, P.C.

CENTER FOR COSMETIC & LASER DENTISTRY

DR. OLEG KLEMPNER
& ASSOCIATES

47 EAST 167 STREET BRONX, N.Y. 10452

TEL: 718.293.1603
Fax: 718.228.6519

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Effective April 14, 2008

The privacy of your medical information is important to us. You may be aware that U.S.
Government regulators established a privacy rule (“HIPAA”) governing protected health
information. This notice tells you about how it may be used, and about certain rights that
you have.

NYC Community Dental P.C. is in charge of privacy matters at our office. You can
contact us at 718-293-1603 if you desire further information, or have any questions or
concerns.

Use and disclosure of protected information.

Federal law provides that we may use your medical information (protected health
information) for treatment of you, without further specific notice to you, or written
authorization by you, such as if we refer you to a specialist, we may provide laboratory or
test data to that specialist, (subject to more stringent NY laws, such as restriction on
disclosure of information concerning HIV/AIDS).

Federal law provides that we may use your medical information to obtain payment for
our services without further specific notice to you, or written authorization by you, such
as under your health plan, we are required to provide them with a diagnosis code for your
visit with a description of the services rendered.

Federal law provides that we may use your medical information for health care
operations without further specific notice to you, or written authorization by you, such as,

our accountants may see your name, dates of treatment, and procedure codes during
audits of our books.

We may use or disclose your medical information, without further notice to you, or
specific authorization by you, where:

required by law,

required for public health purposes,

required by law to report child abuse,

where required by a health oversight agency for oversight activities
authorized by law, such as the Department of Health, Office of
Professional Discipline or Office of Professional Medical Conduct,
required by law in judicial of administrative proceedings,

required for law enforcement purposes by a law enforcement official
required by a coroner or medical examiner,

permitted by law to a funeral director,
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DENTAL REGISTRATION AND HISTORY

,f! PATIENT INFORMATION 2 DENTAL INSURANCE i

Date Who is responsible for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First N Middle Initial .
giatoclsy s Is patient covered by additional insurance? [JYes [JNo
Address
Subscriber's Name
E-mail
Birthdate SS#
City
Relationship to Patient
State Zip
Insurance Co.
Sex [JM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
] Married ] Widowed [] Single ] Minor I certify that I, and/or my dependent(s), have insurance coverage with
i and assign directly to
(] Separated ] Divorced ] Partnered for years Namo ol Tnswranca Companylies) g ¥
Patient Employer/School 2 oy
Dr. all insurance benefits, if

any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize
the use of my signature on all insurance submissions.

Occupation

Employer/School Address

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benelits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Employer/School Phone ( )

Spouse’s Name

Birthdate
Signature of Patient, Parent, Guardian or Personal Representative
SSit
Spouse's Employer Please print name of Patient, Parent, Guardian or Personal Representative
Whom may we thank for referring you?
Date Relationship to Patient
PHONE NUMBERS
Home ( ) Work ( ) Ext Cell Phone ( )

Spouse's Work ( ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

DENTAL HISTORY

Reason for today's visit Burning sensation on tongue [JYes [1No Mouth breathing ClYes []No
Chew on one side of mouth [JYes [JNo Mouth pain, brushing CYes [No
Cigarette, pipe, or cigar smoking []Yes [[]JNo Orthodontic treatment OYes [ No
Former Dentist Clicking or popping jaw [JYes [No Pain around ear COYes []No
City/State Dry mouth [lYes [1No Periodontal treatment (OYes []No
Balsfiast iosisivisit Fingernail bliting [ClYes [JNo Sens?t?v?ly to cold [OYes []No
Food collection between the teeth []Yes [JNo Sensitivity to heat [ClYes [JNo
Date of last dental X-rays Foreign objects [JYes [JNo Sensitivity to sweets [JYes []No
Place a mark on “yes” or “no” to indicate if you Grinding teeth [OYes [ No Sensitivity when biting COYes [JNo
have had any of the following: Gums swollen or tender [JYes [JNo Sores or growths in your mouth []Yes []No
Bad breath [COYes [JNo Jaw pain or tiredness OYes [ONo o often do you floss?
Bleeding gums [CYes [INo Lip or cheek biting [OYes [No
Blisters on lips or mouth [JYes [JNo Loose teeth or broken fillings [JYes [JNo How often do you brush?
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[ Hé‘ HEALTH HISTORY

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [] Yes  [] No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

AIDS/HIV [COYes []No Epilepsy [dYes []No Respiratory Disease [CIYes [INo
Anemia [ClYes [INo Fainting or dizziness [OYes []No Rheumatic Fever [OYes [No
Arthritis, Rheumatism [CYes []No Glaucoma [OYes []No Scarlet Fever [CJYes [1No
Artificial Heart Valves ClYes [ No Headaches [OYes []No Shortness of Breath OYes [INo
Artificial Joints [COYes []No Heart Murmur OYes []No Sinus Trouble COYes [1No
Asthma CYes []No Heart Problems CYes []No Skin Rash COYes [ No
Back Problems [JYes []No Hepatitis Type ClYes []No Special Diet [OYes [JNo
Bleeding abnormally, with [OYes [ No Herpes [JYes []No Stroke [Yes []No
extractions or surgery High Blood Pressure [ClYes []No Swollen Feet or Ankles [JYes []No
Blood Disease LlYes [INo Jaundice OYes []No Swollen Neck Glands COYes []No
Cancer OYes [INo Jaw Pain [Yes [[1No Thyroid Problems [IYes [JNo
Chemical Dependency ClYes [ONo Kidney Disease ClYes []No Tonsillitis OYes [ No
Chemotherapy ClYes [INo Liver Disease [CJYes [JNo Tuberculosis [ClYes [JNo
Circulatory Problems ClYes [INo Low Blood Pressure [dYes [ No Tumor or growth on head or []Yes []No
Congenital Heart Lesions CYes [No Mitral Valve Prolapse ClYes [JNo neck
Cortisone Treatments [Yes []No Nervous Problems [CYes [JNo Ulcer [Yes [JNo
Cough, persistent orbloody []Yes []No Pacemaker ClYes []No Venereal Disease [CJYes []No
Diabetes [JYes [JNo Psychiatric Care CYes [JNo Weight Loss, unexplained [(dYes [ No
Emphysema [JYes [JNo Radiation Treatment [JYes [JNo

Do you wear contact lenses? []Yes [ No

Women:
Are you pregnant? [JYes []No Due date Are you nursing? [1Yes [ No
Taking birth control pills? [JYes []No
MEDICATIONS ALLERGIES
Ljst any medications you are currently taking and the correlating diagno- ] Aspirin [] Local Anesthetic
e [] Barbiturates (Sleeping pills) [ Penicillin
[[] Codeine [] Sulfa
Pharmacy Name [ lodine (7] Other
Phone ( ) [] Latex

! . !, UPDATES (To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? [[]Yes [[] No

For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor's Signature Date

T T T T

Has there been any change in your health since your last dental appointment? [J]Yes [] No

For what conditions?

Are you taking any new medications? If so, what?

Patient's Signature Date

Doctor's Signature Date




NYC COMMUNITY DENTAL CARE, P.C.
CENTER FOR COSMETIC & LASER DENTISTRY

DR. OLEG KLEMPNER
& ASSOCIATES

47 EAST 187 STREET BRONX. N.Y. 10452

TEL: 718.293.1603
FAX: 718.228.6519

9. permitted by law for organ donation purposes,

10.  permitted by law to avert a serious threat to health or safety,

1. permitted by law and required by military authorities if you are a member
of the armed forces of the United States,

12. research purposes (if applicable to your practice, see details at 45 CFR
164.512 (i)

New York State law provides additional information regarding HIV/AIDS. We will
continue to follow New York State law with respect to such information.

We may contact you by mail or phone, at your residence, to remind you of appointments
or to provide information about treatment alternatives. Unless you instruct us otherwise,
we may leave a message for you on any answering device or with any person who
answers the phone at your residerice.

You can make reasonable requests, in writing, for us to use alternative methods of
communicating with you in a confidential manner. Space for this is provided below.

Other uses or disclosures of your medical information will be made only with your

written authorization. You have the right to revoke any written authorization that you
give.

Rights that you have

You have the right to request restrictions on certain of the uses or disclosures described
above. Except as stated below, we are not required to agree to such restrictions.

You have the right to inspect and obtain copies of your medical information (a reasonable
fee will be charged). .

You have the right to request amendments to your medical information. Such requests
must be in writing, and must state the reason for the requested amendments. If we
disagree with any requested amendment, we will further notify you of your rights.

You have the right to request an accounting of any disclosures we make of your medical
information, except for: disclosures we make to you, or to carry out treatment, payment
or health care operations, or as requested by your written authorization, or as permitted or
required under 45 CFR 164.502, or for emergency or notification purposes, or for
national security or intelligence purposes as permitted by law, or to correctional facilities
or law enforcement officials as permitted by law {or for research or public health
purposes after being de-identified or limited to remove personally identifiable
information} or disclosures made before April 14, 2003.

If you have received this notice electronically, you have the right to obtain a paper copy
from our office.
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NYC COMMUNITY DENTAL CARE, P.C.
CENTER FOR COSMETIC & LASER DENTISTRY

DR. OLEG KLEMPNER
& ASSOCIATES

47 EAST 167 STREET BRONX. N.Y. 10452

TEL: 718.293.1603
Fax. 718.228.6519

Obligations that we have

We are required by law to maintain the privacy of protected health information and to
provide individuals with notice of our legal duties and privacy practices.

We are required to abide by the terms of this notice as long as it is currently in effect.
We reserve the right to revise this notice, and to make a new notice effective for all
protected health information we maintain. Any revised notice will be posted in our
office, and copies will be available there.

If you want to complain about violations of your privacy rights, you have the right to file
a complaint with the Secretary of the Department of Health and Human Services of the
United States. You may also file a complaint with us. Complaints should be directed to
NYC Community Dental Care, P.C.

No retaliatory action will be taken against you for any complaint you may make.

[ have received a paper copy of this notice.

Signature

Print Name

Date

I'make the following special request for confidential communications:

Signature Date
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NYC COMMUNITY DENTAL CARE, P.C.

CENTER FOR COSMETIC & LASER DENTISTRY
DR. OLEG KLEMPNER
& ASSOCIATES

47 EAST 167 STREET BRONX. MN.Y. 10452
TEL: 718.293.1603

FAX: 718.228B.6519

EMAIL. NYC_DENTAL@HOTMAIL.COM

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES

Patient Name: Patient ID:

I hereby acknowledge that I have received a copy of NYC Community Dental Care’s
Notice of Privacy Practices. I understand that I have the right to refuse to sign this
acknowledgement if I so choose.

Signature of Patient or Legal Guardian Date

Printed Name of Patient’s Representative (if applicable)

Relationship to Patient (if applicable)

3 Parent or guardian of unemancipated minor
0 Court appointed guardian

O Executor or administrator of decedent’s estate
O Power of Attorney

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices on the following date, but

acknowledgement could not be obtained because:

J Patient/Representative refused to sign

0 Emergency situation prevented us from obtaining acknowledgement at this time (will
attempt again at a later date)

C Communication barriers prohibited obtaining acknowledgement (Explain)




NYC COMMUNITY DENTAL CARE, P.C,

CENTER FOR COSMETIC & LASER DENTISTRY

DR. OLEG KLEMPNER
& ASSOCIATES

47 EAsST 167 STREET Bronx. N.Y. 10452
TEL: 718.293.1603

Fax: 718.228.6519

EMAIL: NYC_DENTALEHOTMAIL.COM

OUR MISSION

¢ To provide the best dental care possible.
* To treat every patient in the manner each one of us would have liked to be treated.
To improve the level of oral health in our community.

PAYMENT OPTIONS

* We accept major dental insurances. As a courtesy to you we will submit claims to
your insurance company (see agreement below).

e We accept all major credit cards (VISA, Mastercard, Discover, American
Express).
Cash, personal checks (with proper ID), money orders.

A credit program CARE CREDIT by GE Money Bank (subject to approval) based
on 24-60 months low interest plans.

FINANCIAL AGREEMENT

As a patient of NYC Community Dental Care, P.C., I understand that:

e Payment in full is due at the time procedures/services are rendered. If I have
dental coverage and my policy requires co-payments, they will be due at that
time. In case, if there is any amount that my insurance company denied to pay
(i.e. deductible, non-covered services, exhausted benefits, etc.) I will be
responsible for the unpaid balance.

» [ understand and agree that if my account becomes delinquent for more than 60

(sixty) days, it will be automatically referred to a collection agency and subject to
a $75.00 fee. In addition late fee charges, currently at 24.98% APR of the

balance, will accrue from the date of my last visit. Deliquent accounts might be
subject to additional attorney’s fee, court costs and all other costs that we may
incur in a process of collecting the outstanding balance.

* [ agree to provide a 24 hours notice of cancellation to allow my appointment
time to be given to a waiting patient. If I miss my appointment, I will be
responsible for the $75.00 fee.

* I will be responsible for $35.00 fee for any returned/bounced checks.

Patient’s Signature Date



