TIME 9:66 AM DATE 10/13/2009

PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: [_] Policy Holder Preferred Name:
[] Responsible Party

—Responsible Party (if someone other than the patient) T

First Name: Last Name:’ Middle Initial:

Address: Address 2:

City, State, Zip: Pager:
* Home Phone: Work Phone: Ext: Cellular:

Birth Date: . Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O secondary Insurance Policy Holder
- Patient Information =

Address: Address 2:
i City: State / Zip: Pager:
" Home Phone: Work Phone: Ext: Cellular:
Sex: O Male O Female Marital Status: () Married () Single (O Divorced () Separated (O Widowed
~ Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: (] 1 would like to receive correspondences via e-mail.
Section 2 Section 3
- f 5
Employment Status: () Full Time O PartTime () Retired Referred By
Previous Dentist:
Student Status: () Full Time (O Part Time Emergency Contact:
" Medicaid ID: Pref. Dentist: Emergency Contact #:
‘ Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:

~Primary Insurance Information-

Name of Insured: Relationship to Insured") Self () Spouse () Chid () Other
* Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
| Address: Address:
Address 2: Address 2:
City,State, Zip: City,State, Zip:
- Rem. Benefits: .00 Rem. Deduct: .00

- Secondary Insurance Information

Name of insured: Relationship to Insured:) Self (O Spouse () Child (O Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: ' Address:
Address 2: Address 2:
, City,State, Zip: City,State, Zip:

! Rem. Benefits: 00 Rem. Deduct: .00 J

i




'

TIME 11:33 AM Martin Family Dental DATE 10/27/2009

MEDICAL HISTORY
FOR

1 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
l following questions. '

Are you under a physician's care now? (O Yes () No Ifyes, please explain:

Have you ever been hospitalized or had a major operation? () Yes () No If yes, please explain:
Have you ever had a serious head or neck injury? O Yes O No If yes, please explain:

Are you taking any medications, pills, or drugs? O Yes O No If yes, please explain:

Do you take, or have Zyou taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes (O No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

~—Women: Are you - *
Pregnant/Trying to get pregnant? () Yes (O No Taking oral contraceptives? () Yes (O No Nursing? (O Yes (O No

—Are you allergic to any of the following?
(] Aspirin (] Penicillin (] Codeine (] Acrylic  [] Metal (] Latex [] Local Anesthetics
(] Other If yes, please explain:

-~ Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes(O No | Cortisone Medicine O Yes(O No | Hemaphilia O Yes(O No | Renal Dialysis O YesO No
Alzheimer's Disease (O Yes(O No | Diabetes O Yes() No | Hepatitis A (O Yes(O No | Rheumatic Fever O Yes(O No
Anaphylaxis (O Yes(O No | Drug Addiction O Yes(O No | Hepatitis B or C O Yes(O No | Rheumatism O Yes(O No
Anemia O Yes(O No | Easily Winded (O Yes() No | Herpes (O Yes(O No | Scarlet Fever O Yes(O No
Angina O Yes(O No | Emphysema (O Yes() No | High Blood Pressure () Yes() No | Shingles O YesO No
Arthritis/Gout (O Yes(O No | EpilepsyorSeizures () Yes(O) No | Hives or Rash (O Yes() No | Sickle Cell Disease O Yes(O No
Artificial Heart Valve O Yes(O No | Excessive Bleeding O Yes(O No | Hypoglycemia QO Yes(O No | Sinus Trouble O YesO No
Artificial Joint (O Yes(O No | Excessive Thirst (O Yes() No | Iregular Heartbeat () Yes(O) No | Spina Bifida O Yes(O No
Asthma (O Yes(O No | Fainting Spelis/Dizziness() Yes () No | KidneyProblems (O Yes(O No | Stomach/Intestinal Disease () Yes O No
Blood Disease (O Yes(O) No | Frequent Cough O Yes(O No | Leukemia O Yes(O No | stroke O YesO No
Blood Transfusion (O Yes(O No | Frequent Diarrhea (O Yes(O No | Liver Disease O Yes(O No | Swelling of Limbs O YesO No
Breathing Problem (O Yes(O No | Frequent Headaches () Yes(O) No | Low Blood Pressure () Yes(O) No | Thyroid Disease O Yes(O No
Bruise Easily O Yes(O No | Genital Herpes (O Yes(O No | Lung Disease O Yes(O No | Tonsilitis O YesO No
Cancer (O Yes(O No | Glaucoma O Yes(O No | Mitral Valve Prolapse O Yes(O No | Tuberculosis O YesO No
Chemotherapy (O Yes(O No | Hay Fever O Yes(O No | PaininJawJoints (O Yes(O) No | Tumors or Growths O Yes(O No
Chest Pains O Yes(O No | HeartAttack/Failure () Yes() No | Parathyroid Disease () Yes(O) No | Ulcers O YesO No
Cold Sores/Fever Biisters () Yes() No | Heart Murmur (O Yes(O No | PsychiaticCare (O Yes() No | Venereal Disease O Yes(O No
Congenital Heart Disorder() Yes(O) No | Heart Pace Maker O Yes(O No | Radiation Treatments() Yes(O) No | Yellow Jaundice O YesO No

: Convulsions (O Yes(O No | Heart Trouble/Disease (O Yes (O No | Recent Weight Loss () Yes(O No

i

Have you ever had any serious illness not listed above? () Yes (O No If yes, 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
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE

H



Effective date of notice: 1.1.06
NOTICE OF PRIVACY PRACTICES
Maya V. Martin, DDS
901 A Paverstone Drive, Raleigh, NC 27615
919.847.0902 - Phone  919.847.9696 - Fax
martinfamilydental@yahoo.com
Office Contact: McKenzie

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.

We respect our legal obligation to keep health information that identifies you private. We are
obligated by law to give you notice of our privacy practices. This Notice describes how we protect your
health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment,
payment or health care operations. Examples of how we use or disclose information for treatment
purposes are: setting up an appointment for you; examining your teeth; prescribing medications and
faxing them to be filled; referring you to another doctor or clinic for other health care or services; or getting
copies of your health information from another professional that you may have seen before us. Examples
of how we use or disclose your health information for payment purposes are: asking you about your
health or dental care plans, or other sources of payment; preparing and sending bills or claims; and
collecting unpaid amounts (either ourselves or through a collection agency or attorney). "Health care
operations" mean those administrative and managerial functions that we have to do in order to run our
office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits; internal quality assurance; personnel decisions; participation in managed care
plans; defense of legal matters; business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any special
permission. If we need to disclose your health information outside of our office for these reasons, we
usually will not ask you for special written permission.

We will ask for special written permission in the following situations: forwarding any records to
another primary care doctor.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the law allows or requires us to use or disclose your health information
without your permission. Not all of these situations will apply to us; some may never come up at our office
at all. Such uses or disclosures are:

e when a state or federal law mandates that certain health information be reported for a specific
purpose;

o for public health purposes, such as contagious disease reporting, investigation or surveillance;
and notices to and from the federal Food and Drug Administration regarding drugs or medical
devices;

o disclosures to governmental authorities about victims of suspected abuse, neglect or domestic
violence;

e uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits
by Medicare or Medicaid; or for investigation of possible violations of health care laws;

e disclosures for judicial and administrative proceedings, such as in response to subpoenas or
orders of courts or administrative agencies;

» disclosures for law enforcement purposes, such as to provide information about someone who is
or is suspected to be a victim of a crime; to provide information about a crime at our office; or to
report a crime that happened somewhere else;

o disclosure to a medical examiner to identify a dead person or to determine the cause of death; or
to funeral directors to aid in burial; or to organizations that handle organ or tissue donations;



