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ELC} IN FAMI LYDENTAL

Carl F. Herring, D.D.S. Scott B. Herring, D.D.S.
WELCOME

Patient Information (please print)
Patient Mare Preferred Marne Birthdate Lze

Last First III
Street Address

Street City State Aip Code
Billing &ddress

Street City State Zip Code
E-rnail address Soc SecH DL#
Home Phone Work Phione Cell #
For confirrnations, do you prefer to recere calls at wour: o Work o Home o Cell Best Tirne to Call
Gender (IVIE) Ilarital Status: o hamded o Single o Divorced o Widow o Wlinor
If Student, Maroe of SchooliColleze City State o Full Titne o Part Tirae
Patient or Parent/Guardian’s Erplover Work Fhione:
Business fAddress

Street ity State Zip Code
Spouse or Parent/CGuardian’s Narme Erployer Work Phone
Persom o contact in case of emergency: (Specify Someone Who Does Not Live Wi Fou)
Marne Relationship
Home Phone Work Phone
Marne of Person Fesponsile for this &ccount Relationship to Patient
Lddress Home phone
Ernail Cell phone
DL# Birthdate Financial Institution
Erployer Work Phone ooH

I this Person Currently a Patient in our Office? nWVes oMo
Whorn rnay we thank for referring you?

Primary Insurance
Marne of Insured Relationship to patient
Birthdate ooH Diate Employed
Mamne of Eruployer Work Phone #
Lddress of Erplosrer
Insurance Company Grronp # Policy/ID #
Ins Co. Lddress
Homr ramch iz vronr Deductible? Howr Mduch hiaree o nsed? Iz, fnrmal Benefit
DO YOI HAVE ANY ADDITIONAL INSURANCE? 0 Yo N IF YES COMFPLETE THE FOLLOWING.
Mare of Insured Belationship to patient
Birthdate ooH Diate Employed
Mamne of Erplosyer Work Phone #
Lddress of Erployrer
Insurance Company, Crronp # Policy/dD #
Ins Co. Lddress
Howr ranch is vowr Deductible? Howr Much hasee o used? Ilaz. fnrmal Benefit

I Certifiy that the inforration given is corvect. T will notifyy wou of vy changes in indormmation as listed above.

Signed  (Patient, Parent or Guardian) Drate
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PATIENT NAME BIRTHDATE SS#

Health History (please print)

Have you ever had any of the following? Please check those that apply:

0 AIDS or HIV positive o Diabetes

O Allergies o Dizziness

0 Anemia o Ear/Hearing Problems
O Arthritis o Emphysema

o Artificial Heart Valve o Epilepsy

O Atrtificial Joints, pins o Epinephrine Sensitive
o0 Asthma o Excessive Bleeding

o Blood Disease o Eye/Vision Problems
o Blood Thinner o Fainting

o Blood Transfusion o Gall Bladder Problems
0 Bone Disease o Glaucoma

o Cancer o Hay Fever

o Chemotherapy 0 Head Injuries

o Cholesterol (High) o Heart (Disease, Attack, Surgery)
o Circulatory Problems o Heart Murmur

o Codeine Allergy 0 Heart Pacemaker

O Heart Stint O Respiratory Problems
o Hemophilia 0 Rheumatic Fever

o Hepatitis o Rheumatism

o High Blood Pressure O Seizures

o Jaundice o Sinus Problems

o Kidney Disease o Skin Diseases

o Latex Sensitivity o Stomach Problems

o Liver Disease o Stroke

0 Mental Disorders o Thyroid Condition

o Mitral Valve Prolapse o Tobacco Smoker

o Nervous/Anxious o Tuberculosis

o Neurological Disorders o0 Tumors

o Penicillin Allergy o Ulcers

o Pregnant-Due date: —————— o Venereal Disease (STD)

o Psychiatric/Psychological Care

o Radiation Treatment

eName of Physician
e Are you now under the care of a physician?

e Do you have or have you had any disease, condition, or problem not
listed above?

e Are you taking ANY medications, drugs or pills, including regular
dosages of aspirin?

eHave you ever had an allergic (or adverse) reaction to any medica-
tions?

eHave you been admitted to a hospital or needed emergency care during
the past two years?

eHave you ever been advised by your physician that you need to be pre-
medicated before any dental procedures for the prevention of bacterial
endocarditis or any other medical conditions?

e Do you take or have you ever taken an osteoporosis medication (i.e.
Fosamax, Boniva, Actonel, Aredia, Bonefos, Didronel, Ostac, Skelid
and Zometa)?

e Do your gums bleed while brushing?

eHave you ever had periodontal treatments or gum surgery?

e Does heat, cold or sweets cause pain in your mouth?

eHave you ever had any difficult extractions in the past?

e Approximate date of last dental visit?
eHow often do you: a) Brush your teeth
elf you could change anything about your smile, what would it be?
e Do you have other family members that have been patients here?

Phone

oY oN Ifyes, please explain

oY oN Ifyes, please explain

oY oN If yes, please explain

oY oN Ifyes, please explain

oY oN Ifyes, please explain

oY oN If yes, please explain

oY oN Ifyes, please explain

oY oN Ifyes, please explain

gY oN Ifyes, please explain

oY oN If yes, please explain

oY oN If yes, please explain
Reason for this visit

b). Floss your teeth

oY o N If yes, what are their names

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have answered all questions to the best of my knowl-
edge. Should further information be needed, you have my permission to ask the respective health care provider or agency, who may release such information to you. I
will inform the doctor of any changes in my health or medications. Since the work to be done is explained to me before treatment is begun, I give Elgin Family Dental
my consent to perform any needed dental treatment. I authorize my insurance company to pay Elgin Family Dental all insurance benefits otherwise payable to me for
services rendered. I authorize the use of this signature on all insurance submissions. I authorize Elgin Family Dental to release all information necessary to secure the
payment of benefits.

| understand that | am fully financially responsible for ALL charges whether covered or not covered or denied by my insurance company.

Patient Signature (Parent or Guardian Date

Reviewed by Doctor Date BP



Notice of Privacy Practices
Carl F. Herring, D.D.S. Inc., DBA Elgin Family Dental

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. If you have any questions about this Notice, please contact our Privacy Officer.

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment, payment
or health care operations and for other purposes that are permitted or required by law. It also describes your rights to access and control
your protected health information. We are required by Federal law to give you this Notice and to maintain the privacy of your health
information. We must also abide by the terms of this Notice while it is in effect. We reserve the right to change our privacy practices and the
terms of this Notice at any time. Before we make significant changes in our privacy practices, we will change this Notice and make the new
Notice available upon request.

How We May Use and Disclose Your Protected Health Information

When we give you our Notice of Privacy Practices, you will be asked to sign an Acknowledgment of Receipt. Once you have received our
Notice and signed the Acknowledgement, we will use your protected health information for treatment, payment and healthcare operations.
We may use or disclose your protected health information in an emergency treatment situation. If this happens, we will try to obtain your
signature on the Acknowledgement of Receipt as soon as reasonably practicable after the delivery of treatment. The following examples
show the types of uses and disclosures of your protected health information that our office is permitted to make.

Treatment: Your protected health information may be used and disclosed by our office and others outside of our office that are involved in
your dental care. We will use and disclose your protected health information to other dentists and physicians who provide, coordinate, or
manage your health care. For example, your protected health information may be provided to another dental specialist to whom you have
been referred to ensure that the necessary information is available to diagnose or treat you.

Payment: Your protected health information may be used and disclosed to pay your health care bills. Your protected health information will
be used to obtain payment for services we provide to you. This may include certain activities that your insurance plan may undertake before
it approves or pays for the services we recommend.

Healthcare Operations: We may use or disclose your protected health information in order to support the business activities of our
practice. Healthcare operations include quality assessment activities, employee review activities, licensing or credentialing activities,
conducting training and conducting auditing or review activities. For example, we may use a sign-in sheet at the reception desk where you
will be asked to sign your name and indicate your doctor. We may also call your name in the waiting room when your doctor is ready to see
you. We may send you reminder postcards or telephone you to remind you of an appointment. We may also send you a newsletter about
our practice and the services we offer. You may contact our Privacy Officer to request that these materials not be sent to you.

Business Associates: We will share your protected health information with third party Business Associates that perform various activities
for our practice. Whenever we disclose your protected health information to a business associate, we will have a written contract that will
protect the privacy of your protected health information.

Your Written Authorization Is Required For Other Uses of Your Protected Health Information

Any 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. You may revoke this authorization at any time, in writing, except to the extent that our
office has already released your health information as provided for in your authorization.

Use and Disclosure Permitted Without Authorization but With An Opportunity To Object

Family Members and Friends: Unless you object, we may disclose to your family member, a relative, a close friend or any other person
you select, your protected health information to the extent necessary to help with your dental care or with payment for the services we have
provided. We will also use our professional judgment and common practice to make reasonable decisions in your best interest in allowing a
person to pick up dental supplies, x-rays, prescriptions or other similar forms of health information.

Other Disclosures That May Be Made Without Your Authorization

Required by Law: We may use or disclose your protected 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 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 or that of other persons.

Military Personnel and National Security: We may disclose the health information of Armed Forces personnel when requested by
command military authorities. We may disclose to authorized federal officials health information required for lawful intelligence,
counterintelligence and other national security activities.

Worker's Compensation & Health Oversight Activities: We may disclose your protected health information to comply with worker's
compensation Laws and to health oversight agencies when conducting investigations or inspections as authorized by law.

Required uses and Disclosures: Under the law, we must make disclosures to you and when required, to the Department of Health and
Human Services when determining our compliance.

You Have the Following Rights

Inspect and copy your protected health information: 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 that photocopies. We
will use the format you request unless we cannot practically do so. You must make the request in writing to obtain
access to your health information. You may obtain access by sending a letter to our Privacy Officer listed at the end of
this Notice. We will charge you a reasonable cost-based fee for expenses. If you prefer, we will prepare a summary or
an explanation of your health information for a fee.

Request a restriction of your protected health information: 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.

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

Request an amendment to your health information: You have the right to request that we amend or correct your
health information. Your request must be in writing. The request must explain why the information should be amended
or corrected. \We may deny your request under certain situations.

Request an accounting of disclosures we have made of your health information: You have the right to an
accounting of disclosures of your health information that occurred after April 14, 2003. This accounting will be for
purposes other than treatment, payment or healthcare operations, or disclosures we may have made to you, to family
members or friends involved in your care. The right to receive this information is subject to some exceptions. If you
request this accounting more than once in a 12 month period, we may charge you a reasonable, cost based fee.

If you have received this notice electronically, and wish to receive a paper copy, you have the right to obtain a
paper copy by making a request in writing to the contact person listed at the end of this notice.

Questions and Complaints: If you have any questions about this notice, or if you think that we may have violated
your privacy rights, please contact us. You may contact us to submit a complaint or submit requests involving any of
your rights in Section 4 of this notice by writing to the following address:

Elgin Family Dental

Privacy Officer
306 North Hwy. 95, PO Box 32
Elgin, Texas 78621
(512) 285-3322  Metro: (512) 281-3321
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ELafN FAMI LYDENTAL

Carl F. Herring, D.D.S. Scott B. Herring, D.D.S.

ACKENOWLEDGEMENT OF RECEIPT
OF
NOTICE OF PRIVACY PRACTICES

L. have received a copy of
(Mame of Patient, please print)

ELGIN FAMILY DENTAL’S Notice of Privacy Practices.

(Signature of Patient - Parent/Guardian if patient 15 a minor)

For Office Use Only

We attempted to obtain written acknowledgement of recerpt of our Motice
of Privacy Practices, but acknowledgement could not be obtained because:

—— Individual refused to sign
—— Anemergency situation prevented us frotm obtaining acknowledgetment

— Communications barriers prohibited obtaining the acknowledgement

— Cther (Please Specify)

Sighature Diate
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FINANCIAL POLICY

Thatk you for choosing Elgin Family Dental for your dental needs. We are committed to providing state-of-the-art, comfortable and
personalized dental care for you and your family. Please read the following financial policy and sign in the space provided. Please
ask any questions you may have concerning thiz poliey. We will furnish you a copy at your request.

Fhoto ID and msurance Card (ifapplicable) will need fo be copied by office sfaff

New Patient Emergency Appointment Paymenits: In order for patients to establish credit in our office, we request payment at
the titme of service for new patient emergency procedures. For your cotrvendence we accept cash, personal checks, money orders
and credit cards (Visa Master Card, American Express and Discover).

Non-Insurance Patients: Patients without insurance are expected to pay for all services rendered. For ywour convendenice we
accept cash, personal checks, money orders, and credit card payments at the time of service. Interest free dental loans or an ex-
tended payment plan are available through CareCredit. We will help ywou fill ot the necessary applications. For information on
these setvices, please ask our office staff

For crowns, bridges, pattials and dentures: alaboratory retainer fee of half of the charged fee is due on the day impressions are
taken unless prior payment arrangements have been approved.

Insurance: "When your sppointment is made, we will ask for your insurance information, so we may verify this with your in-
suratice compaty. ¢ o will also need to bring wour insurance card to your appointment. We do ask that you read wour policy
thoroughly so that you are fully avare of the benefits provided and the imitations imposed. Most insurances ate accepted at
Elgith Family Dental FPlease contact wour insurance compaty with aty questions regarding wout coverage.

Tour insuratice policy is a cottract betweetn wou, your employet, and wour insurance company. We are not a patty to that con-
tract; howewer, as a couttesy to o patients, we will file and accept assigrument of insurance benefits. Onece we confirm your
dettal coverage, wou will be asked to pay your deductible and patient portion at the time of service. Mot all services are a cov-
ered benefit in all contracts. Some employers and insurance compardes athitrarily select cettain services they will not cowver.
You are responsible for the cost of your treatment and any insurance reimbarsement problems. It is wnasual for all of the

chatges to be paid by insurance bt our busitess office staff will strive to help wou obtain your mazimum benefits by promgpt and
efficient processing of wour claims. Anticipation of benefits expected are clearly estimates. The actual balance due after the
insurance payment is the responsibility of those seeking treatment. We do have several methods of payment designed to help
you and your family get the quality of care you deserve. Please feel free to ask our office staff about options for payment.

& ssignment of Insurance Benefits: T hereby authorize payment directly to Elgin Family Diental for the dental service benefits
otherwize payable to me. PLEASE INITIAL
Tunderstand that if performed dental services are not under contract with my insurance carrler or I have met sy contract limita-
tionig, I am responsible for this fee. PLEASE INITIAL
Children: The parent or guardian who brings the child into the office for dental treatment iz financially responsible regardless
of denital insurance ot legal responsibilities atother parent or guardian may have toward this child.

Cancellatio ns of Appointments ™o show (did not call to cancel appointmenty: ¥When you do not show for a scheduled ap-
poititimernt, it creates an unased appointment slot that could have been used for another patient. It s very important that wou call
with in 24 hours in adwvance to cancel your appointment. After 3 “no-shows”™, we will require yvou to pay a deposit for the ap-
pointment it adwance before we can schedule you another appointment. We reserve the right to deny any future scheduling of
appointments due to repeatedly missed or canceled appointments. PLEASE INITIAL
Past Due Accounts/Retuwrned Checks: Aninterest charge of one percent (1% per month will be charged to your account after
90 days. Outstanding balances after 20 days will be transferred to a collection agency wnless prior arrangements have been
made with our front office. Patients, who have allovwed their account to be turned over to collections, will be expected to satisfy
their financial obligation to Elgin Family Dental and to pay fature services in adwvatice, before being seen by the dertist. Tunder-
stand that any collection fees become my responsibility and will be added to my account, should it become necessary. There
willbie a $30.00 fee for each returned check In addition, wou will be asked to bring cash to Elgin Family Dental to cover the
returned check and the returned check fee. PLEASE INITIAL

IHAVE READ THEFINANCIAL POLICY ANDI UNDEESTAND AND AGREEE TO THIZ POLICY

Aignature of patient or legal guardian if patient is a minor Drate
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