Multiple files are bound together in this PDF Package.

Adobe recommends using Adobe Reader or Adobe Acrobat version 8 or later to work with
documents contained within a PDF Package. By updating to the latest version, you'll enjoy
the following benefits:

- Efficient, integrated PDF viewing
- Easy printing

« Quick searches

Don’t have the latest version of Adobe Reader?

Click here to download the latest version of Adobe Reader

If you already have Adobe Reader 8,
click a file in this PDF Package to view it.



http://www.adobe.com/products/acrobat/readstep2.html


ACKNOWLEDGEMENT OF PRIVACY POLICY

Eric W. Ranta, D.D.S. David S. Russell, D.D.S.
Elizabeth E. Chilton, D.D.S.
3819 NE 45" Street
Seattle, WA 98105
(206) 524-6116

My signature confirms that I have been informed of my rights to privacy regarding my
protected information, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA). I understand that this information can and will be used to:

e DProvide and coordinate my treatment among a number of health care
providers who may be involved in that treatment directly and indirectly.
e Obtain payment from third-party payers for my health care services.

e Conduct normal health care operations such as quality assessment and
improvement activities.

I have been informed of my dental provider’s Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my protected health information. I have
been given the right to review and receive a copy of such Notice of Privacy Practices. 1
understand that my dental provider had the right to change the Notice of Privacy Practices
and that I may contact this office at the address above to obtain a current copy of the Notice
of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or health care operations, and I
understand that you are not required to agree to my requested restrictions, but if you do
agree then you are bound to abide by such restrictions.

Patient Name: Date:

Signature:

Relationship to Patient:

Dependent family members also covered by this acknowledgement:

Additional Disclosure Authority

Any member of my immediate family 1Yes [/ No
Spouse only [/Yes ] No
Other-specify "1Yes [] No

For office Use Only:

We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason:

The patient refused to sign
Communication barriers
Emergency situation
Other

I






Child Financial and Demographic Information

Child’s Name Date of Birth

Person financially responsible: Relationship to child

[J Iam over 18 & under 21 and a dependent of my parents. I agree to the release of my records to my parents.

Home address Mother’s name
City State  Zip Mother’s phone
Billing address Father’s name
City State Zip Father’s phone
Mother’s email Father’s email
Child’s physician Phone number
Child’s former dentist Last visit
Emergency Contact Phone
[l Parent ] Relative '] Friend
Primary Dental Insurance Secondary Dental Insurance
Name of Name of
Policy holder Policy holder
Employer Employer
Insur. company Insur. company
Insur. Co. address Insur. Co. address
Policy holdet’s Policy holdet’s
ID/Soc Sec # Group # ID/Soc Sec # Group #
Policy holdet’s birthdate Policy holder’s birthdate

Authorization & Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions
have been accurately answered. I authorize the dentist to release any information including diagnosis and the
records of any treatment or examination rendered to me or my child during the period of such dental care to third
patty payors and/or health practitioners. I authorize and request my insurance company to pay directly to the
dentist or dental group insurance benefits otherwise payable to me. I understand that my dental insurance carrier
may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on
behalf of my child. I hereby grant permission to perform any necessary work for this child.

Date Signature







Child Health History

Child’s Name Date

Please check box for “Yes”

a

a

Please add anything you feel is important

Does your child feel netvous about having dental treatment?

Has your child ever had a bad experience in any dental office?
Has your child been hospitalized during the past 2 years?
Has your child had a physical exam within the past year?

Is your child allergic to (i.e. itching, rash, swelling of hands, feet or eyes) or made sick by penicillin,
Aspirin, codeine, or any drug or medication including anesthetics?
If so, please list:

Has your child ever had any excessive bleeding requiring special treatment?

Has your child taken any medicine or drugs during the past year?

List all medications that your child is taking at the present time:

Is this the child’s first dental visit?

Was it satisfactory?

Was a local anesthetic given?

Were x-rays taken?

Were home care instructions given?
Were regular preventative visits made?
Was there a history of dental decay?
Were there any special problems?

If there was a prior visit

OOoOoOooonp

Circle any of the following which your child has had or has at the present time:

HEART

Artificial heart valve
Congestive heart failure

BLEEDING DISORDERS
Hemophilia
Bruise easily

HEAD
Chronic sinus problem
Allergies or hives

Congenital heart problems Hay fever Sickle cell disease
Heart surgery Cold sores/fever blisters Anemia

Heart murmur (pre medicated?) Bleeding gums Blood transfusions
Rheumatic fever Mastoid/ear infection HORMONES
High/Low blood pressure Pain in region of ears Diabetes

DISEASES Mouth breathing Thyroid disease
H.IV.or ALD.S

Arthritis LIVER CANCER

Cerebral palsy Liver disease CHEMOTHERAPY
Chicken pox Hepatitis A ,B ,C X-RAY TREATMENT
Kidney disease Yellow jaundice

Measles MISC

Mumps LUNGS Nail biting

Tonsillitis Asthma Tongue thrusting
Sexually transmitted disease Tuberculosis Fainting or dizzy spells

Emphysema

Thumb sucking






NOTICE OF PRIVACY PRACTICES

Eric W. Ranta, D.D.S. David S. Russell, D.D.S.
Elizabeth E. Chilton, D.D.S.
3819 NE 45 Street - Seattle, WA 98105 (206) 524-6116

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.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other individually identifiable
health information used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential. This federal law gives
you, the patient, significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered
entities that misuse personal health information. As required by HIPAA, we have prepared this explanation of how we are required to maintain
the privacy of your health information and how we may use and disclose your health information.

Without specific written authorization, we are permitted to use and disclose your health records for the purposes of treatment, payment and
health care operations.

[J Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. For
example, we may need to share information with other providers or specialists involved in the continuation of your care.

[J Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and
utilization review. For example, we disclose treatment information when billing a dental plan for your dental services.

[J Health Care Operations include the business aspects of running our practice. For example, patient information may be used for
training purposes or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family member, friend, or other personal representative to the
extent necessary to help with your healthcare or with payment for your healthcare. In addition, we may use your confidential information to
remind you of appointments by sending reminder postcards and/or leaving messages at home and/or wotk. Any other uses and disclosutes
will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and abide by
that written request, except to the extent that we have already taken actions relying on your authorization.

You have certain rights in regards to your protected health information, which you can exercise by presenting a written request to our Privacy
Officer at the practice address listed below:

[J The right to request restrictions on certain uses and disclosures of protected health information, including those related to
disclosures to family members, other relatives, close personal friends, or any other person identified by you. We are, however, not
required to agree to a requested restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.
[ The right to request to receive confidential communication of protected health information from us by alternative means or at
alternative locations.

[J The right to access, inspect and copy your protected health information.

[J The right to request an amendment to your protected health information.

[J The right to receive an accounting of disclosures of protected health information outside of treatment, payment and health care
operations.

[J The right to obtain a paper copy of this notice form us upon request.

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

This notice is effective as of April 14, 2003 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We
reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected
health information that we maintain. Revisions to our Notice of Privacy Practices will be posted on the effective date and you may request a
written copy of the Revised Notice from this office.

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health & Human Service,
Office of Civil Rights, in the event you feel your privacy rights have been violated. We will not retaliate against you for filing a complaint.

For more information about our Privacy Practices, please contact: For more information about HIPAA or to file a complaint:
Drs. Ranta, Russell & Chilton The U.S. Department of Health & Human Services

3819 NE 45 Street Office of Civil Rights

Seattle, WA 98105 200 Independence Avenue, S.W.

206-524-6116 Washington D.C. 20201





