PATIENT MEDICAL HISTORY

|

Patient's Name:
For Office Use Onl
ID:[
Address: Today's Date: Dato of Last Visit: _ Date of Med. Ninof!i
City State Zip: Email:
Home Phone: Work Phone: Cell Phone: Birth Date: Social Security No.:  Marital Status:
Primary Dental Guarantor: Home Phone:  Work Phone: Cell Phone:
Secondary Dental Guarantor: Home Phone: Work Phone: Cell Phone:
Physician Name: Physician Phone:
| Pharmacy Phone: l
For Office Use Only
Medical Alerts:
Sex: If female_please answer the following: Please answer the following:
YN Y N
[ ] Are you taking Birth Control Pills? 171 Do you smoke or use tobacco? Height :]
(1] Are you pregnant? If Yes, # of weeks [ | or Use
00 Ak yout mirsing? 8 [ ] HeartRate: [ Weert [
Y N Conditions Y N Conditions Y N Conditions
(1[0 Abnormal Bieeding 00 Glaucoma D Stoke
T Alcohol Abuse [J[] Hay Fever [J[] Thyroid Problems
L1 Asergies [J[0 HeartAttack O Tuberculosis
O] Anemia [ Heart Surgery O Ukers
[0 Angina Pectoris [1] Hemophilia [J[] Venereal Disease
(1] Anhrits [J] Hepatitis A [  Yellow Jaundice
[I[] Atficial Bones [J[] Hepattis 8
O Andicial Hean Valve [J[J High Biood Pressure
0] Asthma [J[] Hwe AIDS Y N Allergies
LI Blood Transfusion C1[] Kidney Probiems C11 Aspirin
CJ[0 Cancer- Chemotherapy [0 Uver Disease O Codeine
OO Colitis [J[] Low Blood Pressure (1] Dental Anesthetics
[1[7] Congendal Heart Defect 1] Mitral Valve Protapse 0] Erythromyein
[JJ Cosmetic Surgery [J[] Pace Maker C10) Jewelry
[JC] Dsbetes [JC] Preumocystiis [0 Latex
(O[] Dficutty Breathing [J[] Psychiatric Problems OO0 Metals
[JJ DrugAbuse [J[] Radiation Therapy 1] Penicillin
[ Emphysema [ Rneumatic Fever 100 Tetracycline
[0 Epilepsy C10) Seizures Other
(1[0 Fanting Spelis [ 1] Shingles
][0 Fever Bisters [J[] S«kie Cell Disease
][] Frequent Headaches (][] Swmnus Prodlems




Medications:

YN

1[0 1s there any disease, eondmon. or problem that you think this office should know about that is not covered above?
If yes, please describe below..

Notes:




Dr John F Cordes, DDS, PA
Insurance and financiol policies

At Dr John F Cordes,DDS,PA , we believe that you deserve the best care. That's
why we always present you with the best dental solution possible to treat your
personal situation. Each year we provide outstanding dental care to hundreds of
patients. Some have dental benefits but some don't. If you have dental benefits,
congratulations! You are very fortunate. Here are some important things you
should know:

Initial

B Your dental benefits are based upon a contract made between your
employer and an insurance company. tf you have any questions regarding your

b fi | your employer or insurance company directly.
Dental benefit plcms will never pay for completion of your dental care. itis
only meant to assist you.

B We currently accept all private care insurance plans that do not require
you to select a dentist from a list or require our office to accept a reduced fee for
service (other than DELTA DENTAL). This means that we work with literally
thousands of companies. Although we can maintain computerized histories of
payment by a given company, they do change; therefore it is impossible to give
you a guaranteed quote at the time of service. We estimate your portion based on
the most up-to-date information we have, but it is ONLY AN ESTIMATE. If you
would like to know your insurance benefit, we will be happy ta file a "pre-
treatment authorization” with your insurance company prior to treatment, Keep in
mind this is not a guarantee of coverage. This does delay treatment but will give
you the exact out of pocket figures you may require.

@ We will bill your insurance as a courtesy. If insurance does not pay within
90 days, Dr John F Cordes, DDS, PA, reserves the right to request payment in
full for services from you and let you collect the insuronce funds that are due to
you. This is rare but it is important that you recognize that the insurance you have
is a legal contract between YOU and your insurance company. Our office is hot,
and cannot be a part of that legal contract. Ultimately, you are responsible for all
charges incurred in our office.

B DrJohnF Cordes, DDS, PA does require payment in full for your
portion ot the time of service. We accept MasterCard, Visa, Discover, cash, and



checks (for existing patients with estoblished payment history). If you are in need
of an extended finance option, we also work with CareCredit, who offers 3 or 6
months “same as cash” or longer terms with an interest bearing revolving charge
designed to meet your treatment plan needs on approved credit.

B A specific amount of time is reserved especially for you and we strongly
encourage all patients to keep their appointments. If you must change your
appointment, we require at least 48 hour notice to avoid a $55/hour

lation fee ( ies are an

ption).
| agree with the above conditions:

Print Name:
Date: . T N N
Patient/Parent Signature:




JOHN F. CORDES D.D.S., P.A.

NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION

PLEASE READ CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION
IS IMPORTANT TO US.

OUR LEGAL DUTY

‘We are roquired by applicable federal and state law to mainzsin the privacy of your health information. We
are also required to give vou this Notice about our privacy practices, our kegal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this Norice
while it 1§ in effect, “This Notice takes effect April 14, gnos_ and will remain i effect until we replace it

We reserve the right 1o change our peivacy practices and applicable law penmits the terms of the Notice at
any ume, provided such changes. We reserve the nght to meke the changes in owr peivacy practices and the
new terms of our Notice effe for all bealth ion that we maindain, including health information
we created or received before we made the changes  Before we make a significant cliange in our privacy
practices, we will change this Notics and make the new Notice aviilable upon request.

You may rexquest a copy of onr Notice 3l any time. For more information about our privacy practices, o
for additional copies of this Notice, please contact us using (he information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment. payment. and healthcare operations. For
cxample:

Treatment: We may use or disclose vour health information to a physician or other healthcare provider
providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to
vou,

Healtheare Operations: We may use and disclose your health information in connection with our
include quatity and imypx acﬂnua
the qualifications of i i i and provider
training programs. itati ification, licensing or ialing activities




Your Authorization: In addition 1o our use of your health information for veatnent, payment of
tealtheare operations, yvou may give us written authorization (o use your health information or to disclose it
to anvone for any purpose. 1f vou give us an authorization. vou may revoke it in writing at any time. Your
revocation will not affect any use or disclosures permitied by your authorszation while it was i ellect
Unless vou give us wntten authorization. we cannot use or disclose vour heaith information for any reason
except those described in this Notice

To Your Family and Friends. We must disclose your health information (o you, as described in the
Patent Raghts section of this Notice. We may disclose your health information to a family member, frend
or ather person to the extent necessary to help with your healthcare or with payment for your healthcare.
but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health mformation to notify. or assist m the
notification of (inchding identifying or locating) a family member. vour personal reprosentative or another
person responsible for vour care, of your location, your general condition, or death If you are present, then
PIOT 10 UsE oF disclosure of your health informatron, we will provide you with an oppormunity 1o object to
such uses or disclosures. In the event of your judgment di: only health u that
is directly relevant to the person’s involvement in your healthcare. We will also usc our professional
Judgment and our experience with common practice W make reasowsble inferences of your best interest in
altlowing a person 10 pick up filled prescnptions. medical supplics, x-rays, or other simifar forms of health
information

Marketing Health-Related Services: We will not use vour health information without your written
authorization.
Required by Law. We may use or disclose your heallh information when we are required to do so by taw

Abuse or Neglect: We may disclose your health i 0 ies if we
belicve that you arc a possible victim of abuse. neglect. or domestic violenes 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 the health or safety of others.

National Security: We may disclose to malitary authorities the health information of Armed Forces
personnel under cenain circumstances. We may disclose (o authorized federal officials health information
required for l.nuful uuelhnenoc. counterintelligence, and other rational security activities. We may
disclose to or lisw official having lawful custody of protected health
information of inmate or patient under Certain Grcnmslances.

Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voikemail messages. postcards. or letters).

PATIENT RIGHTS
Access: You have the nght to kook at or get copies of your health mformation, with limited exceptions.
Disclosure Accounting' Yon have the right to receive a list of instances in which we or our business

associates disclosed your health information for purposes, other than treatment. payment, healthcare
operations and certain other activities, for the last 6 vears, but not before April 14, 2003,

Restriction: You have the right to request of protected health
information, including those retated to disclosures to ﬁalml\ mcmbcts othcr relatives, close personal
frvends, or any other person identified by you. We arc. however, not required 1o agree 10 a requested
restriction. 1f we do agree 10 a restriction. we must abide by it unless you agree i writing (o remove it
{excepl in an emergesicy )



JOHN F. CORDESDD.S, P A

724 Hunter St,
P. 0. Box 1570
Apex, N.C. 27502

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

I understand that, under the Health In & ity Act of 1996 (HIPAA), | have
omnngusmpm-ncymmngmypmmedlahh 1 that this & hon can
and will be used to:

* Conduct, plan and direct my treatment and follow-up among the multiple healthcare
Providers who may be involved in that treatment directly and indirectly
*  Obtain payment from third-party payers (insarance)
*  Conduct normal bealthcare operations such as quality assessments and physician
ficati

hdmowiedgeumllavemodvedvouNmuomeuyincsmlahnsa mmplue

of the uses and of my heaith that thi has the right to
change |lsNomcaanvwWﬁmmtom uﬂthlmymmmmmm
time at the address above to obtain a carrent copy of the Notice of Privacy Practices.

1 understand that I may request i writing that you restrict how my private information is used or disclosed
10 canry out treatment, payment or health care operations. 1 also understand you are not required 10 agree to
my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name:

ip 1o Patient:

Date:

Office Use Only
‘We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices. but
acknowledgement could not be obtained because:

o Individnal refused to sign
. G ications barricrs i ining the

o Other (Please Specify)




JOHN F. CORDES, D.D.S., PA.

Release to Opt-in for text and email

| agree to allow Dr John F Cordes, DDS, PA to send me automated text and email messages to
the number and email address | have provided for appointment notification and reminders.

Signed




