JOHNSTON DENTAL CARE, LLC

Johnstondentalcare.com reception@johnstondentalcare.com
1825 NW Hawthorne Ave. « GRANTS PASS, OR 97526 (541)479-6623

Welcome to Johnston Dental Carel

PATIENT INFORMATION

Charti#:
FOR OFFICE USE ONLY ;
Patient Name: N N . l
Last First Ml Prefarred Name J
Title: Geonder:” O Male O Female Family Status:” (O Maried () Single (O Chid () Other ‘
MriMsitrsiete 1
Birth Date:” Prev. Visit: Email Address:
Phone: " Best time to call;
Home Mobile Wark Ext
Address: *
Address 1 Address 2
* * *
Cily Stale Zip Code

Best Phone# To Leave a Detailed Voice Message:

Employer

Whom may we thank for referring you to our office?

SPOUSE INFORMATION OR RESFONSIBLE ADULT IF A MINOR (UNDER 18 YEARS)
The following is for: () tho patient's spouse () the person responsible for payment () both () neither-not applicable

Name:
Last First Mi Preferred Name
Title: Gender: () Male (O Femdle Family Status: {) Mamied O singe (O chig () Other
MrivisiMirsietc
Birth Date: Email Address:
Phone: Best time to call:
Heme Mabile Work Ext
Address:
Address 1 Address 2
Clty Stale Zlp Code

Employer




Johnston Dental Care
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU GAN GET ACCESS TO THIS
INFORMATION, PLEASE REVIEW |T CAREFULLY.

; Johnston Dental Cars
ifyoir have any questlons about his notlee, please conlacl the designaled privacy " .
officer of our office al kim@jchnslondantalcare.com iB26 MW Haulhorggi‘t\g féasnzt;i?ass, OR, §7626

Wa {ake our responaiblllly to safeguard yours protecled health Information very setlously. We value your trust as en Intportant part of our ablity fo provkie you wilh the best posstble medical core, We
are dedicaled Lo defending your right to 2 confidentlel relationship with your phystclan,

This notice Is Intended 3o Inform you of how we proledd, use, and disclose your information as wall as to explaln your right to coalrel these disclostires.

A, Your Health hiformation
Wa may use and disciosa heallh Information aboul you wilhaut your parndsston for the followlng purposes:

1. We may disciosa your Information for lrealment purposes and lo coordinale your medieal care,

2, Wa may dlscivse your Informatlon to ensure thal you recelve tnsurance beaellls.

3. Wo may disdlose your Informatlon Infemally {o enhance the oparation of our practice. This ncludes our commillment to revievilng the quality of care wa provide,
4, We may disclose your information ko comply with 2 limited number of legal requiremants as outliaed i thls notice,

Additlonal Infermallan regarding each of these disclosures Is providad In this notlce. n any case, we wilt only disclose the inlmum ameunl of informallon necessary for the purpose # wes requosted,

B. Cur Dufles

We aro required by law fo keep your Information privale. We mus also provide you with this Notlce and ablde by s fenns. We may need to sevise our privacy practices from me (o lime. We
expressly reserve the right (o change our Notlce of Privacy Praclices and maka the nevs lrms affeciiva for ail information cavared by otir Nolie. If stich changes oceur, we will let you knowr aboul the
new derms by providing a copy of lhe changes,

C. Your Privacy Rlghts
Please note at you are snlitlad o specific rights regacdlng the vse and disclosuse of your Informutlon. We have Iisted your righls balow:

1, Rlght fo Inspact and Capy. Youhave the right to Inspect and copy your heakh Information, such as medical and billing records, that wa usa fo make declstans about your care, You must submit
aviitten request to our deslgnaled conlact to Inspact andfor copy your information. i you request a copy of your informatlon, we may charga a fea for the cosls of copylng, malling, or other
assoclaled supplles. You may akso choose to recalva a copy of your healih information in efectronls fom.

We may deny your request to Inspact andfor copy Information in cerlaln limited clrcunysiances. I your are denled access fo your health infermation, you can ask Lhat the denlal be revlewed., | the faw
requles such a review, we wil salect a lcensed heallhcare professtonat to review yous request and our denfal, The persan conducting tho review will nol be the parson who danled yous requasl, and
wa whl comply with the oulcome of the review.

2, Right to Amend, !f you befieva our records conlaln errors, you may riake & wrillen request that they are amended. We ressive the rght to review your request and can decling to amend he
record, We are requlred lo place a copy of your proposed amendmen! In the recerd aven when wa do not agree to amend the record iisell.

Wa may deny your request for an amendment if we did nol create the lnformation, untess the person or enlity thal created the Informallon is no Jonger avaliabla lo maks the emendmant,

3, Right to Request Restrictions. You have the right to requas! restrclions on the use and disclostire of your Informatlon, We are not raquired lo agree to your request. [Twe do agraa, we wil
comply fo tha best of our abllity uniess the nformation 1s needad to provide you wilh emergency frealment, To request residollons, you may complete and submit the Request for Restdcllan on
Use/Disclosusa of Medlcal Information to our designated Prvacy OfficerContact. If your restdclion Invalldalos your lnsurance coverags, we may reqalre you to execule & waiver of insurance henellis
aid & payment agreement,

4. Right to Reques| Cotlldentlal Connnlcations, You bave We dght lo request thal we communicate with you aboul medleal matless In a certaln way or at a cerlain locallon. Far example, you
can ask thal we only confact you atwork or by mail,

To request confidantial communications, you tay cemplate and submit the form Requesl for Reslricllon on Use/Disclesure of Medical Informallon o our deslgnaled Pvacy OfficarContact, We vl
a0l ask you the reason for your requesl. We wil accommodale all reasenable requests. Your request musl speclfy how or where you wish lo bs conlacled,

5, Rightto a Paper Copy of This Notlze, You have tha right to & paper copy of this nailce, You may ask us fo glve you a copy of (hls nollee al any lime. Even if you have agraed to recelve il
eleclronlcally, you are sil enfifled fo a paper copy. Ta ablaln such a copy, contatt our deslgnated Privasy OfficerConlact,

8, Right to an Accounting of Disclosuros. You have the rght to request an “acccunting of diselosures.” This s a sl of the disclosures we made of medlsal Informatlon about you for puiposes
other than trealment, paymeni, and health caro operations,

To oblaln s Nat, you must submlt your request In viitng to our deslgnaled Privacy Officar/Coniact. | mus{ sfafe a Umo period which may nol be onger than slx yeurs and may nol Includs dales
before Aprl 14, 2003, Your request should Indlcate in what formal you want the llst {for example, on paper or slectonicaliy).

Tha firs( list you requsst within 12 months whi be free. For addltional lists, wa may charga you for the costs of providing the llst, We wil nolify you of tha cost Involved and you may choose lo
withdraw or modify your request al thad Ume hefore any charges are Incurred.

1. Complatnts and hwveslgations

We have developed procedures for invesligaling any comptaints o7 coricams you may have regarding outr use and diselostre of your Information or any alher complaint regarding our services, The
taw allows you {o contact the Secrotary of the Depariment of Heallh and Human Services with complainds about our use and disclosurs of Information,

You imay also conlact or ornvslle Pivacy OfficeriContact who Is dedicaled to fiwestigaling complalnts regarding the use and disclosure of Informalion I our care. Wae will nof and tegally cznnot
ralallate against you for eny complalnt,

F. Types of Use and Disclesure of Your Protectod Heallh Informatlon
We may disclose your Informatlen for the following pumoses villoul your consent:

1, For Trartmont Purposes. We may disclosa [aformatlon needed lor the proviston, coordinallon, or managament of heatth care and rolaled services, including the coordinatton batveen out office
and a third party, such a3 a eensullatlon between medical providers or a referral from our offica to anather provider, Persenaal in our affice may share Informellon abot{ you and disclose Informalion
lo paopla who do nol work In cur alfies In ordar 1o coordinate your cars, such as phonlng presariplions 1o your phamigsy, schaduilng lab wosk, and ordering X-rays, Famlly members and other
healthcare providars may be part of your medical care oulslde this office and may requlrs Infarmalion abotil you that ve have.

2. For Payntent, To oblahn ralmbursement from your Insursr, we may be required lo disclose your Informallon. This may lie necessaty for determinlng your ellgibility for caverage and adjudicafion of
clalms, billing clalms managamend, and cellactlons aclivillss, We may also be requlred to disclose yaur Infermatlon o your Insurer Lo review the medical necesslly, coverags, appropriatoness, or
Juslificallon of our charges.

For example, wa may need lo glve your lipalih plan information about a servius you recelved hare so your health plan wiil pay us or relmbirse you for the seivice, Wo may also 6l your health plan
about a trealment yous wil recaive to oblan prlor appioval or determine whather your plan will cover the freaimant. You hava the right to resticl disclostires of your PHI o a heallh plan if you have
pald aulol-pecket In feli for tha lreatment.
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3, For Hoalth Care Operations, We may use and disclose haallh information about you to run tha office and make sure that you and eur olher pationts recelve qualily care. Heallhcase operatlons
may helude;

» Quality assessment and Improvemend activitles

¢ Revlewing the compalenca or quallficallons of healthcarn professionals or svaluating practlloner and provider performance

« Conducling tralning progrems, accradiiation, carificalion, llcersing, or tredentialing activilles

+ Arranging for or conducling & medical rvivw, lega! services, or audiitg funcllons, Including fraud and abuse delection and compliance progranss
+ Managlng and operating gur practice, Inchiding activitles such as customar setvlca and complaint resolutlen

F. Appolntment Romfiders
We may confacl you {vla voicemall messeges, posteards, or lellars} a3 a renindar that yeu have en appatatmant for yoiir freatment or medieal care at our offica,

G, Treatmeni Allemalives
W miay {afl you about or recommend possible treaiment apllons or altemefives that ey Interest you. We also may tefi you sboul health-telaled producls or services lal may be of Interest o you.

H, Marke!ng Health-Related Services
Wa will not use your haallh Information for markeling communlcations without your wrilten prior authorization, We will nol sell your PHI to anofher organtzation for markeling or any olher purposes.

1. $pacial Siuations
Wa may use or disclose heallh Information about you withoul your permisslon for the followlng purposes, subject fo all applicable legal requirements and limitatlons:

1. To Avert a Sorlous Threat to Healllh or Safely, We may tse and disclosa heallh informalion aloid you when necessary fo prevent a serlous throal o your hesith and safely of the health and
safaty of he pubile or anolher parson.

2. Required By Law, We will discloss health Informallon about yote when required lo do so hy fedaral, slals, or losal lav.

3. Research, We may use and disclose heallh Information about you for ressarch projecls, subject o a unlgue epprovel process. We will ask you for your pesmisslon If the researcher will have
accoss fo your name, address, or olher Information that reveals who you ara or wilf be Involved In your care al fie office,

4, Orggan and Tlssie Donatlon, I yolt ate an organ denor, wa may raleass heaith Information fo organizallons that handls organ procuzamant or organ, eye, or lissue transplantaiion, o an organ
donatlon bank as nacassary fo fachiate such donatlon and transplantation.

5. Military, Velerans, Nallopal Securlty, andt Intelligence. Suppose you are or wese a member of the armed forces or part of the naflonal securlty or infelfigence communifies, In that case, we may

be required by miftary command or olhar govemment authanlies to release health Information about yous, Wa may also release Information aboul forelgn millary personned to the appropriale foralgn
mlfitary authority.

6. Workors' Compansallon, We may release heallh Informatien about you for workers' convpansation or simllar programs, These programs provide benalits for work-rslated Infures or linesses.

7. Pubilc Health Risks. We may disclose health lnformatien about you for publio health reasons fo pravant or condrol disease, Injury, or disabllity; or reporl bisths, deaths, suspecled abuse, or
neglect, non-accldanial physleal Injurles, reaclions fo medications, or problems with produsts,

8. Haallh Overslght Activities, We may disclose heailh aformatlon lo & health overskghl agency for audils, Investigations, Inspections, o licensing purposes. These disclosutes may be nacessary
for specific stalo and federal agencles 1o monlforhe health cere system, govemment programs, and comphance wilks elvl dghts laws,

9, Lawsuits and Dlsputes. | you ara Tavolved In a lawsuil of a dispute, we may disclosa heallh Information about you In respense to a court or administrative order, Subjact {o alf appiicable legal
requirements, we nay also dlsciose heallh Informallon aboul you In response {o a subpoena.

10, Law Enforcement, We may release health inforrnatlon If asked (o do so by a law enforsement officlal In sesponse lo a court order, suhpoena, warrand, summons, of slkallar process, sisbjsct to all
applicable legal requiremants.

44, Coroners, Medlcal Examiners, and Funeral Directors. We may release fisalls Informatlon lo a corener or medical examiner. This may be necessary, for example, to identfy a deceased
person or o delermine the cause of death,

42, tnformatlon Mot Perscnally identifiahle. We may use or disclose healll Information aboul you In a way tal doas not parsonally identlfy you or reveal wha you are,

13, Famlly and Frlends, We may dlsciose hoalth Information about you lo yeur family members or fends If we obtaln yaur veshal agreement to do 50 of If we allow you to ohjecl fo such a disclosure
and yol do not ralse an obleclion, We may slso disclose heallh informatlon fo your famdly or fends i we can fafer from the clreumstancas that you would not objec hased on our professionet
Juggment,

14, Deceased Person’s, PHI may ha disclosed by our practice lo family or olhers Invelved In Uie person's cats or paymenl {or care umless our praciloe knows the deceasad preferred that cestaln
paople not recelva the PHI, Dsclosures are fmlled fo the PHI direclly relevant to the persen's [nvolvement,

For oxample, wa may assume you agres {o our disclosure of your parsonal heaili: Information Lo yeur spouse when you bitng your spouss will yoi? Inte the 6xem roons durdng realmenl or while
{realmani is discussed,

I sltualions whera you ara nol capable of gving consent {because you ara nol presant or dus to your Incapaclly or medleat emergency), we may, using our profassional judgment, delerming lhat &
diselosure to your famlly mamber of fitend Is In your best Interasd, In that slluatlon, we Wi disclose orly heallh Informalion relevant o tha person's fnvolvemant In your car,
J, Othar Uges and Dselosures of Health {nformation

Wa will nol use or disclose your heallh Information for any puipose other tan those identified In the previous sectlons without your speclfio willen auihorization, We must oblalr your aulhosization
separals from any consent vo may have eblalned from you.

If you glve us authorizatlon 1o Use or dlsclosa healtls Informalion abotl you, you may revoke that aulhorizatlon in weiling al any Bme,

If you revoke yout authorizaticn, we Wil no longor vse or disclose information about you for the reasons covered by your willlen aulhorizalion, Howaver, we caniiol ake back any usos or disclosures
alreedy made with your permisslon,

You have the right lo b nofifled following a breach of your PHI by our practice.
K. Speclal Nole Reynrding Rehrodustive Heallh
In camphance with the HHS Reproductive Health Prvacy Rule, wo wiil ensura thal any uses or disclostres of your protecled heallhinformatlon (PH1) refaled to zaproductive heallh will nol Interfore

willly your righls under this ule, Wa will provita adequala nollcs of the uses and disclosures of such records and will adhere fo ail spplicable legal protactiens to malntatn the confidentlality and
privacy of your reproduclive heallf Informetion,

L, Complainds

If you bolievo your privacy righls have been violated, you may fils a complaint with cur offlca or with the " dohnslon Denlat Care
Secietary of tha Depasiment of Heallh and Human Services. To e a complafat with our offlcs, ontact: 1825 NW H“"Am”é‘; ?J‘;‘;g %rggés Pass, OR, 97628

Yol will nol he penalized for filfng a complalnd,
Johnslen Denlal Gara Paga 2 of 2




As a condition of treatment by this office, financlal arrangements must be made in advance. The practice depends upon reimbursement from patients for the
costs incurred in thelr care. Financlal responsibllity on the part of each patient must be determined hefore treatment. All emergency dental services, or any dental
services performed without previous financial arrangements must be paid for in cash at the time services are performed unless other arrangements have been
made. A service charge of 1.5% per month {(18% annual) may be applied to any account with an unpaid balance that exceeds 50 days, unless previously wrilten
financial arrangements are satisfied. | understand that any fee estimate for this dental care can only be extended for a peried of six months from the date of the
patient examination. in consideration for the professional services rendered {o me by this practice, 1 agree {o pay the charges for the services at the time of
treatment or within five days of bilfing if credit is extended. { further agree that the charges for services shall be as billed unless | objected to, by me, in wriling,
within the time payment is due. | further agree that a waiver of any breach of any fime or condition hereunder shall not constitute a waiver of any further term or
condition and | further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. | grant my permissicn to you or your assignee, 1o
telephone me to discuss this statement or my {reatment. | am authorizing the practice o release all information necessary fo secure payment of benefits, and 1
authorize my insurance company to pay the dentist all insurance benefits for rendered services. | authorize the use of this elecironic signalure cn ail insurance
submissions. | understand that | am firancially responsible for all charges incurred by myself or my dependenis regardless of any Insurance benefit paid or not
paid by my insurance company.

Signature Date

HIPAA ACKNOWLEDGEMENT

I authorize Johnston Dental Care fo use and disclose a copy of the specific health and medical information described below regarding patient treatment and care.
if the information to be disclosed contains any of the types of recerds or information listed below, additional laws relating to the use and disclosure of the
information may apply. | understand and agree that this information will be disclosed if | piace my initials in the applicable space next to the type of information.

HIVIAIDS information

Mental health information

Genetic testing infermation

Drug/alcohol diagnosis, treatment, or referral information

| understand that the information used or disclosed pursuant to this authorization may be subject to redisciosure and no longer be proteciad under federal law.
However, | also understand {hat federal or state law may resirict redisclosure of HIV/AIDS information, mental healih information, genetic tesfing Information and
drug/aicohol diagnosis, treatment or referral information.

PROVIDER INFORMATION: You do nof need to sign this authorization. Refusal to sign lhe authorization will not adversely affect your ability to receive health care
services or reimbursement for services. The only circumstance when refusal to signh means you will not receive health care services is if the health care
services are solely for the purpose of providing health information to someone else and the authorization is necessary {¢ make that disclosure.

You may revoke this auihorization in writing at any time. f you revoke your authorization, the information described above may no longer be used or disclosed for

the purposes described in this written autherization. The only exceplion Is when a covered enlily has taken action in rellance on the authorization or the
authorization was obtained as a condition of obtaining insurance coverage.

Signature Date

Permission to Disclose Health Information

We may disclose your health infarmation {o a family member, personal reprasentative, friend or other person o the extent necessary 1o help with your healthcare
or with payment for your healthcare, bui only if you agree that we may do so. Please list the individuats below who have ycur permission to share your health
information:

Name of Person(s) and Conditions of Access

Name of emergency contact *

Relationship to patient *

Phone # *

MEDICAL HISTORY

Primary Physician's Name and Phone #




Do you have, or have you had, any of the following?

[ Pre-med Required
[ ] Allergy - Sulfa

{7] Allergy - tbuprofen
[] Asthma

D Blood Thinner

D Easy Bruisng

[] Hearing Loss/Deafness
[ impaired Eyesight
[] Pacemaker

[_] Steroid Treatment
[} Weight Gain/Loss

] Allergy - Erythro

[] Aergy - Aspirin

|:| Anemia

[_] Back Problems

D Cancer/Tumor

] Eating Disorder

[] Heart Problems

[ ] tntestinal Problems
[ ] Psychiatric Disorder
[ ] stomach Ulcer

[] Attergy - Seasonal
[T Aliergy - Codiene
[:! Anxiety/Depression
[ Blood Disorder

[ ] chemotherapy

[ Fainting Spelis

] Hepatitis

i:] Kidney Disease

[ ] Respiratory Problem

{7} stroke

Do you have any allergies that are not listed above? () Yes () No

|:| Allergy - Dentai Anesthstic D Allergy - Latex

E:I Allergy - Clindamycin
[ ] Artificial Heart Valve
{ "] Blood Pressure - High
[ ] Diabetes

[ Headaches-Migraines
D Herpes

[ ] Meurologic Disorder
[ ] seizuresfizpiepsy

[ Thyroid Diszase

[ Allergy - Penicillin

[] Atificial Joint

[[] Blocd Pressure - Low
[ ] brugraicohol Abuse
["] Headaches-Tension
[ Hv/AIDS

[} Ostecpenia/porosis
] sinus Protlems

[[] Tuserculosis

Have you ever been hospitalized or had a major operation? () Yes {) No

If yes, please explain:

Have you ever had a serlous head or neck Injury? ( Yes (O o

If yes, please explain:

Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? O Yas O No

If yes, please provide medication name and dosage;

Have you ever had total joint replacement or heart valve replacement surgery? O Yes O No

if yes, please provide date and name of surgeon:

Have you ever beon required to take antibiotic premedication prior to dental visits? O Yes O No




Do you use tobacco? () Yes () No

If yes, please describe usage and histery:

De you have a history of controlled substance abuse? () Yes (O No

If yes, please explain:

Do you use marijuana?
[Ino [T Medicinally [ Recreationally

Describe any current medical treatment, impending surgery or other treatment that may possibly affect your dental treatment:

List all medications or herbal remedies (including regular dosages of asprin). If you prefer you may also provide an alternate list.

WOMEN CNLY:
Are you:

D Pregnant/Trying to get pregnant E:] Taking oral contraceptives |:] Nursing

Have you ever had any serious iliness not listed above? If yes, please provide necessary details for any of the conditions selected above or
not listed above,

OvYes Oho

DENTAL HISTORY

How would you rate the current condition of your mouth?

(O Excellent ) Good () Fair QO Poor

Previous Dentist

Date of last X-Rays & Exam
() Within the last yaar ) Within the last 2-6 years  {{) Longer than (5) years

Whan were your teeth cleaned last?
() within {6) months O within the last year () 2-5 years (O Longer than (5) years

How often do you brush your teeth?
O 1xday (O 2-3xday (O 1 x week O Infraquentiyfinconsistently

How often do you floss your teeth?
(O 1 x day () 2-3 x week O 1 xweek (O Infrequently/inconsistently




| routinely see my dentist every:

Oamo O4mo Oemo O 12me (O Not routinely
Have you been treated for gum disease? (O Yes (O No

Have you had orthodontic treatment (braces/invisalign)? O Yes O MNo

Do you have dry mouth? () Yes () Mo

What is your immediate concern? {Check all that apply) *

{ "} sensitivity te Hot or Cold [] BrokeniChipped Teeth

{1 Faod catching between teath [ Stained/Dark Testh

D Blisters/Sores in or Around Moulh [] Pericdontat Disease

{1 Orthodontics/Clear Correct/Crooked or Crowded Teeth [[] Sensitivity/Pain YWhen Chewing
{ ] Unpleasant Taste/Bad Breath [] oral cancer

[ Missing Teeth [} Wisdom Teeth

D Routine Check Up/Cleaning

If other, please describe your concern:

Past dental axperience, {Check all that apply}):
[:I Had an unfavorable dental experience 1:[ Had a reastion to [ocal anesthetic I:I Had complications from past denta! treatment

D Had trouble getting numb D Have had no problem with past dental visits

What can we do to make your dental visit more comfortable for you today?

SCCIAL MEDIA RELEASE

I give Johnston Dental Care the rlght to use photos taken of me for posting on social media applications like, but not limited to: Facebook,
Twitter, Instagram or their website. | understand that saying yes indicates an agreement and will act as my signature for this consent,

O Yes O No

1 give Johnston Dental Care the right to use my photos for in office use on, but not limited to: TV displays, before and after books and
educational slideshows. | understand that answering yes to this question wilf service as my signature for this consent,

O Yes O No

1 give Johnston Dental Care the right to use photos of my teeth, but not of my face or any part of me that would be recognizable to someone
else for, but not limited to: Social media posts, educational pamphiets or slideshows, patient education, before and after comparisons or
advertisement. | undsrstand that answering yes to this question will serve as my signature for this consent,

OYes ONO

FOR PARENTS OF MINOR CHILDREN: | give Johnston Dental Care permission to use photos taken of my child during their visit for, but not
limited to: secial media posts, no cavity club lists/displays, advertisement or in office display. | understand that by answering yes to this
guestion it will serve as my signature on this consent,

O ves O o

| agree that | answered this questionaire to the best of my abHity. Full disclosure of my medical history and condition is my responsibility and
failure to do so accurately cannot be the responsibility of my dental provider. | understand that by selecting yes in this response it is acting
as my electronic signature on this document. *

O Yes ONo

Response Date:




