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Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible

dental care. To help us meet all your dental healthcare needs, please fill out this form completely in ink. If you
have any questions or need assistance, please ask us - we will be happy to help.

Personal Information
Date
Birthdate
SS #/SIN

Name

Wishes to be called

Male Female Married Divorced Widowed Separated

Address
State/ Zig/
City Prov P

Employer Occupation

Referred by

g‘ Responsible Party

Who is responsible for the account?

Name

Relationship to patient
Birthdate Driver’s License #
SS #/SIN
Address

City
Employer

Occupation
Work Phone Ext. #
Home Phone Cell Phone

Home Phone
Work Phone
Cell Phone

Where do you prefer to receive calls? Home
When is the best time to reach you? Time

In the event of an emergency, who should we contact?
Name Relationship




Dental Insurance Information

Primary Insurance
Name of Insured

Relationship to patient

Insured's birthdate

SS #/SIN

Employer

Date Employed

Occupation

Insurance Company

Group #

Employee/Cert. #

Ins. Co. Address

Deductible

Amount already used

Max. annual benefit

é Authorization and Release

Additional Insurance
Name of Insured

Relationship to patient

Insured’s birthdate
SS #/SIN
Employer

Date Employed

Occupation

Insurance Company

Group #

Employee/Cert. #

Ins. Co. Address

Deductible

Amount already used

Max. annual benefit

| authorize the dentist to release any information including the diagnosis and the records of any treatment or examination
rendered to me or my child during the period of such Dental care to third party payors and/or other health practitioners.
| authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise

payable to me.

| understand that my dental insurance carrier may pay less than the actual bill for services. | agree to be responsible for
payment of all services rendered on my behalf or my dependents.

X

Signature of patient or parent/guardian if minor

@ Financial Arrangements

For your convenience, we offer the following methods of payment.
Please check the option which you prefer.
Paymenqt in full at each appointment.

Cash

Personal Check
Credit Card Visa MC

| wish to discuss the dental office’s policy.

Late Charges

If | do not pay the entire new balance within 25 days
of the monthly billing date, a late charge of 1.5% on the
balance then unpaid and owed will be assessed each
month (if allowed by law). | realize that failure to keep
this account current may result in you being unable to
provide additional dental services except for dental
emergencies or where there is prepayment for additional
services. In the case of default on payment of this
account, | agree to pay collection costs and reasonable
attorney fees incurred in attempting to collect on this
amount or any future outstanding account balances.

Thank you for filling out this form completely. The information you have provided will help us serve
your dental healthcare needs more effectively and efficiently. If you have any questions at anytime,
please ask - we are always happy to help.




Olim & Associates

Notice of Privacy Practices

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.

We are required by law to maintain the privacy of praotected health information, to provide individuals with notice of our legal duties and privacy practices with respect
to protected health information, and to notify affected individuals following a breach of unsecured protected health information. We must follow the privacy practices
that are described in this Notice while it is in effect. This Notice takes effect January 1, 2018 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law, and to make
new Notice provisions effective for all protected health information that we maintain. When we make a significant change in our privacy practices, we will change this
Notice and post the new Notice clearly and prominently at our practice location, and we will provide copies of the new Notice upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using
the information listed at the end of this Notice.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose your health information for different purposes, including treatment, payment, and health care operations. For each of these categories, we
have provided a description and an example. Some information, such as HIV-related information, genetic information, alcohol and/er substance abuse records, and
mental health records may be entitled to special confidentiality protections under applicable state or federal law. We will abide by these special protections as they
pertain to applicable cases involving these types of records.

Treatment. We may use and disclose your health information for your treatment. For example, we may disclose your health information to a specialist providing
treatment to you.

Payment. We may use and disclose your health information to obtain reimbursement for the treatment and services you receive from us or another entity involved
with your care. Payment activities include billing, collections, claims management, and determinations of eligibility and coverage to obtain payment from you, an
\nsurance company, or another third party. For example, we may send claims to your dental health plan containing certain health information.

Healthcare Operations. We may use and disclose your health information in connection with our healthcare operations. For example, healthcare operations include
quality assessment and improvement activities, conducting training programs, and licensing activities.

Individuals Involved in Your Care or Payment for Your Care. We may disclose your health information to your family or friends or any other individual identified by
you when they are involved in your care or in the payment for your care. Additionally, we may disclose information about you to a patient representative. If a person
has the authority by law to make health care decisions for you, we will treat that patient representative the same way we would treat you with respect to your health
information.

Disaster Relief, We may use or disclose your health information to assist in disaster relief efforts.
Required by Law. We may use or disclose your health information when we are required to do so by law.

Public Health Activities, We may disclose your health information for public health activities, including disclosures to:
o] Prevent or control disease, injury or disability;
Report child abuse or neglect;
Report reactions to medications or problems with products or devices;
Notify a person of a recall, repair, ar replacement of products or devices;
Notify a person who may have been exposed to a disease or condition; or
Notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect, or domestic violence.

G o oc oo

National Security. We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may disclose to
authorized federal official’s health information required for lawful intelligence, counterintelligence, and other national security activities. We may disclose to
correctional institution or law enforcement official having lawful custody the protected health information of an inmate or patient.

Secretary of HHS. We will disclose your health information to the Secretary of the U.S. Department of Health and Human Services when required to investigate or
determine compliance with HIPAA.

Worker’s Compensation. We may disclose your PHI to the extent authorized by and to the extent necessary to comply with laws relating to worker's compensation
or other similar programs established by law.

Law Enforcement. We may disclose your PHI for law enforcement purposes as permitted by HIPAA, as required by law, or in response to a subpoena or court order.

Health Oversight Activities. We may disclose your PHI to an oversight agency for activities authorized by law. These oversight activities include audits, investigations,
inspections, and credentialing, as necessary for licensure and for the government to monitor the health care system, government programs, and compliance with civil
rights laws.

Judicial and Administrative Proceedings. If you are involved in a lawsuit or a dispute, we may disclose your PHI in response to a court or administrative order. We
may also disclose health information about you in response to a subpoena, discovery request, or other lawful process instituted by someone else involved in the
dispute, but only if efforts have been made, either by the requesting party or us, to tell you about the request or to obtain an order protecting the information
requested.

Research. We may disclose your PHI to researchers when their research has been approved by an institutional review board or privacy board that has reviewed the
research proposal and established protocols to ensure the privacy of your information.
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deceased person or determine the cause of death. We may also disclose PHI to funeral directors consistent with applicable law to enable them to carry out their
duties.

Fundraising. Our dental practice will in no way use patient information in connection with any type of fundraising practices. Olim and Associates will not sell your
persanal information to any third party for benefit of an additional income.

Other Uses and Disclosures of PHI

Your authorization is required, with a few exceptions, for disclosure of psychotherapy notes, use or disclosure of PHI for marketing, and for the sale of PHI. We will
also obtain your written authorization befare using or disclosing your PHI for purposes other than those provided for in this Notice (or as otherwise permitted or
required by law). You may revoke an authorization in writing at any time. Upon receipt of the written revocation, we will stop using or disclosing your PHI, except to
the extent that we have already taken action in reliance on the authorization.

Your Health Information Rights

Access. You have the right to look at or get copies of your health information, with limited exceptions. You must make the request in writing. You may obtain a form
to request access by using the contact information listed at the end of this Notice. You may also request access by sending us a letter to the address at the end of this
Notice. If you request information that we maintain on paper, we may provide photocopies. If you request information that we maintain electronically, you have the
right to an electronic copy. We will use the form and format you request if readily producible. We will charge you a reasonable cost-based fee for the cost of supplies
and labor of copying, and for postage if you want copies mailed to you. Contact us using the information listed at the end of this Notice for an expianation of our fee
structure.

If you are denied a request for access, you have the right to have the denial reviewed in accordance with the requirements of applicable law.

Disclosure Accounting. With the exception of certain disclosures, you have the right to receive an accounting of disclcsures of your health information in accordance
with applicable laws and regulations. To request an accounting of disclosures of your health information, you must submit your request in writing to the Privacy
Official. If you request this accounting more than once in a 12-manth period, we may charge you a reasonable, cost-based fee for responding to the additional
requests.

Right to Request a Restriction. You have the right to request additional restrictions on our use or disclosure of your PHI by submitting a written request to the Privacy
Official. Your written request must include (1) what information you want to limit, {2) whether you want to limit our use, disclosure or both, and (3) to whom you
want the limits to apply. We are not required to agree to your request except in the case where the disclosure is to a health plan for purposes of carrying out payment
or health care operations, and the information pertains solely to a health care item or service for which you, or a person on your behalf {other than the health plan),
has paid our practice in full.

Alternative Communication. You have the right to request that we communicate with you about your health information by alternative means or at alternative
lacations. You must make your request in writing. Your request must specify the alternative means or location, and provide satisfactory explanation of how payments
will be handled under the alternative means or location you request. We will accommodate all reasonable requests. However, if we are unable to contact you using
the ways or locations you have requested we may contact you using the information we have.

Amendment. You have the right to request that we amend your health information. Your request must be in writing, and it must explain why the information should
be amended. We may deny your request under certain circumstances. If we agree to your request, we will amend your record(s) and notify you of such. If we deny
your request for an amendment, we will pravide you with a written explanation of why we denied it and explain your rights.

Right to Notification of a Breach. You will receive notifications of breaches of your unsecured protected health information as required by law.

Electronic Notice. You may receive a paper copy of this Notice upon request, even if you have agreed to recewve this Notice electronically on our Web site or by
electronic mail (e-mail).

Questions and Complaints
If you want more information about our privacy practices or have gquestions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or if you disagree with a decision we made about access to your health informition or in response
to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative
locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of
Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health informatien. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department
of Health and Human Services.

Olim & Associates
Attn: Privacy Officer
1615 South Fry Road
Katy, Texas 77450
(281) 452-6546

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distnibution by any other party requires the prior written
approval of the American Dental Association. This material is educational only, does not constitute legal advice, and covers only federal, not state, law. Changes
in applicable laws or regulations may require revision. Dentists should contact their personal attorneys for legal advice pertaining to HIPAA compliance, the
HITECH Act, and the U.S. Department of Health and Human Services rules and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved.



OLIM AND ASSOCIATES

* You May Refuse to Sign This Acknowledgment*
I have received and read a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

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

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the
prior written approval of the American Dental Association. This material is for general reference purposes only and does not constitute legal
advice. It covers only HIPAA, not other federal or state law. Changes in applicable laws or regulations may require revision. Dentists should
contact qualified legal counsel for legal advice, including advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of
Health and Human Services rules and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved.



Olim and Associates
Authorization Form for Use and Disclosure
Of Protected Health Information (PHI)
And Treatment, Payment and Healthcare Operations (TPO)

Print Patient’s Name Date

I hereby give my consent for Olim and Associates to use and disclose protected health information (PHI) about me to carry out
Treatment, Payment and Health Care Operations (TPO). The Notice of Privacy Practices (NPP) provided by Olim and Associates
describes such uses and disclosures more completely.

I have the right to review or request a copy of the Notice of Privacy Practices (NPP) prior to signing this consent. Olim and
Associates reserves the right to revise its Notice of Privacy Practices at any time according to the current law. A revised Notice of Privacy
Practices may be obtained by forwarding a written request to Olim and Associates, Attn: Privacy Officer, 1615 South Fry Road, Katy,
Texas 77450.

With this consent, Olim & Associates may contact me in person or by calling my home and/or any other alternative phone
number; and may leave a message on voice mail in reference to any item that assist the practice in carrying out TPO, such as
appointment reminders, insurance issues or concerns pertaining to my clinical care, including laboratory test results, or among other
pertinent information concerning my care.

With this consent, Olim and Associates may mail to my home or other alternative location any items that assist the practice in
carrying out TPO, such as appointment reminder cards, patient statements, insurance information and practice notices pertaining to my
care.

With this consent, Olim and Associates may e-mail to my address or other alternative location any items that assist the practice
in carrying out TPO, such as appointment reminder cards, patient statements, insurance information and practice notices.

With this consent, Olim and Associates will not sell my information to any third party for benefit of an additional income.

With this authorization, Olim & Associates can release my PHI to other physicians in reference to my care, insurance
companies and claim processing warehouses limited to only necessary information pertaining to my care and insurance claims

I have the right to request that Olim and Associates restrict how it uses or discloses my PHI to carry out TPO. I will put my
requests in writing to the Olim & Associates, Attn: Privacy Officer, 1615 South Fry Road, Katy, Texas 77450. The practice is not required
to agree to my requested restrictions, but if it does, it is bound by this agreement.

With this consent, I authorize Olim and Associates the release of information including the diagnosis, records; examination
rendered to me and claims information. This information may be released to:

0 Spouse or Significant Other Child

Information is not to be released to anyone.

I hereby authorize the use and disclosure of the patient information as described above. I understand that information
disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by HIPPA
Privacy regulations. By signing this form, I am consenting to allow Olim & Associates to use and disclose my PHI to carry out TPO.

Signature of Patient or Legal Guardian Printed Name of Signee Date

I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior
consent. If I do not sign this consent, or later revoke it, Olim and Associates may decline to provide treatment to me.

Patient Signature: declines to sign Use and Disclosure of PHI

Date: Employee Initials:




OLIM AND ASSOCIATES
Agreement to Receive Electronic Communication

| am giving Olim & Associates the permission to email communicate and forward requested
correspondence to me by email. | have listed my email address listed below and | understand
the risks involved through email correspondence and accept this risk.

Patient Name: Date of Birth:

| agree that the dental practice may communicate with me electronically at the email address
below.

| am aware that there is some level of risk that third parties might be able to read
unencrypted emails.

I am responsible for providing the dental practice any updates to my email address.
| can withdraw my consent to electronic communications by calling:

281-492-6546 [practice’s telephone number].

Email Address (PLEASE PRINT CLEARLY):

Patient Signature:

Date:

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the
prior wrilten approval of the American Dental Association. This material is for general referance purposes only and does not constitute legal
advice. It covers only HIPAA , not other federal or state law. Changes in applicable laws or regulations may require revision. Dentists should
contact qualified legal counsel for legal advice, including advice pertaining to HIPAA compliance, the HITEC H Act, and the U.S. Department
of Health and Human Services rules and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved.



(’
PATIENT NAME TODAY'S DATE
HOME ADDRESS DATE OF BIRTH
HOME PHONE
E-MAIL CELL PHONE
EMPLOYER BUSINESS PHONE
INSURANCE CO. SS#/SIN
PATIENT MEDICAL HISTORY
PHYSICIAN OFFICE PHONE DATE OF LAST EXAM
YES NO
1. Are you under medical treatment now? 7. Are you dllergic to or have you had any reactions to the following?
2. Have you ever been hospitalized for any YES NO | YES NO YES NO
surgical operation or serious iliness? Dl:ll(_ocal onesfheﬂ;:s DDBG’b'fUFOTes I:":lASD'”“
eg. novocaine
3. Are you taking any medication(s) - )
including non-prescription medicine? DPe?g:luhtr'\ or ofher I:":lSedohves I:":lOTher
antibiotics NN
If yes, what medication(s) are you taking? I:”:l _
Sulfa Drugs Dl:llodlne
8. WOMEN ONLY: YES NO
4. Do you use tobacco? @) Are you pregnant or think you may be pregnant?
b) Are you nursing?
5. Do you use alcohol, cocaine or other drugs? ¢) Are you taking birth control pills?
6. Are you wearing confact lenses? 9. Do you have a persistent cough or throat clearing not cssociofecli:|

with a known iliness (lasting more than 3 weeks)?

[]

JNVN
IN3ilvd

10. Do you have or have you had any of the following?

YES NO

OOOooooaodoon
I o O

YES NO

[ [ Heart Disease

[1 [ Cardiac Pacemaker
O O Heart Murmur

[ O Angina

[ [ Anemia

[ [ Emphysema

[ [ Cancer

(1 ] Arthitis

High Blood Pressure
Heart Attack
Rheumatic Fever
Swollen Ankles
Fainting / Seizures
Asthma

Low/High Blood Pressure
Epilepsy / Convulsions
Leukemia

Diabetes

Kidney Diseases

AIDS or HIV Infection
Thyroid Problem

[ [ Hepatitis / Jaundice

[ [ stomach Troubles / Ulcers

1 [ Chest Pains

[ [ Joint Replacement or Implant [[] [] Mitral Valve Prolapse

[ [ sexually Transmitted Disease  [] [] Other

COMMENTS
YES NO

O O Eeasily winded

[ [ stroke

O O Hay Fever / Allergies

O O tuberculosis

O O Radiation Therapy

O O claucoma

O [ Recent Weight Loss

[ [ Liver Disease

|:| |:| Respiratory Problems

O O

O d

Signature of Dentist

Date

N o s e N

. Do your gums bleed while brushing or flossing?

. Are your teeth sensitive fo hot or cold liquids/foods?
. Are your teeth sensitive fo sweet or sour liquids/foods? |:|
. Do you feel pain to any of your teeth?

PATIENT DENTAL HISTORY

YES

L]
O

Do you have any sores or lumps in or near your mouth?
Have you had any head, neck or jaw injuries?

Have you ever experienced any of the following
problems in your jaw?

a) Clicking?

b) Pain (joint, ear, side of face)?

c) Difficulty in opening or closing?

d) Difficulty in chewing?

0000 OO0

0000 [O00000s

8. Do you have frequent headaches?
9. Do you clench or grind your teeth?
. Do you bite your lips or cheeks frequently?

. Have you ever had any difficult extractions
in the past?

Have you had any orthodontic treatment?

Have you ever had prolonged bleeding
following extractions?

. Have you ever had instruction on the
correct method of brushing your teeth?

. Have you ever had instructions on the
care of your gums?

O 00 0o ooos

O O OO0 OOds

O

SIGNATURE

| certify that | have read and understand the cbove information. To the best of my knowledge. the above questions have been accurately answered
| understand that providing incorrect information can be dangerous to my health,

X

PATIENT, PARENT OR GUARDIAN

DATE
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