Office Policies

Timothy C. Swing, DMD
1300 Bridge Barrier Rd.
Carolina Beach, NC 28428
910.458.9401

Scheduling

Appointment Confirmation — Our office will call you approximately 24 to #®urs prior to your scheduled
appointment. Unless you tell us otherwise, we lgdlve you a reminder message on your home ansywsidichine
or with someone who answers your phone if you atdhame.

Timeliness— Please make every effort to arrive at your apipeént at least five minutes before the schediied. t
We make every effort to keep our schedule on tintelzegin your treatment at the scheduled timgouf arrive
more than 15 minutes late for your appointmentiy@y need to be rescheduled for a different day.

Rescheduling and Cancelling Appointments- When rescheduling or cancelling an appointmdagge provide us
the courtesy of at least 24 hours notice.

Failure to Make Appointments without Notification — In the unlikely event of two failures to makeaneduled
appointment without notification, you may be disseid from the practice.

Patient Privacy

Finan

Please read the accompanied document titled “Nofi€&rivacy Practices”.
cial

Payment— The patient’s portion which includes deductiblaspays, and/or a percentage of each proceddreeis
in full at the time of service. We accept caslead) Visa, and MasterCard.

Insurance —Please present your current insurance verificatidhe front desk representative every time yoit vis
the office. Our office files all patient insurance claims wikteir respective insurance provider. Howevemdli
insurance claims with the insurance provider issngtiarantee of payment. For uncovered servicteesr the
patient (or their legal guardian) is ultimatelypessible for all fees incurred. Also, for claint paid within 60
days of our filing date, the patient becomes resida for the balance due.

| verify that | have read, understand, and agreddl tof the above policies.

Signed:

Date:




Health and Dental History Questionnaire

Directions to the Patient of Patient's Guardiarie Tollowing information allows us to provide thedb possible dental care in a safe
way. Incorrect information may be dangerous torymalth. All questions must be answered completetl accurately. If you do not
understand a question, are unsure of the answeiuld like to discuss it with the dentist, chetk This Health History Questionnaire
will become a part of the patient’s dental treathrenord and will be consider&DNFIDENTIAL information.

Demographic Information

Patient's Name: Date:

Date of Birth: Social Security Number:

Street Address/City/State/ZIP:

Home Phone: Cell Phone:

Employed by: Work Phone:

Email Address: Would you like to bentacted by email for appointment reminders?NY|

Sex: M F Drivers License Number and State wissaed:

Person Responsible for Payment: Relationship:

Phone Number

Mailing Address/City/State/ZIP

Emergency Contact (Name and Relationship):

Home Phone: WBhone: Cell Phone:
How did you find out akut our office? Sign Yellowages Wek Newspaper Other
If referred by another patient please list them . We like to thank pistieho refer others.

Dental History

What is your major dental concern?

How often do you brush your teeth? per Hayv often do you floss your teeth per week

Date of your last visit to a dentist? Reason for your last visit:

Date of your last dental x-rays:

Have you ever needed to take an antibiotic befergad work? Yes No Don't know

If yes, explain why:

Have you ever experienced an unusual reactionrttabimedication or treatment? Yes No Don't know

If yes, explain why:

Have you had any complications following dentahtmeent? Yes No Don't know

If yes, explain why:

Have you ever fainted during a dental visit? Yés

Are you happy with the appearance of your teetl? ¥o

Are any of your teeth sensitive to hot, cold orsstge? Yes No Sometimes

How anxious are you about receiving dental treatthedot Slightly Extremely

Do you wear any dental appliances such as denfaesals, retainers, night guards/bleaching tsnare guards?

Do you have any other dental concerns or compfints




Medical History - Although dental personnel primarily treat theam and around your mouth, your mouth is a playbar entire body.
Health problems that you may have or medicatioasybu may be taking could have an important ietationship with the dentistry
you will receive. Thank you for answering the éoling questions.

Are you under a physician’s care now?

Have you ever been hospitalized or had a majoradioex?
Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?
Have you ever taken Fosamaz, Boniva, Actonel or
any other medications containing bisphosphonates?
Are you on a special diet?

Do you use tobacco?

Do you use controlled substances?

Women: Are you: Trying to get pregnant?

Are you allergic to any of the following? AspirinPenicillin Codeine Local Anesthetics AccyliMetal

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

Y o imgloral contraceptives .

Yes |No If pdsase explain:
Yes| No If yes, please explain:
s |YMo | If yes, please explain:
sYeNo | If yes, please explain:

Yes | No| If yes, please explain:
es|Wo| List Daily Medications:
Y¢s No
Yes | No
es |No

Nursibg_Ye N

Latex Sulfa Drugs

AIDS/HIV Positive Yes No Cortisone Medicine Yes NoHemophilia Yes| No| Radiation Treatments Yes No
Alzheimer's Yes No Diabetes Ydgs No Hepatitis A Yeblo | Recent Weight Loss Yes Np
Anaphylaxis Yes No Drug Addictior Yes | No | Hepatitis B or ( Yes | No | Renal Dialysi Yes | No
Anemia Yes No Easily Winded Yes No Herpes Yes |No eurhatic Fever Yes N
Angine Yes | No Emphysem Yes | No | High Blood Pressu Yes | No | Rheumatisr Yes | No
Arthritis/Gout Yes No Epilepsy or Seizures Yes INo ighHCholesterol Ye§ Ng Scarlet Fever Yes No
Artificial Heart Valve Yes No Excessive Bleeding e No | Hives or Rash Yes Np Shingles Yes No
Artificial Joint Yes | No Excessive Thir: Yes | No | Hypoglycemi: Yes | No | Sickle Cell Diseas Yes | No
Asthma Yes No Fainting Spells/Dizzines Yes No dualar Heartbeat Ye N Sinus Trouble Yes No
Blood Disease Yes No Frequent Cough Yes [No KidmehlBms Yes| No| Spina Bifida Yes No
Blood Disease Yes No Frequent Diarrhea es |[No Leike Yes| No| Stomach/Intestinal Disease Yes [No
Blood Transfusion Yes No Frequent Headaches Yes | Nover Disease Ye§ Ng Stroke Yas No
Breathing Problem Yes No Genital Herpes Yes [No Bieod Pressure Yes Nop Swelling of Limbs Yes INo
Bruise Easily Yes No Glaucoma Yes No Lung Disease es Y No| Thyroid Disease Yes No
Cancer Yes No Hay Fever Yes No Mitral Valve Protags Yes| No| Tonsillitis Yes Nd
Chemotherapy Yes No Heart Attach/Failure Yes No eQmbrosis Ye§ Ng Tuberculosis Yes No
Chest Pains Yes No Heart Murmur Yes INo Pain inJaints Yes| No| Tumors or Growths Yes No
Cold Sores/Fever

Blisters Yes No Heart Pacemaker Yes No Parathypaidase Yes Ng Ulcers Yegs No
Congenital Heart

Disorder Yes No Heart Trouble/Disease Yles No PsydhiCare Yes| Ng Venereal Disease Yes [No
Convulsions Yes No Yellow Jaundice Yed Ng

Have you ever had any serious illness not listetv@® Yes

Additional Comments

No If Yes, Please explain.

To the best of my knowledge, the questions onftrim have been accurately answered. | understaigtoviding incorrect
information can be dangerous to my (or my pati¢rittsalth. It is my responsibility to inform therdal office of any changes in medical

status.

Signature of Patient, Parent, or Guardian

Date




NOTICE OF PRIVACY PRACTICES
Timothy Swing, DMD

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT  YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REV IEW IT CAREFULLY.

We respect our legal obligation to keep healthrimfation that identifies you private. We are olieghby law to give you
notice of our privacy practices. This Notice déses how we protect your health information and wights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or discloselyeaith information is for treatment, payment orltheeare operations.
Examples of how we use or disclose informationtfeatment purposes are: setting up an appointfoegiou; examining your teeth;
prescribing medications and faxing them to bedilleferring you to another doctor or clinic fohet health care or services; or getting
copies of your health information from another pssional that you may have seen before us. Exampkow we use or disclose your
health information for payment purposes are: aglivu about your health or dental care plans, lmerotources of payment; preparing
and sending bills or claims; and collecting ungaitbunts (either ourselves or through a collectigenay or attorney). "Health care
operations" mean those administrative and manddarietions that we have to do in order to run office. Examples of how we use or
disclose your health information for health careragions are: financial or billing audits; intelrgaality assurance; personnel decisions;
participation in managed care plans; defense @il legtters; business planning; and outside staslger records.

We routinely use your health information inside office for these purposes without any special pigsian. If we need to
disclose your health information outside of ouia#ffor these reasons, we usually will not ask fgrspecial written permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
In some limited situations, the law allows oruggs us to use or disclose your health informatithout your permission. Not
all of these situations will apply to us; some mayer come up at our office at all. Such uses sglosures are:

when a state or federal law mandates that certzitthinformation be reported for a specific pugjos

for public health purposes, such as contagiousadesesporting, investigation or surveillance; aotices to and from the federal
Food and Drug Administration regarding drugs or iv&ddevices;

disclosures to governmental authorities aboutwistof suspected abuse, neglect or domestic viglence

uses and disclosures for health oversight actssisech as for the licensing of doctors; for aullitdledicare or Medicaid; or for
investigation of possible violations of health ckes;

disclosures for judicial and administrative prodagd, such as in response to subpoenas or ordemidk or administrative
agencies;

disclosures for law enforcement purposes, such psovide information about someone who is or &psated to be a victim of a
crime; to provide information about a crime at office; or to report a crime that happened somewletse;

disclosure to a medical examiner to identify a deexdon or to determine the cause of death; arrterl directors to aid in burial,
or to organizations that handle organ or tissueations;

uses or disclosures for health related research;

uses and disclosures to prevent a serious thréetatith or safety;

uses or disclosures for specialized governmenttifums, such as for the protection of the presiaeritigh ranking government
officials; for lawful national intelligence activés; for military purposes; or for the evaluatiorddhealth of members of the
foreign service;

disclosures of de-identified information;

disclosures relating to worker's compensation @nog;

disclosures of a "limited data set" for researchplic health, or health care operations;

incidental disclosures that are an unavoidablerogyrct of permitted uses or disclosures;

disclosures to "business associates" who perfoatitheare operations for us and who commit to reisipee privacy of your health
information;

Unless you object, we will also share relevafdrimation about your care with your family or friswho are helping you with
your dental care.

APPOINTMENT REMINDERS

We may call or write to remind you of scheduleg@ptments, or that it is time to make a routinpa@ptment. We may also
call or write to notify you of other treatmentssarvices available at our office that might help.yd@nless you tell us otherwise, we will
mail you an appointment reminder on a post card/aarieave you a reminder message on your homeeaitgyymachine or with
someone who answers your phone if you are not home.



NOTICE OF PRIVACY PRACTICES

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosuresonirynealth information unless you sign a writteatterization form." The
content of an "authorization form" is determinedfégeral law. Sometimes, we may initiate the atgation process if the use or
disclosure is our idea. Sometimes, you may irtihe process if it's your idea for us to send yofarmation to someone else.
Typically, in this situation you will give us a grerly completed authorization form, or you can ose of ours.
If we initiate the process and ask you to signwaharization form, you do not have to sign it.y¢fu do not sign the authorization, we
cannot make the use or disclosure. If you do siggy you may revoke it at any time unless we héready acted in reliance upon it.
Revocations must be in writing. Send them to tifieeocontact person named at the beginning oflttutice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your hegifbrmation. You can:

ask us to restrict our uses and disclosures fqrqaas of treatment (except emergency treatmentieat or health care operations.
We do not have to agree to do this, but if we agreemust honor the restrictions that you want.ask for a restriction, send a
written request to the office contact person atathdress, fax or E Mail shown at the beginninghad Notice.

ask us to communicate with you in a confidentiaywauch as by phoning you at work rather than atdydy mailing health
information to a different address, or by using &lrto your personal E Mail address. We will accoodate these requests if
they are reasonable, and if you pay us for anyaecdst. If you want to ask for confidential comnmations, send a written
request to the office contact person at the addfe@s®r E mail shown at the beginning of this Meti

ask to see or to get photocopies of your healtbrin&étion. By law, there are a few limited situasan which we can refuse to
permit access or copying. For the most part, heweyou will be able to review or have a copy ofiyhealth information
within 30 days of asking us (or sixty days if théormation is stored off-site). You may have ty far photocopies in advance.
If we deny your request, we will send you a writeaqplanation, and instructions about how to getgrartial review of our
denial if one is legally available. By law, we dasve one 30 day extension of the time for uste gou access or photocopies
if we send you a written notice of the extensidfnyou want to review or get photocopies of youalie information, send a
written request to the office contact person atathdress, fax or E mail shown at the beginnindnisf Notice.

ask us to amend your health information if you kHimat it is incorrect or incomplete. If we agrees will amend the information
within 60 days from when you ask us. We will séinel corrected information to persons who we knowtige wrong
information, and others that you specify. If werds agree, you can write a statement of your mosiind we will include it
with your health information along with any rebliggatement that we may write. Once your stateroépbsition and/or our
rebuttal is included in your health information, wi#l send it along whenever we make a permittetidisure of your health
information. By law, we can have one 30 day extemsf time to consider a request for amendmeweifnotify you in writing
of the extension. If you want to ask us to amemar yealth information, send a written requestiuding your reasons for the
amendment, to the office contact person at theeaddfax or E mail shown at the beginning of Nhigice.

get a list of the disclosures that we have mad@of health information within the past six yeaws 4 shorter period if you want).
By law, the list will not include: disclosures fpurposes of treatment, payment or health careatipas; disclosures with your
authorization; incidental disclosures; disclosuesiired by law; and some other limited disclosurésu are entitled to one
such list per year without charge. If you want enfsequent lists, you will have to pay for themanivance. We will usually
respond to your request within 60 days of receivipigut by law we can have one 30 day extensiaimud if we notify you of
the extension in writing. If you want a list, semavritten request to the office contact persohataddress, fax or E mail shown
at the beginning of this Notice.

get additional paper copies of this Notice of PeivRractices upon request. It does not matterivengtou got one electronically or
in paper form already. If you want additional papepies, send a written request to the office atrperson at the address, fax
or E mail shown at the beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Noti€®ovacy Practices until we choose to changé\fe reserve the right to
change this notice at any time as allowed by I#we change this Notice, the new privacy practisdsapply to your health
information that we already have as well as to sofdrmation that we may generate in the futurfewd change our Notice of Privacy
Practices, we will post the new notice in our affibave copies available in our office, and poshibur Web site.

COMPLAINTS

If you think that we have not properly respecteg privacy of your health information, you are fteecomplain to us or the U.S.
Department of Health and Human Services, OfficeClimil Rights. We will not retaliate against yduybu make a complaint. If you
want to complain to us, send a written complairthioffice contact person at the address, fax matt shown at the beginning of this
Notice. If you prefer, you can discuss your corlan person or by phone.

FOR MORE INFORMATION
If you want more information about our privacy gtiees, call or visit the office contact persortet address or phone number
shown at the beginning of this Notice.



