NEW STREET DENTAL
GENE TUNNEY, D.D.S.
920 NORTH NEW STREET
BETHLEHEM, PENNSYLVANIA 18018

Dear Patient:

The following forms are available on this site:

I. A.D.A. Health History Form (2 pages);

2. A.D.A. Attending Dentist’s Statement;

3. Notice of Privacy Practices (for your records); and

4. Acknowledgement of Receipt of Notice of Privacy Practices.

[f vou are a new patient, please bring the completed forms to your appointment.
[f you have any questions, please contact our office.



e
Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today’s Date: j

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

(Name: Home Phone: Include area code Business/Cell Phone: Include area code h
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: include area code
( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
ACHIVE TUDBICUIOSIS. ... oLttt 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
\If you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO m at | ON Please mark (X) your responses to the following questions.
=

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 O OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY O / OCCASIONALLY [J What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ J
M ed IC8| | ch m at ION Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P Y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe PAST 5 YAIS?....i i Oooodg
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter Medicine(S)? ... O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J

© 2012 American Dental Association
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M ed ICa | | nfO rm at |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

r B
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear CONtACt [ENSES?..........ooo oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?................... Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

- - 5

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... H
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo e 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo 0OO0o
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe. ... 0 [ OO | Autoimmune disease.............. O 0O O Glaucoma........o. ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy ................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiieee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders........... 0o g
Cancer/Chemotherapy/ Specify:
Radiation Treatment................ 0o oo pectly:
Yes No DK Yes NoDK X ) ) 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse............... O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O O o Eatingdisorder. ... O O 0 Osteoporosis...........ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur.................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOT pressure............. ; i S 00 Uers 0 O o Severeorrapidweightloss.. [ O [J
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other conaenital AIDS or HIV infection 000 Thyroid problems ................... O 0o O : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... Ooo0ood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know about? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

( FOR COMPLETION BY DENTIST )
Comments:




Please sign both X signature
boxes on the next page. You
may leave all other information
blank, only a signature is
required for our records.




i{ ATTENDING DENTIST'S STATEMENT

; CHECK ONE: CARRIER-NAME AND ADDRESS
[ ] DENTIST'S PRE-TREATMENT ESTIMATE
DDENTIST‘S STATEMENT OF ACTUAL SERVICES

5 1. PATIENT NAME 2. RELATIONSHIP TO EMPLOYEE 3. SEX 4. PATIENT BIRTHDATE 5. IF FULL TIME STUDENT
» SELF (SPOUSE! CHILD | OTHER M| F MO. | DAY 1 YEAR SCHOOL cITY
1 | 1 i 1 1
1 | 1 I 1 i
] ] ] 1 1 H
8. ENPLOYEE/SUBSCRIBER NAME 7. ENPLOYEE/SUBSCRIBER 9. NAME OF GROUP DENTAL PROGRAM
MIDDLE LAST SOCIAL SECURITY NO.
| 8. EMPLOYEE/SUBSCRIBER MAILING ADDRESS 7 777ooommmmmmmmmmmeees 10. EMPLOYER (COMPANY) NAME AND ADDRESS

CITY. STATE, ZIP

11. GROUP NUMBER 12, LOCATION (LOCAL) 13. ARE OTHER FAMILY MEMBERS INFLB'I’ID'I 14, HAME AND ADDRESS OF EMPLOYER IN ITEM 13
EMPLOYEE NAME SEC. NO.
15. 15 PATIENT COVERED BY DENTAL PLAN NAME UNION LOCAL GROUP NO. MNAME AND ADDRESS OF CARRIER

ANOTHER DENTAL PLAN?

—
| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN. | AUTHORIZE RELEASE OF ANY || HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW - NAMED DENTIST OF THE
INFORMATION RELATING TO THIS CLAIM, # GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.

7 SIGNED (PATIENT, OR PARENT IF MINOR) DATE SO SIGNED (INSURED PERSON) DATE

18. DENTIST HAME 24,13 TREATMENT RESULT | WO | YEs | IF YES, ENTER BRIEF DESCRIPTION AND DATES
OF OCCUPATIONAL
ILLMESS OR INJURY?

17. MAILING ADDRESS : 25, I3 TREATMENT RESULT
OF AUTO ACCIDENT!

26.0THER ACCIDENT?

CITY, STATE, 2IP 27.ARE ANY SERVICES
COVERED BY
ANOTHER PLANY
18. DENTIST SOC. SEC. OR T.I.H. 15, DENTIST LICENSE NO. 20. DENTIST PHONE NO. 28.IF PROSTHESIS, 15 (IF NO. REASON FOR REPLACEMENT) 29, DATE OF PRIOR
THIS INITIAL PLACEMENT
PLACEMENT?
21. FIRST VYISIT DATE 22. PLACE OF TREATMENT 23. RADIOGRAPHS OR NO | YES | HOW 30.15 TREATMENT FOR IF SERVICES DATE APPLIANCES PLACED MOS. TREATMENT
CURRENT SERIES OFFICE | HOSP. | ECF | OTHER MODELS ENCLOSED? MANY? ORTHODONTICST ALREADY REMAINING
1 1 1 COMMENCED,
! ! ! ENTER
IDENTIFY MISSING TELTH WITH X" | 37 EXAMINATION AND TREATMENT PLAN - LIST IN ORDER FROM TODTH NO. | THROUGH TOOTH NO. 32 - USE CHARTING SYSTEM SHOWN FOR
FACIAL ADMINISTRATIVE
e DESCRIPTION OF SERVICE DATE SERVICE |  proceoune USE ONLY
® o0R | SURFACE {INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.) PERFORMED FEE
Lerren MUMBER
LINE NO. MO. DAY YEAR
T
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|
| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED, . TOTAL |
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FEE 1
o CHARGED !
DATE
SIGHED (DENTIST) A MAX. ALLOWABLE
DEDUCTIBLE
CARRIER %
CARRIER PAYS
PATIENT PAYS
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 Gene Tunney D.D.S.

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.

4

' PLEASE REVIEW IT CAREFULLY.

E PRIVACY OF YOUR HEALTH INFORMATION I8 IMPORTANT TO US.

OURLEGAL DUTY . J :
We are required by applicable federal and siate law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy m.wmm..aﬂd_mrﬂgmﬁmmmﬂ your health
information. We must follow the privacy practices that are described In this Notice while it is in effect. This Notice

-takes effect (011103), 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. We reserve the right to make the changes in our privacy practices and the new
.terms of our Notice effective for all heaith information that we maintain, including health information we created or
received before we made the changes. Before:we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request. _

Youmuyfaqueﬂa,copyofou.rﬂoﬂcodanyﬁm. 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.

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

Treatment: We may use or disciose your health information to a physician or other healthcare provider providing
treatment to you. ' ;

Payment: We may use and discioss your heaith information to obtain payment for services we provide to you.

- Healthcére Operations: 'We may use and disclose your health information in connection with our healthcare
operations.  Healthcare operations inciude quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training progranis, accreditation, certification, licensing or credentialing activities, using impressions and
other oral records with dental laboratories for fabrication of dental restorations, prostheses, and appliances. Some
- examples of heaithcaré operstions that this office may use are: sign In sheets at the registration desk for name only,
ﬂW&nmmmmmMmmm,mamﬂwimMm '

Your Authorization: Injaddition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoks it in writing at any time. Your revocation will not affect any
use or disciosures permitted by your authorization while it was in effect. Unless you give us a written authorization,
wacanmtuseordbdoumhwmmomnﬂpnforlnyrmonuuptmoudmmintrntsNoﬂoe.

To Your Family and Friends: Wemuutdadouyuu;hadmmfonmﬂontoyou.asdesaibadlnﬂwPaﬁentR hts
- gection of this Notice. Wauuydhdouywhadmmmmﬂonto&fanilymnbanﬁimdorom«pemontoigme

::t:ztneoessmyb help with your healthcare orwlm'pnwmformhulﬂmre. but only if you agree that we may

Persons Involved In Care: Wemayuuordlndouhurﬁhfmmﬂbnt'onotly-brassimnme i
€ ; notification of
%ﬂimawamm.mmmummmmmmm
» of your location, your general condition, or death. If you are present, then prior to use or disclosure of



your health information, we will provide you with an opportunity-to object to such uses or disclosures. In the event of
your incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without
your written authorization. . : ; :

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence 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. g

.. National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials 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 of protected health information of inmate or patient under certain
circumstances.

Appointment :Reminders:"‘-" We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters). '

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access to your health information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending
us a letter to the address at the end of this Notice. If you request copies, we will charge you $0.25 for each page,
$20.00 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you... If you request an altemative format, we will charge a cost-based fee for providing your health information in
- that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You 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 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We af®e not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency). .

fdta'mative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. {You must make your request in writing.} Your
request must specify the altemative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Arp.andment': You have 'the right to request that we amend your health information. (Your request must be in
w'rntmg,{ t:xnd it must explain why the information should be amended.) We may deny your request under certain
circumstances, K e . :



Boeuunlcllaﬂu ummummumwuwmmﬂmﬂ) you are entitied to
receive this Notica in written form. '

QUESTIONS AND COMPLAINTS
Hmwﬂmmm”mm«mm«mpwfmmm

HmmMMnmmemm«mmmammmm
-, access to your health information or in response to @ request you made to amend or restrict the use or disclosure of
your heaith information or to have us communicate with you by altemative means or at altemative locations, you may
complain to us using the contact information Hsted at the end of this Notice. You also may submit a written complaint
to the U.S. Department of Health and Human Services. \wallprwldoywmmaaddmumﬂhymcompum
with the U.S. demmmmm

We support your ight 1o the prvacy of your health information. We wil not retaiists in any way If you choose 1o file a
eornplaiﬂvﬂthmormhu.s wdmmmm -

Contact Officer: Cindy or Dlanne
Telephone: 610867-7112 : Fax: §10-868-3435

RS



NEW STREET DENTAL
GENE TUNNEY, D.D.S.
920 NORTH NEW STREET
BETHLEHEM, PENNSYLVANIA 18018

ACKN OWLEDGEMENT OF RECEIPT OF NOTICE
OF PRIVACY PRACTICES

*You May Refirse To Sign This Acknowledgement

I, , have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

[ 1T hereby appoint the following individual(s) to discuss my treatment and/or financial details of care rendered:

Please Print Name

Signature

Date -

For Office Use Only

4 .
We attempted to obtain written acknowledgement of receipt of our Notice Of Privacy Practices, but
acknowledgement could not be obtained because:

O Individual refused to sign Sk . 2
0  Communication barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please specifiy)

©2001-2007American Dental Associates



NEW STREET DENTAL
GENE TUNNEY, D.D.S.
920 NORTH NEW STREET
BETHLEHEM, PENNSYLVANIA 18018

PATIENT FINANCIAL RESPONSIBILITY

Welcome to New Street Dental. We are committed to providing you with the highest quality dental care.
We ask that you read and sign this form to acknowledge your understanding of our patient financial
policies.

Patient Financial Responsibilities

|

232 X X2 =X =

The patient (or patient’s guardian, if a minor) is ultimately responsible for the payment for
treatment and care.

As a courtesy, we will bill your insurance for you. However, the patient is required to provide the
most correct and updated information regarding insurance. We strongly advise you to familiarize
vourself with your dental coverage and benefits.

Patients are responsible for payment of copays. coinsurance. deductibles and all other procedures
or treatment not covered by their insurance plan. We make no guarantee of the actual payment by
your insurance company.

In most situations, the dentist will use composite material for fillings, and your insurance may
downgrade to amalgam (metal) fillings. If that should occur, the patient is responsible for any
difference in cost.

Copays are due at the time of service. We accept Cash, Checks, Visa. Mastercard, American
Express. Discover. and Care Credit.

Coinsurance, deductibles and non-covered items are due thirty (30) days from receipt of billing.

Patients may incur. and are responsible for payment of additional charges, if applicable. These
charges may include:

Charge for returned checks- $30.00

Missed appointment fee- $50.00.

By my signature below. | hereby authorize assignment of financial benefits directly to Gene Tunney
Dentistry. PLLC. 1 understand that [ am financially responsible for charges not covered by this
assignment. | acknowledge that I assume full financial responsibility for services rendered to me. if my
insurance carrier denies or does not cover my claim for these services. I understand the terms of this form
and accept financial responsibility with or without the use of insurance coverage.

Patient Name (Print)

Signature Date




