Patient Registration / Adult

WELCOME! Our goal is to help you have the healthiest, brightest smile possible. Please provide the following
information as completely as you can. The better we communicate, the better we can care for your dental needs.

Patient Name  First MI  Last How do you wish to be addressed? Date of Birth
Address City State Zip
Cell # Social Security # Gender

M  [OF

Home Phone # Email:

Preferred method of confirmation: [ Jemail/text [ |phone call only [ Jemail only [ Jtext only

Mark appropriate box: [ ]Single [ JMarried [ ]Divorced [|Separated [ ]Widowed [ ]Partnered

Account Information

Employer Position Work Phone #
Spouse’s Full Name Date of Birth
Spouse’s Employer Position Work Phone #

Person responsible for account
(address, if different from above)

Insurance Primary Dental Insurance Company
Name of Policyholder Group #
Primary Policyholders birth date Member ID #

Policyholder’s employer (if not above)

Relationship to Policyholder
Address of Policyholder (if not above)

Secondary Dental Insurance Company

Name of Policyholder Group #
Secondary Policyholders birth date Member ID #
Policyholder’s employer (if not above)

Relationship to Policyholder
Address of Policyholder (if not above)

Emergency contact (name and phone #):
Name Phone #

Other family members in this practice:

How did you learn about our dental office?
If from a friend or relative, his/her name:

I authorize the administration of such medications and performance of such diagnostic and therapeutic procedures as may be necessary for proper
dental care. If additional information is needed, I authorize this office to contact the appropriate health care provider or agency to obtain such
information. I understand that dental insurance is a contract between the policyholder and the insurance carrier, and that I am responsible for
payment of fees for services not covered in part or in whole by the insurance carrier. I authorize payment of dental insurance benefits directly to
this office. The above information is correct to the best of my knowledge. Charges may be assessed if less than 48 hours notice or no notice is
given when an appointment cannot be kept. If I choose to print my name and submit the forms, I accept this as my signature.

Patient Signature Date
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MEDICAL HISTORY

PATIENT NAME Date of Birth

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry
you will receive. Thank you for answering the following questions.

Emergency Contact: Name Phone

Name of Primary Care Physician Clinic Location

Have you ever been hospitalized or had a major operation? (Q Yes O No If yes, please explain:
Have you ever needed to take antibiotics prior to dental treatment? (O Yes OQ No If yes, please explain:
Have you ever taken Fosamax, Boniva, Actonel orany () Yes O No
other bone-densifying drugs (oral or 1V)?
Do you smoke or use other forms of tobacco? (O Yes O No
Do you have a history of chemical dependency or
currently use controlled substances? QO Yes O No

— Women: Are you
Pregnant/Trying to get pregnant? O Yes O No Breast Feeding? Q Yes O No Using prescription birth control? O Yes O No

— Are you allergic to any of the following?
[ Aspirin/lbuprofen ~ [] Codeine
] Metal or Acrylic [] Penicillin/Amoxicillin
[] Other Allergies:

| Cephalosporins [J Food Allergy [ Latex [J Local Anesthetics
[ sulfa drugs [J] seasonal

] No Known Allergies

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

Acid Reflux/'GERD/Heartburn O Yes O No | Congenital Heart Disease O Yes (Q No | Learning Disability QO Yes O No
ADHD O Yes O No | Diabetes O Yes O No | Liver Disease/Hepatitis QO Yes O No
AIDS/HIV Positive O Yes QO No | Dry Mouth QO Yes O No | Low Blood Pressure O Yes ONo
Alzheimer’s or Dementia Q Yes O No | Emphysema/COPD O Yes O No | Mental Health Care O Yes O No
Anaphylaxis O Yes O No | Epilepsy or Seizures O Yes O No | Mitral Valve Prolapse QO Yes ONo
Anemia (Low Iron) QO Yes O No | Excessive Bleeding QO Yes O No | Neurological Disorder OYes ONo
Angina or Chest Pain O Yes O No | Fainting/Dizziness O Yes O No | Obstructed Airway/Sleep Apnea QO Yes O No
Anorexia or Bulimia O Yes O No | Glaucoma QO Yes O No | Organ Transplant OYes O No
Arthritis/Rheumatism/Gout  Q Yes O No | Headaches/Migraines O Yes O No | Osteoporosis OYes ONo
Artificial Heart Valve* O Yes O No | Head or Neck Injury O Yes O No | Painin Jaw Joints OYes ONo
Artificial Joint* O Yes O No | Heart Attack/Failure QO Yes O No | Radiation Treatments OYes ONo
Asthma O Yes O No | Heart Disease QO Yes O No | Rheumatic Fever* O Yes ONo
Autism QO Yes O No | Heart Murmur*® O Yes O No | Sinus Trouble/Surgery QO Yes O No
Blood Disorder QO Yes O No | Heart Pacemaker or Defibrillator O Yes O No | Snoring OYes O No
Cancer/Growth/Tumor QO Yes O No | High Blood Pressure O Yes O No | Stomach/Intestinal Condition O Yes O No
Chemotherapy QO Yes O No | High Cholesterol O Yes O No | Stroke OYes ONo
Chronic Cough O Yes O No | Hypoglycemia O Yes O No | Thyroid or Parathyroid Problem O Yes O No
Cold Sores or Canker Sores O Yes O No | Irregular Heartbeat O Yes O No | Tonsillitis OYes ONo
Compromised Immune System Q Yes O No | Kidney Problems/Dialysis O Yes O No | Tuberculosis O Yes O No

*The American Heart Association or American Academy of Orthopaedic Surgeons may suggest taking antibiotics prior to dental treatment.

Have you ever had any iliness or condition that is not listed above? Q) Yes O No If yes, please explain:

Please explain YES answers from above:

SIGNATURE OF DENTIST

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

The questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous
to my (or patient’s) health. It is my responsibility to inform Prairie Dental Group of any changes in medical status. If | choose to
print my name on forms, | accept this as my signature.

DATE

DATE
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MEDICATIONS

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your

entire body. Health problems that you may have, or medication that you may be taking, could have an

important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Please list your medications, include both prescribed and over the counter.

Name of Medication

Reason for Use

Dosage / Frequency

To the best of my knowledge, the medications on this list are accurate. | understand that providing incorrect information
can be dangerous to my health. It is my responsibility to inform the dental office of any medication changes. If | choose

to print my name on forms, | accept this as my signature.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

SIGNATURE OF DENTIST

DATE

DATE

POS Reorder # 1511735
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Prairie

Name:
([})ental
rou
Personalized & Carinpg Date:
www.prairiedental.com
How can we help you today?
When was your last dental cleaning/visit? Reason?
How do you feel your current dental health is? (check one)  [] Excellent [ ] Good [ Fair [J Poor
Do your gums bleed? O YEs O NO
Have you ever had gum treatment? O YEs O No
Do you feel like your bite is off or has changed? O YES O NO
Have you had orthodontic treatment? O YEs O No
Do you wear retainers or a nightguard? O YEs O NO
Do you clench or grind your teeth? O YEs O NOo
Do you currently or have you ever had pain/discomfort in your jaw joint (TMJ)? O YEs O NOo
Is there anything about your smile you would like to change if you could? O YEs O NO
Are your teeth sensitive to heat, cold, chewing or anything else? O YEs O NOo
Do you have any swelling, lumps or sores in your mouth? O YEs O NO
Do you have any food trap areas? O YEs O NO
Are you nervous about dental treatment? O YEs O NO
Have you ever had an unfavorable dental experience in the past? O YEs O No
If yes, how can we accommodate you better in the future?
Have you had a cavity in the last two years? O YEs O NO
Do you have limited exposure to fluoride? (well water or non-fluoride toothpaste) O YEs O NOo
Do you notice plaque build-up on your teeth between brushings? O YEs O NO
Do you snhack or drink any beverages (other than water) between meals? O YES O NO

If yes, please list:

Here at Prairie Dental we offer a wide variety of services to enhance and keep your smile
beautiful. Please circle any service you would like to know more about.

[J Invisalign/Orthodontics [ whitening ] Dental Implants
[ Cosmetic Dentistry [] Night/Sport Guards [] Sleep Apnea Prevention
[] cavity Prevention/Sealants [] sedation Dentistry
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Consent for Use and Disclosure of Health Information

Patient Name:

To the Patient - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY:

Purpose of Consent: By signing this, you will consent to our use and disclosure of your protected health information to carry out treatment,
payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice
provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make of your protected
health information, and of other important matters about your protected health information. A copy of our Notice is available upon request. We
encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we will issue a
revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your protected health information that we
maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Officer
Paige Jechort
6608 Flying Cloud Drive
Suite 200
Eden Prairie, MN 55344
952-903-5000 FAX 952-944-0642
Paigel@prairiedental.com

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the
Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before
we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

CONSENT FOR USE AND DISCLOSURE:

| am aware this consent will remain in effect as long as | am a patient of record. | have had full opportunity to read and consider the contents of
this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent form, | am giving my consent to your use and
disclosure of my protected health information to carry out treatment, payment activities and heath care operations.

IF THIS CONSENT IS SIGNED BY A PERSONAL REPRESENTATIVE ON BEHALF OF THE PATIENT, COMPLETE THE FOLLOWING:

PERSONAL REPRESENTATIVE NAME:

RELATIONSHIP TO PATIENT:

If | choose to print my name on forms, | accept this as my signature.

Signature: Date:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT



Prairic Eden Prairie MN 55344
enta

952-903-5000 (phone) 952-944-0642 (fax)

Group info@prairiedental.com

Personalized & Caring

Authorization/Request for Dental Images

Please forward these images: Panorex/Full Series less than 5 years old

Patient Name:

Bitewings less than 2 years old

Date of Birth:

Signature: Date:
If I choose to print my name on forms, | accept this as my signature
Previous Dentist:
City/State:
Phone #: Fax #:
Email:
FOR OFFICE USE:
Date Called: Spoke To: LM: Office Closed:
BWs: PANO/FMX: PAs:
Perio Treatment: UR: LR: uL: LL:
Will be: Emailed: ~ Mailed: _ Request Sent via: By:

NOTES:

Date Received:

Walked-Out: Follow up:




Prairie Dental Group
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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this
Notice about our privacy practices, our legal duties, and your rights concerning your 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, 2015 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 health 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.

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.

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 disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations
include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition 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 revoke it in
writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give
us a written authorization, we cannot use or disclose your health information for any reason except those described in this Notice.

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

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating)
a family member, your personal representative or another person responsible for your care, 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.

As a healthcare provider, we may receive substance use disorder records, which are protected under title 42 of the Code of Federal Regulations
Part 2. In no event will we use or disclose your Part 2 Program record, or testimony that describes the information contained in your Part 2
Program record, in any civil, criminal, administrative, or legislative proceedings by any Federal, State, or local authority, against you, unless
authorized by your consent or the order of a court after it provides you notice of the court order.

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. Some information, such as HIV-
related information, genetic information, alcohol and/or substance use disorder treatment 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.

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.



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 emails,
voicemail messages, text 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 $0.10 for each page, $25 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 alternative 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 are not
required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative 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 alternative means or location, and provide
satisfactory explanation how payments will be handled under the alternative means or location you request.

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.

Electronic Notice: If you receive this Notice on our website or by electronic mail (e-mail), you are entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health
information 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 information. 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.

HIPAA Officer Contact:
Paige Jechort
6608 Flying Cloud Drive, Suite 200
Eden Prairie, MN 55344
PHONE : 952-903-5000 / FAX : 952-944-0642
paigej@prairiedental.com
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