Health History Information
Patient’s Name Date of Birth - -

Primary phone - - Secondary phone - -
Work phone - -

Do you or have you had any of the following? (Please mark or circle all that apply)

Rheumatic fever or Rheumatic heart disease

Hepatitis Bype? When?
Artificial joints Where? When?
Heart murmur or mitral valve prolapse

Hemophilia or other bleeding disorder

AIDS, HIV, or venereal disease When contracted?

Heart problems Please describe

Organ transplant Which organ(s)? When?
Diabetes Controlled by: diet, oral medications, injections
High or low blood pressure  Average reading? /
Radiation treatments What condition?

oo uoooou

Asthma Arthritis Stroke (when? ) Psychiatric care/medications
Back problems Sinus problems  Ulcers (when? ) Chemical dependency

Q  Please mark the box if yvou do not have any health problems.

Please list any medications that you have had an allergic reaction or write “NONE”: (i.e. penicillin )

Are you pregnant or nursing?  yes or no if yes, when is your due date?
Have you been hospitalized or had major surgery in the last 5 years? yes or no

If yes, please note the type of surgery and the date

Do you use tobacco products? yes orno if yes, what type? How much? )
Please list your physician’s name Phone # - -
When was the approximate date of your last visit?

Please list all of your medications below or write “NONE”

Drug name Dosage Reason
1.
2.
3.
4.
5.
6.
7.
Patient’s Signature Date - -

Updates Staff initials Significant changes Updates Staff initials Significant changes




Fomich Family Dentistry, L.L.C.

[NAME OF PRACTICE}

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 LS IMPORTANT TO US.

OUR LEGAL DUTY

We are reguired by applicable federal and stats !aw te maintain the privacy of your healtn information. We are also
reguired to give you this Notice about our privacy practices, our legal duties, and your f\ght: ccrcnrrmg your health
information. We must folicw the privacy oractices t"af are described in this Notice while # is in effect. This Notice
takeseffect o / { /@9, and will remain imeffect uriit we replace it, )

We rasarve the right to change our privacy practices and the terms of this Notice at any time, provided such

changes are perm itted oy applicable | ?a\N We reserve the right to &ke the changes in our privacy practices and the
new terms of our Notice effective for all health information that we mainiain, including health information we creat-
ed 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 reguest a copy of our Notice at any time. For more information about our orivacy practices, or for addition-
al coples 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 discloss health information about you for treatment. payment, and healthcars operations. For sxample;

Treatment: We may uss or disclose your health information to a physician or other healthcare provider pro-
viding treatment o 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 cur heaithcare oner-

tions, Heakthcare operations include guality assessment and improvement activities, reviewing the compstence or
qualifications of healthcare srofessionals, evaluating practitioner and provider parformance, conducting training
programs, accreditation, certification, licensing or credentialing activities,

Your Authorization: In addition to our use of your health information for treaiment. payment or heafthcare opera-
tions, you may give us wrltten authorization to use your health information or to disclose i to anyone for any pur-
pose. If you give us an authorization. you may revoke it in writing at any fime. Your revecation will not affect any use
or disclosures permitied by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use o oiscbae your heaith information for any reason excepi those described in this Notice.

To Your Family and Friends: We must disclose your health information to vou, as described in the Patient
Rights section of this Notice, We may disclose your health information to a family member friend or other person
10 the exient necessary 1o help with your healthcare or with payment for your healthcare, but only i you agree that
we may do so.

Persons Involved In Care: \We may use or disclose health information to notffy, or assist in the nctification of

tincluding Edﬂﬂ‘lfymg criocating) a family member, your personal representative or another person responsible for
your care, of your lecaticn, your general condition. or death. If you are prasent, then prior 10 use or disclosure of vour
heaith information, we will provide you with an opportunity 16 chisct fo such uses or disclosures. In the svent of vour
incapacity or smergency circumsiances, 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 vour
healthcare, We will alsc use professional judgment and our experience with common practice to make reason-
able inferences of your best st in allowing a cerson to pick up filled prescriptions, medical supplies, x-rays, or
ather gimnilar forms of health information.

Marketing Health-Related Services: We will not use your heaith information for marketing communications
without your writien authorization.

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

Abuse or Neglect: We may disclose your heafth information to appropriate authosities if we reasonably believe that
youi are & possible victim of abuse, neglect, or domastic violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to vour health or safety or the healih
or safely of others,



National Security: We may disclose fo military authorities the healih information of Armed Forces personnel under
cerfain circumstances, We may disclose to authorized federal officials health information required for lawful intetli-
gence, courterintelligence, and other national security activities. We may discloss 1o correctional institufion or law
enforcerent official having lawiul custody of protactad health information of inmate or patient under certain circum-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appoiniment
reminders (such as voicemnall messages, posteards, or ieters).

PATIENT RIGHTS

Access: You have the right to look at or get cogies of vour health infermation, with timited exceptions, You may
raquest that we provide copies in a format otherthan chotccoples. We will uss the format you request unless we
cannct practicably do sc. (You must rake a reguest in writing to obtain access io your health information. You may
obitain a form to request access by using the contact information listad at the end of this Notice. Wa will char 2ynu
a reasonacle cost-basad fee for expenses such as copies and staff time. You may also request access by sendging us
2 letter tc the address at the end of this Netice. If you request copies, we will charge you $u 5 for each p ge,
3 /4 eber hour for staff time to copy your health information, and postage if you want th ited to you
it you request an afternstive format, we will charge a cost-based fee for sroviding vour ’Malt‘“ i“fm’r“a, aninth
format. If you prefer, we will prenare a summary or an explanation of your health information for & fee. Contact us
using the information listed at the end of this Netice for a full explanation of cur fee structure.

Disclosure Acccuntmg' 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 lagt § yvears, but not befors April 14, 2003. If you request this accounting more than once in g

1Z-menith period, we may charge vou s reasonable, cost-based fee for responding to these additional requests,

Restriction: You have the right {o request ' hat we place additional restrictions on our use or disclosure of your
nealth information. We are not required fo agree o these additiconal restrictions, bui if we do. we will abide by our
agreement (except in an emergancy).

Aiternative Communication: You have the right to requast that we commiunicate win you about your health infor-
mation by aliernalive means or to ajternative locations. {fou must make your request in writing.) Your request must
iy the arernative means or {ocation, and provide satisfactory ex;:EanatM now payments will be hardled unger
the aliernative means or location you reguest,

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 requast under cerfain circumstances,

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail). you are entizled to
receive this Notice i written form.

QUESTIONS AND COMPLAINTS
If you want mere information about cur grivacy practices or have questions or concems, please contact us,

"I you zre concerned that we may have violated vour privacy rights, or vou disagree with a decision we mads about
gooess 1o your health information or in response fo a requast you made to amend or restrict the use or disclosurs of -
your haalth information or fo have us communicate with you by alternative means or at alternative lccations, vou
may complain to us using the contact information listed &t the 2nd of this Notice. You also may submit & written
complaint to the U.S, Cepartment of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Buman Sarvices upon reguest.

We support your right o the Drivacy of your heakth infarmation. We will not retaliate in any way if you choose to file
a complaint with us or with the 1.5, Degariment of Health and Human Services.

Contact Officer.__ ~J ASoA Fomicih DDE

Tetophone: 240 -3(2- 63X/ Fax:

emal__1ntd @ Epmich dels . Com

address 700 __wesT Centrel Ave.  Delowere Olhta 93015
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HIPAA PRIVACY FORM 2

Acknowledgement of
Receipt of Notice of
Privacy Practices

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Practices or to document our good faith effort to obtain that acknowledgement.

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).

FOMICH FAMILY DENTISTRY, L.L.C.
JASON A. FOMICH D.D.S.



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

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

{Please 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

o o o o

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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