Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can.
If you have questions we'll be glad to help you. We look forward to working with you in maintaining your dental health.

Patient Information

Name Soc. Sec. #
Last Name First Name Initial

Address
City H Zip Home Phone
Cell Phone

Sex OM QF Age Birthdate Q Single O Married 4 Widowed O Separated Q Divorced
Patient Employed by Occupation

Business Address Business Phone

Business Email

Whom may we thank for referring you?
Notify in case of emergency Home Phone

Cell Phone Business Phone

Email

Primary Insurance

Person Responsible for Account

Last Name First Name Initial
Relation to Patient Birthdate Soc. Sec. #
Address (if different from patient) Home Phone
City Zip
Cell Phone Email
Person Responsible Employed by . Occupation

S

Business Address Business Phone

Business Email

Insurance Company Phone

Insurance Email

| Contract # Group # Subscriber #

Name of other dependents under this plan

Additional Insurance

Is patient covered by additional insurance? QYes O No
Subscriber Name Relation to Patient Birthdate

~ Address (if different from patient) Soc. Sec. #

. City State Zip Home Phone
~ Cell Phone Email
. Subscriber Employed by Business Phone

 Business Email

Insurance Company Phone

Insurance Email

Contract # - Group # Subscriber #

Name of other dependents under this plan

Please complete both sides.
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Dental History
* What would you like us to do today? Are you in dental discomfort today?
: Former Dentist Address
Dentist’s Email s : Phone
. Date of last dental care Date of last x-rays

Check ( v ) yes or no if you have had problems with any of the following:

; QY ONBadbreath . QY QO N Food collection between teeth QY U N Periodontal treatment QY Q N Sensitivity to sweets

Y 2

QY Q N Bleeding gums QY QN Grinding or clenching teeth QY QO N Sensitivity to cold @y Q N Sensitivity when biting
QY QN Clicking or popping jaw QY Q N Loose teeth or broken filings QY QO N Sensitivity to hot QY QN Sores or growths in mouth

How often do you brush? Floss?

How do you feel about the appearance of your teeth?

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? QY QN

Other information about your dental health or previous treatment

Medical History

Physician’s name Phone

Date of last visit Have you had any serious ilinesses or operations? QY QN

If yes, describe
Are you currently under physician care? QY ON If yes, describe

Have you ever had a blood transfusion? QY QN If yes, give approximate dates
Have you ever taken Fen-Phen/Redux? QY 0N

Women: Are you pregnant? QY QN Nursing? QY QN  Taking birth control pills? QY QN
Check ( v ) yes or no whether you have had any of the following:

QY QN AIDS/HIV Positive QY AN Cough, persistent QY AN High blood pressure QY QN Shingles
| QY QAN Anaphylaxis QY QN Cough up blood ayYy aN Jaw pain QY QN Shortness of breath
| QY QAN Anemia QY QN Diabetes AY AN Kidney disease or QY QN Skin rash

QY QN Arthritis, Rheumatism QY QN Epilepsy malfunction QY QN Spina Bifida
QY QN Artificial heart valves QY QN Fainting QY UN Liver disease QY QN Stroke

QY QN Artificial joints QY QN Food allergies QY QN Material allergies QY QN Surgical implant
QY QaN Asthma ayaN Glaucoma (latex, wool, metal, chemicals) QY QN Swelling of feet
QY QN Atopic (allergy prone) QY QN Headaches QYN Mitral valve prolapse or ankles

OY QN Back problems QY QN Heart murmur QY QN Nervous problems QY QN Thyroid disease

QY O N Blood disease QY QN Heart problems UY QN Pacemaker/ or malfunction
QY QN Cancer Describe Heart surgery QY QN Tobacco habit

QY QN Chemical dependency QY QN Hemophilia/ gi g E Ezryjlcdh\'j;r;f:; e gi g E Iogs'"'t'ls .

QY QN Chemotherapy Abnormal bleeding ST e St it Ul: er/c(;; ?§IS

QY AN Circulatory problems QY QN Herpes s e aya cer/Co 1t|§

QY QN Cortisone treatments QY O N Hepatitis espiratory disease QY QN Venereal disease
QY QN Rheumatic/Scarlet fever

Is patient currently taking any medications? If yes, list all: Does patient have drug allergies? If yes, list all:

Authorization

| have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. | understand that this information
will be used by the dentist to help determine appropriate and healthful dental treatment. If there is any change in my medical status,
| will inform the dentist.

| authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for
services rendered. | authorize the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits. | understand that | am financially
responsible for all charges whether or not paid by insurance.

Signature Date

Payment is due in full at time of treatment, uniess prior arrangements have been approved.
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East Broward Dental
Burak Taskonak, D.D.S

Cancellation and No-Show Policy

Office hours are by appointment and we do value your time. Appointment time is reserved for
you alone. Where appropriate, we prefer to schedule longer appointments so we can complete
as much needed dental treatment as possible during one appointment. We feel this type of
scheduling will cause minimal disruption to your daily schedule and will provide efficiency in
completing your dental care. When you make an appointment, please be sure that you will be
able to keep it. Morning appointments may be best for more complicated procedures.

Emergencies and unforeseen patient treatment problems may arise, causing schedule changes.
Emergencies are unexpected and seem to come at the most inconvenient times. If you have a
dental emergency that needs immediate attention, we will always offer to see you at once. We
expect that other patients who might be slightly inconvenienced by this will be understanding
of the situation. At some point, they may need the same courtesy too!

Like many offices, this office does call to confirm your appointment; we send e-mails and text
messaging as well, where you can opt in. Please make a note of any dental appointments we
have scheduled in a place where you will be easily reminded. If you cannot make an
appointment as scheduled, please notify the office.

There will be a charge of $35 for a broken appointment or cancellation with less than 24

hours' notice for your appointment. If our staff is successful in filling your appointment time
with another patient, there will be no broken appointment charge.

Patient Signature Date

Witness




Our Promise
Dear Patient;

This notice is not meant to alarm you. Quite the opposite! It is our desire to
communicate to you that we are taking seriously Federal law (HIPAA—Hcalth
Insurance Postability and Accountability Act) enacted to protect the confidentiality of
your health information, We never want you to delay treatment because you are afraic
your personal health history might be unnecessarily made available to others outside
our olfice.

Why do you have a privacy policy? Very good question!
The Federal government legally enforces the importance of the privacy of health
information largely in response to the rapid evolution of computer technology and its
use in healthcare. The government has appropriately sought to standardize and protect
the privacy of the electronic exchange of your health information. This has challenged
us 1o review not only how your health information is used within our computers but
also with the Internet, phone, faxes, copy machines, and charts. We believe this has
been an insportang exercise for us because 1t has disciplined us o put in writing the
policies and procedures we follow (o protect your health information when we use it,

We want you to know about these policies and procedures which we developed 10 make
sure your health information will not be shared with anyone who does not require it,
Ounr oftice is subject to State and Federal law regarding the conlidentiality of your
health information and in keeping with these laws, we want you to understand our
procedures and your rights as our valuable patient.

We will use and communicate your HEALTH INFORMATION only for the purposes of

providing your treatment, obtaining payment, conducting healthcare operations, and as
otherwise described in this notice.

NOTICE OF PRIVACY PRACTICES

Federal law generally permits us to make certain uses or disclosures of health
information without your permission. Federal law also requires us to list in the
Notice each of these categoties of uses or disclosures, The listing is below.

As Required By Law

We may use or disclose your health information as required by any statute, regulation,
court order or other mandate enforceable in a court of law.

Abuse or Neglect

We may disclose your health information to the responsible government agency if

(a) the Privacy Official reasonably believes that you are a vietim of abuse, neglect, or
domestic violence, and (b) we are required or permitted by law to make the disclosure,
We will promptly inform you that such a disclosure has been made unless the Privacy
Official determines that informing you would not be in your best interest.

Public Health and National Seeurity

We may be requived to disclose to Federal officials or military authorities health
information necessary 1o complete an investigation related to public health or national
seeurity. Health information could be important when the government believes that
the public safety could benefit when the jnformation could lead to the control or
prevention of an epidemic or the understanding of new side effects of a drug reatment
or medical device.

For Law Enforcement

As permitted or required by State or Federal law, we may disclose your health
information to a law enforcement official for certain law enforeement purposes,
including, under certain limited circumstances, if you ase a victin of a crime or

in order to report a crinie.

} ROWARD DENTAL
‘ ~ Burak Taskonak, DDS, PhD -
1212 E Broward Blvd # 200 Fort Lauderdale, F1. 33301 o

How Your HEALTH INFORMATION May be Used to
Provide Treatment

We will use your HEALTH INFORMATION within our office {o provide you with
cave. This may include administrative and clinical office procedures designed o
optimize scheduling and coordination of care. In addition, we may share your health
information with pharmacics or other healtheare personnel providing you treatment.

To Obtain Payment

We may inchide your health information with an invoice used to collect payment for
treatment you receive in our office. We may do this with insurance forms filed for you
in the muil or sent clectronically. We will be sure to only work with companies with a
sitnilar commitment 1o the scerity of your health information.

To Conduct Health Care Operations

Your health information may be used during performance evaluations of our stall, Some
of our best teaching opportunities use clinical situations experienced by paticnts
receiving care at our office. As a result, health information may be included in training
programs for students, interns, associates, and business and clinical employees. It is also
possible that health information will be disclosed during audits by insurance companies
or government appointed agencics as part of their quality assurance and compliance *
reviews. Your health information may be reviewed during the routine processes of
certification, licensing or credentialing activitics,

In Patient Reminders

Because we believe regular care is very important to your health, we will remind you
of a scheduled appointment or that it is time for you to contact us and make an
appointment. Additionally, we may contact you to follow up on your care and inform
you of treatment options or services that may be of interest to you or your family.
These communications are an important part of our philosophy of partncring with our
patients to be sure they receive the best care, They may include posteards, folding
postcands, letters, tefephone reminders or clectronic reminders such as email (unless you
tell us that you do not want to receive these reminders).

To Business Associates

We have contracted with one or more third parties (referred to as a business associale)
to use and disclose your health information to perfonm services for us, such as billing
services. We will obtain each business associate’s writlen agreement to safeguard your
health information.

Family, Friends and Caregivers
We may share your health information with those you tell us will be helping you with
your treatment, medications, or payment, We will be sure to ask your permission first.
In the case of an emergency, where you are unable to tell us what you want, we will use
our best judgment when sharing your heatth information only whe it will be important
1o those participating in providing your care.

Workers” Compensation Purposes

We may disclose your health information as required or permitted by State or Federal
workers’ compensation laws.

Judicial and Administrative Proceedings

We may disclose your health information in an administrative or judicial proceeding in
response to a subpoena or a request to produce documents, We will disclose your health
information in these circumstances only if the requesting party first provides written
documentation that the privacy of your health information will be protected.
Incidental Uses and Disclosures

We may use or disclose your health information in @ manner which is incidental to the
uges and diselosures described in this Notice.

Health Oversight Activities

We may disclose your health information to a government agency responsible for
overseeing the health care system or health-related government benetit program,

To Avert a Serious Threat to Iealth or Safety

We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person or to the public.




To The U.S. Department of Health

and Human Services (HHS)

We may disclose your health information to HHS, the govermment agency responsible
for oversceing compliance with federal privacy law and regulations regulating the
privacy and sceurity of health information.

n ] N
For Research
We may use or disclose your health information for research, subject to conditions.
“Rescarch” means systemic investigation designed to contribute
10 generalized knowledge.

- . . ¢
In Connection With Your Death or Organ Donation

We may disclose your health information to a coroner for identification purposes. 1o a
funeral director for funeral purposes, or to an organ procurement organization to
facilitate transplantation of one of your organs,

Il applicable State law does not permit the disclosure deseribed above, we will comply

with the stricter State law, |

Authorization to Use or Disclose
Health Information

We ave required to obtain your written authorization in the following civcumstances: (a)
to use or disclose psychatherapy notes (except when needed for payment purposes or to
defend against litigation filed by you); (b) to use your PHI for marketing purposes; (c)
to sell your PHI; and (d) to use or disclose your PHI for any purpose not previously
described in this Notice, We also will obtain your authorization before using or
disclosing your PHI when required to do so by (a) state law, such as laws vestricting the
use or disclosure of genetic information or information concerning HUV status; or (b)
other federal law, such as federal faw protecting the confidentiality of substance abuse
records. You may revoke that authorization in writing at any time.

PATIENT RIGHTS

You have the lollowing rights related to your health information,

Restrictions

You have the right o request restrictions on the nse or disclosure of your health
information for treatmeunt, payment, or healtheare operations in addition to the
restrictions imposed by federal law, Our office is not required to agree to your request,
unless (a) you request that we not disclose your PHI to a health insurance company,
Medicare or Medicaid for payment or healthcare operations purposes; (b) you, or
someone on your behalf, has paid us in full for the healthcare item or service to which
the PHI pertains; and (¢) we are not required by law to disclose to the insurer,
Medicare, or Medicaid the PHI that is the subject of your request, but we will endeavor
to honor reasonable requests. We generally are not required to agree to a requested
restriction. Qur office will honor your request that we not disclose your health
information to a health plan for payment ot healthcare operation purposes if the health
information relates solely to a healtheare item or service for which you have paid us
out-of-pocket in full.

Patient Acknowledgment

Patient Nume(s):

Thank you very much for taking time to review how we are carefully using your
health information. If you have any questions we want to hear from you. If not,
we would appreciate very much your acknowledging your receipt of our policy
by signing this form.

Patient Signature

Date . AR 7 SN B (e e oL
For additional information about the matters discussed in this notice, please contact our
Privacy Officer.

Confidential Communications

You have the right to request that we communicate with you by alternative means or
at an aliernative location. You may, for example, request that we communicate your
health information only privately with no other family members present or through
mailed communications that are sealed. We will honor your reasonable requests for
confidential communications,

Inspect and Copy Your Health Information

You have the right to read, review, and copy your health information, including your
complete chart, x-rays and billing records. If you would like a copy of your health
information, please let us know. We may need to charge you a reasonable, cost-based
fee to duplicate and assemble your copy. If there will be a charge, we will first contact
you to determine whether you wish to modify or withdraw your request,

Amend Your Health Information

You have the right to ask us to update or modily your records if you believe your
health information records arc incorrect or incomplete. We will be happy (o
accommodate you as long as our oflice maintains this information. In order to
standardize our process, please provide us with your request in writing and deseribe
the information to be changed and your reason for the chauge.

Youwr request may be denied if the health information record in question was not
cereated by our office, is not part of our records or if the records containing your health
information are determined to be accurate and complete. 1f we deny your request, we
will provide you with a writien explanation of the denial,

Accounting of Disclosures of Your

Health Information

You have the right to ask us for a deseription of how and where your health
nformation was disclosed. Our documentation procedures will enable us to provide
information on health information disclosures that we are required to disclose to you,
Please let us know in writing the time period for which you are interested. Thank you
for limiting your request to no more than six years at a time. We will provide the first
accounting during any 12-month period without charge. We may charge a reasonable,
cost-based fee tor each additional accounting during the same 12-month pedod. If
there will be a charge, the Privacy Official will first contact you to determine whether
you wish to modity or withdraw your vequest.

Request a Paper Copy of this Notice

You have the right to obtain a copy of this Notice of Privacy Practices directly from
our office al any time. Stop by or give us a call and we will mail or email a copy

fo you.

Receive Notice of a Security Breach
You have the right to receive notification of a breach of your unsecured
health information.

Changes to the Notice

We are required by law to maintain the privacy of your health information

and to provide to you or your personal representative with this Notice of our Privacy
Practices. We are required to practice the policies and procedures described in this
notice but we do reserve the right to change the terms of our Notice. Tf we change our
privacy practices we will be sure all of our patients receive a copy of the revised Notice.

Complaints

You have the right to express complaints to us or to the Secretary of Health and
Human Services if you believe your privacy rights have been compromised. We
eIcourage you 1o express aiy concerns you may have regarding the privacy of your
information. We will not retaliate against you for submitting a complaint. Please let us
know of your concerns or complaints in writing by submitting your complaint to our
Privacy Officer.

Effective Date: 9/23/2013
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FLORIDA SMILE STUDIO

954-905-2000

Authorization to discuss dental treatment with others,
to send email, text message or to leave voicemail

Patient name:

The HIPPA privacy law requires that we are only authorized to communicate with the following: patients
themselves, guardians, insurance providers and primary care physicians, unless we have authorization in
writing by the patient to communicate with others on their vbehalf, to send email, text message or to leave
voicemail.

Please provide all family members or friends you want us to be able to speak with. You may opt out by

checking the “Do not Release Information” box below.

| hereby authorize Dr. Burak Taskonak and any associates and employees to send text messages, email
messages, leave voicemail regarding my dental treatment including treatments, financials, insurance

information, appointments. YES NO

Furthermore | hereby authorize Dr. Burak Taskonak and any associates and employees to disclose (discuss,
send text messages, email messages, leave voicemail) specific information regarding my dental treatment
including treatments, financials, insurance information, appointments with others:

- 1. (name) (relationship)

- 2.(name) (relationship)

DO NOT RELEASE INFORMATION TO ANYONE

| understand that my express consent is required to release any health care information. With my signature
below, | acknowledge and understand that this information will be kept in my medical record and the above
parameters will remain in effect until revoked by me in writing. It is my responsibility to notify my healthcare

provider(s) should | wish to change one or more contacts listed above.

Patient Signature Date

Witness Signature Date



DENTAL TREATMENT CONSENT FORM

Please read and initial the items checked below and read and sign the section at the bottom of form.

g Patient Name

O 1. WORK TO BE DONE

| understand that | am having the following work done: X-rays_x Fillings Bridges Crowns
Extractions Impacted teeth removed General Anesthesia__ Root Canals __ Other

O 2. DRUGS AND MEDICATIONS
| understand that antibiotics and analgesics and other medications can cause allergic reactions causing redness and swelling
of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic reaction).

O 3. CHANGES IN TREATMENT PLAN

| understand that during treatment it may be necessary to change or add procedures because of conditions found while
working on the teeth that were not discovered during examination, the most common being root canal therapy following routine
restorative procedures. | give my permission to the Dentist to make any/all changes and additions as necessary.

O 4. FILLINGS

I understand that a more extensive restoration than originally planned, or possibly root canal therapy, may be required due to additional
conditions discovered during tooth preparation. I understand that significant changes in response to temperature may occur after tooth
restoration such as temporary sensitivity or pain. I also understand that if my tooth does not respond to treatment with a filling, further
treatment such as root canal therapy or crown may be necessary. I realize that fillings are

rarely “permanent” and usually require periodic replacement with additional fillings and/or crowns.

O 5. REMOVAL OF TEETH

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and | authorize
the Dentist to remove the following teeth and any others necessary for reasons in paragraph #3. |
understand removing teeth does not always remove all the Infection, if present, and it may be necessary 10 have further
treatment. | understand tile risks involved in having teeth removed, some of which are pain, swelling, spread of Infection, dry
socket, loss of feeling in my teeth, lips, tongue and the surrounding tissue (parest hesia). That can last for an indefinite period
of time (days or months) or fractured jaw. | understand | may need further treatment by a specialist or even hospitalization if
complications arise during or following treatment, the cost of which is my responsibility.

O 6. CROWN, BRIDGES AND VENEERS

| understand that sometimes it is not possible to matches the color of natural teeth exactly with artificial teeth. | further
understand that | may be wearing temporary crowns, veneers which may come off easily and that | must be careful to ensure
that they are kept on until the permanent crowns are delivered. | realize the final opportunity to make changes in my new
crown, bridge, or veneer (including shape, lit, size, and color) will be before cementation.

O 7. DENTURES COMPLETE OR PARTIAL
| realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain. The problems of wearing these
appliances have been explained to me, including looseness, soreness, and possible breakage. | realize the final opportunity to
make changes in my new dentures (including shape, lit, size, placement, and color) will be the 'teeth in wax" try-In visit. |
understand that most dentures require relining approximately three to twelve months after initial placement. The cost for this
procedure is not included in the initial denture fee.

O 8. ENDODONTIC TREATMENT (ROOT CANAL)

| realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the
treatment, and that occasionally metal objects are cemented in the tooth or extend through the root, which does not
necessarily affects the success of the treatment, | understand that occasionally additional surgical procedures may be
necessary following root canal treatment (apicoectomy).

O 9. PERIODONTAL LOSS (TISSUE & BONE)
| understand that | have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of my

teeth. Alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions. |
understand that undertaking any dental procedures may have a future adverse effect on my condition.

010. | understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot fully guarantee
results. | acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment which | have
requested and authorized. | have had the opportunity to read this form and ask questions. My questions have been answered
to my satisfaction. | consent to the proposed treatment.

# Patient’s Signature Date

Witness’ Signature Date
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