National Security: We may disclose t military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intalli-
gence, counterintelligencs, and other national security activiies. We may disclose to correctional institution or law
enforcement afficial having lawful custodly of protected health Information of Inmate or patient under certain circum-
stances.

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 capies of your heslth Information, with limited exceptions. You may
request that we provide copies in a farmat other than photocoples. We will use the format you request unless we
cannot practicably do so. (You must make » request in writing to obtain access to your health information. You may
abtain a form to request access by tsing the contact information listed et the end of this Notice. We will charge you
A reasonable co few for expenses stch as copies and stoff ime. You may also reguest access by sending us
a letier to he address at te end of this Notice, I you reguest copies. we will charge you $0.90 fur each
$.20.00  per hour for staff time to locate and copy your health infermation, and postage if you want the copies mailed
10 you. If you request an alternative format, we will charge a cost-based fes for providing your health information in
that fonmat, I you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the Informetion listed at the end of this Notice for & full explanation of our fee structure.)

Disclosure Accounting: You have the right Lo teceive a list of Instances in which we or our business associntes
disciosed your health inforrmation for purposes, other than treatment, peyment, healihcare operations and certsin
ather activities. for the last 6 years. but not tefore April 14. 2003. If you request this accounting more than once in a
12-month period, we may charge you s reasonable, cost-based fee for responding Lo thase additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
nealth information. We are not required to agree tw these sdditional restrictions, but if we do, we will abida by aur
agreement (except in an eimergency).

Alternative Communication: You have the right 10 request that we cornmunicate with you about your health infor-
mation by alternative means or to alternative locetions. (You must make your recuest in yvrilinq.) Your regueast must
specify the alternative meens or location. and provide satisfactory explanation how payments will be handled uncler
the sllternative means or location you request.

Amendment: You have the right to reguest that we amend your heslth Information. (Your request miust be in writing,
and it must explain why the information should be amended.) We may deny your request under certain circuimstances.,

Electronic Notice: If you receive this Notice an our Web slte or by electronic mall (e-mail), you are entitied to
receive Lhis Notice in written form,

QUESTIONS AND COMPLAINTS

If you warnit more Information about our privacy practices or have questions or concerns, please contact us.

If you are conceraed thet we may have violsted your privacy rights, or you disagree with a decision we made sbaut
access to your heslh information of inresponse W a request you roade Lo amend or restrict the use or disclosure of
your health information or to have us communicate with you by slternative 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 o 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 inforrmation. We will not retaliate in any way If you choose to file
a complaing with us or with the U.S. Department of Health and Human Services.

Contact Officer: Lesley Koentz

Telephone! 588-3592 Fax: 588-2095

t-tnail.

Address: 9 North First Street New Baden, IL 62265

A3 2002 American Dental Association

Al Pighis Peserved

Raproadhic tion and use of this form by dentists and thelr <126 is penmitted. Any ciier use, duplic ation or distribution of this fonm by sny ether pany rexjuires the prior
written ppproval of the Americon Dental Association

This Form Is educational only, doas not constitute legal advice, and covers only federal, not stote, law (August 14, 2002).



Willia¥tG. Koentz, D.M.D. Name
9 North First Street Date of Birth
New Baden, IL 62265

Chief Complaint (Why are you seeking dental care?)

Areyolin good’health? .. mmrmmmunndm s amrarann Yes No

Are you currently under the care of a physician?..........cccocecveveevernnnenne. Yes No

Please list your family physician and medical specialists you see at least once a year: (Please print)
Name Address City Phonet# Name of Specialty

Circle Medical History
Below:

1. Do you have (or have you ever had) any of the following?

Yes No a. allergic reaction to drugs or latex ( circle all that apply)
Latex Penicillin Aspirin Codeine Local Anesthetics Other

Yes No b. heart attack or heart disease
Yes No c. stroke
Yes No d. high blood pressure
Yes No e. congestive heart failure
Yes No f. angina (chest pains)
Yes No g. irregular heart beat
Yes No h. artificial heart valve

Yes No i. rheumatic fever, rheumatic heart disease, bacterial endocarditis
Yes No j. congenital heart disease
Yes No k. heart murmur or mitral valve prolapse
Yes No I. Immunosuppressive condition ( circle all that apply)

Steroid Therapy (e.g. prednisone) Radiation or Cancer Therapy SLE (Lupus)

Rheumatoid Arthritis HIV ~ Organ Transplant Spleen removed Other
Yes No m. artificial joint(s) (Circle all that apply)

Hip Knee Ankle Shoulder
Date(s) placed:

Yes No n. other artificial implants or devices
Yes No o. bleeding problem, anemia, other blood disease

Yes No p- diabetes

Yes No q. thyroid disease

Yes No r. long term antibiotic use (greater than one month continuously)
Yes No s. nervous system disease or seizures

Yes No t. kidney disease

Yes No u. hepatitis (A, B ,C, or D) or other liver disease

Yes No v. muscle or joint disease or arthritis (osteo or rheumatoid)
Yes No w. asthma, tuberculosis, or other ling disease

Yes No x. stomach or intestinal disease

Yes No y. mental health condition — specify:

Yes No z. physical or mental disabilities that may require special care?
Yes No aa. Impairment of hearing, sight or speech

Yes No bb. Do you have or have you ever been treated for cancer?

Yes No 2. Are you or could you be pregnant? Are you nursing?



Yes No 3. Do you have any disease, condition, or problem not listed here?
Describe:

Yes No 4. Have you ever been hospitalized or had surgery?
Describe:

Yes No 5. Do you have any undiagnosed symptoms?
Describe:

Yes No 6. Are you, or have you ever been addicted to a chemical substance?
Yes No 7.Do you currently drink alcohol or use recreational drugs?
Yes No 8. Do you smoke or use smokeless tobacco?
9. What type of tobacco product(s) do you use?
10. How interested are you in stopping your tobacco use? (circle one)
Very interested Somewhat interested Not at all interested
Yes No 11. Do you regularly take herbal medicines or dietary supplements?
Specifically, do you take (circle all that apply):

Echinacea Garlic Ginger Kava Valerian
Feverfew Gingko Ginseng St. John’s Wort  Vitamin E
Yes No 12. Have you undergone current or past osteoporosis therapy?
(Examples are: Fosamax, Actonel, Boniva pill form)
Yes No 13. Have you undergone current or past therapy to reduce high blood
Calcium (bisphosphonate therapy)? (Examples: intravenous Aredia, Zometa)

i Dental History
Yes No 14. Do you have regular dental check-ups? Date of last exam:

Yes No 15. Have you had any trouble associated with previous dental treatment?
If so, please explain:
Yes No 16. Have you noticed ant lumps or sores in your mouth?
Yes No 17. Do your gums bleed when you brush your teeth?
Yes No 18. Have you ever injured your face, jaws or teeth?
Yes No 19. Do you suffer from pain in the mouth, face, eyes, neck or throat?
Yes No 20. Are you happy with the appearance of your teeth?
Yes No 21. Do you want to save your teeth?
Yes No 22. Has fear ever prevented you from seeking dental treatment?
Yes No 23. Are you allergic to any metals or dental materials?
Yes No 24. Circle the types of dental treatment you have experienced:
Orthodontics (braces) = Dentures  Root Canal treatment Implants
Oral Surgery Periodontal (gum) treatment TMIJ treatment Fillings

Please complete the enclosed medication list, and then sign below:

William G. Koentz, D.M.D. requests the information for the purpose of providing a complete evolution of
your dental needs. No person outside the office will be provided this information unless properly
authorized by you or required by law. Failure to provide the requested information will limit our ability to
assess your needs and may result in Dr. Koentz being unable to accept you as a patient. By signing below
you agree that the information given is accurate and that you will notify us at subsequent appointments of
any changes in your health.

-

Patient signature: Date

(or) Patients representative: Relationship to patient




WILLIAM G. KOENTZ, D.M.D.

ACKNOWLEDEGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES
*You May refuse to Sign This Acknowledgement*

I, , have received a copy of
William G. Koentz, D.M.D.’s Notice of Privacy Practices as outlined in HIPPA

Please Print Name

~ Signature and date

The above individual is responsible for the following individual(s) and/or minor(s).

I hereby authorize William G. Koentz, D.M.D. to release any dental information for the treatment of my
care to: spouse, parent(s), legal guardian, or other.

Name of person/relationship Name of person/relationship

Patient Signature, Parent, or Legal Guardian 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
e Communications barriers prohibited obtaining the acknowledgement
»  An emergency situation prevented us from obtaining acknowledgement

»  Other (Please Specify)




