Welcome! Thank you for choosing our office for your dental needs.

SHEPHERD DENTAL

37 Maddex Professional Center
Shepherdstown, WV 25443

Phn: 304.876.2562 Fax: 304.876.1340
Shepherddental@hush.com

Please fill out the following form with your personal information to help us provide the best care

possible. Accurate details will ensure smooth communication and efficient handling of your medical

needs. Thank you for your cooperation.

New Patient Information

Full Name: Preferred Name:

Date of Birth: Gender:

Home Address:

Email:

Emergency Contact

Name:

Relationship:

Phone Number:

Insurance Information (if applicable)

Primary Insurance Company:

Policy Holder Name:

Date of Birth of Policy Holder:

Policy Number: Group Number:

Relationship to Patient (Self / Spouse / Child / Other):

Secondary Insurance Company (Type NA if not applicable):

Policy Holder Name:

Date of Birth of Policy Holder:

Policy Number: Group Number:

Relationship to Patient (Self / Spouse / Child / Other):



SHEPHERD DENTAL

37 Maddex Professional Center
Shepherdstown, WV 25443

Phn: 304.876.2562 Fax: 304.876.1340
Shepherddental@hush.com

Patient Treatment and Financial Policy

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with
the highest quality dental care and your optimum oral health.

The following is a statement of our Financial Policy. We require that you read, agree to and sign prior to any
treatment.

Please note: Payment is due at the time service is provided. Our office accepts cash, personal checks, MasterCard, Visa,
Discover and American Express. Additional fees will be applied for returned checks. All account balances over 90 days
are subject to a late fee.

If you pay by cash: This Good Faith Estimate shows the costs of items and services that are reasonably expected for
your health care needs for an item or service. The estimate is based on information known at the time the estimate was
created.

The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment. You

could be charged more if complications or special circumstances occur.

If you have insurance: As a courtesy to you, we will help you process all of your dental insurance claims. We will
provide an insurance estimate to you. Please understand, it is not a guarantee that your insurance will pay exactly as
estimated. Insurance coverage is subject to limitations, exclusions, waiting periods, frequency, age restrictions,
deductibles and maximums which are your responsibility.

All charges you incur are your responsibility, regardless of your insurance coverage. Our practice is committed to
providing the best treatment for our patients and we charge what is usual and customary for our area.

We ask that you sign this form and/or any other necessary documents that may be required by your insurance company.
This form instructs your insurance company to make payment directly to our office. You authorize the release of any
information concerning your (ot your dependent's) health care advice and treatment provided for the purpose of
evaluating and administering claims for insurance benefits.

Deductible, co-payment and co-insurance, which is the estimated amount not covered by you insurance company, is due
at the time we provide the service(s) to you.

Insurance payments are ordinarily received within 45-60 days from the time of filing a claim. If your insurance company
has not made payment within 60 days, we will ask that you contact your insurance company to make sure payment is
expected.

If payment is not received or your claim is denied, you will be responsible for paying the full amount at that time.

We will cooperate fully with the regulations and requests of you insurance company that may assist in the claim being
paid. Our office will not, however, enter into a dispute with your insurance company over any claim.

Minors accompanied by the parent or legal guardian: The parent or legal guardian accompanying a minor, who has
consented to treatment, are responsible for full payment at time of service. Unaccompanied Minors: The parent or
legal guardian is responsible for full payment at time of service. Treatment consents and payment arrangements with the

parent or legal guardian must be made prior to appointment or non-emergency treatment may be denied.

Missed Appointment (s) and Cancellations:

Our goal is to provide treatment in a timely manner with as few visits as necessary. In order to provide the best services
to our patients, we require at least a 24-hour notice for cancellations or for re-scheduling your appointments. We
understand that unforeseen circumstances may arise, which may result in canceling or missing your appointment. A
charge of $50 will be applied for missed, short notice or cancelled appointments. Multiple failed appointments may result
in being dismissed from the dental practice.



Consent:

I have read, understand and agree to the above terms and conditions. I authorize my insurance company to pay my
dental benefits directly to my dental office. I understand responsibility for payment for dental services provided in this
office for myself or my dependents is mine, due and paid at the time services are rendered.

Communications with you: In order to enhance patients' care and experience with us, we may contact you after your
visit in order to request feedback on your experience by phone call, SMS text message, e-mail, voicemail, or mobile
application, some of which may be via automated means. We may also listen to and record phone conversations with us
for training purposes or to evaluate the quality of our service. By signing below you understand and agree to be
contacted in this manner with communications related to this visit, and any future visits. In the future, you may opt-out

of receiving text messages by notifying us in writing (including responding via text message).

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF FINANCIAL POLICY

received a copy of this office’s Notice of Financial Policy on

Patient Signature and Date:




SHEPHERD DENTAL

37 Maddex Professional Center
Shepherdstown, WV 25443

Phn: 304.876.2562 Fax: 304.876.1340
Shepherddental@hush.com

HIPAA Compliance Patient Consent Form

Patient Name:
Responsible Party Name:
Our Notice of Privacy Practices provides information about how we may use or disclose protected health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature

that you have reviewed our notice before signing this consent.
The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date.

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or
healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The
HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for

treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially
anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a

revocation will not be retroactive.
By signing this form, I understand that:
e Protected health information may be disclosed or used for treatment, payment, or healthcare operations.

e The practice reserves the right to change the privacy policy as allowed by law. The practice has the right to
restrict the use of information, but the practice does not have to agree to those restrictions.

e The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease.

e The practice may condition receipt of treatment upon the execution of this consent.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF HIPAA PRACTICES

1 received a copy of this office’s Notice of HIPAA Practices on

Patient Signature and Date:




SHEPHERD DENTAL

37 Maddex Professional Center
Shepherdstown, WV 25443

Phn: 304.876.2562 Fax: 304.876.1340
Shepherddental@hush.com

NOTICE OF PRIVACY PRACTICES — HIPAA & 42 CFR PART 2

This Notice of Privacy Practices ("Notice") describes how medical information about you may be used and
disclosed and how you can get access to this information. Please review it carefully. Protected health
information (PHI) includes information that identifies you and relates to your past, present, or future physical
or mental health or condition, the healthcare services you receive, or payment for those setvices. Some types
of health information, including records related to Substance Use Disorder (SUD), receive additional
protections under federal law, including regulations found at 42 CFR Part 2, in addition to HIPAA. These
enhanced protections are explained later in this Notice.

OUR PLEDGE REGARDING YOUR HEALTH INFORMATION - We understand that your health
information is personal and confidential. We are committed to protecting the privacy and security of your
protected health information (PHI). We are required by law to:

Maintain the privacy of your PHI
Provide you with this Notice of our legal duties and privacy practices
Follow the terms of this Notice

Notify you if a breach occurs that may have compromised the privacy or security of your
information

HOW WE MAY USE AND DISCLOSE YOUR PHI :

Treatment — We may use and disclose your PHI to provide, coordinate, or manage your dental care and
related services.

Payment — We may use and disclose your PHI to obtain payment for services provided to you.

Healthcare Operations — We may use and disclose your PHI for practice operations, including quality
assessment, staff training, legal compliance, auditing, and business planning.

Appointment Reminders — We may use or disclose your PHI to contact you about appointments, reminders,
or treatment alternatives.

Required by Law — We may use or disclose your PHI when required by federal, state, or local law.

Emergencies — We may use or disclose your PHI in emergency situations as necessaty to protect your health
or safety.

Public Health Activities — We may disclose PHI for public health purposes, including disease prevention and
reporting.

Military, National Security, and Protective Services — We may disclose PHI as required for military activities,
national security, and protective services.

Research — We may use or disclose your PHI for research purposes when approved by law and with
appropriate safeguards.

Legal Proceedings — We may only disclose PHI in response to a valid court order or other lawful process or
by your written consent.

Marketing — We will not use your PHI for marketing purposes without your written authorization.



Personal Representatives — We may only disclose your PHI to a personal representative authorized by you in
writing,

Business Associates — We may share your PHI with business associates who perform services on our behalf.
These business associates are required by law to safeguard your information.

Workers” Compensation — We may disclose PHI for workers” compensation or similar programs that provide
benefits for work-related injuries or illness.

SPECIAL PROTECTIONS FOR SUBSTANCE USE DISORDER (SUD) RECORDS

Some health information is considered especially sensitive and receives enhanced protection under federal
law, including information related to Substance Use Disorder (SUD). Even if this practice is not a substance
use treatment provider, these protections may apply if we receive, maintain, or transmit SUD-related
information as part of your health record.

How SUD Information May Be Used

SUD-related records may be used and disclosed for treatment, payment, and healthcare operations, as
permitted by law, unless you request additional restrictions. Prohibition on Legal Use SUD-related records
may not be used against you in criminal, civil, or administrative proceedings without your written consent or a
specific court order. Redisclosure Limitations -SUD-related information may not be redisclosed unless
permitted by law. Additional restrictions may apply beyond standard HIPAA rules. Fundraising Restrictions -
Your SUD-related information will not be used for fundraising purposes without your consent. You have the
right to opt out of fundraising communications.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the right to:

e Access — Obtain a copy of your PHI
Amendment — Request corrections to your PHI
Accounting of Disclosures — Receive a list of certain disclosures of your PHI

Restrictions — Request limitations on how we use or disclose your PHI

Confidential Communications — Request communications in a specific manner/location
e Fundraising Opt-Out — Opt out of fundraising communications
e Breach Notification — Be notified of breaches of unsecured PHI
e Complaints — File a complaint with the OCR without retaliation

CHANGES TO THIS NOTICE - We reserve the right to change this Notice. Any changes will apply to all
PHI we maintain. The updated Notice will be available upon request, in our office, and on our website.



ADA American Dental Association®
America’s leading advocate for oral health Today's Diate:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION

Last Hame: First Name: Middle Mame:

Home Phiome: Call Phione: Work Phone:

Email Address:

Mailing Address: City: State: Iip:
Date of Birth: ! /! Gender:

Cwccupation:

Emergency Contact: Mame: Relationship: Phione:

If you are completing this form for another person, what is your name and relationship to that person? Mame: Relationship:

If emecuting this form as the patient’s personal representative, | reprasent and warrant that | have full legal right and authority to consent to the performance of any procedune{s} on this
patient. If for any rezson | no longer have such legal right and authority, | will immediately notify the practice inwriting.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today 7

Are you ourrently experiencing any dental pain or discomfort? [ I%es Mo Ifyes, whee?

When was your last dental exam? ! ! What was dione at that appointment?

When was the last time you had dental x -rays taken?

Please mark an “ X" in the bax OMLY if this applies to you.

Is it hard to apen your mowth? .. e Hanve youw ever had a seniows injury to your hesdor mouth? ... oo oo o]
Dioes it hurt to chew, bite or swallow? ... ... .. I yes, please dascriba what happened and when it happenad:

Do your gums bleed when you bmsh-:-rﬂn—ssy'cl.rteeth'-‘
Ha.reyuuE‘uﬂerhadpemdontalngm’JLreatmemsllbescdlngard rm‘tplanlrg? AU |
Dcynuhame_|:|rha'uEyﬂuew_lrhad.an}rsuresorgrmwthsmymrmuuth?...........Z

Do you dench or grindyour teath? ..l Hawe you ever had a reaction to, or problem with, dental anesthesia? ... ............|
Dioses your jaw click, poporhurt?. ... . | If yes, please dascribe what happened:

Hanve youw ever had problems with dental trestment nthe past?. ... ... ..o 0]
If yes, please describe what happened:

Do you have earaches or neck pains? .
Are you unhappy withyour smile?. ... e
If yes, why? Pleasa mark all that apply:
| The color of your teath [ | The shape of your testh [ | The pasition of your teeth
Qther. Please describa:

Does dental treatment make you nenvous? . e
Hawe you ever experienced any of these sleep related breathlng disorders? .
Mouth breathing Smoring [ Trouble braathing during sleep

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “ X" to mark your answers to the following questions. Yes Mo 7
Are you taking any blood thinmers {such 25 Coumadin, Warfarin, rivanoeaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? .. ... ... ... .. |

If yes, what medication are you taking?

Are you taking any medication to treat osteoporoesis or Paget’s diseasa? .. ..
Some commaonly -prescribed dregs indude aslendronate (Fosamax®), risedronate [.ﬂu:tcurer@] |I:-andr|:|na‘te {Elcnnra'@] mlenu:lronate [Fteclast'@] El1l:| -:Iemsurnat:- [tha"’:l

If yes, what medication are you taking?

Are you taking, or scheduled to take, an IV medication to treat bone pain, rly.rpermln:\emia or skeletal complications nﬁulting from Paget’s disease,
multiple myeloma or metastatic cancer? ... L.
Some commonly -prescribed drugs incude denusurnzb i:{gm.ra'*] pEl'nIdI‘GI‘ELE [.ﬁ.redla‘*] or zulendn:lnate -.’Imreta":l

If yes, what medication are you taking? How mary years have you been taking it?

Areyou taking hormonal replacements . . e e e
Do you use amy form of tobacco or nicotine products (cigaretbes, agars, snuff, chaw, Bidis ) . . . L L e
Do you use waping products? . . .

How marmy alcoholic bemmgesdjymha‘u‘eperweek?

Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasoNST . _ . L . L. L L. L e
If yes, what substancas? If yes, how often is your use? | Daily [ 5everal times perwesk [ | Weekly [ | Occasionally
Was the substance prescribed by a doctor? Yes Mo If yes, for what reason(s)?

Do you take amy other prescriptions and/or over- the-counter medicine(s), vitamins, herbs and/or supplements? . . .. .. ... ... .. ... ... . ...

If yes, please list them here and include information about how much and how often you wse each one.
WOMEM OMLY: Are you
Taking birth combral PillS T . e e e e e
Pregnant? If yes, number of wesaks:

MNursing? If yes, numbar of weeks:

@ 2021 American Dental Assoclatlon
Form 550021 To reorder call 800.247.4746 or go to ADAcatalog.org.



ALLERGIES Please use an “X " to mark your answers to the follow ing questions.

Metals Please describe any “Yas™ answers and include information about your experience.

F'Eﬂu:lllln ar uther antll::-m iCs. .

Are you allergic to or have you had an allergic reaction to: Yes No 7 Yes Mo 7
Aspirin .. .. 1 | Sulfa drugs such as sulfamethoazole-trimethoprim (Septra, Bactrim),
Earblturate-s sedatrme-sursleeplngpllls 11 erythromycin -sulfismar ole, sulfasala-zine (Azulfiding), erythromycn-
Endeme-nrnthernarn:rtl:s............................................. 1 [ sulfismazole (Eryzole, Pediazole) ghyburide (DHabeta, Glynasa PresTabs),

Hay fevarfseasonal allergias. .. .. ...t e 11 dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
=T 1 [ (Microzide) and furosemide (Lasi) . ..o

Latem (rubbar) .. 1 [ OHREE o o o oo oo oo

Local anesthetics. . ..o e 11

MEDICAL & SURGICAL HISTORY

Date of last physical exam: ! i ‘What is your normal blood pressure (systolic, dizstolic)?
Doctor's Name: Phione:
Please use an “X” to mark your answers to the following questions. Yes No 7
B Tl T L= I 10
Areyou currenthy being seen or treated by a physician? .. .
Hasaph:.rsu:lancrprmﬂnusdentlstreccrnmendedtha‘tyuutakeantlhmtlcsbeforehawrgdentalwcrkdn:rne"...................................................
Hawe you had a serious illness, operation or been hospitalimed in the Past B ymarm . L et e it e e e e e e
Hawe you had any type {either tokal or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, ebc }? ..o il
Have you had 2 heart valve replacement or heamt SUngerg T e e
Hawe you had an ongan or bone marmow) stem cell Brams P lamty . . e e e e e e e e e
Hawe you traveled internationally within the Iast B0 day s, e e e e e
Hawe you had a fewar (1000 F or abowe) I the Jamt 7 RO S F L it e it et e et e e e e e
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes Mo 7 Yes Ho 7 Yes Mo 7
Heart {Cardiac) Health Camcer. ... ... ... ... 0 Digestive Health
Pacemalker implanted defibrillstor .. ......... 11 Type: Gastrointestinal disease . .
Artificial (prosthetic) heart vabve ... ... 11 Diate of diagnosis: GE. reﬁ.w'permsr.ent heartbum [GERDJ......
Prenvious infective endocarditis ... ... .. .. 10 Chemotherapy: Stomach ulcers. .
Congenital heart disease (CHD) .. Radigtion treabment: __ Eyeﬂl'ishm)Health
Unrepaired, cyanatic CHD. . o Blood {Circulatory)Health Glavcoma. .
Repalred[-:\:nmpleteﬁr‘)lnlastﬁmmths 11 Anemia .. O
Repaired CHD with residual defacts . | U Bioad trancfusion = Other
; _ o R i I Arthritis _
Arterlnsclemsns I 1
. 11 Ifyes, dater Chronic pain .
Coronany arteny disease .. ... ......... 1 Hemophilia. . O Dizh Lep? I II’:I
Congestive heart failure .. .. ... ... ... 110 thnrlmblmdprasure N = abetes t-_n,rpe ar
Damaged heartvabees ..o L 11 Eatlng-:hs?:»rda.
Heart sttack ] 11 Hmln{Neumhu-glcal}jMentalHaatth o Frequentln_Fean:».rs.........................
Hea'r.rrurmur,l'rrgrthmdlsurder............. 1 Aniety .. T b TYF_'E_Df_'”fEC_“:'”' - -
Rheurmatic heart diseasa. . 11 Depressu:ln P i I Hepatitis, jpundice or ver disease ... ... ...
Ctroke. . 11 Epilepsy . . U I I | Imnimune deficiency. . ... ... ... L ..
Mentalhealthdmrders SR i I | Kidney problems. ... ...
Breathlng{ﬁ.esphatnry)Health o Newrological disonders . . FUURPI R I I Malnutritiom ...
Asthma[CClPD] - Post - Lra_matlcstressdm:-fder R I | Oisteocpornosis. .

o raumnatic brain injury or concussion. .. ... L] | eumatoid arthritis .
Empl‘grsema I Autoimmune Disease E-e:uallg.rtrmsmlttedlnfectlnn{STl’:l
SInLEtmbE.............................. ) : AIDS lerlnfe: 1 I Tr&'mhﬂpmb'&l’l’ﬁ vaa e
Tuberowbosis. .. .. ... 1 o HOM o
Do yow have amy disease, condition, or problem that’s not listed here? If so, please explain.

MEDICAL SYMPTOMS/GENERAL Please use an“X" to mark your answers to the following questions.

In the past 30 days, have youw: Yes Mo 7 Yes Mo 7 Yes No 7
had pain or tightness in the chest?. .. .. .. __ | | | fiound it hard to catch your breath? ... ... .. 1 expenenced vomiting, diarrhea, chills,
coughed up blood or had 2 cough that hadahlghfemer-.’graaterthan10‘lEFJfDr night sweats ar bleading?...................

lasted longer than 3 wesks? ... . .| | | moresson®. ..o 1 hadmlgralresnrsemerel‘eadaches?

been expossd to any one Mhtuben:ulnsls?‘ o ] natlnedachangemynur WESIONT .. 11

had a rapid or irmegular heart beat? . | | fainted for noreason? . ... L

MOTE: It's important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above guestions completely, accurately and to the best of my ability.

Signature of Patient/ Legal Guardian: Diate:

FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [ Madical Alert | Premedication | Allergies [ ] Amesthasia
Reniewed by Diate:
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