a happy, healthy smile are immeasurable! Qur goal is to help you reach and maintain optimal oral health,
Mease fill out this form completely. The better we communicate, the better we can care for you.

Taclay's Deite:
E-mail Address:
Neama: — = y [T
| prefer to be colled: [ Male [ Female
Birthdate: / Age: S5
Home Address: -
AT Condls ¥
Tay o Te
[single ClMarried ClParinered [Divorced/Separated [wWidowed
Hm #: | Cell #:
Wi #: | | Ext. DL #:
Employer:
Employer's Address:
T e =
How long there? Occupation:

Where & when are best fimes fo reach you?

Whom may we Thank for referring you?

Other tomily members seen by us:

Previgus / Present Denhist:

[P Lo}

Person Responsible for Account:

SPOUSENNFORMATION|

His / Her Nome:
Employer:
Wk #: | ) Ext: 55 #:
Birthdate: DL #:

Relative or Friend net living with you.
His / Her Nome: Relation:
Wk #: | Hem &: |

Primary Insurance
Dentol Coverage? [ Yes [ Mo

Insurance Co. Mame:

Insurance Co. Address:

iy S )
Insurance Co. Phone #: |
Group £ [Plan, Local er Policy #):

Insured's Mome: Relaticn:
[rsured’s Birthdate: / ! [msured’s 1D #:
Insured's Employer:
Employer's Address:
Gy Sy e

Secondary Insurance

Dental Coverage? [J Yes [ Mo
Insurance Co. Mame:
Insurance Co. Address:

Thy = 73
Insurance Co, Phone &
Group # (Plon, Local or Policy #):
Insured's Mame: Relation:
imsured’s Birthdote: _ / / Insured’s D #:

Insured’s Employer:

Employer’s Address:

C ek s

Payment is due in full of the time of treatment
unless prior arrangements have been opproved.
If this office accepts insurance, | understand that | am responsible for payment
of services rendered and abso responsible for paying ony co-poyment and
deductibles that my insuronce does not cover. | hereby outhorize payment
directly to the Dentol Office of the group insurance benelfits otherwise payable
to me. | understand that | am responsible for all costs of dental treatment, | here-
by autharize release of any information, including the diagnasis and records of

reciment of exominolion rendered, 1o my insuronce company,

Signature Date

CONTINUED ON BACK



MEDICADSISI URY,

Do you have o personal physician? I Yes LI MNo
Physicion’s Mame:

Phone #: | Date of last visit:

Your current physical health is: | Good | Fair || Poor
Are you currenfly under the care of o physician? Yes [l Mo
Pleqse e.aqp|c|in.'

Da you smoke or use tobacco in any other farm2 [ Ye: [ No
Have you had any metal reds, pins or implonis? O Ye: [ Mo
Are you toking ony prescription / over-the-counter drugs? L Yes L[] Mo
Please list each one;

Have you ever taken Phen-Fen? (Ako known o Redhn o Fondimin) | Yes [ No
If 55, whan?

Have you ever token Fosamax, or any other bisphosphonate? || Yes [ Mo
For Women: Are you using o prescribed method of binh contraf? [ Yes [ Mo
Areyou pregnant?  [| Yes [ No Wesk &

Are you nursing® [ Yes [ No

Have you ever had any of the following diseases or medical problems

¥ M Abnomol Bleeding / Hemophilia ¥ M / Fover Blisters

¥ M ADS ¥ ™ High Blood Pressure |
¥ M Akohol / Drug Abuse ¥ N HV+

¥ M Anamia ¥ N Hospitalized for Any Reason

¥ N Achnhs ¥ N IGdnu;-' Freblams

¥ N Arificiol Bones / Joints /Valwes Y N Liver Diseowe

¥ N Asthme ¥ N Low Blood Pressurs

¥ M Blood Transhmion ¥ M lupus

¥ M Concer [/ Chemothenopy ¥ M Mol Vishe Prolapse

Y N Colifis . ¥ M muﬁw

¥ M Conganital Heart Dafact ¥ N iatric Problame

¥ ™ Dicheles ¥ ™ Rodicfion Treatment

¥ o Ditficully Breothing ¥ N Rheumatic / Scoret Fever

¥ M Em ¥ M Seizunes

Y N i ¥ M Shi

Y N E:!lnﬁn;fppﬁ ¥ N SEE%.H Disease / Troifs

¥ M Froquent Heodoches ¥ M Sinus Problems

¥ M Glucoma ¥ MW Sioks

Y N Ferver ¥ M Thyroid Problems X
¥ M gﬂm / Heart Surgery ¥ M mesm !
¥ M Heart Murmur ¥ N Ukers

¥ ™ Hapaliis ¥ N Venereal Disecse

Please list

any serious medical condition(s) that you have ever had:

Are you allergic to any of the following?

Y M Aspirin ¥ M Erythromycin ¥ M Penicillin
¥ N Codeine ¥ M Jewelry/Metols Y N Tetocyeline
¥ ™ Dentol Anesthetics T ™ Lotex T M r

Please list any other drugs/materials that you are allergic to:

§ DENTAL HISTORY
57

Why have you come to the dentist today?

Are you Cuﬂ'ﬂl‘lll}" in pain® Yes MNa
Do you require antibistics befare dental treatment? Yes [ No
Your current dental health is: || Good | Fair | Poor
Smeliiel et o e
Doyoullossdail?  [lYes (Mo  Brushdab? [l Yes [lho
Type of bristles on your toothbrush? Hard [ Medium [ Sok
Have you ever had gum treatment? Ye: Ll Mo
Do your gums ever blead? [ Yes [ Mo Brerhich® [ Yes [ Mo
Have you ever had periodontol disease? Yes [l Neo
Do you now or have you ever experienced pain / :
iscomfort in your jow joint (TMJ / TMD]? Yes Mo
Are your teeth sensifive to heat, cold, or anything alsa?
Do you have any loose teeth? Yes Ll Mo
Do you sl hove wisdom teeth? Yes LI Mo
Would you bke fresher breath? L1 Yes L No Whiter leeth? || Yas Ma
Are you happy with the way your smile looks? | Yes || No
If nol, what would you chnge? T
| understand that the information that | have given foday is commect to the best of

my knowledge. | alsa undersiand that this infgnmlim will be held in the strickest
confidence and it is my sibility to inform this office of any changes in my
medical skatus. | authorize ﬁ stoff to perform any necessary dental services
thet | may need during diognosis and fractment, with my inhn;:?::munr.

Date

w

Signature
o~ >,

= il

i L

OFFICE USE ONLY OFFICE USE ONLY

I verbally reviewed the medical / dentol information with the patient nomed herein.

Initials: Diate;

Doctor's Comments:

Cur office is HIPAA compliont and is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA,

MEDICAL HISTORY UPDATE
:';?r:.“’rhﬁf been any r:r:hung& in your heolth stabus since your lost visil? Y N R 5o
Dhenhist Sagristune Dot
Has there been any change in your health status since your last visit? Y N =
If Yes, please explain. et ]
[y o B

FORM #AR9310 RAINBOW

wwwi.informsonline.com

©2009 Maforms 1-800-722-4884



COVID-19 PANDEMIC - PATIENT DISCLOSURES

This patient disclosure form seeks information from you that we must consider before making treatment decisions in the
circumstance of the COVID-19 virus.

A weak or compromised immune system (including, but not limited to, conditions like diabetes, asthma, COPD, cancer
treatment, radiation, chemotherapy, and any prior or current disease or medical condition), can put you at greater risk
for contracting COVID-19. Please disclose to us any condition that compromises your immune system and understand
that we may ask you to consider rescheduling treatment after discussing any such conditions with us.

It is also important that you disclose to this office any indication of having been exposed to COVID-19, or whether you
have experienced any signs or symptoms associated with the COVID-19 virus.

Yes No
Do you have a fever or above normal temperature? ] |
Have you experienced shortness of breath or had trouble breathing? | |
Do you have a dry cough? | |
Do you have a runny nose? | |
Have you recently lost or had a reduction in your sense of smell? | ]
Do you have a sore throat? | ]
Have you been in contact with someone who has tested positive for ] ]
COVID-19?
Have you tested positive for COVID-19? | |
Have you been tested for COVID-19 and are awaiting results? | |
Have you traveled outside the United States by air or cruise ship in ] ]
the past 14 days?
Have you traveled within the United States by air, bus or train within O O
the past 14 days?

| fully understand and acknowledge the above information, risks and cautions regarding a compromised immune system
and have disclosed to my provider any conditions in my health history which may result in a compromised immune
system.

By signing this document, | acknowledge that the answers | have provided above are true and accurate.

Signature Date

Witness



Allan S Mohr DDS

Smile Creations

Smile Assessment Form

Please consider each statement carefully and circle Yes or No. The doctor and members of the dental team will
discuss your response with you in confidence.

1.

2

=,
= B

8.

0.

| am concerned about the appearance of my teeth or my smile.

_ I am concerned about the whiteness/lack of whiteness of one or more of my teeth.

I am concerned about the position or angle of one or more of my teeth.
| am concerned about the shape of one or more of my teeth.

In social situations, | am sometimes embarrassed about my teeth or smile.

There are some things about my upper front teeth that I would like to change.

There are some things about my lower front tecth that I would like to change.

I have old fillings or previous dental treatment that is no longer satisfactory to me.

I am missing one or more of my teeth.

10. I am interested in learning more about cosmetic dentistry.

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes

Mo
Mo

No

No
No
No
No
No

Mo

Please use the space below to indicate any other problems, concerns, or questions. We will make every effort to

listen attentively to your concerns so that we can present you with the best possible treatment options. Thank
YO

&

5 Block Blvd. » Massapequa Park, N.Y. 11762 « Phone: 516-541-7344 + Fax: 516-797-7230
Websile: www.smilecreationsdu.com
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Allan S Mohr DDS, PC

Smile Creations

Dear Patient:
In an effort to provide you with flexible payment arrangements, we have expanded our payment policy.
PAYMENT IS DUE AT TIME OF VISIT:
These are your choices of payment methods:
____ Payment by cash
___Payment by check
___Payment by credit card

___Automatic monthly billing to credit card

FINANCING AVAILABLE THROUGH:
CareCredit -No Interest If paid in full within 6, 12 or 18 months

with convenient low minimum monthly payments.

Lending Club — Extended low monthly payment plans with low fixed rates,
for Large cases for up to 7 years.

24 HOUR APPOINTMENT CANCELLATION POLICY:

If an appointment is missed, canceled with less than 24 hours noticed, there will be a charge. Our office
reserves specific times for each patient according to individual care, and in fairness to all patients who are
on our waiting list for an appointment. Thank you for your understanding.

(Signature) (Date)

5 Block Blvd. * Massapequa Park, N.Y. 11762 « Phone: 516-541-7344 = Fax: 516-797-7230
Website: www.smilecreations4u.com
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# (onfidential Health Information

is Important to Us

Notice of Privacy Practices

et

access 1o this information, Pléass review

Our
Promise!

Dear Patient:

This natice s nat meant to akarm you, Quite the opposite! It is our desite to communicate 1o
you that we are taking serioushy Federal Low (HIPAA-Health Insurance Portability and
Accountability Act) enacted to protect the confidentiality of your health information. We
never want you 1o delay treatment because you are afraid your personal health history
might be unnecessarily made available to others outside our office.

Why do vou have a privacy policy? Very good question!
The Federal government legally enforces the importance of the privacy of health

information kargely in response 1o the rapid evelution of computer technology and its

irse in healthcare, The government has appropriately sought to standardize and protect the
privacy of the electronic exchange of your health information. This has challenged

s to review not only how your kealth information is used within our computers but ako
with the Internet, phone, faxes, copy machines, and charts. We befieve this has been an
important exercise for us because it has disciplined us to put in writing the poficies and
procedures we follow to protect your health information when we use it.

We want you to know about these policies and procedures which we developed 1o make sure
your heaith information will not be shared with anyone who does not require it. Our office is
subject to State and Federal law reqarding the confidentiality of your health information and
in keeping with these laws, we want you to understand our procedures and your rights a5
our valizable 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 m this notice.

we How your HEALTH INFORMATION may be

\ used To Provide Treatment

N, We will use your HEALTH INFORMATION within our office
= 1o provide you with care. This may inclade
administrative and chinical office procedures designed to

optimize scheduling and coordination of care. In addition, we may share your
health information with pharmacies or other healthcare personnel providing you treatment.

To Obtain Payment

We may include your health information with an imvoice used 1o collect payment for
rearment you receive in vl uifice, We may do this with insurance form filed for you i the
mail of sent edectronically. We will be sure to only work with companies with a similar
commitment 1o the security of your health information.

To Conduct Health Care Operations
Your health information may be used during performance evaluations of our staff. Some of

our best teaching oppartunities use dinical situations experienced by patients receiving care
at our office. As a result, health information may be included in training programs for

students, inferns, avociates, and business and clinical employees. It
5 also possibile that heakth information will be disclosed during
audits by insurance companies of qovernment appointed
aqendies as part of their quality assurance and compliance reviews.
Your health information may be reviewed during the routine
processes of certification, licensing or credentialing activities.

In Patient Reminders “ll:
Because we believe reqular care is very important to your health, we will remind you of 2
sheduled appointment or that it is time for you to contact us and make an appaintment.
Additionally, we may contact you to follow up on your care and inform you of treaiment options
of services that may be of interest to you or your family, These communications are an important
nart of our philosophy of partnering with our patients to be sure they receive the best care. They
may inchude postcards, falding postcards, letters, telephane reminders of electronic reminders
such a5 email (undess you tell us that you do ot want te receive these reminders).

To Business Associates

We have contracred with one or more third parties (referred to a5 a business assotiate) to use and
dislose your health information to perform services for us, such s billing services. We will obtain
each business assodate’s written agreement to safequard your health informatian.

NOTICE OF PRIVACY PRACTICES

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

As Required By Law

Wi may use or disclose your health information as required by any statute, requlation, court order
or other mandate enforceabde in a court of law,

Abuse or Neglect

We may dischose your health information to the responsible
government agency if (2] the Privacy Official reasonably believes that
you are 3 victim 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
Dfficial determines that informing you would not be in your best interest.

Public Health and National Security

We may be required to dischose to Federal officials or military authorities health information
necessary to complete an investigation related to public health of national sacurity, Health
information could be impartant when the government believes that the public safety could benefit
when the information tould lead 1o the control or prevention of an epidemic or the understanding
of new side effects of a drug treatment or medical device.

For Law Enforcement

hs permitted of required by State or Federal law, we may disclose your health information o a law
enforcement afficial for certain law enforcement purposes, inchuding, under certain imited
circumstances, if you are avictim of a arime or in order to report a Crime.

Family, Friends and Caregivers

We may share your health information with those you tell us will be helping you with your
Ireatment, 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 health information ondy when it will be important to those participating in providing
your care.

Workers' Compensation Purposes

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

Judiclal and Adiministative Proveedings :

We may disclose your health information in an adminsstrative of judicial proceeding in response 1o
a subjpoena or 2 request to produce documents. We willdisclose your heaith information in these
circumstances only i the requesting party first provides written documentation that the privacy of
your health information will be protected.

Allan S. Mﬂhﬁ DMI' RI-.E._DJ.
(516) 541-7344



Incidental Uses and Disclosures
We may use or dischose your health information in @ manner which is incidental to the uses and
dischosures described in this Notice,

Health Oversight Activities
We may disclose your health information te 4 government agency respomible for overseeing
the health care system or health-related government benefit program.

To Avert A Serious Threat To Health or Safety
We may use or disclose your health information to reduce a risk of serious and
imminent harm to another person o to the public.

5 To The U.S. Department of Health and Human Services

(HHS)

We may disclose your health information 1o HHS, the government agency

responsible for oversesing compliance with federal privacy law and regulations
reguiating the privacy and security of health mformation,

For Research
We may use or dischose your health information for research, subject to conditions. “Research”
mizans systemic investigation designed to contribute to genetalired knowledge.

In Connection With Your Death Or Organ Donation

We may disclose your health information te a coroner for identification purposes, to a fumeral
director for funeral purpases, o to an organ proqurement crganization to facilitate
tramsplantation of ene of your organs.

If applicable State law does not permit the disdlosure described above, we will comply with the
stricter State law.

Authorization to Use or Disclose Health Information

We are required to ohtain your written autharization in the following circumstances: () to use
of disclose peychotherapy notes (except when needed for payment purposes or fo defand
against litigation filed by you); (b) to use your PHI for marketing purpeses; (c) to sell your PHI;
and (d) to use or drsclose your PHI for any purpose not previously described in this Hotice. We
also will obtain your authorization before wsing or disclosing your PHI when required to do o
by () state baw, such as laws restricting the wse of disclosure of genetic information of inform-
ation concerning HIV status; or (b) other federal law, such as federal law protecting the
confidentiality of substance abuse records, You may revoke that authorization m writing at any time.

PATIENT RIGHTS
‘fow have the following rights related to your heakth information,

Restrictions

You have the right 1o request restrictions on the use or dischosure
of your heafth information for treatment, payment, of healthcare
operations in addition to the restrictions imposed by federal law. Our
office is not required to agree to your request, unless () you request that we not disclose your
PHI 1o @ headth imsurance company, Medcare of Medicaid for payment or healthcare operations

Patient Acknowledgment
Patient Names):;

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

Do i " —
For additional information about the matters discussed i this natice,
please contact our Privacy Officer.

purposes; (b) you, o someone on your behalf, has paid us in full for the healthcare item or
service to which the PHI pertains; and (c) we are not required by law to disclose to the insurer,
Medicare, or Hedicaid the PHI that is the subject of your request, but we will endeavor fo
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
phan for payment of healthcare epetation purpeses if the health information relates solely 1o 2
heattheare item or service for which you have paid us oul-of-pocket in full

Confidential Communications

Your have the right 1o request that we communicate with you by alternative means or at an
alternative location. You may, for example, request that we communicate your health information
onily privately with no other family members present of through mailed communication that
are sealed. We will henot your reasonabbe requests for confidential communications.

Inspect and Copy Your Health Information
You have the right to read, review, and copy your health information, induding your complete
chart, xrayi and billing records. If you would like a copy of your heabth
information, please ket us know, We may need to charge you a
reasonable, cost-baced fee to duplicate and assemble your copy.
If there will be a charge, we will first contact you 1o datermine
whether you wish to modify or withdraw your request.

Amend Your Health Information
You have the right to ask us to update or medify your records if you believe your health
information records ane incorrect of incomplete. We will be hapay to accommodate you as
long &3 cur office maintains this information. In order to standardize our progess, please
provide us with your request in writing and describe the information to be changed and your
teason for the change.

Your request may be denied if the health information record in question was not created by
our office, is not part of our records of if the records containing your health information are
determingd to be accurate and complete. If we deny your request, we will provide you with 4
written explanation of the denial,

Accounting of Disclosures of Your Health Information

You have the right to ask us for a description of how and where your health information was
dischosed. Dur documentation procedures will enabde us to provide information on health
information disclosures that we are reguired to disclose fo you. Please lef us know in wiiting
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-manth period
without change. We may charge a reasonable, cost-based fee for each additional accounting
during the same 12-month period. If there will be a charge, the Privacy Official will first contact
you fo determine whether you wish to modify or withdraw your reguest.

Request a Paper Copy of this Notice
You have the right to obtain a copy of this Notice of Privacy Practices directly from oar office
at any time. Stop by or give us 4 call and we will mail or email a copy to 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 of your mﬂmuﬁhﬂu%d‘wnﬁmm
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. If we change our privacy practices we will
be sute all of our patients receive a copy of the revised Notice.

Complaints
mmﬂmmmmmmmwmmduﬁdm
Services if you believe your privacy rights have been compromised. We encourage you to
express any CONeTTs you may have regarding the privacy of your information. We will not
retaliate against you for subimitting  complaint. Please let us know of your concerns or
mhﬁhmwmiwmﬂmmwhmm

Effective Date: 9/23/2013
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