TIME 1110 AM

DATE 12/4/2018
PATIE EGI (0]
ID: Chart ID:
FNems  LastName Middle Initial:
Patient 'Sitlpolicy Holder --a-;e;ponsib'e Party Preferred Name: e R
Responsible Party ( if someone other than the patient )
riNeme: Last Name: Middlc Initial:
Address: Addm_;z e e o L - o
City, State, Zip: R s - o e
HomePhone: " Work Phone: Ext Cellutar:
Birth Date: Soc Sec: e «T);:,;;‘Lic: e

[JResponsible Party is also a Policy Holder for Patient

[CJPrimary Insurance Policy Holder [[JSecondary Insurance Policy Holder

Patient Information
Address: Address 2:
City: State / Zip: N T e
Home Phonc: o Work Ph;e: T T Ex'l: e Celluar: e
sex[vae [Jfemde v Sunsvaried e Clovores Cpwraed Cwidowed
Birth Date: Age: Soc Sec: Drivers Lic:

{711 would like to receive correspondences via e-mail.

E-mail:
Section 2 Section 3 _
Employment[™] Fy|l Time [Jrart Time [Retired ReferedBy .
Status: Previous Dentist

Student Status:[_] Full Time [CJpart Time Emergency Contact

Medicaid ID: Pref. Dentist: Emergency Contact#

- T Xray & Photo Consent
Employer ID: Pref. Pharmacy: S N Consent for Models
Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured:[_]Self [ |Spouse [ JChild [ ]Other
Insured Soc. Sec: "~ Insured Birth Date
Employer: T T B, C“omp;nym - -
Address: Address: o
Address2 T I _
City, State, Zip: T Cuy. S Zpr ~ -
Rem. Benefis:  Rem Deduct P ,
r— Secondary Insurance Information
Name of Insured: Relationship to Insured:[_]Self [ ]Spouse [ JChild [ JOther
Insured Soc. Sec: o Insured Birth Date: o -
Fmploye T
Address: Address: T
s s
City, State, Zip: SR — ciysaezo T S _

Rem. Benefits:

Rem. Deduct:




“Time 10:01 AM Payman Kamkar DOS Date 4/11/2019
Eaglesoft Medical History
Patient Namae: Birth Date: Date Created:

Although denta! personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physidan's care now? QOves ONo If yes L |

Have you ever been hospitalized or had a major cperation? Oves Ono lfys{ l

Have you ever had a serious head or neck injury? Oves ONo Ifyes[ l

Are you taking any medications, pdis, or drugs? Oves Ono Ifyesl l

Do you take, or have you taken, Phen<en or Redux? Oves ONo Ifyesi l

Have you ever taken Fosamax, Boniva, Actonel or any other Ye No If yes

medications containing bisphosphonates? Oves O L I

Are you on a spedal diet? OvYes ONo

Do you use tobacco? OvYes ONo

Do you use controlled substances? Qves Ono If yes L J
Women: Are you...

[CJpregnant/Trying to gat pregnant? [COrarsing? [Oaking oral contraceptives?

Are you alergic to any of the folowing?

Oaspirin [Openictin Ocodeine - OlAaayic
Osetat Oiatex [OJsufabrugs [[iocat Anesthetics
Other? O Ifyes | |
Do you have, or have you had, any of the following?
AIDSMIV Positive OvYes ONo |Cortisone Medicne OvYes ONo |Hemophiia OvYes ONo |Radiation Treatments QOves ONo
Alzheimer's Disease OYes Ono  |Disbetes OYes ONo  |Hepatitis A Oves ONo |Recent Weight Loss Oves Ono
Anaphylaxis OvYes ONo |Drug Addiction OvYes ONo |HepatitisBorC QvYes ONo |RenalDialysis Oves Ono
Anemia OvYes ONo |Easly Winded OvYes ONo |Herpes OvYes ONo |Rheumatic Fever Oves ONo
Angina QOvYes ONo |Emphysema QOvYes ONo |High Blood Pressure OvYes ONo |Rheumatism Oves ONo
Arthritis/Gout QOvYes ONo |Epiepsy or Seizures QOvYes ONo |High Cholesterol Oves ONo |ScarietFever Oves ONo
Artificial Heart Valve OvYes ONo |Excessive Bleedng QOvYes ONo |Hivesor Rash QOvYes ONo [Shingles Oves ONo
Artifical Joint QOves ONo  |Excessive Thirst OvYes ONo  |Hypoglycemia Oves ONo |Sidde Cell Disease Oves Ono
Asthma OvYes ONo |Fainting Spelis/Dizziness (Oves ONo | Irregular Heartbeat OvYes ONo | Sirws Trouble Oves Ono
Blood Disease QOvYes ONo |Frequent Cough QOYes ONo |Kidney Problems QOvYes ONo |SpnaBifida Oves ONo
Blood Transfusion OvYes ONo |Frequent Diarrhea OvYes ONo |Leukemia OvYes ONo |Stomach/IntestinalDisease OYes ONo
Breathing Problems OYes ONo  |Frequent Headaches OYes ONo |Liver Disease QOvYes ONo |Stroke Oves Ono
Bruise Easly OvYes ONo |Genital Herpes Oves ONo |Low Blood Pressure OvYes ONo |Sweling of Limbs QOves ONo
Cancer OYes ONo |Glaucoma Oves ONo |lung Disease QOvYes ONo |Thyroid Disease Oves ONo
Chemotherapy OvYes ONo  |HayFever OvYes ONo  [Mitral Vaive Prolapse OvYes ONo | Tonstitis QOves Ono
Chest Pains OYes ONo |Heart AttackFaiure QOYes ONo |Osteoporosis OvYes ONo |Tuberasoss OvYes ONno
Cold SoresfFever Bisters (OYes ONo  |HeartMurmur OfYes ONo |Painin Jaw Jonts OYes ONo |Tumors or Growths Oves ONo
Congenital Heart Disorder  Oves (ONo | Heart Pacemaker O¥Yes ONo |Parathyroid Disease OvYes ONo  |Uicers OvYes ONo
Convulsions OvYes ONo |Heart Trouble/Disease QOvYes ONo |Psychiatric Care QOves ONo |Venereal Disease OYes Ono
Yellow Jaundice OvYes Ono
Have you ever had any serious finess not listed above? Oves Ono Ifyes I [
Comments:

To the best of my knowdedge, the questions on this form have been acaurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. Itis my
responsibiity to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



New Patient Questionnaire

Patient Name Date

How did you learn about us?

To provide you with exceptional care, we'd like to get to know more about you and your feelings about
dental care.

Are you switching Dentists?  YES NO

What prompted you to look for a different dentist?

What is the main reason(s) for your visit today?

What is most important, to you, to take care of now?

When having a dental treatment(s), which of the following concerns you (check all that apply)?

—Number of appointments required ___Length of time for appointments ___Budget

_Fear __No sense of urgency - ___No trust

As oral health professionals, all of the following a§pects of treatment(s) are important to us. Please rank
the importance of each of the following to you. (1=highest, 6=lowest)

- i

— Comfortable __Functional __Cosmetic __Long-lasting __ Scientifically-proven __Safe

We know our patients expect us to provide dental trestments that are necessary for theij oral health.

We alsq understand they may wish they could change things about their teeth or smile but may not
know about ali their options.

Do you like the color of your teeth? YES___ NO

Would you like to improve your smile? - YES NO

— O e

Do you have spaces between your teeth that bother you? YES___ NO

Do you have chips or uneven edges on your teéth? YES____ NO__ )

Do you have dark fillings that show when you smile? YES___ NO__ N
Do your gums show too mﬁéh when you smile? "YES___ NO___

Do you feel your teeth are crowded or crooked? YES NO

— O am——

Do you have existing crowns or dental work you consider ugly? YES___ NO___

Are you self-conscious about your teeth and for smile?  YES___ NO

g



Paymon Kamkar DDS
Kamkar Family & Gentle Dentistry
2616 Yelm Hwy SE Suite #A
Olympia, WA 98501

360-352-6399

The undersigned hereby authorizes Dr. Paymon Kamkar and his team (hereinafter Doctor) to take X-
rays, study models, photographs, or any other diagnostic aids deemed appropriate by him to make a
thorough diagnosis of the patients dental needs. 1also authorize Dr. Kamkar to perform any and all
forms of treatment, medication, and therapy that may be indicated. |also understand the use of
anesthetic agents embodies a certain risk.

Insurance

| understand that my dental insurance is a contract between me and the insurance carrier, and not
between the insurance carrier and the Doctor, and that | am still fully responsible for all fees. These fees
are due and payable at the time services are rendered unless prior financial arrangements have been
made. | also assign all insurance benefits to the Doctor. Any payments received by the Doctor from my
insurance coverage will be credited to my account, or refunded to me, if | have paid the dental fees
incurred.

It is my responsibility to confirm my insurance benefits with my insurance carrier prior to my
appointment. We participate in most major insurance plans. We will bill participating insurance
companies directly as a courtesy to you. You are responsible to verify your benefits for all services
provided. If you receive non-covered benefits you will be responsible for any charges. If a referral or
authorization in needed, check with your insurance to make sure it is in place prior to your appointment.
| further understand that a late charge of 18% yearly or 1.5 % monthly will be added to any overdue
balance.

Missed appointment

I understand | will be charged $75.00 per hour for missing or breaking a scheduled appointment without
48 hours notice. If my appointment is on Monday, | must call before 10am Friday prior to my
appointment to avoid this fee.

Patient Signature (parent of child): Date:




ACKNOWLEDGEMENT OF RECIEPT OF STATEMENT OF PRIVACY PRACTICES

| acknowledge that | have received a copy of the Statement of Privacy Practices for.the office of Pay.mon
Kamkar, DDS - Kamkar Family & Gentle Dentistry. The Statement of Privacy Practices describes the

types of uses and disclosures of my protected health information that might occur in my treatment,
payment for services, or in the performance of office health care operations. The Statement of Privacy
Practices also describes my rights and the responsibilities and duties of this office with respect to my
protected health information. The Statement of Privacy Practices is also posted in the facility.

Kamkar Family & Gentle Dentistry reserves the right to change the privacy practices currently described

in the Statement of Privacy Practices. If Privacy practices change, | will be offered a copy of the revised
Statg.fment of Privacy Practices at the time of my first visit after the revisions become effective. | may
also obtain a revised.Statement of Privacy Practices by requesting that one be mailed or otherwise

- transmitted to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorized disclosure of my Protected Healthcare Information to the person{s) identified
. below. (I understand that the default answer is "NO". Without indicating "YES" in answer to the each

individual question, personal protected (PHI) cannot be shared with anyone unless otherwise allowed by
HIPAArules.) =

Spouse only YES___ NO__

Any l\{lember of my immediate family : YES_ NO __ :
Any Member of my extended family YES____ - NO__

Other: YES NO

Name of Patient (please print)

Patient Signature: \

Date:

7~

Patient's personal representative: (please print):

Personal Representative's signature:

Representative's Telephone Number: Date:




- STATEMENT OF PRIVACY PRACTICES

Cur office is dedicated to protect the privacy rights of our patients and the confidential information entrusted to us. The
commitment of each employee to ensure that your heatth information is never compromised Is a princlpal concept of
our practice. We may, from time to fime, amend our privacy policies and practices but will aiways inform you of any
changes that might affect your rights.

[ Protecting Your Personal Healthcare Information ]

We use and disclose the information we collect from you only as allowed by the Health Insurance Portabllity and
Accouniability Act and the state of Washington. This includes issues relating to your freatment, payment, and our heaith
care operations. Your personal health information will never be otherwise given to anyone — even family members —
without your written consent. You, of course, may give wiitten authorization for us to disclose your information to anyone
you choose, for any pumpose.

Our offices and elechonic systems are secure from unauthorized access and our employees are trained to make certain
that the confidentiality of your records is always protected. Our piivacy policy and practices apply to all former, cument,
and future patients, so you can be confident that your protected health information will never be improperly disclosed or
teleased.

[ -Collecting Protected Health Information (PHI) ]

We will only request personal information needed to provide our standard of quaiity health care, implement payment
activities, conduct normal health practice operations, and comply with the law. This may include your name, address,
telephone number(s), Social Security Number, employment data, medical history, health records, efc. While most of the
information will be collected from you, we may obtain information from third parties if it is deemed necessary.
Regardless of the source, your personal information will always be protected to the full extent of the law.

{ Disclosure of your Protected Health Information }

As stated above, we may disclose information as required by law. We are obligated to provide information to law
enforcement and govermmental officials under certain circumstances. We will not use your information for marketing
purposes without your wiitten consent. We may use and/or disclose your heatlth information to communicate reminders
about your appointments including voicemail messages, answering machines, and postcards.

Any breach in the protection of your personal health information, including unauthorized acquisition, access, use, or
disclosure, will be fully investigated, addressed, and mitigated as established by the HIPAA Privacy Rule. You have a right
to and will be provided all information relating to any breach involving your personal PHI

[. Your Rights as our Patient )

You have a right to request coples of your healthcare information; o request coples in a variety of formats; and to
request a list of Instances in which we, or our business associates, have disclosed your protected information for uses
other than stated above. All such requests must be in wilting. We may charge for your copies in an amount allowed by
law. [f you believe your rights have been violated, we urge you to nofify us immediately. You can aiso nofify the U.S.
Department of Health and Human Services.

Please ask if you have any questions about your privacy rights and the protection of your health information.

[ 1 : Kamk‘ar‘Family‘ & Gentle Dentistry 2616 Yelm Hwy SE - Ste A - Olympia, WA 98501 J




