**+UPDATE*** Rev.2021.05.07  [VAME

Birthdate SSN
Phones  [Home Cell Office
Street 2nd Add. Street
City/ST/Zip 2nd City/ST/Zip
Email Referred by
[IMarried [dSingle [widowed [1Other  |Emergency Contact Phone

Will we be filing dental insurance? LIYES [INO  Does any immediate family member have separate dental insurance? [IYES LINO
Please present your cards for all dental insurance, TriCare, and FED to our receptionist to copy!

Insurance Co. Member/Subs ID
Insured Name Employer
Insured DOB Group Name or #
Insured SSN Group Plan Ins. Phone
HISTORY Do you have, or have you ever had, any of the following?
Y N Y N Y N
AIDS Drug Addiction HPV (Human Papilloma Virus) Respiratory Problems
Allergies (Seasonal) Emphysema Jaundice Rheumatic Fever
Anemia Epilepsy/Convulsions Jaw Joint Pain Rheumatism
Angina or Chest Pain Excessive Bleeding Joint Replacement Scarlet Fever
Arthritis Fainting Kidney Disease Seizures
Artificial Heart Valve Glaucoma Liver Disease Shortness of Breath
Asthma Heart Condition Low Blood Pressure Sinus Problems
Blood Disease Heart Lesions (congenital) Mitral Valve Prolapse Sleep Apnea
Bruise Easily Heart Murmur Nervousness/Depression Stomach Problems
Cancer Heart Surgery Nursing Stroke
Cervical Cancer Hepatitis A Pacemaker Swelling of Feet/Ankles
Chemotherapy Hepatitis B Persistent Cough Thyroid Disease
Cortisone Medication Hepatitis C Pregnant Tuberculosis
Diabetes High Blood Pressure Radiation Therapy Ulcers
Dizziness HIV Positive Recent Weight Loss Venereal Diseases (STDs)

Other — please include recent surgeries and dates of any significant surgeries/medical conditions:

EPIPEN ALLERGIES Are you allergic to, or have you reacted adversely to, any of the following?
Y N Y N Y N Y N Y IN
EpiPen Rx or use? Foods Food Coloring Latex Bites/Stings Fruit
MEDICATION ALLERGIES
Y N Y N Y N
Barbiturates Darvon Nitrous Oxide Sedatives
Aspirin Erythromycin Penicillin Steroids
Codeine Local Anesthetic Percodan Sulfa/Sulfites
IOSTEOPOROSIS MEDICATIONS Have you taken any of the following bisphosphonate medications, even once?
Y N Y N YN YN YN
Actonel Aredia Boniva Fosamax Reclast Zometa
CURRENT PHYSICIAN Office Phone #

BLOOD THINNERS: Are you currently taking any blood thinners? Y___ N___  If so, what medication?

OTHER MEDICATIONS Include ALL regularly used prescription drugs, dietary supplements, herbals, vitamins, and over-the-counter preparations.

Dose Medication (include those given in-office)  [Taken to treat what condition/symptoms/disease?




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (HIPAA)

I , have had opportunity to read the Notice of Privacy
Practices (posted in reception window) of Riverside Family Dental, PA.

| have reviewed and agree to the Notice of Privacy Practices.
(Check appropriate box) o Patient o Parent o Guardian

Signature Date

AUTHORIZATION TO RELEASE INFORMATION
Purpose: This form is used to obtain authorization to release information regarding yourself covered under the Privacy Act to
people other than yourself.

l, , authorize the following person(s) to have access to information covered
under the Privacy Practice regarding myself.

Please Print Name Relationship
Please Print Name Relationship
Please Print Name Relationship

Office Use Only — Complete only if patient does not sign agreement to HIPAA policy:

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained
because

O Individual refused to sign

oCommunications barriers prohibited obtaining it

o An emergency prevented obtaining it

aOther(specify)

Employee signature REvISED 2021.03.11




' | Dr. Holly Hamilton, DMD
- Rlve r S ]- d e Dr. Joshua Yanoviak, DMD

9402 US Highway 1+ Sebastian, FL 32958 + Phone: 772.589.1140

Patient Name (print)

FINANCIAL POLICY

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you
with the highest quality of dental care, so that you may attain optimum oral health. The following is a
statement of our financial policy, which we require that you read, agree to, and sign prior to any treatment.
Payment is due at the time service is provided. Our office accepts cash, personal checks, credit cards and
outside patient financing, such as Care Credit.

X | understand that | am personally responsible for payment of all fees for dental services provided in this
office for me or my dependents, regardless of insurance coverage. Breach of this responsibility carries
the penalty of being dismissed from this practice as a patient as well as compensating the practice for
any related attorney's and collection fees, in addition to payment of the balance owed for dental services
rendered.

Please check if you would like more information about financing options.

Please note: Returned checks will be subject to additional fees. In the case it becomes necessary for our
office to enlist a collection service and/or legal assistance; you will be responsible for any collection
and/or legal charges.

Consent:

| have read, understand and agree to the above terms and conditions. If | have insurance, | authorize my
insurance company to pay my dental benefits directly to my dental office. | understand that responsibility for
payment for Dental Services provided in this office for myself of my dependents is mine, due and payable at the
time services are rendered unless financial arrangements have been made. | further understand that a finance,
rebilling, collection charge and/or attorney fee will be added to any overdue balance. By signing below, you are
authorizing us to call you at any number you provide including calls to mobile/cellular or similar devices for any
lawful purpose. You agree to any fees or charges that you may incur for an incoming call from us, and/or outgoing
calls to us, to or from any such number, without reimbursement from us.

X X
Signature (Parent Signature if patient is a minor) Date




Dr. Holly Hamilton, DMD

Dr. Joshua Yanoviak, DMD
9402 US Highway 1 « Sebastian, FL 32958 + Phone: 772.589.1140

OFFICE POLICIES:

Our office is a safe place for our patients and staff members. It is based on principles of
mutual respect with our patients and each other. We strive to exceed your expectations
with the treatment and service we provide. Please know that our office will NOT allow
abusive behavior (verbal or physical), threatening remarks, or any other behavior (verbal
or physical) that make our patients or staff feel unsafe. Any such behavior WILL be
grounds for immediate dismissal as a patient and potential law enforcement involvement.
This office has a zero tolerance policy for abusive behavior from patients or staff.

FRAGRANCE POLICY

Due to staff allergies, please refrain from wearing perfume or cologne to our office.

APPOINTMENT CANCELLATION / MISSED APPOINTMENTS POLICY

We strive to render excellent dental care to you and the rest of our patients. In an attempt to be consistent with this, we have an Appointment
Cancellation Policy. When an appointment is scheduled, that time has been set aside for you and when it is cancelled or missed, that time
cannot be used to treat another patient.

Our policy is as follows:

We require that you give the office at least 24 hours notice in the event that you need to reschedule your appointment. This allows for other
patients to be scheduled into that appointment. If you miss an appointment without contacting our office within the required time, this is
considered a missed appointment. A fee of $35 will be charged to you; this fee cannot be billed to your insurance company and will be your
direct responsibility. No future appointments can be scheduled nor can records be transferred without the payment of this fee.

Additionally, if a patient is more than 20 minutes late without prior notice for a scheduled appointment, we will consider this a missed
appointment and the $35 cancellation fee may be charged. Patients that miss more than one appointment or consistently cancel
appointments within the 24 hours may not be rescheduled and may be dismissed from the practice. We do know that some emergencies do
occur so if something does happen, please contact us right away!

If you have any questions regarding these policies, please let our staff know and we will be glad to clarify any questions you have.
We thank you for trusting your teeth to our care and look forward to a long term relationship in helping to meet your dental needs.

| have read and understand the above office policies of this practice. | also understand and agree that such terms may be amended
from time to time by the practice.

I (print name), have reviewed this copy of Riverside Family Dental's Office Policies.

Signature of Patient Date

*Refusal to sign this policy does not negate these policies. Your signature signifies that you acknowledge them for your
information.*



