Hodges Orthodontics

101 N. Davis Streeat
Sulphur Springs TA 75482
903-885-2800

Privacy Notice
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

s Your protected health information (i.e., your general dentist, oral surgeon, etc.) in connection with
our rendeting orthedontic treatment to you (i.e., to determine resuits of cleanings, surgery, etc.);

+ Tothird party payers of spouses (i.e., Insurance Companies, 2mployers with direct
reimbursement, administrators of flexible spending accounts, etc.);

+ To certify Hicensing and accrediting bodies (i.e., the American Board of Crthodontics, state dental
boards, eic.) in connection with obtaining certification, licensure or aceraditation;

¢ To other patients and third parties who may see or overhear incidental disclosures about your
treatment, scheduling, etc.;

e To your family and close friends involved in your treatment; and/or,

e We may contact you to provide appeintment reminders or information about treatment
alternatives or other health-related benefits and services that may be of interest to you.

Any other uses or disclosures of your protected health information will be made only after obtaining your
written authorization, which you have the right to revoke.

Under the new privacy rules, you have the right to:

Request restrictions on the use and disclosure of your protected health information:

Request confidential communication of your protected health information:

Inspect and obtain copies of your protected health information through asking us;

Amend or maodify your protected health information in certain circumstances:

Receive an accounting of certain disclosures made by us of your protected health information;
and,

* You may, without risk of retafiation, file a complaint as to any violation by us of your privacy rights
with us (by submitting inquiries to your Privacy Contact Person at our office address) or the
United States Secretary of Health and Human Services (which must be filed within 180 days of
the violation),

We have the following duties under the privacy rules:

e By law, to maintain the privacy protected health information and to provide you with this nofice
setting forth our legal duties and privacy practices with respect to such information;

« 7o abide by the terms of our privacy notice that is currently in effect; and,

» To advise you of our right to change the terms of the Privacy Notice and to make new notice
provisions effective for all protected health information maintained by us and that if we do so, we
will provide you with a copy of the revised Privacy Notice.

Please note that we are not obligated to:

« Honor any request by you to restrict the use or disclosure of your protected health information:

e Amend your protected health information if, for example, it is accurate and complete; or,

= Provide an atmosphere that is totally free of the passibility that your protected health information
may be incidentally overheard by other patients and third parties.

This privacy notice is effective as of the date of your signature. If you have any questions about
the information in this Notice, please ask our Privacy Contact Person or direct questions to this
person at our office address, Thank you.

Parent/Guardian Acknowledgment

| hereby acknowledge that | have received and reviewed a copy of this Privacy Notice.

Patient Printed Name

Signature of Patient/Parent or Guardian Date



Hodges Orthodontics

101 North Davis St.
Sulphur Springs, TX 75482

903-885-2800
Physician's Name: Address: Phone:;
Has your child experienced any health problems? No Yes Explain:
Any major change in your child's health recently? No Yes Explain:
Is your child currently under a physician's care? No Yes Explain:
Is your child allergic to any medications? No Yes Explain:
Has your child received a blood transfusion? Nao Yes Explain:
Hawa your child’s tonsils or adenoids been ramoved? No Yes Explain;

Please check if your child has had any of the following conditions:

Heart Murmue............. No Yeg Hepatitis........... No Yes Emotional Problems.... No Yes
Heart Surgery.............. No Yes Diabetes........... No Yes Frequent Headaches.. No Yes
Rheumatic Fever.......... No Yes Kidney Disease.. No Yes NervousfAnxious........ No Yes
Endocrine disorders...... Na Yes Liver Disease..... No Yes Cancef......ccooovvvinen iNo Yes
Prolonged Bleeding....... Mo Yas Tuberculosis...... No Yes Bonea Disorders......... No Yes
Anemia ...................... No Yas Bronchitis.......... No Yes Growth Disorders....... No Yes
Blood Digease.............. No Yes Asthma............. No Yes Mouth Breather.......... Mo Yes
Developmental Disorder.. No Yes Epilepsy............ No Yes Herpes(Fever Blisters). No Yes
Hives/Rash.................. No Yes Fainting............. Na Yes Teonsillitis.................... No Yes
Has the patient ever had an unusual reaction to any drug such as penicillin, antibiotics, or aspirin? Na Yes

If 50, please explain:
Is there any other condition or preblem that you think we should know about?

Growth Information for Patients:

Because growth can be a factor in orthodontic treatment planning, your answers ta the following questions are needed to aid
in selection of treatment alternatives.

Has your son or daughter reached puberty? No Yes
Girls- has she started menstruation? No Yes When?
Boys- has his voice changed? No Yes When?
Father's Height: Mother’s Height: Patient Adopted? No Yes

Mames and birthdates of patients brothers and sisters:
Dental checkups: 2 times ayear 1 time z year Only if problem exists Never Date of last visit:

Is there any unfinished care to be completed with your child’s dentist? No Yes Explain:
Is your child frightened about dental treatment? No Yeg Explain;
Has your child had an unpleasant experience in a dental office? No Yes Explain:
Have teeth (either primary or permanent) been removed? No Yes Explain:
Has your child had any previous orthodontic treatment/consult? No Yes Explain:
Are you satisfied with prior treatment? No Yes Explain:
Any changes in your child’s bite or dental alignment recentiy? No Yes Explain:
Does your child have a history of thumb or finger sucking? No Yes Explain:
Does your child play a musical instrument? No Yes Exptain:
Has your child had any facial ar dental injuries? No Yes Explain:

Please check if there is a history of:

Clenching Teeth Muscular soreness around head and neck Jaw joint scraness
Grinding Teeth Headaches {more than normal} Jaw Joint clicking
Speech Problems {if so what sounds) Mouth breathing Ringing in the ears

Snoring Is there any other information which may be helpful?

| certify that the above information is complete and accurate. | also understand that | am responsible for updating
any changes or additions to this information in the future. 1 consent to a financial report.

Parent Signature Date Reviewed by



Hodges Orthodontics

101 North Davis St.
Sulphur Springs, TX 75482
903-885-2800

CHILD PATIENT INFORMATION
Today's Date:

Name: Prefers to be called: Sex:
Age: Date of Birth: Phong Number;

Patients Intergsts;

Patient resides with : Mother Father Both Other:

Address: City: State: Zip:
Patient's Dentist: School: Grade:

Describe your child's orthodontic problem:
Has any member of the family had orthodontic treatment? If so, by whom:
Please list names of other family members treated in our office

Whom may we thank for referring you to our office?
Who is accompanying the patient today?

PARENTS AND ACCOUNT INFORMATION

Parent's Marital Status:  Married Separated Divorced Widowed
FATHER MOTHER

Name:

Date of Birth:

Address: {if different than above)}

Phone: (if different than above)

E-rmail Address:

Employer’s Name;

Occupation:

Person responsible for aceount:

If other than parent:

Name: Address: Phone:
In case of an ermergency, piease provide name, address, and phone number of your nearest refative:
Name: Address: Phone:

INSURANCE INFORMATION

If we do not accept assignment from your insurance provider, we will gladly assist you in submitting your claim forms
regarding any charge for care in our office, so that you may be reimbursed directly by your insurance carrier.

iName of Policyholder:

Date of Birth: Social Security #: - -
Insurance carrer company:




Hodges Orthodontics
101 N. Davis Street
Sulphur Spring, TX 75482
903-885-2800

Please check if you have had of the following_conditions:

Heart Murmur.............. No Yes Hepatitis........... No Yes Emgctional Problems. ... No
ADS.........ce e N Yes Diabetes........... No Yes Frequent Headaches.. No

Rheumatic Fever.......... No Yes Kidney Disease.. No Yes Nervous/Anxious. ....... No

Endocrine disorders...... No Yes Liver Disease..... No Yes Cancer............c....... No

Prolonged Bleeding....... No Yes Tuberculosis. ..... No Yes Bone Disordess......... No

Anemia .......ooceoiiiennn. No Yes Bronchitis.......... No Yes Growth Disorders....... No
Blood Disease.............. No Yes Asthma............. No Yes Mouth Breather.......... No

Developmental Disorder.. No Yes Epilepsy............ Ne Yes Herpes(Fever Blisters)..Na
Hives/Rash................. Ne Yes Fainting............. No Yes Tonsillitis........ccervveeeee. No
Have you ever had an unusual reaction to any drug such as penicillin, antibiotics, or aspirin? No

If 50, please explain:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yas

Yes

Is there any other condition or problem that you think we should know about?

DENTAL HISTORY

Drentist's Name: Address: Phone #:

Dental Specialist's Name: Address: Phene #:

Dental checkups: 2timesayear 1times ayear Only if problem exists Never Date of Last Visit;
1s there any unfinished care t¢ be completed with your dentist? No Yes Explain:

Are you frightened about dental treatment? No Yes Explain:
Hawve you had an unpleasant experience in the dental office? No Yes Exptain:
Have you had any facial or dental injuries? No Yes Explain:

Do you play any musical instruments? No Yes What instrument?
Have you consulted an orthodontist previousty? No Yes Whom:

Have teeth (either primary or permanent) been removed? No Yes

Have you had any previous orthodontic freatment? No Yes Explain:

Are you satisfied with prior treatment? No Yes Explain:

Any changes in your bite or dental alignment recently? No Yes Explain:

Please circle if there is a history of:

Clenching teeth Muscular sarenass around head & neck Jaw joint soreness
Jaw joint popping Grinding teeth Headaches (more than normal} Jaw joint clicking
Ringing in the ears Speach problems {if so what sounds?)

Mouth breathing- Awake or Asleep

Is there any other information that may be helpful?

| certify that the above information is complete and accurate. | also understand that | am responsible far updating any
changes or additions to this informatien in the future. | consent to a financial agreement,

Patient signature Date Reviewed By Date



Hodges Orthodontics
101 N. Davis Street
Sulphur Spring, TX 75482
903-885-2800

ADULT PATIENT INFORMATION

Today's Date:
Name:; Prefer to be cafled: Sex:

Age: Birthdate: Social Security # - - Married Single DBivorced Widowed
Spouse's Name;
Home Address: City: State: Zip:
Phone Number: Email Address:
Occupation: Employer:
Dentist:

Do you know a patient currently in our practice? if so, whom:

Has any member of the family had orthodontic treatment? If so, by whom?:
Please list names of other family members treated in our office:

Who naticed your orthodontic problem? Self  Dentist  Other
Describe your orthodontic prablem in your own words:
What concerns you most about orthodontic treatment?
Appearance in appliances Cost Length of time  Discomfort Results  Cther
If you could change anything about your smile, what would it be?
Whom may we thank for referring you to our office?

ACCOUNT INFORMATION

Person responsible for account:
If other than self:

Name: Crecupation:
Address: City: State: Zio:

In case of emergency, please provide name, address and phone number of your nearest relative:
Mame: Address;
Phone #:

INSURANCE INFORMATION

Name of insured: Date of Birh:
Social Security #: - - Insurance carmigricompany:

MEDICAL HISTORY

Your answer to the following questions will be helpful in selecting the safest and most effective means of providing
your arthodontic care. All information will be kept completely confidential.

Physician's Name: Address: Phone:
Have you experienced any health problems? No Yes Explain:
Any major change in your health recently? No Yes Explain:
Are you cutrently under a physician's care? Na Yas Explain:
Are your allergic to any medications? No Yes Explain:
Have you received a blood transfusion? No Yes Explain:
Have your tonsils or adenoids been removed? No Yes Explain:

Are yout taking any medications? Nc Yes Explain;




