Jernell Escobar, D.D.S., Inc.

PATIENT INFORMATION

Today’s Date

Patient’s Name
Last: First:

Whom may we thank for referring you to us?

Middle:

Address: No. & Street:

Prefer Name:

City:

State:

Zip:

Home Phone: ( ) Cell: (

)

Work: ( )

Email:

Birthdate: / / Social Security #

Name of school if full time college student:

Patient’s Employer:

Work Phone: ( )

Spouse’s Name Last:

First:

Spouse’s Employer:

Middle:

Work Phone: ( )

RESPONSIBLE PARTY INFORMATION

Bill to Last:

First:

Address: No. & Street:

Middle:

City:

State:

Home Phone: ( )

Employer:

Relationship to Patient:

Zip:

Work Phone: ( )

INSURANCE INFORMATION

Insured’s Name:

Insurance Company:

Insured’s Birthday: /

/ Soc. Sec.#

State:

Insur. Co. Mailing Address No. & Street:

Insurance Company Phone: ( )

City:

Group #:

IF YOU HAVE DUAL INSURANCE COVERAGE PLEASE COMPLETE THIS SECONDARY INFORMATION

Insured’s Name:

Insurance Company:

Insured’s Birthday: /

/ Soc. Sec.#

Zip:

Insur. Co. Mailing Address No. & Street:

City:

State:

Insurance Company Phone: ( )

Group #:

Zip:



Jernell Escobar, D.D.S., Inc.

MEDICAL & DENTAL HISTORY

Name Date / / DOB:

MEDICAL HISTORY
1. Are you in good health?

2. Are you under care of a physician? [ No [ Yes Physician’s Name Phone #

3. Last physical exam?

4. Have you had any illnesses, operations, or hospitalizations? D No |:| Yes

5. Are you taking any drugs or medication? None Yes

Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason
Medication Reason Medication Reason

6. Are you allergic or sensitive to any drugs, medication, foods, latex?

7. Do you have, or have you ever had, any of the following?

Blood Disease DAnemia DHeart Ailments |:| Murmur D CHF |:| MVP DArtiﬁcial Valve |:| Pacemaker
Other |:| Hepatitis, Jaundice, Liver Disease D GI Disorder/Acid Reflux D Respiratory Disease D AIDS or ARC D Seizures

] Prosthetic Joint Replacement L] Uleers [ Excessive Bleeding ] Fainting Spells ] Epilepsy
|:| Immune System Disorders D Chemical Dependency D Asthma/Hay Fever D Sinus Trouble D Tumors
|:| Nervous System Disorder D Arthritis/Rheumatism D Rheumatic Fever D Tuberculosis D Cancer
[ Radiation/ Chemotherapy L] High Blood Pressure ] Kidney Disease ] Allergies [ Stroke
] Thyroid ] Ever taken Phen-Fen? ] Psychiatric Disorders [ Glaucoma [] Diabetes
L] High Cholesterol [] Bone Density Meds ] Sleep Apnea

8. Do you smoke or chew tobacco? If so, how long? How many packs per day?

9. (Women) Are you taking any birth control medication?__ If not, are you pregnant or nursing?

10. Do you, or have you had any disease, condition or problem not listed above that I should know about

11. Other Notes




DENTAL HISTORY

1. Chief Complaint?

2. Are your teeth sensitive to [ 1Heac [ 1Cold []Sweets [ ]Other

3. When was your last dental visit?

4. Have you ever had orthodontics?

5. Have you ever had gum surgeries or therapies? When?

6. Do your gums bleed?

7. Do you have any sores, blisters, or swelling on your gums, lips or cheeks such as herpes type lesions?

8. Have you ever had injury to your face or jaw?

9. Do you ever have clicking or popping sensation near your ear when chewing? If so, is it painful?

10. Do you grind or clench your teeth?

11. Do you suffer from frequent headaches/migraines?

12. Do you snore? Problems sleeping?

13. Do you wear any night time dental appliance, snoring appliance, or CPAP machine?

14. Hygiene Habits: Type of toothbrush Brushing frequency Flossing frequency.

15. Is there anything that was very upsetting to you about previous dental experiences?

16. If you could change anything about your teeth, what would you change?

17. Other Notes

In case of emergency call: Phone #

I understand that if any change occurs in my health I am to report it to the dental office as soon as possible. I have read and understand each question. I
have answered all of them truthfully and to the best of my ability.

Patient’s Signature Date / / Reviewed by




dernell Escobar DDS. MA
7680 Wren Ave, Sutte D-142, 6ilrog, GA 95020
108-847-2658

Notice of Privacy Practices
This notice describes how medical information about you may be used and
disclosed and how you can get access to this information. Please review.

The Health Insurance Portability & Accountability Act of 1996 (HIPPA) is a federal
program that requires that all medical and dental records and other information used or
disclosed by us in any form, whether electronically, on paper, or orally, are kept properly
confidential. HIPPA gives you, the patient, significant new rights to understand and
control how your health information is used. HIPPA provides penalties for covered
entities that misuse personal health information.

As required by HIPPA, we have prepared this explanation of how we are required to
maintain the privacy of your health information and how we may use and disclose your
heath information.

We may use and disclose your dental records only for each of the following purposes:

e Treatment means providing, coordinating, or managing health care and related
services by one or more health care providers. An example of this would include
teeth cleaning services.

e Payment means such activities as obtaining reimbursement for services.
Confirming coverage, billing or collection activities and utilization review. An
example of this would be sending a bill for your visit to your insurance company
for payment.

e Health care operations include the business aspects of running our practice. Such
as conducting quality assessment and improvement activities, auditing functions,
cost management analysis and customer service. An example of this would be
internal quality assessment review.

We may also create and distribute de-identified health information by removing all
references to individually identifiable information.

We may contact you to provide appointment reminders or information about treatment
alternatives or other health related benefits and services that may be of interest to you.
Any other uses and disclosures will be made only with your written authorization. You



may revoke such authorization in writing and we are required to honor and abide by that
written request, except to the extent that we have already taken actions relying on your
authorization.

You have the following rights with respect to your protected health information, which
you can exercise by presenting a written request to the Privacy Officer:

e The right to request restrictions on certain uses and disclosures of protected health
information, including those related to disclosures to family members, other
relatives, close personal friends, or any other person identified by you. We are,
however, not required to agree to a requested restriction. If we do agree to a
restriction, we must abide by it unless you agree in writing to remove it.

e The right to reasonable requests to receive confidential communications of
protected health information from us by alternative means or at alternative
locations.

e The right to amend your protected health information.
e The right to inspect and copy your protected health information.

e The right to obtain, and we have the obligation to provide to you, a paper copy of
this notice from us at your first service delivery date.

e The right to provide and we are obligated to receive a written acknowledgement
that you have received a copy of our Notice of Privacy Practices.

We are required by law to maintain the privacy of your protected health information and
to provide you with notice of our legal duties and privacy practices with respect to
protected health information.

This notice is effective as of April 1, 2003. We are required to abide by the terms of the
Notice of Privacy Practices currently in effect. We reserve the right to change the terms
of our Notice of Privacy Practices and to make the notice provisions effective for all
protected health information that we maintain. We will post and you may request a
written copy of a revised Notice of Privacy Practices from this office.

You have recourse if you feel that your privacy protections have been violated. You have
the right to file a formal written complaint with us at the address below or with the
Department of Health & Human Services, Office of Civil Rights about violations of the
provisions of this notice or the policies and procedures of our office. We will not retaliate
against you for filing a complaint.

Please send any correspondence to Jernell Escobar 7880 Wren Ave., Suite D-142, Gilroy
Cal 95020.



darnell Escobar DDS. MA
7680 Wren Ave, Sutte D-142, 6ilrog, GA 95020
108-847-2658

Notice of Privacy Practices Acknowledgement

[ understand that, under the Health Insurance Portability & Accountability Act of 1996
(HIPAA), I have certain rights to privacy regarding my protected health information. I
understand that this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple
providers who may be involved in that treatment directly and indirectly.

e Obtain payment from third-party payers

e Conduct normal healthcare operations such as quality assessments and physician
certifications

I acknowledge that I have received your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information. I understand
that this organization has the right to change its Notice of Privacy Practices from time to
time and that [ may contact this organization at any time at the address above to obtain a
current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is
used or disclosed to carry out treatment, payment or healthcare operations. I also
understand you are not required to agree to my requested restrictions, but if you do agree
then you are bound to abide by such restrictions.

Patient Name

Date

Signature

Relationship to Patient



Financial Policy

At Jernell Escobar DDS., M.A, our goal is to provide patients with the highest dental experience. Before
proceeding with any treatment, we will discuss all fees and financial arrangements with you and answer
any questions. It is important to us that there are no financial surprises regarding your visit. So please
take a moment to familiarize yourself with our financial policy.

Methods of payment:

Payment is expected at the time of service. We do accept benefit assignment but the patient portion is
due at each visit.

Cash

Check

Credit card- Visa, MasterCard,

Care credit (Dental Credit Card) 6 months interest free dental credit card where Dr. Escobar pays
the interest for you.

We will bill all PPO dental insurance plans and will do our best to facilitate insurance payments on your
behalf. However, if your insurance carrier does not cover any portion of the care provided, any unpaid
balance will automatically become patient responsibility and will be due in full. A monthly interest
charge of 1.5% (18% annually) will begin to accrue on the unpaid balance after 90 days.

Our office asks for a 48-hour notice to change or cancel any appointments to avoid a S 100.00 missed
appointment fee.

We appreciate your understanding and look forward to serving you with our highest commitment to
excellent dental care

| have read and understand the financial policy of Jernell Escobar DDS.,M.A.

Signature of Patient, Parent, or Guardian Date



