NEWMAN

Family Dentistry

PATIENT INFORMATION

PATIENT REGISTRATION

SEX: O Male O Female

How did you hear about our practice (friend, family, internet search, etc.)?

First Name: Middle Initial: Last Name:
Preferred Name: Email*:
Address:
Street City State Zip
Home Phone: Cell Phone: Work Phone:
Date of Birth: SSN#: Driver's License # & State of
Issue:

MARITALSTATUS: O Married O Single O Divorced O Separated O Widowed
EMPLOYMENT STATUS: O Fulltime O Part-time O Retired O N/A

STUDENTSTATUS: O Full-time O Parttime O N/A

RESPONSIBLE PARTY (If someone other than the patient)

First Name: Middle Initial: Last Name:
Address:
Street City State Zip
Home Phone: Cellular Phone:
Work Phone: Ext: Email:
Date of Birth: SSN#: Driver's License # & State of Issue:

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

DENTAL INSURANCE INFORMATION

Name of Insured:

Relationship to Insured: O Self O Spouse O Child O Other

MEDICAL INSURANCE INFORMATION

Name of Insured:

Relationship to Insured: O Self O Spouse O Child O Other

Insurance Company Address:

Insured SSN: Insured SSN:

Insured Date of Birth: Insured Date of Birth:
Employer: Employer:

Employer Address: Employer Address:
Insurance Company: Insurance Company:

Insurance Company Address:

INDIANAPOLIS: (317) 293-3000 ¢ 3945 Eagle Creek Pkwy., Suite A | CARMEL: (317) 803-3300 o 10425 Commerce Drive, Suite 130



PATIENT MEDICAL HISTORY

NEWMAN
Family Dentistry Patient Name: Date of Birth:

Although dental 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 dental treatment you will receive. Thank you for answering the following questions.

Are you under a physician’s care now? O Yes O No If yes, please explain:

Have you ever been hospitalized or had a major operation?  OYes O No If yes, please explain:
Have you ever had a serious head or neck injury?  OYes O No If yes, please explain:
Are you taking any medications, pills or drugs? O Yes O No If yes, please explain:

Do you take, or have you taken, Phen-Fen orRedux? O Yes O No Ifyes, please explain:

Have you ever taken Fosamax, Boniva, Actonel or any other
medications containing biophosphonates? O Yes O No If yes, please explain:

Are you on a special diet? O Yes O No If yes, please explain:
Do you use controlled substances? O Yes O No If yes, please explain:
Do you use tobacco? OYes O No

FOR WOMEN ONLY:
Are you pregnant or trying to get pregnant? O Yes O No Are you nursing? O Yes O No Do you take oral contraceptives? O Yes O No

AREYOU ALLERGICTO ANY OF THE FOLLOWING?
O Aspirin O Penicillin O Codeine O Acrylic O Metal O Latex/Rubber O Local Anesthetics O Sulfa Drugs O Other:

Do you have, or have you had, any of the following?

AIDS/HIV Positive OYes ONo | Diabetes OYes ONo | HepatitisA OYes ONo | Renal Dialysis OYes ONo
Alzheimer's Disease OYes ONo | DrugAddiction OYes ONo | Hepatitis BorC OYes ONo | Rheumatic Fever OYes ONo
Anaphylaxis OYes ONo | EasilyWinded OYes ONo | Herpes OYes ONo | Rheumatism OYes ONo
Anemia OYes ONo | Emphysema OYes ONo | High Blood Pressure OYes ONo | Scarlet Fever OYes ONo
Angina OYes ONo | Epilepsy or Seizures OYes ONo | High Cholesterol OYes ONo | Shingles OYes ONo
Arthritis/Gout OYes ONo | Excessive Bleeding OYes ONo | Hives orRash OYes ONo | Sickle Cell Disease OYes ONo
Artificial Heart Valve OYes ONo | ExcessiveThirst OYes ONo | Hypoglycemia OYes ONo | SinusTrouble OYes ONo
Artificial Joint OYes ONo | Fainting Spells/Dizziness OYes ONo | Irregular Heartbeat OYes ONo | SpinaBifida OYes ONo
Asthma OYes ONo | FrequentCough OYes ONo | Kidney Problems OYes ONo | Stomach/Intestinal Disease O Yes O No
Blood Disease OYes ONo | FrequentDiarrhea OYes ONo | Leukemia OYes ONo | Stroke OYes ONo
Blood Transfusion OYes ONo | FrequentHeadaches OYes ONo | Low Blood Pressure OYes ONo | Swelling of Limbs OYes ONo
Breathing Problems OYes ONo | Genital Herpes OYes ONo | Lung Disease OYes ONo | Thyroid Disease OYes ONo
Bruise Easily OYes ONo | Glaucoma OYes ONo | Mitral Valve Prolapse OYes ONo | Tonsillitis OYes ONo
Cancer OYes ONo | Hay Fever OYes ONo | Osteoporosis OYes ONo | Tuberculosis OYes ONo
Chemotherapy OYes ONo | HeartAttack/Failure OYes ONo | PaininJaw Joints OYes ONo | Tumors or Growths OYes ONo
Cold Sores/Fever Blisters  OYes ONo | Heart Murmur OYes ONo | Parathyroid Disease OYes ONo | Ulcers OYes ONo
Congenital Heart Disorder OYes O No | Heart Pacemaker OYes ONo | Psychiatric Care OYes ONo | Venereal Disease OYes ONo
Convulsions OYes ONo | HeartTrouble/Disease OYes ONo | Radiation Treatments OYes ONo | Yellow Jaundice OYes ONo
Cortisone Medicine OYes ONo | Hemophilia OYes ONo | RecentWeight Loss OYes ONo

Have you ever had any serious illness not listed? O Yes O No

COMMENTS:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous to my
(or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature: Date:

INDIANAPOLIS: (317) 293-3000 ¢ 3945 Eagle Creek Pkwy., Suite A | CARMEL: (317) 803-3300 o 10425 Commerce Drive, Suite 130



HIPAA PATIENT PRIVACY INFORMATION

NEWMAN

Family Dentistry

Patient's Name: Patient's Date of Birth:

RELEASE OF MEDICAL/DENTAL INFORMATION

| give my permission to release confidential health information to the following people:

Name: Relationship:
Name: Relationship:
Name: Relationship:

***Please specify if there is any personal health information you DO NOT want to be disclosed to the above-named people:

TELEPHONE CONTACT

Please read the following choices and tell us whether or not we may leave messages regarding your medical/dental information and with whom we may leave it with.

Primary phone number (including area code):

May we call you at this number? OYes ONo
May we leave a message on your voicemail asking to return our call? OYes ONo
May we leave a message on your voicemail regarding your dental care? OYes ONo

May we leave a message to return our call with the person answering the phone ? OYes O No

Secondary phone number (including area code):

May we call you at this number? OYes ONo
May we leave a message on your voicemail asking to return our call? OYes ONo
May we leave a message on your voicemail regarding your dental care? OYes ONo

May we leave a message to return our call with the person answering the phone? OYes O No

Alternate phone number (including area code):

May we call you at this number? OYes ONo
May we leave a message on your voicemail asking to return our call? OYes ONo

May we leave a message to return our call with the person answering the phone ? OYes O No

Additional notes or comments:

Signature: Date:

***Please notify this office in writing of your request to change or update any of the above information.***

INDIANAPOLIS: (317) 293-3000 ¢ 3945 Eagle Creek Pkwy., Suite A | CARMEL: (317) 803-3300 o 10425 Commerce Drive, Suite 130



HIPAA PRIVACY COMPLIANCE

NOTICE OF PRIVACY PRACTICES

NEWMAN

Family Dentistry

As our patient or patient's parent/guardian, a copy of the Newman Family Dentistry Privacy Practices policy will be available at any time from our reception desk or
directly from our office. This information can be shared with you at any time upon request.

COMPLAINTS/COMMENTS

If you have any complaints concerning our privacy practices, you may contact Holly Walton at (317) 293-3000 (NewmanFamilyDentistry.com).

YOU WILLNOT BE RETALIATED AGAINST OR PENALIZED BY US FOR FILING A COMPLAINT.

SIGNATURE REQUIRED

Your signature is required below indicating that the entirety of Newman Family Dentistry Privacy Practices Policy has been shared with you. By signing, you also
acknowledge that an actual copy of this policy as been offered to you as well. This signature page will be maintained in your records and a copy will be provided to
you upon request.

Parent/Guardian Signature:

Parent/Guardian Name - Printed:

Patient Name - Printed:

Date:

NEWMAN

Family Dentistry

Revised 11-10-2014

INDIANAPOLIS: (317) 293-3000 ¢ 3945 Eagle Creek Pkwy., Suite A | CARMEL: (317) 803-3300 o 10425 Commerce Drive, Suite 130



FINANCIAL RESPONSIBILITY

FINANCIAL RESPONSIBILITY AGREEMENT

NEWMAN

Family Dentistry

Our credit policies have been established to ensure that the best services can be provided to you and your family and any misunderstandings can be avoided.

Our professional services are rendered to the patient and not to the insurance company. The insurance company is responsible to the patient and the patient is
responsible to the doctor. You are responsible for the payment of any and all bills not covered by or paid for by your insurance company.

For your convenience, our office has made arrangements with Care Credit to offer low monthly payments with fixed or no interest fee plans. Ask our front office staff
for assistance in applying.

We believe our fees give an excellent value for the high quality and variety of services we provide. That said, please remember that what insurance companies call
"Usual and Customary Fees” can vary widely with the dental plans offered by your employer and by which plan the employee selects.

PAYMENT IS DUE AND PAYABLE AS SERVICES ARE RENDERED

(Please indicate the manner in which you wish to handle payment on your account.)

1.1will pay in full on the date of service/treatment by check, cash, credit card, debit card or Care Credit.

2.1 have insurance and | agree to pay my estimated portion the day of service/treatment by check, cash, credit card, debit card or Care Credit.

TREATMENT PLANS: All treatment plans given by Newman Family Dentistry are an ESTIMATE only. If you want a guaranteed price, we can submita pre-determination
to your insurance company.

INTEREST: We reserve the right to charge interest in the amount of 1.5% per month as provided by state law, or a billing fee of $12.50 on accounts 30 days or older.
CANCELLATION AND FAILED POLICY NOTICE: Due to an increase in demand for appointments, and to help better serve all our patients, we have implemented a “Can-

cellation and Failed Appointment Policy.” Effective immediately, all cancellations require a 24 HOUR NOTICE. If we are not given proper notice, there will be a $35.00
charge added to your account. Afailed appointment (a missed appointment without any notice) will result in a $50.00 charge added to your account.

In consideration of treatment required, | accept full financial responsibility. Insurance forms will be completed as a courtesy to the patient; however, your estimated
payment not covered by insurance is expected on the date of services/treatment rendered unless prior arrangements are made. | further agree that if this account is
turned over to an attorney or collection agency, | wil be responsible for all collection fees, attorney fees, and interest and court costs. | also agree to assign any and all
insurance benefits to be paid directly to Don M. Newman, D.D.S., P.C.(Newman Family Dentistry).

| HAVE READ THIS FINANCIALAGREEMENT. | UNDERSTAND AND AGREE TO THIS FINANCIAL AGREEMENT

Parent or Responsible Party Signature: Date:

INDIANAPOLIS: (317) 293-3000 ¢ 3945 Eagle Creek Pkwy., Suite A | CARMEL: (317) 803-3300 o 10425 Commerce Drive, Suite 130



CONSENT FORM

NEWMAN
Family Dentistry
DIGITAL MEDIA CONSENT
I/we, , the parent(s)/guardian(s) of
(child's full name) , hereby give Newman Family Dentistry permission to use any still

and/or moving images, including video footage, photographs and audio footage depicting my/our child named above for the following uses:

* Advertisements, marketing, leaflets, or any other use such as training, educational or publicity purposes

Signed: Date:

Signed: Date:

INFORMED CONSENT

The lingual frenectomy/frenotomy is a minor surgical procedure that involves clipping and/or lasering the band of tissue located on the underside of the tongue
(frenum or frenulum). When this band is too tight, too short, or both, normal tongue movement is prevented.

The treatment may accomplish the following, but not be limited to:
o Allow the tongue to move in a greater range of motion
* Possibly improve breastfeeding comfort
* Possibly improve breastfeeding efficiency
* Possibly reduce the severity of speech difficulties

Complications of this treatment may include, but not be limited to:
o Excessive bleeding
¢ Damage to the vital structures under the tongue
* No perceivable benefit may be achieved

The labial frenectomy/frenotomy is a minor surgical procedure to free the lip attachment from the gums when it is too tight and/or too short. It can restrict proper lip
movement and flexibility.

The treatment may accomplish the following, but not be limited to:
e Allow adequate lip flange to improve nursing effectiveness
* Reduce the pockets on either side of the frenum to prevent food trapping
* Give the upper lip more freedom of movement for speech sounds
® Possible reduction in reflux/aerophagia

Complications of this treatment may include, but not be limited to:
o Excessive bleeding
e Lip muscle damage
* No perceivable benefit may be achieved

Please note that this treatment is NOT intended to prevent a gap between the upper front teeth. If that is the goal, it may need treatment at about 11-12 years of age.

| accept treatment
[ decline treatment

Signature: Date:
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