Tad Morgan, DDS
Family Dentistry & Tyler Headache Center
16409 FM 344 West » Bullard, TX 75757
Phone: (903)825-1112 « Fax: (903)598-7894

Welcome to-owr office!

Name (Last, First, Ml): Birth Date:
Preferred Name: Email:

Street Address: City, State:

Zip Code: Home Phone: Cell:

Social Security #:

Drivers License #:

Marital Status (check one) : [__]Single

Employer: Occupation: Work Phone:
Spouse’s Name (Last, First, Ml): Birth Date
Spouses Employer Work Phone:

|:|l\/|arried

State:

DSeparated | |Divorced | |\)</idovved

Emergency Contact (Name, Telephone, Relation):
Who may we thank for referring you? (Friend, web, radio, etc):

0 Head of Household Information (If Self, then write “self” and skip this portion)
Name of person responsible for account (Last, First, MI):

Birth Date: Social Security #:
Relation to patient: Employer: Work Phone:
Street Address: City, State, Zip:

Drivers License #:

State:

¢ Insurance Information — Please present card at check-in

Do you currently have dental insurance?
Subscriber Name: (Last, First, Ml):
Subscriber’s Social Security #:

Insurance Company:

Employer:

Telephone:

(**If yes, please complete this section)

Birth Date:

Relationship to patient:
Group Number:

Member ID #:

Medical History

Have you ever had, or do you currently have any of the following? (Check all that apply)

Anxiety/Nervous Disorder

Alcohol/Drug Addiction

Blood Transfusion

Back/Neck Problems

Cosmetic Surgery

Cancer/Chemotherapy A

Diabetes

Epilepsy/Seizures

Fainting / Dizziness

High Blood Pressure

Mitral Valve Prolapse
Glaucoma
Hemophilia/Excessive Bleeding
Hepatitis Type
HIV/AIDS Test Positive
Herpes/Cold Sores

Head Injury/Mental Disorder
Headaches/Migraines

Ulcers

Stroke

Asthma Heart Murmur Snoring
Arthritis Heart Disease Sleep Apnea
Artificial Joints Heart Attack Pacemaker

Rheumatic Fever
Tuberculosis
Respiratory Problems
Sinus Problems
Stomach Problems
Kidney Disease

Liver Disease
Thyroid Disease

Venereal Disease



Please list any other conditions not listed above:

Are you allergic to, or have you had any adverse reactions to any of the following? (Check all that apply)

Aspirin Erythromycin
Codeine Latex
Epinephrine Local Anesthetic

Other allergies:

Nitrous Oxide (Laughing Gas)

Penicillin

Hydrocodone

Do you smokexdr chew tobec
Physician’s Name:

If so, how much?

Telephone #:

Date of Last Physical Exam:
What medications are you taking?

Have you been hospitalized in the past two years?
If yes, for what reason’?

Are you currently under the care of a physician for a specific condition?

If yes, please describe:

If you are a female: Are you pregnant?
Are you taking birth control pills?

¢ Dental History
Name of Previous / Present Dentist:

If yes, how many months?

Date of Last Visit:

Location of this Dentist (City/State):

Telephone #:

How many times a day do you brush your teeth?

Are you currently in dental-related pain?

How often do you floss?

Do you frequency experience jaw pain?

Do you have difficulty becoming numb for dental treatment?

Do you have dental-related anxiety?

Are you happy with the appearance of your smile?

If no, please tell us what you would like to change (color, shape, alignment, etc.):

Please number the following in the order in which each would keep you from having dental treatment:
Fear of Pain Cost of treatment Lack of concern Missing work

0 Consent for Treatment

The undersigned, (print name) hereby confirms that the above information is
correct to the best of his/her knowledge. | understand that the information given will be used by the doctor to
help determine appropriate and healthful dental treatment for this patient. If there is any change in this patient’s
medical status, | agree to inform the dentist or a member of his team. Furthermore, | authorize the doctor to
take x-rays, photographs, study models, T-Scan bite analysis, joint vibration analysis (JVA), Electromyography
(EMG), and/or any other diagnostic aids he deems appropriate in order to make a thorough diagnosis of this
patient’s dental needs. | also authorize the doctor to choose and employ such assistance as he deems fit. | give
my consent for the doctor to use any and all forms of treatment and therapy necessary, including prescribing or
administering medications that may be indicated in connection with this patient, to be determined and
discussed on an appointment-to-appointment basis. | understand that the use of anesthetic agents embodies a
certain risk.

Patient Signature (Parent or Guardian Signature) Date

Parent or Guardian’s Name Printed (if applicable): Relation:




Tad Morgan, DDS
Family and Restorative Dentistry
16409 FM 344 West « Bullard, TX 75757
Phone: (903)825-1112 « Fax: (903)598-7894

Financial Arrangements Agreement

Payment for all services is expected at the time the service is provided. If treatment requires multiple
appointments, payment in full is preferred at the first appointment, but may be divided over the number of
appointments. We accept cash, money orders, personal checks, as well as credit cards payments made
with Visa, MasterCard, Discover, American Express, or Care Credit. Please note that there will be a $25
fee attached to the checks that are returned due to insufficient funds. If an extended payment plan is
necessary, please inquire about our third-party financing options.

For charges of $1,000 or greater, a 5% courtesy discount will be extended for payment in full, with cash
or a check, prior to treatment. If you have any questions, please speak to the Treatment Coordinators.

We ask that all patients give at least two business days notice when rescheduling an appointment to
allow an opportunity for other patients to utilize that time. We reserve a strict prepayment policy for those
patients who insistently give inadequate notice. This policy necessitates payment in part or in full at the
time the appointment is scheduled. Those who simply fail to appear for their scheduled appointments will
be charged a fee of $35 or 20% of the scheduled treatment if the appointment was scheduled for two
hours or more. We understand that advance notice is not always possible and will of course be
sympathetic in the appropriate situations.

~ If you have a Dental Benefit Policy ~

Please note that the information provided to us by your insurance company is not a
guarantee of payment, and the patient is ultimately responsible for the account balance,
regardless of what insurance pays. We will do our best to obtain accurate benefits
information from your insurance company, so that we may estimate what your portion
will be at each visit. Because we are not contracted with any insurance companies, our
fees are not necessarily the same as their allowable fees, and we are therefore only
able to estimate what insurance might pay. The portion collected at the time treatment
is performed is only an estimate, and we will send a statement for any balance that
remains after insurance pays. Likewise, you will obtain a credit on your account if your
insurance has paid more than was expected, and you may request that credits be
mailed to you in the form of a check payment. If you have any questions regarding
insurance, please do not hesitate to ask.
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| understand and agree that all services rendered to me, my dependents, or others assigned by me to my
account are charged directly to me and that | am responsible for payment. Finance charges will be
applied to all past due balances at the rate of 1/5% per month (18% annual rate). If at any time | decide
to suspend or terminate the care being provided to me or to those whom | have declared financial
dependents, any fees for services that have been completed are immediately due and payable. Should
the fees for services incurred by me or my financial dependents not be paid in accordance with the
provisions discussed in this notice, all applicable finance charges and attorney fees, if legal
representation becomes necessary, shall be included in the final amount due. If the account is submitted
to a collection agency, a collection fee will also be added.

Guarantor Name Patient Name (if different)

Guarantor Signature Date



Tad Morgan, DDS
Family and Restorative Dentistry
16409 FM 344 West « Bullard, TX 75757
Phone: (903)825-1112 « Fax: (903)598-7894

ACKNOWLEDGEMENT OF RECIEPT OF
NOTICE OF PRIVACY PRACTICES

have received a copy of this office’s Notice of Privacy Practices.

Patient/Guardian Signature Patient/Guardian Printed Name Date

| authorize Tad Morgan, DDS & The Tyler Headache Center to
discuss and release my medical information to:

Name Relationship to patient Phone

Name Relationship to patient Phone

Please DO NOT release my medical information to:

Name Relationship to patient Phone
Name Relationship to patient Phone
Patient/Guardian Signature Patient/Guardian Printed Name Date

FOR OFFICE USE ONLY

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

Individual refused to sign
Communication barriers
An emergency situation
Other (specify):

O O O O




Tad Morgan, DDS
Family Dentistry & Tyler Headache Center
16409 FM 344 West « Bullard, TX 75757
Phone: (903)825-1112 « Fax: (903)598-7894

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN ACCESS THIS INOFMATION.

PLEASE REVIEW CAREFULLY
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We
are also required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your health information. We must follow the privacy practices that are described in this Notice
while it is in effect. This Notice is in effect NOW and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices
and the new terms of our Notice effective for all health information that we maintain, including health
information created or received before we made these changes. Before we make a significant change in our
privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for
additional copies of this Notice, please contact us using the information listed on this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for your treatment, payment and healthcare operations.
For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider
providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to
you.

Healthcare Operations: We may use and disclose your health information in connection to our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the
competence or qualifications of healthcare professionals, evaluating practitioner and provider performance
conducting training programs, accreditation, and certification, licensing, or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare
operations, you may give us written authorization to use your health information or to disclose it to anyone
for any purpose. If you give us an authorization, you make revoke it in writing at any time. Your revocation
will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give
us a written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend, or other
person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if
you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person
responsible for your care, of your location, your general condition, or death, If you are present, then prior to
use or disclosure of your health information, we will provide you with an opportunity to object to such uses or
disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information
based on a determination using our professional judgment disclosing only health information that is directly
relevant to the person’s involvement of your healthcare. We will also use our professional judgment and our
experience with common practice to make reasonable inferences of your best interest in allowing a person
to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.



Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other
crimes. We may disclose your health information to the extent necessary to avert a serious threat to your
heath or safety or to the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel
under certain circumstances. We may disclose to authorized federal officials health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional
institution or law enforcement official having lawful custody of protected health information of inmate or
patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, text messages, emails, or letters.)

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You
may request that we provide copies in a format other than photocopies. We will use the format you request
unless we cannot practically do so. (You must make a request in writing to obtain access to your health
information. You may obtain a form to request access by sing the contact information listed at the end of
this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time.
You may also request access by sending us a letter to the address at the end of this Notice. If you request
copies, we will charge you $__ for each page, $__ per hour for staff time to locate and copy your health
information and postage if you want the copies mailed to you. If you request an alternative format, we will
charge a cost-based fee for providing your health information in that format. If you prefer, we will prepare a
summary or an explanation of your health information for a fee. Contact us using the information on this
Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information for purposes, other than treatment, payment, healthcare
operations, and certain other activities for the last 6 years, but not before September 10, 2009. If you
request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based
fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of
your health information. We are not required to agree to these additional restrictions, but if we do so, we will
abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. (You must make your request in writing.) Your
request must specify the alternative means or location, and provide a satisfactory explanation of how
payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in
writing, and it must explain why the information should be amended.) We may deny your request under
certain circumstances.

Electronic Notice: If you receive this Notice on our Website or by electronic mail (-email), you are entitled to
receive this Notice in written form.
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