Hillsboro Dental Center
Dr. John T. Roberts

Family & Cosmetic Dentistry

Date

, authorize

Patients Name : (Dentist/Dental Office)

to release my dental records to Hillsboro Dental Center.

Patients Name Patients Signature

Please mark records you would like copied:

Full Mouth Series Pano
Bitewings Perio Charting
Other

Email records to: admin@krdmd.com
Mail records to: 4440 NE Cornell Road, Hillsboro, Oregon 97124

"Excellence in Care"

4440 NE Cornell Rd. + Hillsboro, OR 97124 + 503.648.3125 + 503.640.0519 fax * www.krdmd.com



Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us -
we will be happy to help.

W

Patient #
. . SS#/SIN
Patient Information (coNrDENTIAL Date
Name Birthdate SHome Phone
tat Zi
Address City Prov?/ Plpé
Email Cell Phone
Check Appropriate Box: I Minor ~ O Single [ Married O Divorced 0 Widowed [ Separated
State/ Full Part
If Student, Name of School/College City Prov. O Time O Time
Patient or Parent/Guardian’s Employer Work Phone
‘ State/ Zi%
Address City Prov. PC.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party .
Relationship
Name of Person Responsible for this Account to Patient
Address Home Phone
Email Cell Phone
Driver’s License # Birthdate Financial Institution
Employer Work Phone SS#/SIN

Is this person curvently a patient in our office? [ Yes O No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment.

O Cash O Personal Check Credit Card J VISA O MasterCard O I wish to discuss the office’s payment policy.
Insurance Information

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/
Address of Employer City Prov. B
Insurance Company Group # Policy/ID #

State/ Zip/
Ins. Co. Address City Prov. PC
How much is your deductible? How much have you used? Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes O No IF YES, COMPLETE THE FOLLOWING:

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/
Address of Employer City Prov. PDC.
Insurance Company Group # Policy/ID #

State/ Zip/
Ins. Co. Address City Prov. PpC.
How much is your deductible? How much have you used? Max. annual benefit

Over Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Ave you under medical treatment NOW?............c...ccooovveieiiininenns O Od 10. Are you wearing contact lenses?...............c.cccocooocceenn. O O
2. Have you ever been hospitalized for any 11. Are you allergic to or have you had any reactions to the following?
surgical operation or serious illness within the last 5 years?.......... O O Local Anesthetics (e.g. Novocain) .............cccccvcciicininnes O
If yes, please explain Penicillin or any other Antibiotics ............c.cccccoveoceiecun.e. O O
Sulfa DIUgs ..cc.ocvereeeceeceeneeae TR 5 O
3. Are you taking any medication(s) Barbiturates.............. S——— O d
including non-prescription medicing? ..............c.ccccooeceeeeceere. o O Sedatives: iz S — O 4d
If yes, what medication(s) are you taking? lodine ......... it e [
ASPHAN.cooo e S [
4. Have you ever taken Fen-Phen/Redux? ...........ccccccocouiiriiiinnnnn, O d Any Metals (e.g. nickel, mercury, €tc.).........ccccccuevucuunnnes @& [E
5. Have you ever taken Fosamax, Boniva, Actonel or any cancer TG RUDDET ... oncasvmesoncnsisosmsises st Smemsenmimenesimsasion O 0O
medications containing bisphosphonates?..............c...ccccccoeueeueene. O O Other (please list)
6. Have you taken Viagra, Revatio, Cialis or Levitra 12. Do you have a persistent cough or throat clearing not
initHelast D F HOUIS? e o srnierens oo e S B S 1 R associated with a known illness (lasting more than 3weeks)?... [ [
7. DO YOI USETOBACEOP. .. v oor sy ommsinesssssmsdionnonsiboaiibsiantnsssss O Od 13. Women Only:
8. Do you use controlled SUDSEANCES? ...........ccooovvmveriiinieieicene O O a) Are you pregnant or think you may be pregnant?........ S O
, ’ , b) Are YOu NUISING?........c.covuiuieeineeeeeeeeneeseeeee oo O
9. Do you have or have you had any of the following? ¢ Aregou taking%ral COETALEPEVES e sr e 0 L
Yes No No No
High Blood Pressure....................... O 0O Heart DiSEase .........c.ouwveeeeereeenne. O Chest PiNS.........occovvvereerinereenes O
Heart Attack.........cooovveoevereerin O O Cardiac Pacemaker B8] Easily Winded. O
Rheumatic Fever .........oo..oovueureenne. O O Heart Murmur....... O STTORE s eooss i B bt et e st O
Swollen Ankles............. 0o o AT Gt et s s U Hay Fever / Allergies..............c.c.coo.... O 0O
Fainting / Seizures ... O O Frequently Tired..........ccccccoovennn. O TUberculosis ..........oswississsssssisisesass O O
ASthmd.........cooe.. SN 5 s U S ————— [3  Radidtion Therapy.simssassons 0o O
Low Blood Pressure.............c........ 1 [ EMpPhySemttsssssmsssnasssrssnssss i Glaucoma..........coooeeeeeeveeeereieen. O 0O
Epilepsy / Convulsions................... O O CaNCEN e [} Recent Weight LOSS ........c..vveervuennee O Od
LeUREMIA.......veeeere O O ATERFIEES oo [t} Liver DISEASE.........ssisissusssmssmsssissses 0 O
DHADELES ... O O Joint Replacement or Implant......... [ ) Heart Trouble .........c.ovvevrverererereene O O
Kidney Diseases............ O O Hepatitis / Jaundice....................... O O Respiratory Problems .............c..c...... O O
AIDS or HIV Infection..... wen 1N [E] Sexually Transmitted Diseas......... [ Mitral Valve Prolapse........................ 0o o
Thyroid Problem ...........ccccocconveunee. = E Stomach Troubles / Ulcers.............. O O Other o O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? .......................... O O 8. Do you have frequent headaches?................ccccccoooeeee.. [
2. Are your teeth sensitive to hot or cold liquids/foods?..................... O O 9. Do you clench or grind your teeth?.............cccc.coccvuernnenne. 0 O
3. Are your teeth sensitive to sweet or sour liquids/foods? ................ I O 10. Do you bite your lips or cheeks frequently? ..................... 0 o
4. Do you feel pain to any of your teeth?.............ccoccvvvvmverurnnnen. O O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?............. O O 11 ERE PASE? ..o 0 O
6. Have you had any head, neck or jaw injuries?...............cc............ 0 o 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following Jollowing extractions? c.smsemmsmimniss o O
problems in your jaw? 13. Have you had any orthodontic treatment? ... O 0O
CHERING - covves ismmssssesssensiasssmmviss O 0O 14. Do you wear dentures or partials?..............ccococuevneeene O O
Pain (joint, ear, side of face) SR i FR 1 If yes, date of placement
Difficulty in opening or closing............ccccoevvvivierieiiniiinicn O O 15. Have you ever received oral hygiene instructions
Difficulty inichewing.... .........sissssmmanmmmsemmmmmsms 0o d regarding the care of your teeth and gums? .................. O O
16. Do you like your smile?............c.ccccooviviiniiiniicic. O d

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered.
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits
otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible
for payment of all services rendered on my behalf or my dependents.

X
Signature of patient (or parent/guardian if minor) Date

Doctor’s Comments

— ~~
Signature Date

PATTERSON OFFICE SUPPLIES 1.800.637.1140 051-1030/16790



' {
Patient Agreement

Our mission is to prbvide you with the opportunity to choose optimum dentistry that will
~ ultimately contribute to your own dental health and happiness.

It is important to us to develop a partnérship in caring for your dental needs. We want
you to feel comfortable asking any questions you have or letting us know of.any
concerns. We make every effort to provide the highest quality dental services in an
environment that is caring, friendly and supportive.

We value your time and-ask that you value ours as well, Each appointment you are given
is scheduled exclusively for-you, When an appointment is not -kept, time is lost that could
have been used to schedule another patient in need. Therefore, we ask that you keep your
appointment and arrive on or before the appointment time, If it becomes necessary 10

reschedule for any reason, we ask that you notify our office at least two business daysin - -
advance. A charge for broken appointments or late cancellations, at the rate of $50

per hour of scheduled time, may be assessed without this notice.

at payment be made at the

In order to keep our fees as reasonable as possible, we ask th
billing charges and

time of service. This eliminates costly administrative services,
postage, which in turn keep our dental fees as low as possible.

Mastercard, Discovercard and American Express. A billing

We accept cash, check, Visa,
be assessed on all account balances over 60 days.

charge of 1.75% per month will

al insurance, we will be happy to bill your
h the appropriate information prior to treatment,
ated portion nobt covered by

As a courtesy to you, if you have dent
insurance as long as you provide us wit
When insurance is present, we ask that you pay the estim

insurance at the time of service.

We are here to serve you. Please feel free to ask us any questions you may have at any

time,

[ have read the above and agree to abide by the terms as set forth in this agreement.

----------------------------------------

------------------------------------------------------

Patient’s Signature:(or Authorized Guardian) Date.

Kiley and Roberts L.L.C. 4440 N.E, Cornell Rd. Hillsboro, Or. 97124



. |
Acknowledgement of Receipt of
Statement of Privacy Practices

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of
Hillshoro Dental Center. The Statement of Privacy Practices describes the types of uses and disclosures
of my protected health information that might occur in my treatment, payment for services, or In the
performance of office health care operations. The Statement of Privacy Practices also describes my rights
and the responsibilities and dutles of this office with respect to my protected health information. The

Statement of Privacy Practices Is also posted In the facllity.

Hillsboro Dental Center reserves the right to change the privacy practices currently described In &he
Statement of Privacy Practices. If privacy practices change, 1 will be offered a copy of the revised
Statement of Privacy Practices at the time of my first visit after the revisions become effective. 1 may
also obtain a revised Statement of Privacy Practices by requesting that one be mailed or otherwise

transmitted to me.’ :

In addition to the allowable disclosures described In the Statement of Privacy Practices, | hereby

speclifically authorize disclosure of my Protected Healthcare Information to the person(s) identifled
below. (I understand that the default answer Is “NO". Without indicating “YES” in answer to each
Individual questlon, personal protected (PHI) cannot be shared with anyone unless otherwise allowed
by HIPAA rules.)

-Spouse:only:

e

S n{ .

74, A £ 4 S g, '.. d
Any Member of my immediate family: (Spouse, Children, Children’s Spouses)
Any Member of my extended family: (Parents, Grandchildren) OYES |ONO
Other: OYES |ONO

Name.of patient (please.print): .

Patient.signature:

Patient’s personal representative: (Please Print):

Personal Representative’s signature:

Representative’s Telephone Number: Date:

OFFICE USE ONLY BELOW THIS LINE
Acknowledgement Noi -Obtained

Provided Prior to
Treatment? O YES ONO Date Statement Provided:

Needed more time to review Statement

Reason for not obtaining
patient signature

Wanted to consult another person before signing

Physically unable to sign

No reason offered

g|ag|ajaja

Other:

~ . " . HilsboroDentalCenter e
. &, " 4440°'NE Cornell Road *Hill§boro; Oregon * 97124 * 503-648:3125. . . .=: [ =n )




Statement of Privacy Practices
Hillsboro Dental Center

Our office is dedicated to protect the privacy rights of our patients and the confidential information
entrusted to us. It is a requirement of this practice that every employee receive appropriate training and
is dedicated to the principal concept that your health information shall never be compromised. We may,
from time to time, amend our privacy policies and practices but will always inform you of any changes that
might affect our obligations and your rights.

Protecting your Personal Healthcare Information

We use and disclose the information we collect from you only as allowed by the Health Insurance
Portability and Accountability Act and the state of Oregon. This includes issues relating to your
treatment, payment, and our health care operations. Your personal health information will never be
otherwise given or disclosed to anyone — even family members — without your consent or written
authorization. You, of course, may give written authorization for us to disclose your information to
anyone you choose, for any purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to
make certain that the confidentiality, integrity, and access to your records is always protected. Our
privacy policy and practices apply to all former, current, and future patients, so you can be confident that
your:protected health information will never be improperly disclosed or released.

Collecting Protected Healthcare Information (PHI)

We will only request personal information needed to provide our standard of quality health care,
implement payment activities, conduct normal health practice operations, and comply with the law. This
may include your name, address, telephone number(s), Social Security Number, employment data,
medical history, health records, etc. While most of the information will be collected from you, we may
obtain information from third parties if it is deemed necessary. Regardless of the source your personal
information will always be protected to the full extent of the law.

Disclosure of your Protected Healthcare Information

As stated above, we may disclose information as required by law. We are obligated to provide
information to law enforcement and governmental officials under certain circumstances. We will not use
your information for marketing or fund-raising purposes without your written consent. We may use and/or
disclose your health information to communicate reminders about your appointments including voicemail
messages, answering machines, and postcards unless you direct us otherwise. We will never use,
disclose, sell, or otherwise allow access to your personal, protected information in exchange for or receipt
of financial remuneration.

Any breach in the protection of your personal health information, including unauthorized acquisition,
access, use, or disclosure, will be fully investigated, addressed, and mitigated as established by the
HIPAA Privacy Breach Notification Rule. You have a right to and will be provided all information relating
to any breach involving your personal PHI

Your Rights as our Patient

You have a right to request copies of your healthcare information; to request copies in a variety of
formats; and to request a list of instances in which we, or our business associates, have disclosed your
protected information for uses other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights have been violated, we
urge you to notify us immediately. You can also notify the U.S. Department of Health and Human
Services.

An expanded, and complete copy of our Statement of Privacy Practices, is available for your review.

Hillsboro Dental Center
4440 NE Cornell Road * Hillsboro, Oregon * 97124 * 503-648-3125




Time 3:53 PM John T. Roberts, DMD PC Date 10/27/2016
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

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 dentistry you will receive. Thank you for answering the following questions.

4re you under a physician's care now? <oYes :No If ves 5

Have you ever been hospitalized or had a major Yes « No Ifves | o

operation?

Have you ever had a serious head or neck injury? Yes . No If yes s

Are you taking any medications, pills, or drugs? Yes xNo If ves |

Do you take, or have you taken, Phen-Fen or Redux?  Yes  :No If ves k - : - B - o -
Have you ever taken Fosamax, Boniva, Actonel or “+Yes <3No If ves [ - )
any other medications containing bisphosphonates? )

4re you on a special diet? Yes - No

Do you use tobacco? Yes - No

Women: Are you...
__Pregnant/Trying t get pregnant? . Nursing? i Taking oral contraceptives?

Are you allergic to any of the following?

Aspirin [ Penicillin _.|Codeine L Acrylic
metal ilatex . _Isulfa Drugs " Local Anesthetics
_— e [T S —
Do you use controlled substances? “:Yes « :No If ves {
Do you have, or have you had, any of the following?
AIDS/MHIY Positive < Yes 'No |Cortisone Medicine < Yes <:No |Hemophilia “:Yes < 'No |Radiation Treatments . Yes *No
Alzheimer's Disease “Yes  No |Diabetes <. Yes © NO |Hepatitis A ~Yes < *No |Recent Weight Loss CoYes :No
Anaphylaxis ~Yes No |Drug Addiction _Yes No |HepatitisBor C Yes “»No |Renal Dialysis JYes :No
Anemia “Yes - No |Easily Winded _Yes - “No  |Herpes :Yes < *No  [Rheumatic Fever _Yes ©No
Angina ~Yes  No |Emphysema “Yes *No |HighBlood Pressure . Yes ©No  |Rheumatism TiYes 7:No
Arthritis/Gout Yes  No |Epilepsy or Seizures Yes ~ No |High Cholesterol ~Yes " No |Scarlet Fever _Yes No
Artificial Heart Valve Yes No |Excessive Bleeding Yes | No |Hives or Rash o Yes < :No |shingles <. Yes [ -No
Artificial Joint “.Yes No |Excessive Thirst :Yes  “No  |Hypoglycemia <.:Yes © :No |Sickle Cell Disease ~Yes [ -No
asthma ' Yes “No |Fainting Spells/Dizziness < :Yes < *No |Irregular Heartbeat “Yes < :No |Sinus Trouble " Yes No
Blood Disease _Yes No |Frequent Cough ~Yes < >*No |Kidney Problems _Yes < :No |Spina Bifida Yes _No
Blood Transfusion .Yes < rNo Frequent Diarrhea iYes < :No | Leukemia “yYes «*No  |Stomach/Intestinal Disease < Yes “No
Breathing Problems " Yes “:No |FrequentHeadaches . Yes <:No |Liver Disease :Yes < :No |Stroke ¢>Yes >No
Bruise Easily {Yes No |Genital Herpes “ Yes {'No |Low Blood Pressure .- Yes <*No |Swelling of Limbs &3 Yes 3 No
Cancer ‘oYes D No  |Glaucoma . Yes {:No |Lung Disease 7:Yes {*No |Thyroid Disease :Yes :No
Chemotherapy “Yes < No  |Hay Fever “>Yes {vNo |Mmitral Valve Prolapse .- Yes <No | Tonsillitis ~Yes :No
Chest Pains o Yes _No |Heart Attack/Failure _Yes - *No | Osteoporosis ©:Yes < :No |Tuberculosis “:Yes <3 No
Cold Sores{Fever Blisters < Yes *_No  |Heart Murmur ~Yes {:No  [Pain in Jaw Joints *Yes « *No | Tumors or Growths _Yes >No
Congenital Heart Disorder < Yes © No  |Heart Pacemaker < Yes (- No |Parathyroid Disease " Yes - :No |Ulcers ~Yes No
Convulsions < Yes | 'No |Heart Trouble/Disease ‘> Yes <. No |Psychiatric Care ©:Yes - No |venereal Disease ‘o Yes . No
Yellow Jaundice Yes -No
Have you ever had any serious illness not listed Yes :No If ves § )

Cornments:

To the best of my knowledge, the questions on this form have been accurately answered. I 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 of Patient, Parent or Guardian:

X Date:
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