THOMAS E. ENGLAND, DMD, PA

CONSENT FOR USE AND DISCLOSURE OF
HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name:
Address:
Telephone: E-mail:
Patient Number: Soclal Security Number:

SECTION B: TO THE PATIENT—PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health inlormation to carry out
treatment, payment activities, and healthcare operations,

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent.
Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and disclosures we may make
of your protected heaith information, and of other important matters about your protected health information. A copy of our Notice
accompanies this Consent. We encourage you to read it carefully and completely before signing this Consent.

We reserve the right to change our privacy practices as described in cur Notice of Privacy Practices. If we change our privacy practices, we
will issue a revised Notice of Privacy Practices, which will contain the changes, Those changes may apply to any of your protected health
Iinformation that ve maintain,

You may obtain a copy of our Notice of Privacy Practices, including any revisions cf our Notice, at any time by comacting:

Contact Person:  Cynthig Bivens
Telephone: (410) 997-1300 Fax: {410} 997-1303
E-mail: drangland@comcastnet
Address;_10710 Charter Or. #320, Columbia, MD 21044
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to
the Contact Person listed above. Piease undersiand that revocation of this Consent will not affect any action we took in reliance on this

gonsem before we received your revocation, and that we may decline 1o freat you or to continue treating you i you revoke this
onsent.

SIGNATURE

I, have had full opportunity to read and consider the contents of this Consant
form and your Notice of Privacy Practices. | understand that, by signing this Consent form, 1 am giving my consent to your use and
disclosure of my protected health information to carry out treatment. payment activities and heath care operations.

Signature: Date:

If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative's Name:

Relationship to Patient;




THOMAS E. ENGLAND, DMD, PA

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

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

{Please Print Name}

{Signature}

{Date}

For Office Use Only

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

a Individual refused to sign

a Communications barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining acknowledgement
a

Other (Please Specify)

© 2002 American Dental Association




YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient's chart.




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 ‘{orm
completely in ink. If you have any questions or need assistance, please ask us -

W

we will be happy to help.
Patient #
. . SSH/SIN
Patient Information (conrpENTIAL Date
 Name Birthdate Home Phone___
State/ Zip/
Address City Prov. PC.
Email Cell Phone
Check Appropriate Box: [I1Minor [1Single [IMarried [Divorced [ Widowed [ Separaget(cine/ -
If Student, Name of School/College City Prov. U Time [ Time
Zatl'enl or Parent/Guardians Employer ; \S)&grtl;/Phone %
usiness Address City Prov. G
Spouse or Parent/Guardians 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
Drivers License# Birthdate Financial Institution

Employer Work Phone SS#/SIN

Is this person currently a patient in our office? [ Yes

[JNo

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

[J Cash (] Personal Check

Insurance Information

Credit Card [ 1VISA [ MasterCard

(I I wish to discuss the offices payment policy.

Relationshi

Name of Insured to Pattent -
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone :

3 State/ Z};p/
Address of Employer City Prov. {6
Insurance Company Group # Policy/ID # .

- gtate/ Zlﬁ[
Ins. Co. Address City TOV. RE.

How much is your deductible?

How much have you used?

Max. annual benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [INo 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 Proy. Pl()?
Insurance Company Group # Policy/ID #
: Staté/ Z@Ip%/
Ins. Co. Address City. Prov. 46z

How much is your deductible?

How much have you used?

Over Please

Max. annual benefit




Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes
1. Are you under medical treatment now? ... (0 [  10.Are you wearing contact lenses? ..........eevvveesevversssesns U
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? ........... [EaslE) Local Anesthetics (e.g. NOVOCAIN) ......covvveerrensereinsicrinnne.
If yes, please explain Penicillin or any other ANtDIOLCS ............eccccisrmerereeeen ]
Sl DTSR s i e oo Wt SR R L]
3. Are you taking any medication(s) BarbiFurates T AR A b e b i U
including non-prescription Medicine? ..............cccceeeevvceerssvversoee R f:i,‘::;ves ----------- %

If yes, what medication(s) are you taking?

No
O
B
0
U
[
=
O
AT i i oot S St A e B
4. Have you ever taken Fen-PRen/Redux? ............ccoovvvvevvvvceennininsecenns 97 R Any Metals (e.g. mickel, METUIY, €C.) wovrrvcsrnns e
5 H ; : 5 DAl RUDDET: = s S s oo s S et P8RS
. Have you ever taken Fosamax, Boniva, Actonel or any cancer .
medications containing bisphosphonates? ............cocceevcveerrsecen Zrs o %ther (I;]Le el e
6. Have you taken Viagra, Revatio, Cialis or Levitra oL d e e U T dLaeTe.
: associated with a known illness (lasting more than 3 weeks)?.... Bl
in the last 24 hours? . : B
7 D0 YO USC TODACCO T it s oot g berseoactons et o s 15 Wometnty S > mE
8. Do you use controlled substances? ....... Y L © a) Are you pregnant or think you may be pregnant? ...
blAreyou nursIng 2= e S e
9. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives?...................cccccee 4 s 5
Yes” 'No Yes No No
High Blood Pressure ................... L) B edrt DiSeasere s i csiissrinis B B ChestPains - oo O
BTt ALLACR s sy ivednss = Cardiac Pacemaker ... ekl Easily Winded . 0
Rheumatic Fever .............ooo.c.ooue. (0 [  Heart Murmur .... Sl Bl hoke ornnat et o U
Swollen Ankles )e—Anging. . s Bl Hay Feter/ Allerones T2 B
Fainting / SEiTures ... sl Erequently Fived et i e Tuberculosis .............c...... E)-5Ed
AT o o s Aneia oy, e e (J [J  Radiation Therapy O
Low Blood Pressure .................... (0 [0  Emphysema ... L} B teldeema ... nd OJ
Epilepsy / Convulsions ................. BERE Cancer ..... Sre ESET Recent Weight LOSS ..........c..ccooevuveene =
Leukemia [El Bl arthnitis s (G} [ S oTverBiseases s St b 0
DUIDRIES =i []  Joint Replacement or Implant ...... [0 [0  Heart Trouble ... 0
Kidney DiSeases .............cccwweuuues (0 [  Hepatitis/Jaundice ........e.. . [ Respiratory Problems ... ]
AIDS or HIV Infection .. [(J [  Sexudlly Transmitted Disease ...... [0 [  Mitral Valve Prolapse ]
Thyroid Problem ...............cccooc..... 0 [J  Stomach Troubles/ Ulcers .......... [ other ]
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?...................... 0 [ 8. Doyouhave frequent headaches?.................ccocwwnivrvinnees s
2. Are your teeth sensitive to hot or cold liquids/foods? ............... ElEE 9. Do you clench or grind your teeth? ...........c...cooocovvvvineens Bk aE
3. Are your teeth sensitive to sweet or sour liquids/foods?........... [] [ 10. Do you bite your lips or cheeks frequently?.................. SIS
4. Do you feel pain to any of your teeth?.............ccccooovvvvrrerirrnne. B 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth?......... EEaE MREPASE: v i )2k
6. Have you had any head, neck or jaw injuries? ..............c.c....... =l 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following JOUOWIN g eXITACIONS s i soteztioneimennea s BEdE
problems in your jaw? 13. Have you had any orthodontic treatment?..................... BSE
ClICRINE %riliin it et SRR [0 [ 14 Doyou wear dentures or partials? ..............ccccc.couuuevess ElsapE
Pain (joint, ea; side of face) ........ o [ejet(s| If yes, date of placement
Difficulty in opening or cloSing ..........cocoeueveeresiinsiieisinsiinnns B R 15. Have you ever received oral hygiene instructions
DU HeWDAE o ois v et oot kst BEgE regarding the care of your teeth and gums? ................... B s
16. D0 You HREYOUT SIUET 5iv.v-noccisiostississisimsirissmammesssonss BT

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 051-1014/16306




HIPAA PRIVACY FORM 1

Notice Of Privacy
Practices

Purpose: This form, Notice of Privacy Practices, presents the information that federal law
requires us to give our patients regarding our privacy practices. {Note: this form may need to
be changed to reflect the dental practice’s particular privacy policies and/or stricter state laws.}

We must provide this Notice to each patient beginning no later than the date of our first
service delivery to the patient, including service delivered electronically, after April 14,
2003. We must make a good-faith attempt to obtain written acknowledgement of
receipt of the Notice from the patient. We must also have the Notice available at the
office for patients to request to take with them. We must post the Notice in our office in
a clear and prominent location where it is reasonable to expect any patients seeking
service from us to be able to read the Notice. Whenever the Notice is revised, we must
make the Notice available upon request on or after the effective date of the revision in a
manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting
a Notice. We must also post the revised Notice in our office as discussed above.

© 2002 Amencan Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staf! is permitted Any other use, dupbcation or distribution of this form by any other party
requires Ihe phor writien approval of the Amencan Dental Association

This Form s educational only, does not constitute legal advice, and covers only lederal, not state, law (August 14, 2002).




THOMAS E. ENGLAND, DMD, PA

NOTICE OF PRIVACY PRACTICES

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

PLEASE REVIEW IT 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 conceming your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect (MM/DD/YR), 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 heaith information we created or
received before we made the 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 at the end of this Notice.

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

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing or
with the intention of 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 heaith information in connection with 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, 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 may 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 in your
heaithcare. 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.




Contact Officer: Cynthia J. Bivens

Telephone: (410) 9971300 Fax: (410) 9971303

Email: drengland@comcast.net

Address: 10710 Charter Dr # 320 Columbia, MD 21044



mailto:drengland@comcast.net

