Swile Source:

WEST HOUSTON
/ welcome \

We are looking forward to having you join our great family of friends and patients. We are committed to providing you
with the very best that dentistry has to offer. Our goal is to help patients achieve the highest level of satisfaction and
confidence in their dental care in order to enhance the quality of their lives. Our practice consists of the most qualified,
experienced and caring staff available. We reflect honesty, integrity and excellence in all that we do and will treat each
patient with compassion and respect. Please complete this form so that we can provide the best care possible for you.
All information will be kept confidential.

“"And what is as important as knowledge?2” asked the mind.
"Seeing and caring with the heart...” answered the soul.

K Welcome to our practice! /

Date:
@ general information

Name: Preferred name:

first middle last
Birthdate: Age: SS # Texas DL #
Address: City: State: Zip Code:
Home # Work # Mobile/pager # Email:
Occupation: Employer:

Address of employer:

Marital status: 0O single O married O divorced 0O widowed Spouse’s Name:
Spouse’s occupation: Spouse’s employer:
Whom should we contact in case of an emergency? Tel #

Whom may we thank for referring you to our office?

@ responsible party

Name of person responsible for this account: Relationship to patient:
Address: Home phone:

Texas DL # Birthdate: SS #

Employer: Work phone:

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

15300 Westheimer, Suite 101 - Houston TX 77082 T (281) 531-5700 - F (281) 531-5761 www.alicelamdds.com



Family physician: Office #
Address:

Additional physician (specialist): Office #
Address:

health history

Please check yes or no to the following questions:

Do you have any current medical problem? Oyes Ono

If yes, please describe,
Are you currently under the care of a physician? Oyes [Ono Physician name:
If yes, please list reason(s):

Have you been hospitalized or had a serious illness within the past 5 years? Ovyes Ono

If yes, please describe,

Have you ever had or been treated for any of the following diseases or medical problems?

Ovyes 0O no Hepatitis, Type: Oyes Ono  Chronic headaches, How often:
Oyes Ono  Epilepsy / Seizures, Last episode: Oyes Ono  Sinus trouble
Oyes Ono  Abnormal bleeding (prolonged) Oyes Ono  Kidney problems
Oyes Ono  Psychiatric problems/nervousness Oyes Ono  Diabetes, Type , Controlled? Yes/No
Oyes Ono  AIDS/ HIV, Date diagnosed Oyes Ono  Hypoglycemia/Hyperglycemia (abnormal blood sugar)
Oyes Ono  Tuberculosis Oyes Ono  Anemia
Oyes Ono  Arthritis Oyes Ono Liver disease/Jaundice
Oyes Ono  Glaucoma Ovyes Ono Eating Disorders (anorexia, bulimia)
Oyes Ono  Hip/joint replacement Oyes Ono  Stomach/intestinal ulcers/acid reflux
Oyes Ono Cancer/Chemotherapy/Radiation therapy Oyes Ono Pregnant: Month
Oyes Ono  Emphysema, asthma, Oyes Ono  Areyou nursing?
breathing problems, briefly explain:
Oyes Ono  Have you been treated for any other illnesses not listed above? Explain:
Oyes Ono  Have you had heart trouble or any form of cardiovascular disease? Oyes Ono  Congenital heart lesions
Oyes Ono  Angina (chest pains), if yes, how often Oyes Ono  Atherosclerosis
Ovyes O no Heart attack, (date) Ovyes Ono Mitral valve prolapse
Oyes Ono  Heart surgery, (date) Oyes Ono  Rheumatic fever
Ovyes 0O no e Pacemaker Ovyes 0O no Heart murmur
Oyes 0O no e Bypass Ovyes 0O no Have you ever taken Fen Phen/ Redux?
Oyes O no e Prosthetic valve Oyes Ono  Stroke (date),
Ovyes Ono High/Low blood pressure, Last BP reading: Date:
Oyes Ono  Have you ever been advised to take preventive antibiotics before dental treatment?
Oyes Ono  other
Are you allergic to any of the following medications?
Oyes Ono  Penicillin or other antibiotics Oyes Ono  Nitrous Oxide
Oyes Ono  Codeine, describe reaction Oyes Ono  Epinephrine
Oyes Ono  Barbiturates, sedatives or sleeping pills Oyes Ono  Latex/rubber
Oyes Ono  Aspirin Oyes Ono Any metals (ie. nickel, palladium, etc.)
Ovyes Ono Local anesthetics like Novocain Oyes Ono Sulfa Drugs
Oyes Ono Areyou allergic to any other medications? If yes, please explain
Please list all medication you are currently taking (include prescription, non-prescription, and herbals):
Name Purpose Name Purpose
Oyes Ono  Alcohol ( ) drinks per day Oyes Ono  Tobacco ( ) packs per day for approx ( ____) years.
Oyes Ono “Recreational drugs” such as cocaine, marijuana, stimulants or depressants may have a fatal interaction with local anesthetics or other

common dental medications. Please describe the use of any drugs or discuss in complete confidentiality with the doctor.




dental history

come to the dentist today?

If this problem has been going on for over 6 months, why you decided to deal with this now?

Have you consulted with any other dentist about this? O yes O no
If yes, what was discussed or done?

Your previous dentist Period of treatment
Address: Office #

When was your last dental appointment? Last date you had your teeth cleaned?
Last full set of radiographs? Why did you leave your previous dentist?

What did you like least about your previous dentist?

What did you like most about your previous dentist?

Were you involved in a contact sport where any part of the face was hit with/without injury? O vyes O no
Have you ever been told you grind your teeth during sleep? Oyes O no

Have you ever had a burning sensation, bumps or sores in your mouth? O vyes @O no

Are you nervous about dental treatment? O yes [ no

Do you have any suggestions to help us make you more comfortable at your dental appointment?

Have you noticed or has any dentist or dental hygienist ever said that you (have):

Oyes Ono  Bleeding gums Oyes Ono  Grind your teeth

Oyes Ono  Gum disease (gingivitis) Oyes Ono  Loose or broken teeth
Oyes 0O no Gum treatment or surgery Oyes Ono Lip or cheek biting

Oyes Ono  Food collection between teeth Oyes Ono  Clicking or popping jaw
Oyes Ono  Unpleasant breath Oyes Ono  Loose or broken fillings
Oyes Ono Jaw pain or tiredness Oyes Ono Ili-fitting dental restorations
Ovyes Ono Pain around ear Oyes Ono  Sores, blisters or growths

Sensitivity to: O cold Oheat O sweets 0O when biting or chewing O none

Pain present: O teeth Ojaws O gums O face O none
Type of pain: O sharp Odull 0O throbbing O other

What would keep you from having needed dental treatment? Rank the following with 1 = the most to 4 = the least.
__ Fear of dental pain __ Lack of concern __ Cost of treatment ___Time off work

How important are your teeth to you? Please choose one of the following.
O I want to keep them no matter what O Idon't know
O I want to keep them if it's not too much trouble O Idon'tcare

Would you like to know your options to: O Improve your smile O Look younger O Keep your teeth
Any other concerns about your dental treatment?




Name of insured:

insurance information

Relationship to patient:

Birthdate:

Name of employer:

Date employed:
Work phone#

Social Security No.
Union / local #

Employer address: City: State: Zip code:
Insurance co. Tel. #

Group # Policy/ID #

Insurance company address:

City: State: Zip code:

How much is your deductible?
Max annual benefit?

How much have you used?

Do you have any additional insurance?

Name of insured:

Oyes Ono If yes, complete the following:

Relationship to patient:

Birthdate:

Name of employer

Date employed:
Work phone#

Social Security No.
Union / local #

Employer address: City: State: Zip code:
Insurance co. Tel. #

Group # Policy/ID #

Insurance company address:

City: State: Zip code:

How much is your deductible?

How much have you used?

Max annual benefit?

your agreement

To the best of my knowledge, all the preceding answers are true and correct. If I have any change in my health or medications, I
will inform the doctor at my next appointment. If deemed advisable, I grant permission for my physician to be contacted for
details and advice. I further authorize the taking of radiographs, photographs, or other diagnostic measures appropriate for a
thorough evaluation. Authorization is also given for all dental treatment to be rendered by Dr. Alice Lam and office staff.

I authorize the dentist to release any information including the diagnosis and the records of any treatment or exam rendered to
me or my child during the period of such dental care to my insurance company and/or health practitioners. I authorize and
request my insurance company to pay directly to the dentist 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 ultimately responsible for payment of all
services rendered on my behalf or my dependents.

Signature of patient or parent if minor Date

I authorize Dr. Lam the use of my records including any photographs taken for teaching or educational study clubs/seminars
and/or marketing purposes.

Signature Date




Swuile Source:

WEST HOUSTON

Date:

l, , give my permission for Dr. Lam’s office to:

Request the following records from the office listed below:
x-ray dated
all x-rays taken
complete copy of records

Send the following records to the office listed below:
x-ray dated
all x-rays taken
complete copy of records

I, understand that a fee may be associated with these records.

Please send records to/from the following office:
Doctor’s name:
Address:

City, State, Zip:
Phone:

Signature: Date:

(Relationship to patient- )

15300 Westheimer Rd, Suite 101- Houston, TX 77082 T (281)531-5700 - F (281)531-5761 www.alicelamdds.com



HIPPA OMNIBUS RULE
PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES AND CONSENT/ LIMITED
AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgement & authorization. In refusing we may not be allowed to process your insurance claims.

Date:

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare facility. A copy
of this signed, dated documents shall be as effective as the original.

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO
OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

Please print your name Please sign your name
Legal Representative Description of Authority

Your comments regarding Acknowledgements or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:
[] First Name Only [JProper Surname [] Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION:
(This includes step parents, grandparents, and any care takers who can have access to this patient's records):

Name: Relationship:

Name: Relationship:

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA:

[ Cell Phone Confirmation [J Text Message to my Cell Phone
1 Home Phone Confirmation [J Email Confirmation
[J Work Phone Confirmation ] Any of the Above

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

[] Cell Phone Confirmation [JText Message to my Cell Phone
[J Home Phone Confirmation ] Email Confirmation
[] Work Phone Confirmation []Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUNDRAISING or NEW HEALTH INFO ON BEHALF OF THIS
HEALTHCARE FACILITY VIA:

[C] Phone Message [CJAny of the Above
[ Text Message [JNone of the Above (opt out)

In signing this HIPPA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your improved
health. This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPPA Omnibus Rule, provide you this information
with your knowledge and consent.

Office Use Only
As Privacy Officer, | attempted to obtain the patient's (or representatives) signature on this Acknowledgement but did not because:

It was emergency treatment

| could not communicate with the patient
The patient refused to sign

The patient was unable to sign because
Other (please describe)

Signature of Privacy Officer



NOTICE OF DENTAL 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 IT CAREFULLY

The Health I nsurance Portability & Account ardm thai reqyiresAhattall noeflicall 9 9 6
records and other individually identifiable health information used or disclosed by us in any form, whether electronically,

on paper, or orally, are kept properly confidential. This Act gives you, the patient, significant new rights to understand and
control how your health information is used. OHIPAAGO provides
information.

As required by OHIPAAG6, we have prepared this explieacyaftyaguon of

health information and how we may use and disclose your health information.
We may use and disclose your medical records only for each of the following purposes: treatment, payment and health
care operations.

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

o Payment means such activities such 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.

0 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 would be an 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 b e 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 tot 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:

o 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.

o The right to reasonable requests to receive confidential communications of protected health

information from us by alternative means or at alternative locations.

The right to inspect and copy your protected health informa tion.

The right to amend your protected health information.

The right to receive an accounting of disclosures of protected health information.

O O o o

The right to obtain a paper copy of this notice from us upon request.



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Smile Source West Houston
Alice Lam, D.D.S.
15300 Westheimer, Suite 101
Houston, TX 77082

I understand that, under the Health Insurance Portability &
rights to privacy regarding my protected health in formation. | understand that this information can and will be used
to:
o Conduct, plan and direct my treatment and follow -up among the multiple healthcare

providers who may be involved in that treatment directly and indirectly.

Obtain payment from third  -par ty payers.

Conduct normal healthcare operations such as quality assessments and physician

certifications.
| have received, read and understand your Notice of Dental Privacy Practices  containing a more complete

description of the uses and disclosures of my  health information. | understand that this organization has the right to
change its Notice of Dental Privacy Practices  from time to time and that | may contact this organization at any
time at the address above to obtain a copy of the Notice of Dental Priv ate Practices .

| understand that | may request in writing that you restrict how my private information is used or disclosed to carry
out treatment, payment or healthcare operations. | 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 :
(Please print)

Signature :
Date :
OFFICE USE ONLY
I attempted to obtain the patientds signature in acknowl edg

Acknowledgement, but was unable to do so as documented below:

Date: Initials: Reason:




