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amily Members #1 .
#2
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Address: .
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Allergicy: .

-  Bemail

Heart Murmur or Mifrb Valve Pfolapsu:

Pre-Med:

Prosthetic Jointy:

Other: A

Appointment ate and ‘t'ime:

tHow did you hear about uy?

Ins. Info;
Subscribers Name:

Corrier; _
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— SS#:

Phone#: __ nDOB:




Chart#: ... '

FOR OFFICE USE OMLY
Patient Information
Patient Namg: Date: s i B
Laat Firsl M '
OMale O Female G Married 01 Singts 3 Child 0 Other,
SoclalSecurity® ______Birth Date: ‘ '
Phone (Home); ( {Work): Ext: Best time to calk;

Preferrad appointment times; £ Morning © Afernoon O Evening D Any Time OM OT Ow 0T OF 0OS
Addreas:

City G — Zip Coda
Health Information
Date of Last Dental Vigit: ' Reason for thig vigit;
Have you ever had any of the foltowing? Plaass check those that apply:
QAIDS _ 0 Fainting 0 Nervous Disorders Q Ulcers
0 Allergles O Glaucome Q Pacemaker . DO Venerea! Digease
O Growths 0 Pregnancy 0 Codeine Allergy

0 Anemia O Hay Fever ‘Due date; O Penicltin Allergy
0 Artiwltis £ Head injuries 0 Radiation Treatment .
0 Artificle! Jolnts 1 Heart Digease O Respiratory Problems O Hewophilia
O Asthma D Heart Murmur 0 Rheumatic Fever Latex allargies
O Blood Disease . ) Hopatitis 11 Rheumatism O Need for premed
0 Cancer D High Blood Prassure O Sinus Problems % P
) Diabetes O Jaundice 0 Stomach Problems prior to dentul appt,
C Dizziness O Kidney Disesss D Stroke Oher,_ ereemmersasnoners
0 Epllepsy O tiver Dizwase O Tubarculosis '
D Excessive Bleeding 0 Mental Disorders - O Tumors

» Have you qver had any complications following dental treatment? O Yes D No
Ifyas, ploase exptain;

» Have you been admitiad to a hospital or nesded emargency care during tha past two years? O Yes O No
if yes, please explain;

* Are you now under the care of a ;')hyslcinn? 0 vYes O No
IFyes, picans sxplein;

» Name of Physiclan; _ : Phone;

LIST OF MEDICATIONS, .
« Do you have any health problems thet need further clarifiostion? O Yes O No
if yas, please axplain;

To the best of my knowledge, aii of the preceding answers and Information provided are true and correct. If | aver have
any change in my health, | wilt inform the doctors at the next appointment without fail.

Oate;

Signature of patienl, parant of guardian

i

“Referral Information
Whom may we thenk for raferring you to our practica? DAnother patienl, friend DAnother patient, refative
O Dental Office € Yellow Pages O Newspaper D School O Work O Other, ‘
Namae of person or office referring you to our practice:

i



« v mn . e | WAl Dhrer g ru-,u- -

Mina Modaresi, DDS, P.C.
45985-180 Regal Plaza
Sterling, VA 20166

Patlent Name:

NOTICE OF PRIVACY PRACTICES

* This natica dascribes haw medicel information about you may be used and disclesed and how you oan gel acoesw to this Informvalion,
Plaase review carefully

Tha Heshth Insurance Porteblitty 8 Accountablity Act of 1088 *HIPPA') is » federel progian: that raquires that ail madical records and other individuslly
identifiable heatth information used or dlsolosed by us in any form, Whather electronioatly, on peper , or arally, sre kep\ properly confidential, This Aot
given you, the patiant, significant new rights to undarstend and contro) how your heaith informetion Is used, "HIPPA® providas penatlies for covered
«ntities thal misuae parsonal hestth Informetion, .

As required by "HIPFPA, wa havs prepared this explanstion of now we are required to maintain the privacy of your nasith information and how we may
usa an¢ disciose your henltts Informailon. .

We may use and disciosa your mediosl record only for each of the following purposes; treatmant, paymant, and health care operations.

» TREATMENT maans providing, coordinmting, or managing health care and relsted services'hy one or mors heatth care providers. An
sxample of {his would Inciude testh claaning servioss. . :

s PAYMENY maans such activitian as abtalning reimbursement for services, confirming coverage, billing or callectian activities , and utllizelion
roview, An axample of this would be seading a bill for your vialt to your insurance campany for payment.

*  HEALYHCARE OPERATIONSinolude tha business atpacts of running our prectice, such as conducting quality sssaaumant and
improvemeni sotivities, suditing functions, post-mansgament snafysis, and customer service, An sxample would be an Internal quatity
assoramant roevisw, .

We mey o crasie and distribute de-idantfied health information by ramoving sl referonces to Indlvidustly Identifiuble infarmanion,

Wa may conteot you to provide appointment ramindsts or Informstion about fremtment altematives or other hapith-reisted bansfits and sarvioes (hat
may ba of Interest to you, . .

Any other usas and disclosures will be made cnly with your wrilten avthorization, You may revoke such suthorizaiian In writing and we até taquired to
henor and sbide by that written requast, excapt to tha extent that we have simady taken acions relying on your muthorization,

You heve tha fallswing rights wilh respact to your protecied heatth infrstlon, which you can exarcise by presanting s written raqueast to tha Privagy
Officar. .

e Tha righl to fequast restrictions an cerlain usas snd disciosures of protectsd hasith Infarmation, ingluding those retsted (o dlactosures o
family mermbara, other reistivey, cloas parsonal friends, or any othar person identified by you. Wa are, howevar, notrequited 10 agree to s
roquested restriciion, if we do agree to-areslriction, we must abids by. Il unlexs you sgree in wiiting to remove ii.

»  The right lo rhastnsbis request to racalve confidentisl communinations of protected hesiih information from us by yilernativa maans or at
aharnativa locelions. :

»  The right to inapect and copy your protactad heatth informelion.

¢ The right to amand your protecied haalih information,

«  The righl lo racaive an acgounting of disclosure of protacted health information,

s The rignt 10 oblaln » paper copy of this notice from us upon request, o

Wa afe required by iaw to mainiain the privacy of your protected haatth Infarmalion and to provide you with notics of our (apul duties snd privaoy
praciioes with rexpect to protacted hesith Informatian, '

This notlce is effaciive o3 of Aprll 18, 2003 snd we are caquirad to abide by the terms af the Notice of Privacy Practices currently In affect, Wa resave
the right la change the terma of aur Nollcs of Privagy Praciices and to make the new notice provisions eMeotiva for &l protectad heaith information that
wo maintwin. Wa will post and you may request a written copy of o ravised Notios of Priuacy Practices fram this offica,

Yau hove cacourse H you fesl thal your privaey protections have besn vialated, Yau have the right to fie writtan complwint with aur office, or with the
Department of Haalth and Human Services, Offica of Civil Rights, stout viaiations of the provisiona of this notica or the poilcies and procedures of our
office, We will not reteliate sgainat your for filing a campiaint,

Plniu contact us for mare infarmation or contact the US Depmman'l of Haatih and Human Services,

The U.8. Dapariment of Heakh wnd Human Bervices
QOffice of Civil Rights

200 indepandance Ave S8.W,

Washington, D.C. 20204

(202) 6190287

1-417-686-9778



Spouso or Responsible Party Information
The foltowlng Is for; [ m psliom‘u spousa 1 the person responsinie for paymant

Nama:

OMale OFemale OMsrried O Singla CChild 0 Other
Sociel Security #: ‘ Birth Date;
Phone {Homs): {Work): Ext: Best tima to call:
Address:

: Biren Apanmment # ,
Cily - i Blule __ T Code
Employment information

Tha faliowing 1a for: [ the patient Dihapersen mponlibla far paymani
Employer Name: Student ) occupation: :

Hrwel . Chy i Sixia 2p Cuds

: Insurance Information
Primary : . ‘
Name of insured: L' : - _ . IsInsured a patient? O Yes D No
ul ] Ml
insured's Birth Date; ID# GroupW:
Insured's Address: '
Hiraat . [ v Sista 70 Gore
insurad’'s Employer Name: -
Addraan; .

ol Rinin Zp Cole

Patient's relelionahip to insured: O Seif [ Spouse D Child D ‘Qther.
Insurance Plan Name and Address; Quardian

Slcondlly ’
Nama of Insured: Is Insured a patient? O Yes. O No
: Lpsl Fient (] ’ :
Insurad's Birth Qate: D% Group #:
ingurad's Address: :
T T T
Ingured's Employer Name; ! o '
' Address! - ‘
Hiraal Bime Zip Conn

Patlant's relationship to insured; O Self 0 Spousa 0 Chitd I:I Othar
Insurance Plan Name and Addmsa' :

Conaent for Services
Ax 2 Goadiion oF your irarimary by this 0ffics, Neaci tirangemendy fuel 00 Mt N advance, The (AR SEDENCE upm raimburporman o Lhe Daliens tar bha Goste nuired F il cova ann
Inanam farpensttdlity on the pan of anch pmhml 1iiucl Dy Gelermined bofore restmi,

Al amuiendy denta xenacas, of sy damel serviran padaimod witliul previovs firancis! mmnnmmlt. (UM 0o naxt for m eosh of the TMe se0voss ofe peftormed,
Patitnds who cuity dellad instranco wndeesiurd Ul o) Gepiat snmvices furnislied wio eharded disectly ta the pesent add thal e of 3t 1 perzonally rosgoniibie [Of payment of alidomiul wesvices. T

ulhca wit help ropare the 2atisnls nvanen farms or uesld in mskng colledilons fam insu/ance compenes and will credh 13' sush G0ligotions (0 tha patlent's meswd, However, ts neni affice
:‘.:nmvl mm: ity Lo treuniplion (hat Aur enmigas will by UAID By 80 [RSiownn compisty, 1 uatedslend thet sny unpeld bulences due (O Auddng setuy of ke of sluded Si8lus g My

3poN)
A servipe charge of 1345 per month {1 a% par annlnm) on the unpald halance will be charged an ail acsounts exeuedlng 60 days, unkess nrevlousfy
wiitlen financial arrangsments gre satiafiod.
Regal Dentat Care raserves the dghl 1o charge a $307 half hour fas for broken appointments without a 24 hour nottca.
1 yhde/s{and thai the fev wathn#ie kiind 107 thin danio) cade ¢an only he extancad far a paviud of alx nonths tnom tha cate of the piike) skamitalion

tn conidwation for the profdisional veivewo réfiderart o mo, or 1 my raguast, by the Declor, | ogrep 1o pby Urwretora th (ea400abla vakug of vald weivioes [0 agit 1ator, or fws neslgne, w the Ume
4d $tvactin ofa itred, Of WHUA 1o (S) daym of GUIAG 1 qraetil nall b ekdn ndwd. | furthor g tint tha reasctubia vt Of 100 tadpoex shall bo 28 biig uakies GOjected 0, by mu, In wilthy, .
witlitis L Uma tar paymeant bnedf. { feARO? tan (hik o waives of #ny Dreson of any Aimu o1 condiion hateinrine shatl mod oonstidite & walvar of sny frmar tares of oottt snd{ NN #0000 pay
all casts and reasonphin Aoy feax if dull G IANMite hareunder,

1arant my pormission fv you of yinif Aftgnao, 1o nluphonp e sl hama o ot mywomw Citcias mptiers raitad to ke fofin,
| hova read the above conditions of treatment snd payment and agree (o thalr centent.

Date: Relatlonship to Paliant:

Slgnature of patlent, paren! or guardlan

Dale: __- Raistionahip to Pationt!

Bignatura of gusrantor of payment/responsible parly




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
Mina Modaresi, DDS, P.C.
45986-160 Regal Plaza
- Storling, VA 20168

| undaratand that, undaer ind Haalth nsurance Porlabimy 8 Accountabilily Act of 1886 {HIPAA®), | have certain rights fo prfvaoy regarding my protected
health ml’urmntlnn ¥ undersiand that this Informallon ¢an and will be vaed to!
»  Conduct, plan and diract my treatmaent and follaw-up smong the mullipta firaltheare providars who may be involved In that lreaimant dlrectly
wnd indlractly, via phone, mall or e-mal,
»  Oblain payment from third-pany payers.
»  Canduct normel healthcara aperations such us quality assessmants snd phyaician certifigslions.

i have recelved, rend and undarstand your Notica of Privacy Practices conlalning & mone complete dasceiption of the uses and glecloaures of my hesllh
infarmation. | understand that this arganization has the right to change its Nollce of privacy Practica from lima 10 Ume and thet | may comact this
argenizelion at any Uma at the eddress abave to obtain @ gurrent eopy of tha Notice of Private Praclices,

1 undetatand that | my raquasl In wiiting that you reatriet how my private information [s used or disclosad to carvy out tresimant, payment or hestlhcare

operations. | also understand you ara not required t0 agras to my reuuesled teatrictions bul if you do agses than you are bound lo abide by such
restriotions.

Patlant Name

Relationshlp to Patient

Signature

Date B A

OFFICE USE ONLY

| aﬁempl&d 10 obtain tha patient's signalure In acknowlsdgamant on this Notice of Privacy Pracilces Ackumlahgamanl. but was unubly to do 50 s
docurmentad below,

Date: Initiats:

__ Individuat refused to sijn
Communlosllons bardars prohibited obtalning the acknowledgement
An smasgency situstion prevented us from obtaining acknowledgement

e Other { Piaase spooify)




