Morrison Dental Group
Patient Registration Form

Date:

[PATIENT INFORMATION:] E-mail:
Last Name: First Name: Middle Initial:
Address: Apt#: City State: Zip Code:
Social Security # Home Phone:( ) Work Phone:( ) Cell:( )
Sex: Maled Female O Marital Status: SO MO DO WO  Date of Birth: Age:
Occupation: If Student, School:

If Employed, Employer: Address:
Spouse’s Name: SS#: Employer:

| was referred to this practice by:
[RESPONSIBLE PARTY (if different than patient): |

Last Name: First Name: Middle Initial:
Address; Apt#: City State: Zip Code:
SS# Date of Birth Relationship to Patient: Spouse 0 Parent[d Other O

Home Phone:( ) Work Phone:( ) Occupation:

Employer: Address

[PRIMARY INSURANCE INFORMATION:|

Insurance Company Name: Telephone #:

Claims Address:
Palicy ID#: Group#: Plan#:
Policyholder's Name: SS#
Date of Birth Relationship to Patient: Self 01 Spouse (I Parent(d Other(d

Employer: Address

[SECONDARY INSURANCE INFORMATION: |

Insurance Company Name: Telephone #:

Claims Address:

Policy ID#: Group#: _ Plan#:;
Policyholder's Name: SS+#
Date of Birth Relationship to Patient: Self J Spouse ] Parentd Other

Employer: Address

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

5 , have received a copy of this office’s Notice of Privacy Practices.
(sign hera) '

PG. 1 DRM #003 rev.1/C8



Robert F. Morrison, D.M.D.
Stephen L. Murphy, D.D.S.
William P. Broas, D.D.S
J. Randall Owen, D.D.S
Shanail L. Moorman, D.D

S.
Pete Foster, D.D.S.
1131 Professional Drive 7151 Richmond Road, Suite 305
Williamsburg, Virginia 23185 Williamsburg, Virginia 23188
(757) 220-0330 (757) 258-7778

WELCOME TO THE OFFICE

Our entire office staff appreciates your selection of this office to serve your dental health
needs. Our goal in this practice is to provide the very best possible dental care for our patients so
that each of you may enjoy optimal dental health throughout your lifetime.

During your first visit a thorough examination will be completed. This will include x-rays or
other aids that are necessary in making an accurate diagnosis. We will determine and discuss your
dental treatment and make financial arrangements when necessary. We would appreciate payment
for the initial examination visit at the time of service.

Except for emergency situations, you can expect us to be on time for your appointment and we
appreciate the same courtesy. No charge will be made for rescheduling your appointment, provid-
ed 24 hours notice is given so that your time can be given to another patient.

FINANCIAL POLICY

To avoid any misunderstandings concerning fees, you will receive an estimate of the proposed
services prior to treatment and we will insist that some form of financial arrangement be made. To
assist you in this, several payment options are available for your convenience.

1. CasH IN ADVANCE or at the time service is rendered is customary in our office, unless other
financial arrangements have been made.
2. VISA and MASTERCARD.

After 60 days a 1.5% finance charge will be applied to the unpaid balance on your account. This
includes unpaid insurance claims.

In the event this account is referred for legal action, the patient agrees to pay the cost of court,
collection and 25% attorney fees.

DENTAL INSURANCE

Our office is happy to cooperate with patients who have dental insurance. We ask that you read
your policy to be fully aware of any limitations of the benefits provided. You should be aware that
the insurance agreement is between you and the insurance carrier. We will gladly help you, but
it is your responsibility to know the limitations of your policy. An estimated co-payment will be col-
lected at the time of service.

There is a waiting period of 30 to 90 days for the insurance claim to be processed and payment
made to us. Due to this waiting period, we request financial arrangements be made on your esti-
mated portion at the start of treatment to help cover the expenses incurred which must be paid
immediately. When insurance payment is received, we will refund any overpayment or request that
you pay any remaining balance.

I hereby assign insurance benefits to the above named dentist for services rendered. I under-
stand that any unpaid balance is due in full immediately. Also, I have read the above office intro-
duction and policy and agree to comply by these provisions.

I hereby authorize release of information relating to this claim for the purpose of processing
any insurance.

Signed

Date

Printwell, In¢, 757-364-3302  ORM#OOT Rev.608



MEDICAL HISTORY

Physician's Name Date of Last Physical
Have you ever had any of the following? (Check boxes that apply):
O Heart Murmur Q Epilepsy O Blood Thinners"
Q High Blood Pressure 0O Headaches Q Swaollen Neck Glands
O Low Blood Pressure O Hepatitis, Jaundice or Liver Disease = O Rheumatic Fever
Q Circulatory Problems Q Cancer - Q Sinus Problems
Q Nervous Problems Q Psychiatric Care Q AIDS /HIV
O Radiation Treatment O Mitral Valve Prolapse O Thyroid Disease
O Artificial Heart Valves or Joints O Allergies to Anesthetics Q Stroke
O Recent Weight Loss O Aliergies to Medicine or Drugs Q Ulcer
Q Latex Allergy O General Allergies O Venereal Disease
O Diabetes O Blood Disease O Chemical Dependency
O Respiratory Disease Q Arthritis Q Hemophilia
Do you have any drug allergies or have you ever had an adverse reaction to any medication? If so, what?
have you ever responded adversely to medical or dental treatment?
Are you taking any medication at this time? If so, what?
Are you under the care of a physician? 0O Yes 0O No
For what conditions?
If patient is a child, what is his/her weight?
(Woman) Do you suspect that you are pregnant? QO Yes Q No Areyounursing? 0O Yes QO No

Is there anything else we should know about your medical history?

The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing
and processing of insurance for benefits for which | am entitled. | will not hold my dentist or any member of his/her staff
responsible for any errors or omissions that | may have made in the completion of this form.

Date Signature

MEDICAL UPDATE: | have read my health history above and confirm that it adequately reflects my medical condition, past & present

DATE EXCEPTIONS OR CHANGES PATIENT'S SIGNATURE DOCTOR INITIALS

MEDICAL UPDATE: | have read my health history above and confirm that it adequately reflects my medical condition, past & present

DATE EXCEPTIONS OR CHANGES PATIENT'S SIGNATURE DOCTOR INITIALS

MEDICAL UPDATE: | have read my health history above and confirm that it adequately reflects my medical condition, past & present

DATE EXCEPTIONS OR CHANGES PATIENT'S SIGNATURE DOCTOR INITIALS

MEDICAL UPDATE: | have read my health history above and confirm that it adequately reflects my medical condition, past & present

DATE EXCEPTIONS OR CHANGES PATIENT'S SIGNATURE DOCTOR INITIALS

MEDICAL UPDATE: | have read my health history above and confirm that it adequately reflects my medical condition, past & present

DATE EXCEPTIONS OR CHANGES PATIENT'S SIGNATURE DOCTOR INITIALS
PG. 2 DRM #003 rev.1/08



CONSENT TO RELEASE CONFIDENTIAL HEALTH CARE
INFORMATION

Patient Name: Date:

Provider Name:

1E: Prior Dental Office

Address:

Fax Number: Phone Number:

Information or Records to be disclosed:

Please disclose information or records to: *

Morrison Dental Group Morrison Dental Group
7151 Richmond Rd 1131 Professional Drive
Suite 305 Williamsburg, VA 23185
Williamsburg, VA 23188
Phone: (757) 258-7778 Phone: (757) 220-0330
Fax: (757) 258-5185 Fax: (757) 220-9067

*Please send information to the office that is checked above, or email us at

info@morrisondentalgroup.com

As the person signing this consent, I understand that I am giving my
permission to the above named provider for disclosure of confidential health care
records.

No I do not have x-rays at any other provider.

Signature of Patient: Date:

Chart #



Rosert F. Morrison DMD P.C.

{NAME OF PRACTICE}

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 heaith 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
takes effect ©4/ 4O / 63 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 we creat-
ed 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 reguest.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al 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 pro-
viding 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 with our healthcare oper-
ations. Healthcare operations include guality assessment and improvement activities, reviewing the competence or
gualifications 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 opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. 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 fo 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
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able 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 viclence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary to avert a serious threat to your health or safety or 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 intelli-
gence. 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 circum-
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, 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 practicably 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 using 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 $0. ﬁ for each page,
$ 28 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 listed at the end of 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 April 14, 2003. 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, 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 infor-
mation 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 satisfactory explanation 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 Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon reguest.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file
a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: e. RDBEQ—T Neeaisens
Telephione: 5% 220 ©330 Fae 1973 220 1067

E-mail:
Address: 113 pl’b FQ ssien2l Drive
Wi ll c'zmsigurj YA 23RBS

& 2002 Amerncan Dental Association
All Rignts Reserved

Repreduction and use of this form by dentists and their staff is permitted. Any other use, duphication or gistribution of this form by any other party recuires the prior
written approval of the American Dental Asscciation

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law {August 14, 2002).



