Child’s Full Name

Birth Date:

Child is Called: Child’s Social Security Number:

Circle One: Male Female

Advanced ~ Normal Slow learner Compulsive Moody Shy
4 Cooperative ~ Temper High-stiung Sickly Spoiled Suspicious
=4 Fearful Healthy Friendly Defiant Active '
School / Daycare: Grade:
Child lives with (Please circle): Fathér * Mother  Other:
Child’s Physician: . Last physical exam?

Heart Disease Yes No .Seizures Yes No
Oral Ulcers Yes No  Pregnancy Yes No
“Liver Disease Yes No  Fainting, Dizziness or Headaches Yes No
Diabetes Yes No  Hearing or Speech Problems Yes No

! Asthma Yes No  Immune Deficiency Yes No
PEEHIV Yes No  Kidney Disease Yes No
Tuberculosis Yes No AIDS Yes No
e Emotional Problems Yes No  Chemotherapy Yes No
a4 Anemia Yes No  Hepatitis Yes No
==}l Bladder Infections Yes No  Thyroid Problems Yes No
High Blood Pressure Yes No  Shortness of Breath Yes No

Snoring

Stomach Problems
Acid reflux
Learning problems
Hyperactivity / ADD
Cancer

Rheumatic Fever
Bleeding Problems
Pneumonia
Autism

Heart Murmur

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Are there any medical problems not noted above? No Yes

Has there ever been a concern by you, or your child’s physician, about your child’s development? No Yes

Over; Please!



= Is this your child’s first visit to the dentist? Yes No Previous Dentist

Has your child had any unfavoraﬁle experiences in a dental or medical office? No Yes

How do you think your child will react to dental treatment?

3 Does your child have, or have a history of, any of the following (circle the ones that apply):

Toothache Speech Difficulties Lip Biting Injury to teeth .
Grinding of teeth  * Popping, pain or clicking in jaw Cleft Palate Cavities
Mouth Ulcers - Fever blisters Pacifier Thumb or finger habit

{ Bad breath Injuries to mouth or head Tobacco use * Orthodontics
| _Snoring

Type of water at home: well spring city filtered

| Does your child take fluoride supplements or at-home treatments? No Yes

21 Do you have any special concerns about your child’s dental health?

Parents’ Dental Health (Circle all that applyj

Father: Regular checkups lots of problems in the past currently has dental problems  braces
currently has good dental health =~ has had bad experiences with the dentist

Mother:Regular checkups lots of problems in the past currently has dental problems ~ braces

currently has good dental health has had bad experiences with the dentist

- Tunderstand that the information requested above is necessary to provide my child with dental care in a safe and efficient
manner. I have understood each question and have completed these two pages accurately to the best of my knowledge.

Date: Signed: ‘ Relation to Patient

= (I‘ o be filled in at future appointments)
Has there been any change in your child’s health since you last completed this form? NO YES

4 Has any information on this form changed NO YES

= Date: Signed: Relation to Patient

(To be filled in at future appointments)
Has there been any change in your child’s health since you last completed this form? NO YES

i Date: 'Signed: Relation to Patient




Compound Authorization for Release of Information

Name of Patient Date of Birth

Dr. Dennis Campbell & Staff is authorized to release protected health information about the above

named patient to the entities named below. The purpose is to inform the patient or others in keeping
with the patient’s instructions.

Entity to Receive Information. Description of information to be released.
Check each person/entity that you approve to Check each that can be given to person/entity on
receive information. the left in the same section
O Voice Mail 0 Appointment information
0 Account information
O Give information to employer O Appointment absentee information
O Give information to school :
00 Other (provide name) 0 Family billing information
O Financial

O Appointment information
0 Treatment completed and needed

Acknowledgement of Receipt of Notice of Privacy Practices

By signing this statement, you are acknowledging that you have received a copy of our notice of Privacy
Practices. However, you may also refuse to sign this acknowledgment.

Right of the Patient

I understand that I have the right to revoke this authorization at any time and that I have the nght to
inspect or copy the protected health information to be disclosed as described in this document by sending
a written notification to Dr. Dennis Campbell’s office. I understand that a revocation is not effective in
cases where the information has already been disclosed but will be effective going forward.

I understand that information used or disclosed as a result of this authorization may be subject to
redisclosure by the recipient and may no longer be protected by federal or state law.

I understand that I have the right to refuse to sign this authorization and that my treatment will not be

conditioned on signing. This authorization shall be in effect until revoked by the patient or personal
representative.

Please print your name:

Signature: Date:

Description of Personal Representative’s Authority (attach necessary documentation)




For Office Use Only

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

0 Individual refused to sign
0 Communications barriers prohibited obtaining the acknowledgement

0 An Emergency situation prevented us from obtaining the acknowledgement

O Other (please specify)




FAMILY REGISTRATION

Respons1ble Party Informahon

 Who may . we thank for fefefrhg yéu?

Chlld's Father's / Guardian's Full Name

| Emergencylnfdrmatlon

Name of nearest relative not living with you

Relationship to Patient

Address

City State  ZIP Phone

Een’ca’i Ihsu_raixce-

Insured's Name

Insurance Company

Relationship to Patient Spouse's Name

Address

City State zr

How long at this address? Home Phone Number

Previous address (If less than 3 years)

Social Security Number Date of Birth Marital status

Employer Occupation

o, Years Employed Work Phone number (with extenswn)

E-Mail 3 Fax / Cell Phone / Pager
(- 7

Insurance Company Address

Child's Mother's / Guardian's Full Name

Group Number

Signature on File: I authorize that payment of dental benefits be
made to Dr. Dennis Campbell on any claims submitted for services
furnished me by Dr. Campbell and his team. T agree that this-
authorization shall be valid until recinded.

Signed

Your Children *

‘Name Sex Birth Date

Relationship to Patient Spouse's Name

Address

City ’ .State zZp

How long at this address? Home Phone Number

Previous address (If less than 3 years)

: SoaalSecunty Number Date of Birth Marital status
Bﬁi;ldyg:. - Occupation

No. Years Employed ' Work Phone number (with extension)

E-Mail Fax / Cell Phore / Pager

I understand that the confidential information requested above is necessary to provide my children with dental care in an
efficient manner. Iunderstand that, where appropnate, credit bureau reports may be obtained. I have completed this page

accurately to the best of my knowledge.

Signature (Parent or Guardian)

Today's Date: Updates:




and a copy of the most recent xrays will generally be provided at least once at
no charge. You may request that we provide photocopies of the actual record.
There may be a charge to do this, because of the expense and time involved,
and we will discuss the actual charge when you make the request.. We will use
the format you request unless we cannot practicably do so. You must make
your request in writing. A form is available at the front desk if you wish to make

this request

Disclosure Accounting: You have the right to receive a list of instances in
which we or our business assaciates disclosed health information for purposes,
other than treatment, payment, healthcare operations and certain other activi-
ties, for the last 6-years, but not before April 14, 2003. If you request this ac-
counting more than once in a 12-month period, we may charge you a reason-,
able, 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 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 communi-
cate with you about health information 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 pay-
ments will be handled under the alternative means or location you request.

Amendment: You have the rigﬁt to request that we amend 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 recelve this Notice on our Web site or b)} electronic
mail (e-mail), you are entltled 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 dis-
agree with a decision we made about access to health information or in re-
sponse to a request you made to amend or restrict the use or disclosure of
health information or to have us communicate with you by altemative 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 request. .

We support your right to the privacy of your health information. We will not re-
taliate in any way if you choose to file a complaint with us or with the U.S. De-

partment of Health and Human Services.

Dennis R. Campbell, DDS,
PA

|
Notice Of Privacy Practices

This document presents the information that federal law re-
quires us to give our patients regarding our privacy prac-
tices. \

You will be asked to sign an acknowledgment that you have
been given the opportunity to review this document, and
that you have been given the opportunity: to receive a copy
for your records, if you deslire.

We provide a copy in our office in a clear,and prominent lo-
cation where it is reasonable to expect any patients seeking
service from us to be able to read the Notice.

!

It will also be available on our web site, www.babytoothdoc.
com, after September 1, 2003.

Whenever the Notice is revised, we will make the Notice
available upon request on or after the effecﬁve date of the
revision in a manner consistent with the above instructions.

Contact Officer: Dennis R. Campbell, DDS
Telephone: (828) 254-7291

!
E-mail: babytoothdoc@charter.net
Address: 172 Asheland Avenue, Asheville, NC 28801

. ~

Original: April 14, 2003



i |
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT |YOUR
CHILD OR CHILDREN MAY BE USED AND DISCLOSED AND HO | YOu
CANG ' ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. i
THE PRIVACY OF YOUR CHILD'S HEALTH INFORMATION IS iMPOR-
I TANTTOUS. I

OUR LEGAL DUTY ) !
We are required by applicable federal and state law to maintain the privacy of

health information. We arg also required to give you this Notice about cur pri-

vacy practices, our legal duties, and your rights concerning health Information.

We must follow the privacy practices that are described in this Notice while it is
in effect. This Notice take's effect April 14, 2003, and will remain in effect until

we replace it. v :

i

We reserve the right to cljaange our privacy practices and the terms of|this No-
tice -at any time,provided such changes are permitted by applicable law. We
reserve the right to make the changes in our privacy practices and Ihe new
terms of our Notice effective for all health information that we maintain, includ-
ing health information we created or received before we made the changes.
Before we make a significant change in our privacy practices, we wilk 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 }or additional copies of this Notice, please tell any-of
our team members, or cal‘ us at (828) 254-7291.

USES AND DlSCLOSURjES OF HEALTH INFORMATION eA
We use and disclose health information for treatment, payment, and healthcare

operations. For example: |

Treatment: We may use: or disclose health information to a physloiari. dentist
or other healthcare providér providing treatment.

Payment: We may use and disclose health information to obtain payment for
services we provide. .
Healthcare Operations: 'We may use and disclose health information in con-
nection with our healthcare operations. Healthcare operations includé quality
assessment and improvement activities, reviewing the compstence or qualifica-

tions of healthcare professionals, evaluating practitioner and provider perform-
ance, conducting training programs, accreditation, certification, licensing or cre-

dentialing activities. . .
Your Authorization: In addition to our use of health information for treitment,

yment or healthcare opérations, you may give us written authorization to use
your child's health information or to disclose it to anyone for any purpose. If you
give us an authorization, you may revoke itin writing at any time. Your revoca-
tion will not affect any use ior disclosures permitted by your authorizatioor'

H
4
!

while it was in effect. Unless you give us a written authorization, we cannot use
or disclose your child’s health information for-any reason except those de-

scribed in this Notice.
To Your Family and Friends: We must disclose your child’s. health informa-
tion to you, as described in the Patient Rights section of this Notice. We may

disclose health information to ‘'a family member, friend or other person to the
extent necessary to help with your child’s healthcare or with payment for health-

care, but only if you agree that we may do so.

- Persons Involved In Care: We may use or disclose health information to no-

tify, or assist in the nofification of (including identifying or locating) a family
member, your personal representative or another person responsible for your.
child’s care, of your child’s location, general condition, or death.. If you are pre-
sent, then prior to use or disclosure of 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 professicnal judgment disclosing only
health information that is directly relevant fo the person’s involvement in your
child's healthcare. We will also use our professional judgment and our experi-
ence with common practice to make reasonable inferences of your child’s 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 health information for
marketing communications without your written authorization.

Required by Law: We may use or disclose health information when. we are
required to do so by law. ~

Abuse or Neglect: We may disclose health information to appropriate authori-
ties If we reasonably believe that a child is a possible victim of abuse, neglect,
or domestic violence or-the possible victim of other crimes. We may disclose
health information to the extent necessary to avert a serious threat to the health
or safety of your child or the health or safety of others.

National Security: We may disclose to military authorities the health informa-
tion of Armed Forces personnel under certain circumstances. We may disclose
to authorized federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to
correctional institution. or law enforcement official having lawful custody of pro-
tected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health.information to

provide you with appointment reminders (such as voicemail messages, post-
~ cards, or letters). ’

PATIENT RIGHTS &
Access: You have the right to look at or get copies of your child’s health infor-
mation, with limited exceptions. Treatment suynmarles, financial summaries,
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We will take reasonable steps to provide free-of-charge language assistance services to people who
speak languages we are likely to hear in our practice and who don’t speak English well enough to talk
to us about the dental care we are providing.

Spanish:

Tomaremos acciones razonables para proporcionar servicios de asistencia linguistica gratuitos a aquellas
personas cuyo lenguaje escuchemos frecuentemente en nuestro consultorio y que no hablen un inglés lo
suficientemente bueno como para hablar con nosotros sobre el servicio odontolégico que suministramos.

Chinese:
BTG E R MERE R BN EERSJSERNERERERFHAMBKENZEE X FEIFE

Viethamese:

Chung toi sé thwe hién cac budc can thiét d& cung cap dich vu hd trg ngdn ng® mién phi cho nhirng ngudi giao
tiép bang nhirng ngdn ng® ma chung t6i c6 thé nghe thay tai phong kham ctia minh va cho nhirng nguwdi khéng
c6 da trinh do tiéng Anh dé thao luan vé dich vu cham séc nha khoa ma ching téi dang cung cép.

Korean:
£ &510f 210 XA MH|AE 2EE2E N3 AYLICH O AR E X350 A a0l A=
X = =

= AN
P2 ME[ 20 T3 2| A S & = AUS TF SR M2E0| Y| f= B2

S

Nous prendrons les mesures raisonnables pour fournir des services d'assistance linguistique gratuits pour les
individus qui parlent des langues que nous sommes susceptibles d'entendre durant nos séances et qui ne parlent
pas suffisamment bien I'anglais pour discuter avec nous concernant les soins dentaires que nous fournissons.

Arabic:
O AT @l ¢ dany Al (alaidU AdSE ) sy 4 gl sacliall clead 58 65 Jal (e 4 giee <l ghad SATL o 685 (i g
G Ale s (lahy Lad Lul) Casill (e agi€ay dan IS0 A Jalaiy) Gaaat 5y Y 0l 5 Uit jlan A L) aatit ) e yall
Ly Al

Hmong:

Peb yuav tsum nrhiav kev pab-dawb los ntawm kev pab cuam txhais lus rau cov neeg uas hais lus peb yeej tau
hnov hauv peb txoj kev kawm thiab tus uas tsis paub hais lus Askiv txaus los tham rau peb txog cov kev pab kho
hniav peb muaj.

Russian:

MbI npuHUMaeM Heobxoanmble Mepbl, YTOObI NPeoCcTaBUTbL BecnnaTHble yeryrn nepesogymka ans obuweHns Ha
A13blKax, C KOTOPbIMU Mbl CTanNKMBaeMCsl B HaLLeN NpaKTUKe C KIMEeHTaMK, KOTOpble He BNaAetoT aHrMUACKUM
S13bIKOM [0CTaTO4YHO, YTOOblI 06CYAMTEL C HAMKU CTOMAaTONorMyeckoe obenyxmBaHme, KOTopoe Mbl MPeaoCTaBIisieM.

Tagalog:

Gagawin namin ang mga makatwirang hakbang para maibigay namin ng walang bayad ang mga tulong na
serbisyo sa wika para sa mga taong nagsasalita ng mga wikang karaniwan naming naririnig sa aming
pagsasagawa at sa mga hindi bihasa sa pagsasalita ng Ingles na sasangguni sa amin tungkol sa pangangalaga
ng ngipin na ibinibigay namin.

ADA American Dental Association® Success.ADA.org | © 2016 American Dental Association. All rights reserved. 1
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Gujarati:
AN Al ASA [Aotl HEA ei™t Asla At Y3l wsal GRA watel Ay

Bl A AR A B % wHa (delloll ) Ysdlaul letnal Holl 2 ua
Bl WU B €t YRell Yelol 531 ¢l Aol (AN allcd el Yd 2o ocflat sllcll atsctt «tell.

Mon-Khmer, Cambodian: ]
RS SHOMSTImSMINBINERUNEERUINSSNUNNSWMaMENUSSSSIg=E 0L HESUN WA N IS Uiehs

U
eoHmusinrminsisiunubng
SngmizuSuwMmManHBISuESSyisSuanmMISwusmMSiDReHamMIssiosmignizguuinsesn
HEUGH

0

German:

Wir werden angemessene Schritte unternehmen, um denen eine geblhrenfreie Sprachunterstiitzung zu bieten,
die Sprachen sprechen, die wir mdglicherweise in unserer Praxis héren, die aber kein Englisch sprechen, das gut
genug ist, um mit uns Uber die Zahnpflege zu sprechen, die wir anbieten.

Hindi:

& 3a1 STl I, S 3 T ST slierel § ST 63 3199e) 31807 # HeMfIeT &9 & Fotoll AT & 3R S gAR GanrT
TGTe T STeY aTelt Seol STHTS o IR H AN TTY 3T So1 F 33 78T Steld, HF HATT YT et & ford 3T
FeH ISR

Laotian: .

woncswu?qeumsvmcm%sn )
cw8?mum‘nDgoe)cm80‘7Dwv:ﬂucs&)mccnefmcamcmwvs‘)mwoncsm‘)O’«J"Zoevsﬂvmbwnaenaejwom
89 oz mmocovwvsvsgnoloow cweounuwoncs*m,joT)Unvucojcce)joccocczomwoncsvnmgao?m

Japanese:
KRCHEEOP THELC T A AIREENHATEEETALT, BAMNRHL TOWAEBABEICODWT., EENZ
NEFEEFTEOARIC, BEOEEXET— V25 EBH I3 ICAEMEIEBEZHELS2O2LY TT,
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Discrimination is Against the Law

Dennis R. Campbell, DDS Pediatric Dentistry
complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex.

Dennis R. Campbell, DDS Pediatric Dentistry
does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Dennis R. Campbell, DDS Pediatric Dentistry

* Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats)
* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters

o Information written in other languages
If you need these services, contact Name of appropriate dental office staff member.

If you believe that Dennis R. Campbell, DDS Pediatric Dentistry

has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.




