Eggert Family Dentistry

www.eggertfamilydentistry.com
Suite 120 700 Village Center Drive
North Oaks, MN 55127 651-482-8412
Elizabeth C. Eggert DDS * Jeffrey M. Eggert DDS

WELCOME TO OUR OFFICE!

Patient Registration

Full Name wmr. Mrs. Ms. Rev. Dr. Today's Date
Preferred Name
Date of Birth Social Security Number* Referred By
Address
City State Zip Code
Home Phone Cell Phone Work Phone
E-mail Preferred contact QHome QWork QCell QE-mall
Employer Occupation
Spouse/Partner Employer Cell Phone
Additional Emergency Contact and Phone

Responsible Party and Dental Insurance Information

Please complete the following with insurance infation and/or if someone other than the patiergsponsible for this account

Name Relationship to Patient Home Phone
Address Cell Phone

City State/Zip Code Work Phone
Employer Social Security Number* Date of Birth
Primary Dental Insurance Subscriber ID Group ID
Secondary Policy Holder Relationship to Patient eDHLBirth
Secondary Dental Insurance Subscriber ID Group ID
Employer Social Security Number* Date of Birth

*Please note, Social Security Numbers are needealforecords unless the account will be paid Ihifumediately at each visit.



Eggert Family Dentistry
Suite 120 700 Village Center Drive
North Oaks, MN 55127 651-482-8412
Elizabeth C. Eggert DDS - Jeffrey M. Eggert DDS

FINANCIAL PRACTICES Patient Name

We are so excited you have chosen Eggert Familyi®sn We are committed to providing exceptiosafvice
and high quality dentistry for you and your entieenily. We know you depend on us to explain alhtdé
procedures and associated fees clearly before gie beatment. We are dedicated to you and we wantto
have a pleasant and comfortable experience witlithesefore we have arranged for flexible and corergn
payment optionsTo keep costs down for you, we are cutting dowithertime and expense involved with sending out
billing statements. We are happy to save you bioth and money every time you visit us.

WE ASK THAT YOU PAY US FOR SERVICES RENDERED THE DAY TREATMENT IS INITIATED BY
CHOOSING ONE OF OUR CONVENIENT PAYMENT OPTIONS:

A. Payment on Day of Treatment
« Cash or Check
- Visa, MasterCard, Discover, or American Expresgi€@ards or Debit Cards
- For patients with anticipated insurance benefitsyill accept assignment of benefits, however, \ile w
be collecting your estimated portion of the feettua day.
« For treatment plans under $5000, we are pleaseffana 5% courtesy adjustment (10% for those 65
years and older) for payment in full. For treatinglans over $5000, the courtesy adjustment applies
with 10 day pre-payment in full.

B. No and Low | nterest Payment Plans
« We use a third party financing company to handle yilling statements and payment collection. This
option must be prior arranged and is pending cagaptroval.

A NOTE TO OUR PATIENTS WITH DENTAL INSURANCE

» All of our payment options also enable you to userynsurance benefits in our office.

* We are happy to process your insurance claim anace to you at no charge. Whenever possiblémslavill be filed
electronically.

* We are here to assist you in understanding the@afuyour dental plan and to help you maximizernydental benefits. Please
be sure to bring your insurance card and benefikliioyou desire this assistance.

* Yourinsurance planis based upon a contract betyea employer and the insurance company. Anyarha plan reimburses
for dental services is determined by how much youployer has paid for the plan.

« If you have questions or concerns regarding theipe of your dental insurance plan, please cdnyacir employer or
insurance company directly, as they have designedplan. We, unfortunately, have no control oxaur benefits.

» Please be aware that any estimate our office pesvidgarding benefits of your plan is made in #ortefo inform, but not to
imply a guarantee of payment by your dental insceanyou are ultimately responsible for all treattfees incurred.

*  We are willing to wait up to 90 days for paymentyaur services from your insurance company. A#@rdays we will bill
you in full for your dental treatment services avel expect full payment at this time. Any moneytiven receive from your
insurance company will be reimbursed to you. QGseol your account are issued once every quarter.

| understand and agree to these financial practiceaderstand that | am responsible for all fieesirred in the dental treatment of all the people
listed under my account. | understand and agrtethiere will be an interest charge of 1.5% per tmam any past due balance over thirty days.

| also understand and agree that if | am in defafulbis agreement, | will pay all reasonable Iefgals, court costs, and other costs necessary to
collect the debt, including fees charged by a ctthe agency. If | have dental insurance, | agodeave Eggert Family Dentistry as the beneficiary
of my insurance dollars. | understand that missezhncelled appointments may incur a fee anddeagy pay those fees.

Signature Date

We are proud that our fees reflect the time DizéHeth and Dr. Jeff spend with each patient.
Our mission remains to provide “dentistry for &fifne of smiles.”



DENTAL HISTORY Patient Name

What is the reason for your visit today?

Do you have any special requests or concerns?

Previous dentist’s name Phone number
Date of last dental exam Date of last dental x-rays
How often do you brush? floss?

MY DENTAL HEALTH IS QExcellent QGood QFair QPoor

Please check/() one box on each line:

dMy mouth is very comfortable My mouth is moderately comfortable My mouth is uncomfortable
OMy smile is excellent QI would like to change my smile QI am unconcerned about my smile

QI will do whatever | must to keep my teeth QI want to keep my teeth but only within a certairdget of time and
money

QI've done all dentistry recommended to me QI've not done dentistry recommended UNo
recommendations

Please check/() if you have had problems with the following:

4 Bad breath O Sensitivity to hot or cold

Q4 Bleeding gums QO Sores or growths in your mouth

QO Periodontal treatment 4 Pain in jaw joints

Q4 Food collecting between teeth Q Clenching of teeth

O Loose or broken fillings Q4 Grinding of teeth or excessive wear

Have you ever had periodontal treatment?  Yédo Have you ever had orthodontic treatment? YN®

We take a keen interest in all of our patientdetp us understand you a little better, please antve following:

Why did you select our dental office?

Why did you leave your previous dental office?

What kinds of dental treatment have you done irnptmt?

Have you ever had a negative experience in a deffitaé or are you worried or apprehensive aboutalecare?
Explain...

What changes would you make in the appearanceusftgeth if we could easily change anything?

What do you look for in a dentist and her team?

Is there anything that would stand in the way af getting the proper dentistry you need?

Do you have any timelines for completion of yountilgry (i.e., moving, insurance or job changesjairgs,
graduations, other?)

Please tell us about your family, hobbies, work...



MEDICAL HISTORY

Patient Name

Although dental personnel primarily treat the area in and around the mouth, your mouth is a part of your entire body. Healthproblems that you may have, or
medication that you may be taking could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions:

OGood OFair UOPoor Last Physical

Describe your physical health QExcellent

Phone Number

Physician’s Name

Have you had any surgeries? Yes No Please explain

Please list all prescribed and over-the-counter medications or supplements you take

Do you consider yourself under an abnormally high amount of stress  Yes No

Do you exercise regularly? Yes No Have you had nutritional deficiencies? Yes No

Sex:  Iffemale pl the f ing: Please answer the following:
Y N Y N z
l__l [C][[] Are you taking Birth Control Pills? [ ] Do you smoke or use tobacco? ERL :j
[J [ Are you pregnant? if Yes, # of weeks !:[ For Office Use Only ;
[[1 ] Are you nursing? | 82 [ ] HeartRate: | weight [ ]
Y N Conditions Y N Gonditions Y N Conditions
[J[J Artificial Heart Valve ] Asthma [0 Glaucoma
{J[ Congenital Heart Defect [ Difficulty Breathing [J[0 Frequent Cough
OO0 Heart Murmur With Regurgitation O[] Emphysema OO AcidReflux
([ Mitral Valve Prolapse [0 Diabetes, Type | OO Any Surgeries?
][ . Angina Pectoris OO Hypoglycemia [J[] Hospitalized For Any Reason
OO0 Heart Attack [0 Atlergies, Type, Rxn [J[] Systemic Disease, See Below
O[O0 Heart Surgery [J0J Hay Fever
[0 Pace Maker OO cancer, Type
[J1] High Blood Pressure [JLJ Tumors Or Growths Y N Allergies
[0 Low Blood Pressure [1[0 Chemotherapy [0 Aspirin
[JJ High Cholesterol OO Radiation Therapy O} Codeine
[1[] Congestive Heart Failure {0 Drug/Alcohol Dependency [J[ Dental Anesthetics
1[0 stroke O Psychiatric Care O] Erythromycin
] Atifical Joints [0 Depression O Jewelry
[d0 Arthritis, Type . OO Anxiety O Latex
OO Hiv+/AIDS 1 ADHD OO0 Metals
[JJ Hepatitis, Type [J[0 Aizheimer's Disease [J[J Penicillin
OO Tuberculosis 1[0 Dementia (101 Tetracycline
I Cold Sores/Hemes 1] Epilepsy Other
{J[J Blood Transfusion [0 Seizures
[1[] STD, Type [J[J Abnormal/Excessive Bleeding
O[] Shingles [JCJ Blood Disease, Type |

Please specify (V') type(s) of systemic disease(s):
UHeart Disease UKidney Disease/Problems
OLung Disease ORenal Dialysis

OLiver Disease/Problems
OYellow Jaundice

Do you sleep well?

Yes No

UParathyroid Disease
OHypothyroidism

OAnemia UStomach Disease QSinus Troubles UHyperthyroidism
OSickle Cell Disease Ulntestinal Disease UOTonsillitis UMultiple Sclerosis
QSpina Bifida QUlcers QOOther -
Please check (v') if you have had problems with the following
UFrequent Headaches - UEar Pain QJaw Pain UThroat Pain
UNeck Aches UHearing Changes QJaw Noises UDizziness
QBack Pain UEar/Sinus Congestion  Jaw Locking UFatigue
OShoulder Pain OEar/Sinus Pain QDifficulty Eating UEye Pain
USwelling URinging Ears UDifficulty Sleeping OVisual Symptoms
UMuscle Spasms UOther

The above information in my dental and medical histories is accurate and complete to the best of my knowledge. I will not hold
my dentist or any member of her staff responsible for any errors or omissions I may have made in the completion of this form.

Date Signature

(Parent or Guardian if under age 18)




Eggert Family Dentistry

Elizabeth C. Eggert DDS and Jeffrey M. Eggert DDS

Acknowledgement of Receipt of Notice of Privacy Practices and
Consent for Use and Disclosure of Health Information

To the Patient — Please read the following statemeoarefully
Purpose of Consent: By signing this form, you will consent to our ws&d disclosure of your protected health informmatim carry out our
treatment, payment activities, and healthcare tioaisa
Notice of Privacy Practice: You have the right to read our Notice of Priv&epctices before you decide whether or not to gignConsent.
Our Notice provides a description of our treatmpagment activities, and healthcare operations®fises and disclosures we may make of
your protected health information, and other imaiertmatters about your protected health informatiércopy of our Notice of Privacy
Practices accompanies this Consent.
We reserve the right to change our privacy prastaedescribed in our Notice of Privacy Practidésie change our privacy practices, we will
issue a revised Notice of Privacy Practices whighoontain the changes. These changes may apgny of your protected health information
that we maintain.
You may obtain another copy of our Notice of Priv&actices, including revisions, at any time byteating:
Elizabeth Eggert
Telephone: 651-482-8412 Fax: 651-482-8376
700 Village Center Drive; Suite 120
North Oaks, MN 55127
Consent Does Not Expire after One Year:By signing the Consent form, | am explicitly gigiinformed consent for the release of health
records and health information for the purposesdifierein and that this Consent does not expiiee afie year for 1) the release of health
records to a provider who is being advised or cthedwvithin connection with the releasing providecurrent treatment of myself; or, 2) the
release of health records to an accident and hiesltiner, health service plan corporation, healdintenance organization, or third-party
administrator for purpose of payment of claimsufrénvestigation, or quality of care review anddsés.
Right to Revoke: You have the right to revoke this Consent attamg by giving us written notice of your revocatisabmitted to the Privacy
Officer listed above. Please understand that rmimt of this Consent will not affect any action teek in reliance on this Consent before we
received your revocation and that we many decbrtegat you or continue treating you if you revalis Consent. You may obtain a revocation
of consent form upon request.

SIGNATURE

| have received a copy of this practice’s Noticé&afiacy Practices and have had the full opponpusitread and consider the contents of this
Consent form. | understand that by signing thiasgmt form, | am giving my consent to your use disdlosure of my protected health
information to carry out treatment, payment adtgf and healthcare operations. | acknowledge E&genily Dentistry as the keeper of my
dental records and give them permission for that.du

Signature Date
Name of Patient, Please Print Telephone
Address

If this Consent is signed by a personal represigstan behalf of the patient, complete the follogvin

Personal Representative Name Relationship
(Note: a parent is considered a Personal Repiasanfor a minor under the HIPPA Privacy Reguliasid

For Phone, Text and Email Communications
By checking the boxes below, | consent to the folling: The dental practice or its service provider maytacihme to provide
health care information such as appointment reméded information about treatment, payment, mypastor insurance, using
artificial or prerecorded voice or telephone eqepirthat may be capable of automatic dialing. Y@y choose multiple forms of
communication. You must choose at least one ierdiat us to be able to treat you. The dental pzachay:
o Call me o Text me o Email me

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YO U SIGN IT



Eggert Family Dentistry

www.eggertfamilydentistry.com
Suite 120 700 Village Center Drive
North Oaks, MN 55127 651-482-8412
Elizabeth C. Eggert DDS * Jeffrey M. Eggert DDS

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOU¥OU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET GCESS TO THIS INFORMATION
PLEASE REVIEW IT CAREFULLY

In the event that Minnesota State Regulations pertaing to privacy are stricter than Federal Regulatbns, this Practice will follow the
Minnesota State Regulations.If you have any questions about this notice, pleasgact our Privacy Officer.

We are required by law to maintain the privacy aftpcted health information and to tell you of tegal duties. Disclosures of your protected
health information without authorization is styclimited to defined situations that include emergecare, quality assurance activities, public
health, research, and law enforcement activiti¥® use and disclose your information for the puesas treatment, payment and healthcare
operations and for other purposes that are peritteequired by law. This Notice also describesryiights to access and control your
protected health information. “Protected healfiorimation” is information about you, including degraphic information, that may identify you
and that relates to your past, present or futuysiphl or mental health or condition and relatedltecare services.

Unless you give us an additional written authoi@atwe cannot use or disclose your health inforonafior any reason except as
described in this Notice. You may request a copgusfNotice at any time. We reserve the right tange our privacy practices and the terms of
this Notice at any time, provided such changeparmitted by applicable law. The new notice wél &ffective for all protected health
information that we maintain at that time. Upomuyecequest, we will provide you with any revisedtise of Privacy Practices by accessing our
website; or by calling the office and requestingtth revised copy be sent to you in the mail; &masfor one at the time of your next
appointment.

USES AND DISCLOSURES OF HEALTH INFORMATION

Treatment: We may use or disclose your health information pigsician or other healthcare provider providirgtment to you.

Payment: We may use and disclose health information aboutsgothat the treatment and services you receira frs may be billed to and
payment collected from you, an insurance compang,third party.

Healthcare Operations: We may use and disclose your health informatioroimection with our healthcare operations. Healthoperations
include quality assessment and improvement a@sjitieviewing the competence or qualificationsegfltincare professionals, evaluating
practitioner and provider performance, conductmaging programs, accreditation, certificationehsing or credentialing activities. We may
share your protected health information with thoedty “business associates” that perform variotisities (e.g., billing, transcription services)
for the practice. Whenever an arrangement betweenffice and a business associate involves teeudisclosure of your protected health
information, we will have a written contract (Busss Associate Agreement) that contains terms titiginetect the privacy of your protected
health information. Effective February 17, 2010 Business Associate Agreements have been améngeadvide that all of the HIPAA
security administrative safeguards, physical safedg) technical safeguards and security policiexqulures, and documentation requirements
apply directly to the business associate.

We may use or disclose your protected health indion, as necessary, to provide you with informatibout treatment alternatives
or other health-related benefits and servicesrtfeat be of interest to you. We may also use andatie your protected health information for
other marketing activities. For example, your namnd address may be used to send you a newslettgr aur practice and the services we
offer. We may also send you information about patsl or services that we believe may be benefioigbu. You may contact our Privacy
Officer to request that these materials not be wenbu.

Other Permitted and Required Uses and Disclosureshit May Be Made With Your Consent, Authorization or Opportunity to Object

We may use and disclose your protected healthrimdtion in the following instances. You have theanpunity to agree or object to the use or
disclosure of all or part of your protected heatfiormation. If you are not present or able toeggor object to the use or disclosure of the
protected health information, then your providelymesing professional judgment, determine whetherdisclosure is in your best interest. In
this case, only the protected health informatiat th relevant to your health care will be discthse

Your Authorization: In addition to our use of your health informatiam freatment, payment or healthcare operationsnyay give us written
authorization to use you health information or igctbse it to anyone for any purpose. If you gigean authorization, you may revoke it in
writing at any time.

To your Family and Friends: We must disclose your health information to youdescribed in the Patient Rights section of thiidéo We
may disclose your health information to a familymfer, friend or other person to the extent necgdsanelp with your healthcare or with
payment for your healthcare.

Persons Involved In Care: We may use or disclose health information to nptifyassist in the notification of (including id#ying or

locating) a family member, your personal repredergar another person responsible for your cairgpar location, your general condition, or
death. If you are present, then prior to use scldsure of your health information, we will progigtou with an opportunity to object to such
uses or disclosures. In the event of your incapaciemergency circumstances, we will disclosdtheéaformation based on a determination
using our professional judgment disclosing onlyltieiaformation that is directly relevant to therpen’s involvement in your healthcare. We
will also use our professional judgment and expegewith common practice to make reasonable iné&®of your best interest in allowing a
person to pick up filled prescriptions, medical gligs, x-rays or other similar forms of health infation.



Marketing Health-Related Services: We will not use your health information for markegicommunications to third parties without written
authorization.

Required by Law: We may use or disclose your health information wiverare required to do so by law.

Abuse or Neglect: We may disclose your health information to appraeriauthorities if we reasonably believe that y@iaapossible victim of
abuse, neglect, or domestic violence or the passibtim of other crimes. We may disclose yourlthemformation to the extent necessary to
avert a serious threat to your health or safethethealth or safety of others.

National Security: We may disclose to military authorities the heaffiormation of Armed Forces personnel under certéicumstances. We
may disclose to authorized federal officials heaifbrmation required for lawful intelligence, caenintelligence, and other national security
activities. We may disclose to a correctionalitoibn or a law enforcement official having lawftlistody of protected health information of an
inmate or patient under certain circumstances.

Telephone, Text, Email, and Mail Communications: Upon receiving your consent, Eggert Family Déntisr its service provider may
contact you to provide health care information sastappointment reminders about treatment, payraedtinsurance, using prerecorded or
artificial prerecorded voice or telephone equipnibat may be capable of automatic dialing.

PATIENT RIGHTS
Access: You have the right to look at or get copies of ybealth information with limited exceptions. Yowayrequest that we provide copies
in a format other than photocopies. We will usefiirmat you request unless we cannot practicablyod (You must make a request in writing
to obtain access to your health information. Yayrabtain a form to request access by using theacbimformation listed at the end of this
Notice. We will charge you a reasonable cost-b&sedor expenses such as copies and staff tinmi nvay also request access by sending us a
letter to the address at the end of this Noticee iy charge you a fee for each page and feedfiitishe to locate and copy your health
information and postage if you want the copies ethib you. If you request an alternative format,will charge a cost-based fee for providing
your health information in that format. If you peg we will prepare a summary or an explanatiogafr health information for a fee. Contact
us using the information listed at the end of Mdgice for a full explanation of our fee structyre.
Disclosure Accounting: You have the right to receive an accounting ofaiertlisclosures we have made, if any, of your ptetthealth
information. This right applies to disclosures porrposes other that treatment, payment or heaéthagerations as described in the Notice of
Privacy Practices. It excludes disclosures we h@aye made to you, to family members or friends lwet in your care, or for notification
purposes. You have the right to receive specifiormation regarding these disclosures that occuafet April 14, 2003. If you request this
accounting more than once in a 12 month periodnag charge you a reasonable cost-based fee famésmy to these additional requests.
Restriction: You have the right to request that we place addlificestrictions on our use or disclosure of yaealth information. We are not
required to agree to these additional restrictibnsjf we do, we will abide by our agreement exdemn emergency.
You have the right to restrict information givenytmur third party payer if you fully pay for thers&es out of your pocket.
Alternative Communication: You have the right to request that we communicatie you about your health information by alternatimeans
or to alternative locations. (You must make yaquest in writing.) Your request must specify afternative means or location, and provide
satisfactory explanation how payments will be haddinder the alternative means or location youesgu
Amendment: You have the right to request that we amend yoalthénformation. (Your request must be in wriingnd it must explain why
the information should be amended. We may deny semuest under certain circumstances.
Security Breach: Effective September 23, 2009, we are required tdyngou if your protected health information hasem breached. The
notification will occur by first class mail withi®0 days of the event. A breach occurs when thesdben an unauthorized use or disclosure under
HIPAA that compromises the privacy or security aftected health information. The notification reganents under this section only apply if the
breach poses a significant risk for financial, tegional, or other harm to you. The notice will tain the following information: (1) a brief
description of what happened, including the datthefbreach and the date of the discovery of teadir; (2) the steps you should take to protect
yourself from potential harm resulting from thedwk; and (3) a brief description of what we arenddb investigate the breach, mitigate losses,
and to protect against further breaches.

Not every impermissible use or disclosure of pr@e@diealth information constitutes a reportablebine The determination of
whether an impermissible breach is reportable lsrmgewhether there is a significant risk of harmaa as a result of impermissible activity.
For example, if your protected health informatioasinappropriately shared with a billing clerk ah& understood her confidentiality
obligations, you would not need to be notifiedrod breach. If we inadvertently disclosed that yexeived services at our facility, without more
specifics, this also may not be a reportable bréaciause it may not have been a significant ridinahcial or reputational harm. The key to
determining potential harm is whether sufficierformation was released that would allow identitgftlor harm you because of the likelihood
of sharing sensitive health data.
Electronic Notice: If you receive this Notice on our website or bycalenic mail (e-mail), you are entitled to recethes Notice in written
form.

COMPLAINTS

If you are concerned that we may have violated yuoiviacy rights, or you disagree with a decisionmade about access to your health
information or in response to a request you madertend or restrict the use or disclosure of yoaithénformation or to have us communicate
with you by alternative means or at alternativeatams, you may complain to us using the contdorimation listed at the end of this Notice.
You may also submit a written complaint to the UD8partment of Health and Human Services. Wepwilide you with the address to file
your complaint with the U.S. Department of Healtld &luman Services upon request. We support yght 1o the privacy of your health
information.

We will not retaliate in any way if you choose tie fa complaint with U.S. Department of Health ahdnan Services.

Privacy Officer: Elizabeth Eggert

Contact Officer: Elizabeth Eggert

Telephone: 651-482-8412

Fax: 651-482-8376

Address: 700 Village Center Drive, Suite 120, NortiDaks, MN 55127
Website: www.eggertfamilydentistry.com



Eggert Family Dentistry

www.eggertfamilydentistry.com
Suite 120 700 Village Center Drive
North Oaks, MN 55127 651-482-8412
Elizabeth C. Eggert DDS * Jeffrey M. Eggert DDS

Patient Request for Records Release

Date

| hereby authorize and request that my dental aticaé(circle one) records be released to
Eggert Family Dentistry, PA
at the following email address: info@eggertfamilytigtry.com

This includes any and all records and informatinaluding, but not limited to dental radiographenthl
chart notes, dental and medical histories, andndistic models. If medical records are requested,
information regarding which records will be incladen a medical consultation request form. If neasss
additional information will be written below.

Patient Name

Signature

Parent or Guardian Signature if Under 18




