Buczolich Family Dentistry
3533 McKinley Ave.
South Bend, IN. 46615
(574)289-7155
Fax (574)289-9755

Thank you for choosing Buczolich Family Dentistry as
your new dental office. Enclosed are new patient forms. It
is important these forms are completely filled out including
both sides of the forms when you come for your
appointment.

Please arrive ten minutes early to allow time for
processing your information.

Cordially,

Dr. Buczolich
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Welcome

Thank you

a

B 0 = N

’ To help us meet all your healthcare needs, please fili out this form completely in ink. If you have any questions or
% . need assistance, please ask us and we will be happy to help.
P O
. E e 5‘&‘?@* PO H Patient
o Number
. Name Date
SS#/SIN Birthdate Home Phone
) State/ Zip/
[ ] B Address City Prov. PC.
Email Cell Phone
ﬁ . Check Appropriate Box: I Minor [ single [} Married [0 Separated [ Divorced (1 Widowed
Stote/
. If Student, Name of School/College City Prov. I Full Time U Part Time
Patient or Parent/Guardian’s Employer Work Phone
- State/ Zip/
- L . Business Address City Prov. PC.
Spouse or Parent/Guardian’s Name Employer Work Phone
- Whom May We Thank for Referring You?
- % . Person to Contact in Case of Emergency Phone
Dagp
- iﬁ}? Relationship
i Name of Person Responsible for this Account to Patient
- 2] . Address Home Phone
Email Cell Phone
. Driver’s License # . Birthdate Financial Institution
- % . Employer Work Phone SS#/SIN
Is this Person Currently o Patient in our Office? [ Yes 0 No

For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full ot each appointment.

1 Cash [ Personal Check

Name of Insured

Credit Card ] VISA [l MasterCard

¥

Relationship
to Patient

[0 1 wish to discuss the office’s payment policy.

Birthdate

Name of Employer

SS#/SIN

Date Employed

Union or Local # Work Phone

Employer Address

State/
Prov.

City

Zip/
PC.

Insurance Company

Group # Policy/ID#

Ins. Co. Address

State/

City Prov.

Zip/
PC.

How Much is Your Deductible?

How Much Have You Used?

Max. Annual Benefit

Do You Have Any Additional Insurance? ] Yes 0 No If Yes, Complete the Following

Relationship
Name of Insured to Patient
Birthdate SS#/SIN Date Employed
Name of Employer Union or Local # Work Phone

State/ Zip/
Employer Address City Prov. PC.
Insurance Compony Group # Policy/ID#

State/ Zip/
Ins. Co. Address City Prov. PC.
How Much is Your Deductible? How Much Hove You Used? Max. Annual Benefit

Over Please




Patient Medical History

Physician

Date of Last Exam

1. Are you under medical treatment now?

2. Have you ever been hospitalized for any surgical
operation or serious iliness within the last 5 years?

If yes, please explain

3. Are you taking any medication(s) including
non-prescription medicine?

If yes, what medication(s) are you taking?

4. Have you ever taken Fen-Phen/Redux?

5. Have you ever taken Fosamax, Boniva, Actonel or any cancer
medications containing bisphosphonates?

6. Have you taken Viagra, Revatio, Cialis or Levitra

Office Phone
Yes No
O O
0 O
0O O

in the last 24 hours?
7. Do you use tobacco?

8. Do you use controlled substances?

9. Do you have or have you had any of the following?

oo o o
O0oo o oo

Yes No
High Blood Pressure 0 O Heart Disease
Heart Attack (0 [ Cardiac Pacemaker
Rheumatic Fever [1 O Heart Murmur
Swollen Ankles 0O [ Angina
Fainting/Seizures O [ Frequently Tired
Asthma O {J Anemia
Low Blood Pressure (0 [ Emphysema
Epilepsy/Convulsions O O Cancer
Leukemia O O Arthritis
Diabetes (1 [ Joint Replacement or Implant
Kidney Diseases () O Hepatitis/Jaundice
AIDS or HIV Infection O [J Sexually Transmitted Disease
Thyroid Problem [} [ Stomach Troubles/Ulcers

Patient Dental History

Name of Previous Dentist and Location

10.
11.

7
w

. Do you have a persistent cough or throat clearing not

Are you wearing contact lenses?

Are you allergic to or have you had any reactions fo the following?
Local Anesthetics (e.g. Novocain)
Penicillin or any other Antibiotics
Sulfa Drugs

Barbiturates

Sedatives

lodine

Aspirin

Any Metals (e.g. nickel, mercury, etc.)
Latex Rubber

Other

associated with a known illness {lasting more than 3 weeks)?

. Women Only:

Are you pregnant or think you may be pregnant?
Are you nursing?
Are you taking oral contraceptives?

&
w

Chest Pains

Easily Winded

Stroke

Hay Fever/Allergies
Tuberculosis
Radiation Therapy
Glaucoma

Recent Weight Loss
Liver Disease

Heart Trouble
Respiratory Problems
Mitral Valve Prolapse
Other

O0O0o0ooooOoogot
OOooUuooogidodondzg

Date of Last Exam

. Do your gums bleed while brushing or flossing?

. Are your teeth sensitive fo hot or cold liquids/foods?

. Are your teeth sensitive fo sweet or sour liquids/foods?

. Do you feel pain fo any of your teeth?

. Do you have any sares or lumps in or near your mouth?
- Have you had any head, neck or jaw injuries?

N OO s W N =

. Have you ever experienced any of the following
problems in your jaw?
Clicking
Pain (joint, ear, side of face)
Difficulty in opening or closing
Difficuhy in chewing

Yes No
O
(I
[N
O O
O O
O 0
O O
o o
0 0O
0 0

Avuthorization and Release

| certify that | have read and understand the above information to the best of my
knowledge. The above questions have been accurately answered. | understand

that providing incorrect information can be dangerous to my health. | authorize the
dentist to release any information including the diagnosis and the records of any
treatment or examination rendered to me or my child during the period of such
Dental care to third party payors and/or health praciitioners. | authorize and request

10.
11.
12.

13.
14.
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. Do you like your smile?

Do you have frequent headaches?

Do you clench or grind your teeth?

Do you bite your lips or cheeks frequently?

Have you ever had any difficult extractions in the past?
Have you ever had any prolonged bleeding

following extractions?

Have you had any orthodontic treatment?

Do you wear dentures or partials?

If yes, date of placement

. Have you ever received oral hygiene instructions

regarding the care of your teeth and gums?

Oono ouUuog

00

my insurance company fo pay directly fo the dentist or dental group insurance
benefits otherwise payable to me. | understand that my dental insurance carrier may
pay less than the actual bill for services. | agree to be responsible for payment of all
services rendered on my behalf or my dependents.

X

oot 0O Ooooooddoo o#

gooudgddoooonoz

minining:

o

0

Signature of patient {or porent/guardian if minor)

Doctor's Comments

Signature

— Date

© 1998 PATTERSON OFFICE SUPPLIES 1.800.637.1140 07-0511683/19963




Buczolich Family Dentistry, P.C.

CONSENT FOR USE AND DISCLOSURE
OF HEALTH INFORMATION _

SECTION A: PATIENT GIVING CONSENT

Name:

Adoress:

Teiephone: E-mall:
Patient #: ___ . Social Security #:

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected heaith infor-
mation to carry out treatment, payment aclivities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper-
ations, of the uses and disclosures we may make of your protected health information, and of other important mat-
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you o
read it carefully and compietely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those
changes may apply to any of your protected health information that we maintain,

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacung.

Contact Person: Buczolich F;a;miiv Dentistry, P.C
eonone: 574:289-7155 ) 574.280-9755
E-mail:

Agaress: 3933 McKinley Avenue South Bend, IN 46615

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline (0
treat you or to continue treating you If you revoke this Consent.

SIGNATURE

1, . have had full opportunity to read and consider the
contents of this Consent form and your Notice of Privacy Practices. | understand that, by signing this Consent
form. | am giving my consent to your use and disclosure of my protected health information (o carry out treatment.
payment activities and health care operations.

Signature: Date:
If this Consent is signed by 8 personal representative on behalf of the patient, complete the following:

Personal Representative’'s Name:

Relationship to Patient:

YOU ARE ENTITLED TO ACOPY OF THIS CONvSE‘NTiAFTER YOU SIGN IT.
Include completed Consent in the patient's chart.




REVOCATION OF CONSENT

I revoke my Consent for your use and disclosure of my protected health information for lreatment, payment
activities, and healthcare operations.

.
t understand that revocation of my Consent will not affect any acuon you took in reliance on my Consent before you
received this written Notice of Revocation. | also understand that you may decline (o treat or 1o continue 10 treat me
after | have revoked my Consent.

Signature: . Date:

€ 2002 American Dental Associstion

Al Rignts Reserved

Reproguction ang use of tis lorm by Gentists ond thew Stalfl 1s permitted Any oiher use. duplication of distridution of (his form Dy 8ny other pony reques the prior
wiitien approval of the American Dentol Associstion.

This Form is eoucational only. does not constiiute legai advice. and covers only faderal, not state, law (August 14, 2002).




Buczolich Family Dentistry, P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgment*

I have
received a copy of the Office’s Notice of Privacy Practices.

Please print name

Signed

Date

For Office Use Only

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

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgment

An emergency situation prevented us from obtaining acknowledgment

Other (Please Specify)




Buczolich Family Dentistry, P.C.

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 prlvacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your heaith
information. We must foliow the privacy practices that are described in this Notice while it Is in effect. This Notice
takes effect ___ 04-14-03 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 heaith information that we maintaln, including health information we creat.
ed or received before we made the changes. Before we make 8 significant change in our privacy practices, we will
change this Notice afid make the new Notice avallable upon request. .

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 disciose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or discliose your health information to 8 phys]dan 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 inclyde quality assessment and Improvemnent activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing actlvities.

Your Authorization: In addition to our use of your health information for reatment, 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. Il 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 disciose your heslth 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 & famlly member, friend or other person
to the extent necessary (0 help with your heaithcare 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 notlfy, or asslst in the notification of

(inciuding identifying or locating) a farnily member, your personal representative or another person responsible for -
your care. of your location, your general condition, or desth. If you are present, then prior to use or disclosure of your

nealth information, we will provide you with an opponunlty 10 object to such uses or disclosures. In the event of your

incapacity or emergency circumstances, we will disclose health information based on 8 determination using our

professional judgment disclosing only heaith information that is directly relevant to the person’s Invoivernent in your

healthcare. We will 8iso 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-r8ys, 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 violence or the possible victim of other crimes. We may dis-
close your health information to the extent necessary Lo avert a serlous threat to your health or safety or the health
or safety of others.




National Security: We may aisclose (o military authorities the health information of Armed Forces personnet under
certain circumstances. We may disclose to authorized federal officials heaith information required for lawful intelli-
gence. counterinteligence. and other national security activities. We may disclose to correctionat institution or law

enforcement official having lawful Custody of protected health information of inmate or patient under certain circum-
stances. .o .

Appointment Reminders: We may use or disclose your health information to provide you with appointment
remingers (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS -

Access: You nave Lhe right (o look at or get topies of your health information, with limiteg exceptions. You may
request that we provide copies in a format other than photocopies. We wiil use the format you request uniess we
cannot practicably do so. {You must make a request in writing to obtain access to your heaith information. You mey
obtain a form o request access by using the contact information listed at the end of this Notice. We will charge you
areasonable cost-based fee for expenses such s copies and stall time. You may 81so request access by sending us
a letter 0 the address at the end of this Notice. If you request coples, we wilt charge you $0.285 for each page.
$15.00 _ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
1o you If you request an alternative format, we will charge a cost-based lee {or providing your heaith information in
tnat format. If you prefer, we will prepare 8 summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for 8 full explanation of our fee structure.)

Disclosure Accounting: You have the right o receive a list of instances in which we or our business associates
aisclosed your health information for purposes, other than reatment, payment, healthcare operations ang certain
other activiies. for the last 6 years. but not before April 14, 2003. If you request this accounting more than once in 8
12-month period. we may charge you a reasonable. cost-based fee for responding L0 these adaditional requests.

Restriction: You have the right to request-that we place additional restrictions on our use or disclosure of your
nealtn information We are not required to agree (o these additional restrictions, but if we do, we will abige by our
agreement (except 1n 8n emergency)

Alternative Communicatlon: You have the right to request that we communicale. with you about your health infor-
mation by alternative meens or o 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
tne alternative means Or 10C3tioN you request.

Amendment: You have the right to request that we amend your heaith information. (Your request must be in writing,
ana it must explain why the information shoutd be amended.) We may deny your request under certain cwrcumstances

Electronic Notice: If you receive this Notice on our Web site or by electronlc mait (e-mail), you are entitiea lO
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 (0 your health information of in response (o a request you made L0 amend of restrict the use or disclosure of
your health information or to have us communicate with you by elternative means or at alternative locations, you
may compiain o us using the contact inforfmation listed at the end of this Notice. You 8ls0 may submil a written
complaint 1o the U.S. Department of Health and Human Services. We will provide you with the adaress o file your
complaint with the U.S. Department of Heaith and Human Services upon request.

We support your Night to the privacy of your heaith information. We will not retaliate in any way il-you choose Lo file
a compiaint with us or with the U.S. Department of Health and Human Services.

Contact Officer &Lw/“h F’amlwﬁsfn{

leiepnone _974-289-71565 574 289-9755

[ man

rooress 3933 McKinley Avenue South Bend, IN 46615

4 2002 Amerscan Dentsl Associauion
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R 0Juic 1on ana use of trus form Dy Ouniists andi \ney sw" 13 permilled Any olher use. CuPhcaLIon of Jistiibution of this lorm Dy 3ny OLNer parly recuires ihe pno'
w101 9P Ovan Of Lie American Deital Association

Tnis Form s eaucstional onty, Goes not conslitute legal savice, 8nd COvers only federal. not state. law {August 14, 2002).




Buczolich Family Dentistry, P.C.
Michael J. Buczolich Jr., D.D.S.
3533 McKinley Avenue
South Bend, IN 46615
(574)289-7155
Thank you for choosing our practice to care for your dental needs. Our goal for our patients is 10 experience a comfortable pleasant
environment, while providing the finest care dentistry has to offer. We strive to keep our patient families well informed of their dental
needs, treatment alternatives, as well as financial options. This sheel is designed. 1o help you understand our administrative services
and financial policies.

Payment

Payment is expected as dental services are rendered for all non-insured pauents For your convemence Master Card Visa, Debit
Cards, checks and cash are accepted. We e ¢ T e de > eq

may plan accordingly, ‘Any ourstandmg balance over 75 days old wrll accrue mterest of 1.5% per month or 18% per year. If
extended payments are necessary for involved treatment (multiple visits), please discuss this need prior to treatment with our
Financial Coordinator.

Dental Insurance
If you have the benefit of dental insurance, we accept most plans that do not require a specific provider. Please bring your
identification card. signed insurance form and benefit booklet to your first visit. Dental insurance is not intended to be a "pay-all”

service, but to help reduce your "out-of-pocket” expenses. We are happy to assist you in determining the benefit package that has

been purchased for your mdmdual plan WMMMMWW
‘ g 7 : eryice, We strive to inform you of your
snmated co~payment due to begm treatment, as dental needs are dlagnosed If you antncnpate a financial concern, which you are

unable to make payments as arranged, please inform our office immediately.

p_aym_enL At that point, we will contact your carrier and determine why there is a delay in payment and strive to resolve the situation.
If we are unable to immediately resolve the delay, a statement will be forwarded to you and payment is due in full by the responsibie
party. We'll gladly assist you in obtaining direct reimbursement from your dental carrier. We must emphasize as your health care
provider, our relationship is with you, not your insurance company. Our primary concern is for the well being of your family and
structure our fees accordingly. Insurance companies determine benefit packages and payment rates (usual and customary fees-UCR)
by the type of plan that is purchased by the insured party. All charges are your responsibility from the date services are rendered,
regardless of insurance benefits, arbitrary determination of UCR payment, or lack thereof.

intment
We see patients on a "by appointment"” basis and ask that you call in advance to reserve time for your family. We value your busy
schedule and strive to see patients at their appomted trrne, we ask that you extend the same counesy We offer 24 hour emergency
access, by phoning our office. : ' ‘ :

h_o_u_[s_ad_anggn_o_t_xgg._h_gn_ms_m[g_. Thns notlce provndes the opportumry to serve others who are in need of dental care. 1n

a_gs;_oum, This fee must be pald pnor to your next dental visit. Please phone our ofﬁce as soon as possnble ifa scheduhng conﬂlct
occurs.

Returned Check Fee
A fee of $30.00 will be charged for any returned check. After two returned checks are received, the account will be placed on a "cash
only" basis. The outstanding balance and returned check fee must be paid immediately upon notification from our practice and prior
to the next scheduled appointment.

XIOW. nd A

1 fully understand and agree 10 the financial policy as listed and all of my questions have been answered to my satisfaction. 1 consent 10 treatment as necessary or
desirable 10 the care of the patient listed, including but not restricted to whatever drugs, medicine, performance of operation and conduct of laboratory x-ray , or the
studies that may be used by the attending Doctor, staff or qualiﬁed designate. | unconditionally agree to be responsible for, and 10 pay Buczolich Family Dentistry, PC
for any and all charges. ] the undersigned, hereby agree that in the event of any default in the payment of any amount due, and if this account is placed in the hands of
an agency or atiorney for collections or legal actions, to pay an additional charge cqual to the cost of coliection including agency and attomey fees and court cost
incurred and permitted by laws governing these transactions.

Patient Name Date

Signed B Date






