PATIENT REGISTRATION

10: Chart ID:
First Name: Last Name; Middle Initial:
Patient Is: D Policy Holder Preferred Name:
[] Responsible Party
Responsible Party (if someone other than the patient)— it i - S
First Name: R e LastName: Middle Initial: _

_ Address2:

Address:

City, State, Zip: i . Pager:

Home Phane: Work Phone: Ext: Cellular;

Birth Date: Soc Sec: Drivers Lic:

O secandary Insurance Policy Holder

O Responsible Party is also a Policy Holder for Patient (O Primary Insurance Policy Holder

Palisntimhaemation -~ —— e
Address: o e __ Address2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular; e

Sex. (O Male () Female () Unknown Marital Status:() Married (O Single (O Divorced () Separated () Widowed
Birth Date: Age: ___ Soc. Sec: Drivers Lic:

E-mail: [] ! would like to receive correspondences via e-mail.

G e B o B L e e A e o A - iy Section 3 - e e e p
ReferredBy:

Seclion2

Employment Status: () Full Time (O PartTime () Retired
Previous Dentist:

Student Status: () Full Time () Part Time Emergency Contact:

Medicaid 1D; Pref. Dentist: Emergency Contact#: .

Employer ID: Pref. Pharmacy:

Carrier ID: Pref, Hyg.:

+ Primary Insurance Information— SV S — imssmmaeis
Name of Insured: Relationship to Insured:O Self O Spouse () Child O Cther

Insured Soc. Sec: _____ Insured Birth Date:

Employer: ... | Ins.Company: -

Address: ) e Address:

Address 2:

Address 2

City,State, Zip: | City, State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00

Secondary Insurance INFOrMation - - == = e m e o :
Name of Insured: Relationship to Insured:{0) Self (O Spouse O Child (O Other

Insured Soc. Sec: ... insuredBirth Date: __

Employer: o _ Ins. Company:

Address: Address: e P—

Address 2: N Address 2: -

City,State, Zip: City,State, Zip: .
Rem. Benefits: .00 Rem.Deduct: .00

| = ————




Hyung-Jun Kong, DDS Date 8/12/2025
Eaglesoft Medical History(Copy)
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems 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.

Are you under a physician's care now? “i¥es | 1Mo If yes

Have you ever been hospitalized or had a major operation? (iYes (_No g e o e Y T Ll el R e
Have you ever had a serious head or neck injury? ‘Yes () No If yes i i i - =

Are you taking any medications, pills, or drugs? “iYes ('No If yes &S e R iy S ]
Do you take, or have you taken, Phen-Fen or Redux? i_i1Yes (1 No If ves ) B Al S = Ol R
Have you ever taken Fosamax, Boniva, Actonel or any other “ives | 1Mo If yes Wl = g

medications containing bisphosphonates? ” ?

Are you on a spedial diet? “i¥es ¢ 1Mo

Do you use tobacco? iYes 1Mo

Do you use controlled substances? iYes _INo If yes _ .

\"omen: Are you...
Pregnant/Trying to get pregnant? . Mursing? | Taking oral contraceptives?

Are you allergic to any of the following?

Aspirin | Penicilin | Codeine | Acrylic
Metal | Latex | Sulfa Drugs [ Local Anesthetics
- ‘ s LI = -

Do you have, or have you had, any of the following?

AIDS/HIV Positive ¥Yes 1Mo |Cortisone Medicine )Yes  +No [Hemophilia i iYes )Mo |Radiation Treatments () Yes (Mo
Alzheimer's Disease | Yes i No Diabetes | :J Yes | 1 No Hepatitis & i Yes ' Mo Recent Weight Loss () Yes '. + No
Anaphylaxis i¥Yes  1No |Drug Addiction ) Yes ( »Mo |Hepatitis Bor C (»Yes « 'No |Renal Dialysis () Yes ()Mo
Anemia iYes Mo |Easily Winded ‘Yes (Mo [Herpes ()Yes ( MNo |Rheumatic Fever (i Yes (iNo
Angina (i¥es 1 'No |Emphysema “Yes ()Mo [HighBlood Pressure “iYes « 'No |Rheumatism (1Yes (_1No
Arthritis[Gout ¥es ( 1No |Eplepsy or Seizures “i¥es (Mo [High Cholesterol Yes 1« Mo |ScarletFever L) Yes  ‘MNo
Artificial Heart Valve 1¥es 1Mo |Excessive Bleeding “iYes ()Mo |Hives or Rash “iYes + 'No |Shingles ()¥es ¢ 'No
Artficial Joint ('Yes « )No |Excessive Thirst iYes (_ No |Hypoglycemia . 'Yes « 'No |Sickle Cell Disease \iYes  +Mo
Asthma _'Yes « +Mo |Fainting Spells/Dizziness ‘Yes ( 1Mo |Irregular Heartbeat .« 'Yes  yMNo |SinusTrouble _iYes ‘Mo
Blood Disease iYes « «MNo |Frequent Cough iYes Mo |Kidney Problems iYes « )Mo |Spina Bifida (iYes (_iMNo
Blood Transfusion Ti¥es ‘Mo |FrequentDiarrhea iYes )Mo |Leukemia Yes )Mo |Stomach/Intestinal Disease () Yes (_iMNo
Breathing Problems i iYes « 'No |FrequentHeadaches _'Yes )Mo [Liver Disease \ iYes i 1No |Stroke (TiYes (Mo
Bruise Easily ( iYes _iNo |Genital Herpes ‘Yes Mo |Low Blood Pressure o Yes « No |Swelling of Limbs {_iYes (_)No
Cancer . iYes - iNo |Glaucoma Yes | 'Mo [LungDisease (iYes « 1Mo |ThyroidDisease (iYes ( 1No
Chemotherapy iYes INe |Hay Fever T Yes Mo |Mitral Valve Prolapse h¥es « No |Tonsilitis 1Yes (1No
Chest Pains “iYes Mo |Heart Attack/Faiure i Yes | Mo |Ostecporosis Yes « iNo |Tuberculosis CiYes iNo
Cold Sores/Fever Blisters CYes Mo |HeartMurmur « iYes | Mo |PaininJaw Joints rYes « Mo |Tumorsor Growths [ i¥es ( :Mo
Congenital Heart Disorder .~ Yes ~ No | Heart Pacemaker “iYes 1Mo |Parathyroid Disease “\Yes 1Mo |Ulcers [iYes ( 1Mo
Convulsions “Yes | Mo |HeartTrouble/Disease i Yes 1Mo |Psychiatric Care i Yes (Mo venereal Disease (_iYes (_)Mo
Yellow Jaundice iYes | No

Have vou ever had any serious ilness not listed above? iYes (1Mo If yes - - Bk e - =2 -

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, 1 understand that providing incorrect information can be dangerous to my (or patient’s) health. Itis my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:




HIPAA ACKNOWLEDGEMENT RECEIPT NOTICE OF PRIVACY PRACTICES

PURPOSE: This form is used to obtain acknowledgement of receipt of our notice of privacy practices orto
document our good faith and effort to obtain that acknowledgement.

** You may. refuse to sign this acknowledgement**

L, , have received a copy of this office’s notice of privacy practices
and/ or explanation of these practices.

(PLEASE PRINT NAME)

(PATIENT’S SIGNATURE)

(DATE)
AUTHORIZATION TO BELEASE INFORMATION

PURPOSE: This form is used to obtain authorization to release information regarding yourself, covered under
the privacy act to people other than yourself, including insurance purposes or dispute resolution.

l, , authorize the following person(s) to have access to information
covered under the privacy practice, regarding myself, my records, including my insurance company.

(PLEASE PRINT NAME) (RELATIONSHIP)

(PLEASE PRINT NAME) (RELATIONSHIP)

(PLEASE PRINT NAME) (RELATIONSHIP)
***FQR OFFICE USE ONLY***

We attempted to obtain written acknowledgement of receipt of our notice of privacy practices, but
acknowledgement notice could not be obtained because:

Individual refused to sign

Communication barriers prohibited obtaining the acknowledgement
An emergency prevented us from obtaining acknowledgement

Other (PLEASE SPECIFY)

ocogoo




NOTICE OF PRIVACY PRACTICES

] ' o v LR
[l N |l . o |

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCIESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you !hi_s Not_ice gbwt our
privacy practices, our legal duties, and your rights concerning your health information. We must foll_ow the privacy practices that are described in this Notice
while it is in effect. This Nctice takes effect June 1st, 2010, and will remain in effect until we replace it.

We may change our privacy practices from time to time, If we do, we will revise this Netice so you will have an accurate summary of our practices. The
re.vised Nolice will apply to all of your health information. We may also revise this notice from time to time. |If we make any material revisions {o this Notice, we
will provide you with a copy of the revised Netice which will specify the date on which such revised Notice becomes effective. We are required to abide by the

terms of the Notice that is currently in effect. For more information about our privacy praclices, or for additional copies of this Nolice, please contact us using
the information listed a the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
A. Use and Disclosure for Treatment, Payment, and Health Care Operations

We must disclose your health information te you, as described in the Patient Rights seclicn of this Notice. We also use and disclose health information about
Yyou for treatment, payment, and health care opergtions. For example:

* Treatment: We may disclose your health informaticn to a physician or cther health care provider providing treatment to you.
e Payment: We may use and disclose your health information to obtain payment for services we provide to you,

e Health care Operations: \We may use and disclose your health information in connection with our health care operations, including quality assessment
and improvement activities, review of the competence or qualifications of health care professionals, evaluation of practitioner and provider perfarmance,
training programs, accreditation, certification, and licensing and credentialing activities.

Your Authorization: In addition to our use of your health informaticn for treatment, payment, or health care operations, you may give us written autharization
to use your health information or to disclese it to anyone for any purpose. If you give us an autharization, 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 effecl, Unless you give us awritten authorization, we cannot use
or disclose your health infermation for any reason except those described in this Notice,

Disclosures To Your Family and Friends: We may disclese your health information to a family member, friend, or other person identified by you to the
extent necessary to help with your health care or with payment for your health care, but only if you agree that we may do so.

Disclosures To Persons Involved in Your Care: We may also use or disclose health information to nolify, or assist in the netification of (Including
idenlifying er locating) a family member, your personal representative, or ancther person responsible for your care, of your location, general condition, or death.
If you are present, then prior to use or disclosure of your health informaticn, we will provide you with an opportunity to object to such use or disclesure. In the
event of your Incapacity or emergency circumstances, we will disclose heallh information based on a determination using our professional judgment, and we
will disclose only health information that is directly relevant to the persen’s involvement in your health care, We will also use our prafessional judgment and our

experience with cammion practice to make reasonable inferences of your best inferest in allowing a pesson to pick up filled prescriptions, medical supplies, x-
rays, or other similar forms of health information.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as wicemails, postcards,
lelters),

Patient-Related Communications: We may use or disclose your health information to provide patient-related communications such as intracral
phetography, “no cavity club” for children, and telephoned-in prescriptions.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization.

B. Use and Disclosure for the Public Need

In particular siluations involving the public need, we may disclose your health information without obtaining your authorization, Those situations include the
following circumstances:

Required by Law: We may use ¢r disclose your health information when we are required by law to do so.

Public Health Activities: We may disclose your health information to authorized public health officials so they may carry cut their public health activities,
For example, we may share your health information with government officials that are responsible for controlling disease, injury, or disability.

Health Oversight Activities: We may release your health Information to government agencies authorized to conduct audits, investigations, and inspections,
as well as civil, administrative or criminal investigations, proceedings, or actions.

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.

Product Monitoring, Repair and Recall: We may disclose your health information lo @ person o company that is regulated by the Food and Drug
Adminislration for the purpose of: (1) reporting or tracking product defects or problems; (2) repairing, replacing, or recalling defective or dangerous products;
or (3) monitering the performance of a product after it has been approved for use by the general public.,

Lawsuits And Disputes: We may disclose your health infarmation if we are ordered to do so by a court or adminisirative tribunal that is handling a lawsuit or
other dispute. We may also disclose your health information in response to a subpoena, discovery request, or other lawful request by someone else invadved in
the dispute, but enly if efforts have been made to tell you about the request cr to obtain a court order protecting the information from further disclosure.

Law Enforcement: We may disclose your health information to law enforcement officials for certain reasons including to comply with court orders or laws that
we are required to fdlow, and to assist law enforcement officers with identifying or locating a suspect, fugitive, witness, or missing person.



FINANCIAL POLICY

Thank you for choosing our office as your dental health provider. We are committed to providing you with the
highest quality lifetime dental care, so that you may attain optimum oral health. The following is a statement
of our financial policy, which we reqguire that you read, agree to and sign prior to any treatment. Payment is
due at the time service is provided. Our office accepts cash, personal checks and credit card payments.

Do you have Dental Insurance?

¢« We must emphasize that as your dental care provider, our relationship is with you, our patient and
not with your insurance company.

¢ Asacourtesy to you, we will help you by processing all Dental insurance claims. Please understand
that we will provide an insurance estimate to you, however, it is not a guarantee that your insurance
will pay the exact estimate amount. Your insurance company and your plan benefits will determine
the amount paid. We will, of course, do all we can to make sure your estimate is as accurate as
possible. If your insurance company has not made a payment in 30 days, we will ask you to contact
your insurance company to make sure payment is expected. If payment is not received or your claim
is denied, you will be respensible for paying the full amount at that time.

¢« We ask that you sign this form and/ or any other necessary documents that may be required by your
insurance company. This form instructs your insurance company to make payments directly to our
office.

o We ask that you pay the deductible and your co-insurance portion, which is the estimated amount,
not covered by your insurance company or pay for full services if you are a self-pay patient.

o We will cooperate fully with the regulations and requests from your insurance company that may
assist inthe claim process and claims being paid. Our office will not, however, enter a dispute with
your insurance company over any claim.

o We thank you for the opportunity to serve you with your dental health care needs and welcome any
questions you may have cencerning your care or our financial policy.

CONSENT:

| have read and agree to the above terms and conditions. [ authorize my insurance company to pay my dental
banefits directly to Prime Dental. | understand that responsibility for payment for my dental services provided
in this office for myself or my dependents is mine and will be due and payable at the time services are
rendered, unless financial arrangements have been made, even if | do not have insurance. | further
understand that a finance, rebilling collection charge and/ or attorney fees will be added to any overdue
balance. By signing below, you are authorizing us to call you at any number you provide, including calls to
mobile/ cellular or similar devices for any lawful purpose. You agree to any fees or charges that may incur for
any incoming calls from us and/ or outgoing calls to us, from you or from any such number without
reimbursement from us.

PATIENT SIGNATURE (GUARDIAN) PRINT PATIENT NAME DATE



Patient Acknowledgement

Appointment Cancellation Policy

Dear Patient,

Prime Dental, LLC has instituted an Appointment Cancellation Policy. A cancellation made with
less than a 24-hour notice significantly limits our ability to make the appointment available for
another patient in need.

To remain consistent with our mission, we have instituted the following policy:

1. Please provide our office a 24-hour notice if you need to reschedule your appointment.
This will allow us the opportunity to provide care to another patient. A message can
always be left with the answering service to avoid a cancellation fee being charged.

2. A “No-Show”, “No-Call” or missed appointment, without proper 24- hour notification,
may be assessed a $50 fee.

3. This fee is not billable to your insurance.

If you are 15 or more minutes late for your appointment, the appointment may be
cancelled and rescheduled.

5. As a courtesy, we make reminder calls, for appointments, one to two days in advance.
Please note, if a reminder call or message is not received, the cancellation policy
remains in effect.

6. Repeated missed appointments may result in termination of the physician/patient
relationship.

If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions you have. A copy of this policy will be provided to you. Please sign and date
below your acknowledgement.

| have read and understand the Appointment Cancellation Policy and | acknowledge its terms. |
also understand and agree that such terms may be amended from time to time by the office.

Printed Name of Patient Signature Patient Date



