NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY. -

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that
requires that all medical records and other individually identifiable health information used or
disclosed by us in any form, whether electronically, on paper, or orally, are kept properly
confidential. This Act gives you, the patient, significant new rights to understand and control how
your health information is used. HIPAA provides penalties for covered entities that misuse
personal health information.

As required by HIPAA, we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes:
treatment, payment and health care operations.

« Treatment means providing, coordinating, or managing health care and related services
by one or more health care providers. An example of this would include teeth cleaning
services.

e Payment means such activities as obtaining reimbursement for services, confirming
coverage, billing or collection activities, and utilization review. An example of this would
be sending a bill for your visit to your insurance company for payment.

e Health care operations include the business aspects of running our practice, such as
conducting quality assessment and improvement activities, auditing functions, cost-
management analysis, and customer service. An example would be an internai quality
assessment review.

We may also create and distribute de-identified health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminder cards and calls or information about
treatment alternatives or other health-related benefits and services that may be of interest you.

Any other uses and disclosures will be made only with your written authorization. You may revoke
such authorization in writing and we are required to honor and abide by that written request,
except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can
exercise by presenting a written request to the Privacy Officer:

e The right to request restrictions on certain uses and disclosures of protected health
information, including those related to disclosures to family members, other relatives,
close personal friends, or any other person identified by you. We are, however, not
required to agree to a requested restriction. If we do agree to a restriction, we must abide
by it unless you agree in writing to remove it.



o The right to reasonable requests to receive confidential communications of protected
health information from us by alternative means or at alternative locations.

e The right to inspect and copy your protected health information.
e The right to amend your protected health information.
« The right to receive an accounting of disclosures of protected health information.

e The right to obtain and we have the obligation to provide to you a paper copy of this
notice from us at your first service delivery date.

e The right to provide and we are obligated to receive a written acknowledgement that you
have received a copy of our Notice of Privacy Practices.

We are required by law to maintain the privacy of your protected health information and to provide
you with notice of our legal duties and privacy practices with respect to protected health
information.

This notice is effective as of March 1, 2003 and we are required to abide by the terms of the
Notice of Privacy Practices currently in effect. We reserve the right to change the terms of our
Notice of Privacy Practices and to make the new notice provisions effective for all protected
health information that we maintain. We will post and you may request a written copy of a revised
Notice of Privacy Practices from this office.

You have recourse if you feel that your privacy protections have been violated. You have the right
to file a formal, written complaint with us at the address below, or with the Department of Health &
Human Services, Office of Civil Rights, about violations of the provisions of this notice or the
policies and procedures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
or to file a complaint:
Linda Sherry
Dr. William Zammerilla The U.S. Department of Health & Human Services
76 Old Clairton Road Office of Civil Rights
Pittsburgh, PA 15236 200 Independence Avenue, S.W.
412-653-1115 Washington, D.C. 20201

(202) 619-0257
Toll Free: 1-877-696-6775



TIME 2:58 PM DATE 6/1/2007
PATIENT REGISTRATION
o: Chart ID:
FirstNeme: __ LastName: Middle Initial:
PatientIs: [ Policy Holder Preferred Name:
[] Responsible Party
Responsible Party (if someone other than the patient)
FirstName: ____ Last Name: Middle Initial:
Address: , o = Address 2:
| City, State, Zip: o Pager:
| HomePhone: ~ WorkPhone: Ext: Cellular:
Birth Date: . Soc Sec: i Drivers Lic:

QO Responsible Party is also a Policy Holder for Patient © Primary Insurance Policy Holder @) Secondary Insurance Policy Holder

Patient Information—— - ————————-

Address: Address 2:

| City: _ S State / Zip: Pager:

| HomePhone: ~ Work Phone: Ext: Cellular:

| Sex: ) Male O Female Marital Status: () Married (O Single O Dpivorced () Separated () Widowed
BithDate: Age: Soc. Sec: Drivers Lic:

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

|- Section2 - Section 3

Former Dentist:

Employment Status: (O Full Time (O PartTime (O Retired
Last Dental Visit:

| Student Status: () Full Time O Part Time Referred by:
| Medicaid ID: __ Pref Dentist: o

|

| Employer ID: S ____ Pref. Pharmacy:

CarrierID: __ Pref Hyg.:

|

e

[~ Primary Insurance Information —————
|

[

Name of Insured: Relationship to Insured:() Self (O Spouse (O Child (O Other
. Insured Soc. Sec: o s Insured Birth Date:
i Employer: | Ins. Company: o
; Address: o o : Address:
i Address2: Address 2:
City Statezip: City State Zip: .
. Rem. Benefits: .00 Rem.Deduct: .00
;— Sec::nda.ry_lnsura-nce Information- —
| Nameof Insured: Relationship to Insured{) Self (O Spouse () Child () Other
| Insured Soc. Sec: e Insured Birth Date:
Employer. - o Ins. Company:
| Address: S { Address:
Address 2: o ’ Address 2:
City, State, Zip: S | City,State,Zip:

| Rem.Benefits: .00 Rem.Deduct: - .00




TIME 11:35 AM

PATIENT NAME

Dr. William Zammerilla

MEDICAL HISTORY

Birth Date

DATE 8/22/2011

| 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

i following questions.

Are you under a physician's care now? () Yes O No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? O Yes O No

Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
P peSra g, 7 O

Are you on a special diet? O Yes O No

Do you use tobacco? O Yes O No

Do you use controlled substances? () Yes O No

Women: Are you

Pregnant/Trying to get pregnant? O Yes () No

Are you allergic to any of the following?

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Taking oral contraceptives? O Yes O No

Nursing? O Yes (O No

] Latex

[] Aspirin [T Penicillin ] Codeine [] Local Anesthetics [ Acrylic [ Metal (] sulfa drugs
[] Other If yes, please explain:
Do you have, or have you had, any of the following? = - e
AIDS/HIV Positive O Yes O No | Cortisone Medicine O Yes O No | Hemophilia O Yes O No | Radiation Treatments QO Yes O No
Alzheimer's Disease O Yes O No | Diabetes (O Yes O No | Hepatitis A O Yes () No | Recent Weight Loss Yes O) No
Anaphylaxis O Yes O No [ Drug Addiction O Yes O No | Hepatitis B or C O Yes O No | Renal Dialysis 8 Yes 8 No
Anemia O Yes O No | Easily Winded O Yes O No | Herpes O Yes O No | Rheumatic Fever O Yes O No
Angina O Yes O No | Emphysema O Yes O No | High Blood Pressure (O Yes O No | Rheumatism O Yes O No
Arthritis/Gout O Yes O No | Epilepsyor Seizures (O Yes O No | High Cholesterol (O Yes (O No | Scarlet Fever O Yes O No
Artificial Heart Valve O Yes O No | Excessive Bleeding O Yes O No | Hives or Rash O Yes O No | Shingles O Yes O No
Artificial Joint (O Yes O No | Excessive Thirst O Yes O No | Hypoglycemia O Yes O No | Sickle Cell Disease O Yes O No
Asthma O Yes O No | Fainting Spells/Dizziness O Yes O No | Imregular Heartbeat (O Yes () No | Sinus Trouble QO Yes O No
Blood Disease O Yes O No | Frequent Cough O Yes O No | KidneyProblems (O Yes (O No | Spina Bifida O Yes O No
Blood Transfusion O Yes O No | Frequent Diarrhea O Yes O No | Leukemia O Yes O No | Stomactvintestinal Disease () Yes O No
Breathing Problem O Yes O No | FrequentHeadaches (O Yes O No | Liver Disease O Yes O No | Stroke QO Yes O No
Bruise Easily (O Yes O No | Genital Herpes O Yes O No | LowBlood Pressure (O Yes () No | Swelling of Limbs Yes () No
Cancer O Yes O No | Glaucoma (O Yes O No | Lung Disease (O Yes (O No | Thyroid Disease Yes () No
Chemotherapy O Yes O No | Hay Fever O Yes O No | Mitral Valve Prolapse O Yes () No | Tonsilitis Yes () No
Chest Pains O Yes O No | Heart Attack/Failure O Yes O No [ Osteoporosis O Yes O No | Tuberculosis Yes () No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur O Yes O No | PaininJawJoints O Yes O No Tumors or Growths Yes () No
Congenital Heart Disorder(") Yes (O No [ Heart Pacemaker O Yes O No | Parathyroid Disease () Yes O No S YesL Mo
B ¥ $iie Venereal Disease Yes No
Convulsions O ves O No | Heart Trouble/Disease (O Yes O No | Psychiatic Care (O Yes O No | ygyon 1aundice Yes (3 No

Have you ever had any serious illness not listed above? O Yes O No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | 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

DATE




Payment Policy
Effective 1/1/2007

Thank you for choosing our office for your dental needs. Dental treatment is an excellent investment in your medical and
psychological well-being. Financial considerations should not be an obstacle obtaining this important, life-enhancing care.
We are always available to answer your questions and/or assist you in any way we can.

Fees are due and payable at the time treatment is rendered. We accept cash, personal checks, Visa, MasterCard,
Discover and CareCredit,

For our patients with dental insurance: We are happy to assist you in filing the necessary forms to help you receive the
full benefits of your coverage. The insurance relationship constitutes an agreement between the carrier and the patient.
As such, we can make no guarantee of estimated coverage or payment. Because we participate in many insurance
plans we are unable to know the specifics of each one, therefore, YOU are responsible for knowing the specifics
of YOUR plan. Please inform us of any restrictions or limitations in your plan before treatment begins. WE CAN
NOT WAIVE CO-PAYMENTS, we are required by law to collect Co-payments and you are required to pay this amount as
part of your contract with your insurance company. However, please know that we will do everything possible to see that
you receive the full benefits of your policy. Insurance companies are required to reimburse or respond within 30 days of

being billed. Delayed payment may result in your being required to pay the covered portion. We urge you to insist that
your insurance company makes payment on time.

Payment Options
1. Payment Courtesy:
We are happy to offer a 5% accounting courtesy for all treatment over $500 that
is paid in full prior to treatment completion (excluding cosmetic procedures).
2. Payment Plan:
We will offer a 3 month in office payment plan guaranteed with post-dated
checks or credit card authorizations. Any amount over $500 can be made with
equal monthly payments starting the day of treatment.
3. CareCredit:
90 days "Same as Cash" with approved credit, after 90 days interest accrues.
4. "Lay-Away" Plan:
Treatment starts after comfortable monthly payments are made which equal the
estimated patient portion.

I understand that any insurance estimate given to me by this office is not a guarantee of actual insurance payment. | also
understand that | am ultimately responsible for all charges incurred for dentistry performed upon myself or my dependents
in this dental office. | authorize the use of my signature on all insurance submissions. Dr. Zammerilla may use my health
care information and may disclose such information to my insurance company and their agents for the purpose of
obtaining payment for services and determining insurance benefits or the benefits payable for related services. This
consent will end one year after last visit. Initials

| understand that because of unexpected circumstances, the treatment, the fees for treatment, and/or the materials may
require some changes after the actual care has begun. | understand that such changes may incur additional fees and | will
assume financial responsibility for such fees. Initials

I have read all the information contained in this letter and fully understand its content. | understand that any account with a
past due balance may be subject to finance charges. Initials

Patient (or Responsible Party) Signature:;
Date:

—_—

| have received a copy of this office's privacy practices and fully understand its contents and my rights.

Patient (or Responsible Party) Signature:
Date: Print name:




Patient Authorization Form

William R. Zammerilla, D.M.D.
76 Old Clairton Road
Pittsburgh, PA 15236

412-653-1115

| hereby authorize you to use or disclose the specific information described below, only for the
purposes and parties also described below.

Description of the specific information to be used or disciosed:
Name, address, date and time of appointment.

Recipient of the information: anyone living in same household.

This information is being requested for the following purpose(s):
Post card reminder of appointment and telephone call reminder of appointment.

This authorization shall remain in effect from the date signed below as long as | am a patient in
this office.

| understand that:

» | may inspect or copy the protected health information to be used or disclosed

« | may revoke this authorization in writing by contacting your office at the address above,
attention Privacy Officer.

¢ Information used or disclosed pursuant to the authorization may be subject to
redisclosure by the recipient and no longer be protected by HIPAA.

« | may refuse to sign this authorization and that you will not condition treatment or
payment on my providing this authorization (except to the extent that the authorization is
for research-related treatment, in which case you may refuse to provide that research-
related treatment).

Patient Name:

Relationship to Patient (if signed by personal representative of Patient):

Signature:

Date:




