KINGS DENTAL & IMPLANT
SERVICES LIC
555 N. KING ST. STE 111
HONOLULU, HI 96817

808-848-2400
Patient Information
Patient Name: Date:
Last First M
O Male O Female O Married O Single O Child O Other

Social Security #: Birth Date:
Phane (Homae): {Work): Ext Best time to call:
E-Mail Address: Fax: Cell:
Address:

Streat Apartment #

City State Zip Code

Health Information

Date of Last Dental Visit Reason for this visit:
Have you ever had any of the following? Please check those that apply:
O AIDS O Excessive Bleeding O Liver Disease O Stroke
O Allergies O Fainting O Mental Disorders O Tuberculosis
O Glaucoma O Nervous Disorders O Tumors
O Anemia O Growths O Pacemaker O Ulcers
O Arthritis O Hay Faver O Pregnancy O Venereal Disease
O Artificial Joints O Head Injuries Due date: O Codeine Allergy
O Asthma 0O Heart Disease O Radiation Treatment O Penicillin Allergy
0 Blood Disease O Heart Murmur O Respiratory Problems OTHER:
O Cancer O Hepatitis O Rheumatic Fever o
O Diabetes O High Blood Pressure O Rheumatism
O Dizziness O Jaundice O Sinus Problems O
O Epilepsy O Kidney Disease O Stomach Problems

** Are you taking any medications ( including birth control)?

«» Have you ever had any complications following dental treatment? O Yes O No
If yes, please explain;
« Have you been admitted to a hospital or needed emergency care during the past two years? O Yes O No
If yes, please explain;

« Are you now under the care of a physician? 0O Yes O No
If yas, please explain;
+ Name of Physician: Phone:

« Do you have any health problems that need further clarification? O Yes O No

If yes, please explain
Tuo the best of my knowledge, all of the preceding answers and information provided are true and correct. I | ever have
any change in my heaith, | will inform the doctors at the next appointment without fail.

Date:
Signature of patent, parent or guardian
Referral Information
Whom may we thank for referring you to our practice?
Emergency Information
Name and address of nearest relative not living with you:
Name Relationship Phone

Address




Spouse or Responsible Party Information
The' foilowing is for O ihe patient's spouse O the persen responsible for payment

Mame:
OMale OFemale OMamed OSingle OChild O Cther
Social Security # Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
St Apmtirsard #
Gy Stale Zig Coce
Employment Information
The following is for: O the patient O the person responsible for payment
Employer Name: Occupation:
Address:
Str City Hiate Iip Code
Insurance Information
Primary 3
Mame of Insured: |s insured a patient? O Yes O No
Last Firsd W
Insured's Birth Date: 1D #: Group #:
Insured's Address:
atreet Cay Siate Tip Code

Insured's Employer Name:

Address:
Stresd City Stabe Iip Code
Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name and Address.

Secondary

Name of Insured: Is insured a patient? O Yes 0O Mo
Lam First sl

Insured’s Birth Date: D #: Group #:

Insured's Address: - - o ——

Insured's Employer Name:

Address:
Strmat Cdy
Patient's relationship to insured: O Seif O Spouse O Child O Cther

Insurance Plan Name and Address:

Consent for Services

As & contion of you Ireatmant by this office financial arangemants must Be Mads in sdvence Tha pracios depends Lpon fembursamen irom he patienis fod e costa MausTed M N care and
fimancn responsiBildy on the pan of aach paten Musl D delemmes Dafons reatmint

All armargancy dental senaces, of any dental serncel performed weihout privioud financal arengements, mual be ol for 7 cxsh Bl he fome seroces bne Derformed

Paments who camy dental nsurance understand That bl dental Jenices famiihed e changed irectly 10 D palent B0a thit M of She @ pesonly MIoonLtle for paymaent of Bl dental sereces. This
office will heip prensns tha patents faurancs forms or assisl n making collechions from NsWeNos compansss and will credit any such collections 10 the patienl's Account. However, el cantal office
CMNNOA RGN SENNCES 0N (N0 BSATDEon thal our charges will b paed by an ifdurance Compary.

A sornce chisge of 1%4% per month (18% per annumi on the unpaid balance will be charged an all socounts excseding 50 days, uniess prevously writien financial arrangements are satisfied
| underatmsd shal the fee sslimate kated for Sis dental cars can ondy be mdsnced for & panod of 3o months from the date of the patient examination,

In conssteration fof the profesnenal seraden rendened (o mae, of 8 My regues], by the Doctor, | agres 1o pay Merefons the reasonable value of said services 1o sakd Doctor, of fup aasignes, al ne Tme
tiled LArVICES Bre rendeTed. of withan five (5) days of belng i crec shall be extanded. | further aorea thal ™he reascnable value of said sarvices shall be a3 Dilled uriess otyeciod 1o, Dy ma. N wnting,
withan tha bma for paymani theredl | furihoe agres that 4 wanver of any breach of any me OF conddan harsundes shail not constitule & walver of By AIEher erm of Concon and | ether agres io pay
all costs @nd rensonatis ANCIMEY feas I SUt De irstiuieg hemunder,

| grant my panmustsan 16 you &f your BEKQNEE. t0 pkephons ma oi home or 31 my work b0 discuss manen melsed io ihis form. | Suthcaze my iNIUFENcE CoMpany 10 Grectly pay M dental practice any
AmMount dul pending & ciam lor derdad ireaiment or senvices. | also authoree ihis dociorn 10 relesse any informaton (o my Nsurance company.  VWe reserve 1he nght (o charge for wny missad o cancailed
Bppoirtmes without 24-hous notics,

| have read the above conditions of treatment and payment and agree to their content.
Date: Relationship to Patient:

Signature of patient, parent or guardian
Data: Relationship o Patiant:

Signature of guarantor of payment/responsible party




: Pmtectngnur e
Cﬂnﬁdenna.l Health Infuﬂnaunn-

is Important to. Us

Notice of Privaey Practices
This notice describes how Health informintion about you
may be used and disclosed and how you can get access1o
this information. Please review it carefully’

Cvar Proaise

Dxar Patient:

This notice 15 not meant 1o alarm vou. Chite the opposite! 1t is our desire to
commiunicate 1o you that we ane taking seriously Federl low (HIPAA—Health
Insurance Portability And Accountability Act) enacted to protect the
confidentinlity of your health information, We da not ever want you to delay
treatment because you are afriid your personal health history might be
unnecessanly made available o others owside our oifice.

Wohn o vo have a privacs paliey?

Vers coodd gpuestion!

The Federal government legally enforces the imporance of the privacy of
health informanion largely in nesponse 1o the rpid evolution of computer
technalogy. and i1s-use in healtheare, The government has appropoately sought
1o standardize and protect the privacy of the electronic exchange of your health
information. This has challenged us to review ot only how your healih
informution ks used within our computers but akso with the Internet. phone,
fanes, copy machines, and charts: We believe this has been un important
exereise for us because it has disciplined us 1o put in writing the policies and
procedures we follow 1o protect your health information when we use it.

Wie want you to know about these policies and procedures which we developed
1o make sure your health information will not be shared with anyone whis does
not require i, Out office is subject 10 Siate and Federal low regarding the
confidentiality of your health information and in keeping with these laws, we
want you to understand our procedures and your nghts as our valunble paticnt.,

We will use and commumicate your HEALTH INFORMATION only for the
purposes of providing your ireastment, obtaning payment, conducting health
care operations, and as otherwise deseribed in this notice,

Do vonie HEALTH INFORMATION

ey be sl T Provide Treatment

We will use your HEALTH INFORMATION within our office to provide you
with dental care. This may include admimistrative and clinical office
procedures designed 1o opimize scheduling and coondination of care between
Invgienist, dental assastant. dentist, and business office safl. In addifion, we
may share your health information with physicians, referring dentists. clinical
and dental lsboratories, pharmacies or other health care personnel providing
yila reatment,

Pov O vt Py mend

We may mchude your health information with an invoice used to collect
payment for treatment you receive in our office. We may do this with
insurance forms filed for vou in the mail or sent electronically. We will be
sure to pnly werk with companies with a similar commitment to the security
of your health informition,

fo Conduer Heatth Care Operations

Your health information may be used during performance evaluations of our
staff. Some of our best teaching opportunities use clinical situtions
cxperienced by patients receiving care at our office. As a result, bealih
miormation may be included in rmming programs for students, interns,

Assovhibes, and business and elinieal @nplovees I s also possible that health
intornation will be disclosed dunng awliis by insusance companics or
government appomibed agencres as pan of ter guality assumnce and compliam
reviews, Your health information oy be revivseed during e routine privesses ol
certificition, licensing or credentialing activines

Because we beliove regular care is very important o sour ol and general health
we will remind vou of @ scheduled appoiment or that it is 1me o7 v 1o
contet us und make an appointmeit, Additionally, we may costact you fo hollo
I R Our gane andd Hdior Woqe O Ireativient OpERHES Or sory ees that may b ol
imterest o won or voar Fntily, These commumaioms are an importng part of our
philosogly of parmering with our patients 1w be sunz they recesne the best
presentivi and restormive cans mudem dentistry can proside. They may include
posteards, folding posteirds, letters, telephone remimbors or clegtonic reminders
stich ws erl unless vor el s thist vou do ot want o recenve these renimders)

Poaatdsiin “ L EL]] I
W have contrted with one or more thind pirties (referned to us o busindss
associie) w0 nse ond desclose vour health infoomation to perform services for us,
streh as bhllina services, We will abiain cach business asoCite’s written
sgreemment tosafeguard vour lealth information

SUVLICF OOF PIRIVACY PRACTICES

Fedeml law generlly permits us 1o mike ceram uses of disclosures of health
infarimation without your permission. Federal law also neguires us to list in the
Natice each of these categones of ises of disclosures. The Hsting is below

tewnpiinredd My Lo
W iy s or disclose vour healih information s required by any stutute,
regplunion, conrt order vr othier mandate enforcenble in o court of law.

JEURE TS T AL (L |
W nny disclose vour health informatuon o othe responsible government agency
if () the Prvaey O rensonably believes that you are a victim of ablse,
megieet, of domestiv viokence, and (h) we are required or pemmitted by law 1o
mike the disclosure, We will prompily inform vou that such a disclosure hos
been made imless the Pevacy OiMicial determings thar iforming you waold no
b 1n your best inerests

"ulsbie Heslth peed Saatpomal Sceunins
We ity be required to diselase to Federal officials or military authorities health
infarmation necessary o complete an imvestigation related 1o public health or
wational secunty, Health information could be impormant when the government
believes that the public safety could benetit when the information eould lead to
thee contmd or prevention of an epidemic or the understanding of pew side effects
of 0 druy réament or medical device

oo boghoere conend
s permitted or required by State or Federal law, we may disclose your health
information 1o a Lw enforeement oificial for cenain Taw enfurcement purposes,
ncluding. under certnin Bimited cireumsiances, 1F vou gre o victm of & crme or
in order 1o report o cnme.

Fomnibe Febesds sid U aavesivers

Wie may share vour bealth information with those viu tell us will be helping you
with vour home hygiene. trextment. medications, or pavment. We will be saire to
ask your permission finst, In the case of an emergency, whene you are unable to
tell us whiat you want, we will use our best judgment when sharing your healih
infarmation only when it will be important 1 ihose participating i providing
NOLIF care.

Woarkers™ Contpemsalinnn Purpoasis
We may disclose your health informition a8 required or permitied by Suie or
Federal workers” compensation liws,

Kings Dental & Implant Services, LLC
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Judicial and Administrative Proceedings

We muy disclose vour health information in an administrtive or judicial
proceeding in response 1o a subpoens or & request to produce documents.

We will disclose your health imformation in these circumstances only of the
requesting party frrst provides wntten doecumentation that the privacy of your
health informaton will be protected

Incidental Uses and Disclosures
W muay use or disclose your health information in a manner which is incidental
1y thie uses and disclosures described in this Notice.

Iealth Oversight Activities
We may disclose your health information toa government agency responsible
for overseeing the health care system or health-related government benelit

program

To Avert A Serious Threat To Health or Safety
We miny use or disclose your health information 1o reduce a risk of serious and
jmrmmvent harm to another person or to the public.

To The U.S, Department of Health

and Human Services (HHS)

We may disclose your health information to HHS. the government agency
responsible for overseeing compliance with federal prvacy law and regulations
regulating the privacy and security of health information

For Research

We may use or disclose vour health information for research, subject to
ronditions. “Research”™ means systemic mvestigation designed to contribute 1o
generlized knowledge,

In Connection With Your Death Or Organ Donation
We may disclose vour health information to a coroner for identification
purpeses, to o funeral director for funeral purposeés, or to an ofgan procurement
organtEation to factlitate trmnsplantation of one of your orzans,

IT applicable State low does not permit the disclosure described above, we will
comply with the stricter Stare law,

Autherization to Use or Disclose Health Information
Oither than 15 stated above or where Federal, State or Local law requines us, we
will not disclose your health information other than with your written
authomrzation. You may revoke thot authorzation in writing at any time.

PATIENT RIGHTS

You huve the following nghts related to vour health information,

Restrictions
You have the right 1o request restnotions on the use or disciosure of your health
nformation for reatment, payment, o health care operations in addinon 1o the

Patient Acknowledgment
Patient Momeis):

Thank you very much for taking tfime o neview how we are carefully using your
health information, If you have any questions we want to hear from you, IF not,
we wonihd appreciate very much your acknowledging your receipt of our policy
by signing and returning this card. We look forward to séeing you again soon!

hﬂnﬂmhﬂm@hmﬁwﬂhhnﬂmpm
muﬁmmﬁm .

Effiective Date:

Protecting Your Confidential Health Information is Important to Us

restrictions imposed by federal kaw, Our office is not required to agree 1o your
request, but we will endeavor to honor reasonable requests. We generally are not
required to agree (o o requested restriction. Our office will honor your request
that we not disclose vour health information to a health plan for payment or
henltheare operation purposes if the health information relates solely to o health
care item or sérvice for which you have pad us out-of-pocket i full

Confidential Communications

Yo have the righe (o request that we communicate with you by afiernative
means or 3 an alternative location, You may, for example, request that we
communicate vour health information cnly privately with no other family
members present or through mailed communications that are sealed. We will
honer your reasonable requests for confidential communications,

Inspect and Copy Your Health Information

Your have the righe o read, review, and copy your health imformation, ineluding
your complete chart, x-ravs and billing records, I you would hke a copy of
your health information, please let us know, We may need to charge you i
reasonable, cost-based foe to duplicate and assemble your copy. | there will be
a charge, we will first contact you to determine whether vou wish to modify or
withddraw your reguest.

Amend Your Health Information

Yo feave the right 1o ask us to opdate or modify your records if vou believe

vour health informaton records are incorrect or incomplete. We will be happy
to accommaodate you as fong o3 our office maintains this information. In order
to standardize our process, please provide us with vour request.in writing and

deseribe the information to be changed and your reason for the change

Your request may be demied if the health information record in question was not
created by our office, is not part of our records or if the records contaiming your
health mformation are determined to be pccurate and complete. 1f we deny your
request, we will provide you with a written explanation of the denial.

Accounting of Disclosures of Your Health Information
Fonr herve the righi 10 ask us for a descnpuion of how and where vour health
information was disclosed. Our decumentation procedurcs will enable us 1o
proviche information on health informanon disclosures that we nre required o
isclose 10 you. Please let ws know in writing the time period for which you are
interested. Thank vou for limiting vour request 10 no more than six vears ot a
teme, We will provide the first accounting dunng any 12-month period withow
charge. We may charge i reasonable, cost-based fee for each additional
accounting during the same 12-month period. 1T there will be o churge, the
Privacy Offecial will first contact you 1o determine whether vou wish to modify
of withdraw yiour request,

Request a Paper Copy of this Notice

Vo have the right to obtain o copy of this Notice of Privacy Practices directly
from our office atany tme. Stop by or give us a call and we will mail or gl
4 copy 10 youL,

Wi are required by faw to maintain the privacy of vour health information and
to provide 1o you or your personal representative with this Notice of our Privacy
Practices. We are required 1o prictice the policies and procedures described in
this notice but we do reserve the night to change the termis of our Notice. 1 we
change our prvacy praciices we will be sure all of our patients receive & copy
of the revised Notice. You have the right 10 express complaints to us or to the
Secretary of Health and Human Services if vou believe your privacy nghts have
been compromised. We encourage vou o express any CONCers you may have
regarding the privacy of your information, We will not retaliate against you for
submitting & complaint, Please let ug know of your concerns or complunts in
writing by submitting your complaint to our Privacy Officer,



