LINDSAY A. SMITH, DDS, PLLC
2538 E. 21ST STREET
TuLsAa, OK 74114
©18) 7426321
LINDSAYSMITHDDS@OUTLOOK.COM
WWW.LINDSAYSMITHDDS.COM

WELCOME TO OUR PRACTICE, WE ARE SO THRILLED TO HAVE YOU CHOOSE US AS YOUR
NEW DENTAL HOME. PLEASE SEE ATTACHED PAPERWORK. IF YOU ARE CURRENTLY TAKING
PRESCRIPTIONS DRUGS PLEASE BRING A LIST WITH YOU TO YOUR APPOINTMENT. WE WILL
SCAN A COPY TO PUT UNDER YOUR CHART.

PLEASE HAVE YOUR PREVIOUS DENTIST SEND YOUR CURRENT RECORDS TO OUR EMAIL.

LINDSAYSMITHDDS@OUTLOOK.COM

CURRENT PANORAMIC/FULL MOUTH X RAYS, BITEWING X RAYS, PREVIOUS PERIODONTAL
CHARTING, TREATMENT PLAN THAT MAY NEED TO BE DONE.

THANK YOU,

LINDSAY A. SMITH DDS & STAFF



DATE 5/12/2021

TIME 10:08 AM
PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: E:] Policy Holder i:j Responsible Party Preferred Name:
Responsible Party ( if someone other than the patient )
First Name: Last Name: Middle Initial:
Address: Addrégé 2: LR “
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivérs Lic:
BResponsible Party is also a Policy Holder for Patient E:j Primary Insurance Policy Holder {3 Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext; By Cellular:
Sex:[_Male ‘ [ IFemale Mall'i.t;lmS.t\atu;:“ifj Marriéaw {Isingle 1 DMi‘vorcea\w [ ]Separated ] Widov"/.éd
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: {771 would like to receive correspondences via e-méii. “
'Sé;fion 2 . Section 3
Emplosytf;i‘;f[} Full Time ["JPart Time [ IRetired Emergency name & #
Student Status:|_| Full Time ["{Part Time Previous Prov.l:;i.;;

Medicaid ID: Pref. Dentist: (e
Reason for visit:
Employer ID: Pref. Pharmacy:
Carrier ID:‘ Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:{_}Self [ ISpouse | _!Child [ Jother
Insured Soc. Sec: InsuredButh ba\lte:
Employer: Ins Company.:“ 1 1
Address: Address:
Address 2: Address 2:
s N L1 am g WL . o W] City, State, Zip: A
Rem. Benefits: Reﬁ. Dc;duct: 'r

Secondary Insurance Information
Name of Insured:
Insured Soe. Sec:
Employer:
Address:
Address 2:
City, State, Zip: e

Rem. Benefits:

Relationship to Insured: i::]Self
Insured Birth Date:
i Invs.‘ C‘compény:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

D Other




Time 9:50 &M Lindsay &. Smith, DDS, PLLC Date 6/ 15§2020

Medical History Default
Patient Mame: Birth Date: Date Created:

&re you under a physician’s care? {ives Oino Ifyes ’

Have you been hospitalized or had major surgery recently? Oives (Do Ifyes E

Have you ever had a serious head or neck injury? ives (CiMo If yes

Areyou taking any medications, pills, or drugs? Cives {iNo If yes |

Do you take, or have you taken, Phen-Fen or Redux? Cives OMo If yes i J
Have you ever taken Fosamayx, Boniva, Actonel or any ether  (Dives (Do Ifyes

medications containing bisphosphonsias?

Do you take NSAID Pain reliever, &nti-Inflammatory, Anti- (Cives {iNo Ifyes

Histaming, Blood Thinner, &nti-&nxiety?

Dovouuse tobacco, smoksaless orvape? Dives DMo Ifyes |

Women: Are you...
Pregnant/Trying to get pregnant? Cives (idlo | Nursing? (ives (One |Taking contraceptives? Oves Civlo

Are you allergic to any of the following?

[J&spirin [Penicitlin O Codeine [JAcntic
[m stal [Latex [[]sulfaDrugs [tocal Anesthetic
Dovouuse controlled substances? Cives (Mo If yes :

Although dental personnel primarily treat the area in and arcund 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 follewing questions,

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

AIDS/HIY Positive {ives (Mo | Alzheimer's Disease Oves (OMo | Anaphylas Yes (Do |Anemia{BloodDiseass) (Oves ONo
£ngina {chest pain} Cyves Oido | Arthritis/RheumatismfGout (Oves ONo | Artifidal HeartValve Tives (Mo |Artificial Joint Oives Ono
Asthma {yves (o |Blood Transfusion ves Oro | Bruise Easily (Oves (Mo |Cancer Oves Ono
Chemotherapy ives (ONo | ColdSoresfherpessimplex (Oves (ONo | Crohndiseaseand {ives {yNo |Diabetes Oves OMo
virus ulcerative colitis
Drug Addicticn Cives (Mo Excessive Thirst Oves (OMo
Emphysema/iung Disease ¢ JYes (_iNo |Epilepsy orSeizures ives {INo
Fainting Spelfls Dizzines Oives Oino Genital Herpes/HPY¢ Oves OMNo
Frequent Headaches Oyves ONo | Gastroesophageatrefie (Oves Oio
Glaucoma Oves (o discasa{GERD} Heart attack/Failure Oves OMe
= Hay Fever Oives Ono -~
Hemaphilia/Excessive Cives ONo : Heart TroublefDisease Yes {ONo  |HighBlood Pressurs Oives ONe
Bleeding Hepatitis A or B Oves ONo
r Hepatitis C {ives (Mo |Leukemis Oives ONo
High Cholesterol (Tives Owo  |Hives arRash Oves (Mo
Hypoglycemia {dves (o | Pacemaker/Watchmen Oves Oo
Liver Disease Cives {ONo  |towBlsod Pressure Oves CTino device
Ostecporosis {Porous bone} { D ves ((INo
Pain inJaw Jaints ives (Mo Parathyroid DizeasefThymic (Oves ONo Radiation Treatments Oves (OMo
Dizease
Renal DialysisfKidneys Cyves o Psychiatric Care (Cives {JMo [Shingles Oves Otio
disease nheumatic Fever Oives OMa .
Scarlet Fever Cives OiMe | Stroke Oves ONa
Sickle Cell Disease {Oves o | Sinus Trouble Cives OMo
Spina Bifida Cives Ona | Ulcers Oves ONo
Swelling of Limbs Oves Ono | Tonsillibs Oves Mo
Tuberculosis Cives (Mo
Yeneres| Dissase Cives (ONo
Havevou ever had any serious illness notlisted above? Cives o If yes E
Emergency Contact: Please list name and phone number D if yes E
Comments:

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incarrect information car be dangerous to my {or patient's) health. Ttis my
responsibility to inform the dental office of any changes in medical status,
{Sign at X mark)

Signature of Patient, Parent or Guardian:

X Date:



LINDSAY A. SMITH, DDS, PLLC
2538 E. 21ST STREET
TuLsA, OK74114
(918) 742 6321
LINDSAYSMITHDDS@OUTLOOK.COM
WWW.LINDSAYSMITHDDS.COM

Financial Arrangements & Insurance Notice

Dr. Smith and staff are committed to providing you with the best possible care. If you have dental insurance
we will help you receive your maximum allowable benefits. In order to achieve these goals, we need your
assistance and your understanding of our payment policy.

Payment for service is due at the time of service unless payment arrangements have been approved in
advance by our staff. If you do not have insurance, payment is due at the time of service. We
accept Cash, Visa, MasterCard, American Express, Discover and Care Credit. Dr. Smith is in network with
Delta Dental “Premier” and Healthchoice. As of January 1st 2023 we will be out of network with
BlueCross BlueShield “DNOA”. We have the ability to file all other insurances as a courtesy to our patients;
they may just pay less as they pay off of a fee schedule.

You Must Realize:

1. Your insurance is a contract between you and your employer, and the insurance
company. We are not a party to that contract.

2. Our fees are generally considered to fall within an acceptable range by most companies, and
therefore, are covered to the maximum allowance determined by each carrier

3. Notall services are a covered benefit in all contracts. Some insurance companies arbitrarily select
certain services that they will not cover. In that event we charge our custom fee.

4. All Co-Pay’s, deductibles and/or previous balances are due at the time of services.

5. Ifyour account is turned over to collections, your personal information, including your cell phone
number will be released to the collection agency.

We must emphasize financially that our relationship is with you and not with your insurance
company. While the filing of certain insurance claims is a courtesy that we extend to our patients. All

charges are your responsibility for the date the services are rendered.

If you have any questions about the above information or any uncertainty regarding insurance
coverage, please do not hesitate to ask us. We are here to help.

I herby authorize Lindsay A. Smith, DDS to furnish information to insurance carriers concerning my
dental treatment, and I herby assign to the doctor all payments for dental services rendered to myself

or my dependants, | understand that I am responsible for all charges.

Financially responsible party signature Date



LINDSAY A. SMITH, DDS, PLLC
2538 E. 21ST STREET
TuLsAa, OK 741 14
©18)742 6321
LINDSAYSMITHDDS@OUTLOOK.COM
WWW.LINDSAYSMITHDDS.COM

Acknowledgement receipt of Notice of Privacy Practice

*You may refuse to sign this Acknowledgment*
| have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

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

e [ndividual refused to sign
e Communications barriers prohibited obtaining the acknowledgment
e Anemergency situation prevented us from obtaining acknowledgement
e Other (Please Specify)




Notice of Privacy Practices — Lindsay A Smith, DDS, PLLC.

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,

We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and
privacy practices with respect to protected health information, and to notify affected individuals following a breach of unsecured protected
health information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect 9/20/13,
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, and to make new Notice provisions effective for all protected health information that
we maintain. When we make a significant change in our privacy practices, we will change this Notice and post the new Notice clearly and
prominently at our practice location, and we will provide copies of the new Notice upon request. You may request a copy of our Notice at any
time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using the information listed at
the end of this Notice.
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU
We may use and disclose your health information for different purposes, including treatment, payment, and heaith care operations. For each of
these categories, we have provided a description and an example. Some information, such as HIV-related information, genetic information,
alcohol and/or substance abuse records, and mental health records may be entitled to special confidentiality protections under applicable state
or federal law. We will abide by these special protections as they pertain to applicable cases involving these types of records.
Treatment. We may use and disclose your health information for your treatment. For example, we may disclose your health information to a
specialist providing treatment to you.
Payment. We may use and disclose your health information to obtain reimbursement for the treatment and services you receive from us or
another entity involved with your care. Payment activities include billing, collections, claims management, and determinations of eligibility and
coverage to obtain payment from you, an insurance company, or another third party. For example, we may send claims to your dental health
plan containing certain health information.
Healthcare Operations. We may use and disclose your health information in connection with our healthcare operations. For example,

include quality and imp: activities, conducting training programs, and licensing activities.
Individuals Involved in Your Care or Payment for Your Care. We may disclose your health information to your family or friends or any other
individual identified by you when they are involved in your care or in the payment for your care. Additionally, we may disclose information
about you to a patient representative. If a person has the authority by law to make health care decisions for you, we will treat that patient
representative the same waywe would treat you with respect to your health information.
Disaster Relief. We may use or disclose your health information to assist in disaster relief efforts.
Reguired by Law. We may use or disclose your health information when we are required to do so by law.
Public Health Activities. We may disclose your health information for public heaith activities, including disclosures to:
1) Prevent or control disease, injury or disability; 2) Report child abuse or neglect; 3) Report reactions to medications or problems with
products or devices; 4) Notify a person of a recall, repair, or replacement of products or devices; 5} Notify a person who may have been
exposed to a disease or condition; or &) Notify the appropriate government authority if we believe a patient has been the victim of abuse,
neglect, or domestic violence.
National Security. We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We
may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security
activities. We may disclose to correctional institution or law enforcement official having lawful custody the protected health information of an
inmate or patient.
Secretary of HHS. We will disclose your health information to the Secretary of the U.S. Department of Health and Human Services when
required to investigate or determine compliance with HIPAA.
Worker’s Compensation. We may disclose your PHI to the extent authorized by and to the extent necessary to comply with laws relating to
worker’s ¢ ion or other similar i by law.
Law Enforcement. We may disclose your PHI for law enforcement purposes as permitted by HIPAA, as required by law, or in response to a
subpoena or court order.
Health Oversight Activities. We may disclose your PHI to an oversight agency for activities authorized by law. These oversight activities include
audits, i igati i i and ¢ ialing, as necessary for licensure and for the government to monitor the health care system,
government programs, and compliance with civil rights laws.
ludicial and Administrative Proceedings. If you are involved in a lawsuit or a dispute, we may disclose your PHI in response to a court or
administrative order. We may also disclose health information about you in response to a subpoena, discovery request, or other lawful process
instituted by someone else involved in the dispute, but only if efforts have been made, either by the requesting party or us, to tell you about
the request or to obtain an order protecting the information requested.
Research. We may disclose your PHI to researchers when their research has been approved by an institutional review board or privacy board
that has reviewed the research proposal and established protocols to ensure the privacy of your information.

Coroners, Medical Examiners, and Funeral Directors. We may release your PHI to a coroner or medical examiner. This may be necessary, for
example, to identify a deceased person or determine the cause of death, We may also disclose PHI to funeral directors consistent with
applicable law to enable them to carry out their duties.

Fundraising. We may contact you to provide you with information about our sponsored activities, including fundraising programs, as permitted
by applicable law. If you do not wish to receive such information from us, you may opt out of receiving the communications.

OTHER USES AND DISCLOSURES OF PHI

Your authorization is required, with a few exceptions, for disclosure of hotherapy notes, use or discl of PHI for marketing, and for the
sale of PHI. We will also obtain your written authorization before using or disclosing your PHI for purposes other than those provided for in this
Notice (or as otherwise permitted or required by law). You may revoke an authorization in writing at any time. Upon receipt of the written
revocation, we will stop using or disclosing your PHI, except to the extent that we have already taken action in reliance on the authorization.
YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get copies of your health information, with limited exceptions. You must make the request in writing.
You may obtain a form to request access by using the contact information listed at the end of this Notice. You may also request access by
sending us a letter to the address at the end of this Notice. If you request information that we maintain on paper, we may provide photocopies.
If you request information that we maintain electronically, you have the right to an electronic copy. We will use the form and format you
request if readily producible. We will charge you a reasonable cost-based fee for the cost of supplies and labor of copying, and for postage if
you want copies mailed to you. Contact us using the information listed at the end of this Notice for an explanation of our fee structure.

If you are denied a request for access, you have the right to have the denial reviewed in accordance with the requirements of applicable law.
Disclosure Accounting. With the exception of certain disclosures, you have the right to receive an accounting of disclosures of your health

information in d; with if laws and i To request an accounting of disclosures of your health information, you must
submit your request in writing to the Privacy Official. If you request this accounting more than once in a 12-month period, we may charge you a
r bl t-based fee for r ing to the it requests.

Right to Request a Restriction. You have the right to request additional restrictions on our use or disclosure of your PHI by submitting a written
request to the Privacy Official. Your written request must include {1) what information you want to limit, {2) whether you want to limit our use,
disclosure or both, and (3) to whom you want the limits to apply. We are not required to agree to your request except in the case where the
disclosure is to a health plan for purposes of carrying out payment or health care operations, and the information pertains solely to a health
care item or service for which you, or a person on your behalf (other than the health plan), has paid our practice in full.
Alternative Communication. You have the right to request that we communicate with you about your health information by alternative means
or at alternative locations. You must make your request in writing. Your request must specify the alternative means or location, and provide

Y ion of how will be handled under the alternative means or location you request. We will accommodate all
reasonable requests. However, if we are unable to contact you using the ways or locations you have requested we may contact you using the
information we have.

Amendment. You have the right to request that we amend your health information. Your request must be in writing, and it must explain why
the information should be amended. We may deny your request under certain circumstances. If we agree to your request, we willamend your
record(s) and notify you of such. If we deny your request for an amendment, we will provide you with a written explanation of why we denied it
and explain your rights.

Right to Notification of a Breach. You will receive notifications of breaches of your unsecured protected health information as required by law.
Electronic Notice, You may receive a paper copy of this Notice upon request, even if you have agreed to receive this Notice electronically on
our Web site or by electronic mail (e-mail).

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or has questions or concerns, please contact us. If you are concerned that we may
have violated your privacy rights, or if you disagree with a decision we made about access to your health information or in response to a
request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative
means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a
written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the
U.S. Department of Health and Human Services upon request. We support your right to the privacy of your health information. We will not
retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.

Our Privacy Official: Lindsay A. Smith, DDS 2538 E. 21st St Tulsa, OK 74114-1700 918-742-6321 lindsaysmithdds@outlook.com

Revised 12/16/14



