50154 Schoenherr Road % JosEPH M. HILDEBRAND, D.D.S., P.C. Diplomate, American Board of

Shelby Twp., MI 48315 ORAL AND MAXILLOFAGIAL SURGERY Oral and Maxillofacial Surgery

P (586) 731-9050 frontdesk@drjhildebrand.com
F (586) 731-9056

PATIENT REGISTRATION
Name Marital Status Male Female
DOB / / Age  SSN# Employer
Home Address City/ State Zip
Home Phone () Business Phone () Mobile Phone ()
Student Yes  No __ Full Time __ Part Time __ Name of School Location
Spouse’s Name DOB / / SSN# Employer
Email Address

INSURANCE INFORMATION

Name of Primary Dental Insurance Subscriber
Name of Secondary Dental Insurance Subscriber
Name of Primary Medical Insurance Subscriber
Name of Secondary Medical Insurance Subscriber
Have you had a full mouth set of x-rays or a panorex within the past three (3) years? ____ Where?
Name of General Dentist Name of Primary Care Physician/ Doctor

Who may we thank for referring you to our practice?
FILL IN THIS PORTION ONLY IF THE PATIENT IS COVERED BY PARENT’S INSURANCE OR IS A MINOR

Father’s Name SSN# poB__/ [/
Father’s Address City/ State Zip
Father’s Employer Business Phone Number ()
Mother’s Name SSN# DOB__/ [/
Mother’s Address City/ State Zip
Mother’s Employer Business Phone Number (___)

FEES AND PAYMENTS

We make every effort to keep down the cost of your oral surgical care. An estimate of the charge for any procedure or surgery you may
require will be given to you upon request.

Ifyou have any dental and / or medical insurance, we will be glad to fill out the proper forms, but please complete the identifying informa-
tion on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for
payment,

Some companies pay fixed allowances for certain procedures and others pay a percentage of the charge.

It’s your responsibility to pay any deductible amount, co-insurance or any other balance not paid for by your insurance company.

You will be responsible for all collection costs, attorney’s fees, and court costs.

Signature Date

Form # 105




50154 Schoenherr Road P (586) 731-9050
OSEPH M. HILDEBRAND, D.D.S., P.C.
Shelby Twp., MI 48315 %I i F (586) 731-9056

Health History Form

ORAL AND MAXILLOFACIAL SURGERY

Patient’s Name Date of Birth / /

Gender: Male / Female Height: Weight:

Your medical history is important to the treatment you will receive. Therefore, it is important that you respond to
each question honestly and completely. Please circle your responses.
Please describe your current health:  Excellent Good  Fair  Poor

Please describe the symptoms you are having today:

Has there been any change in your health in the past year? Yes No

If yes please describe:

Are you now under a physician’s care for a particular problem at this time?  Yes  No

If yes why? Date of last physical exam / /

Have you been hospitalized or had a serious illness?  Yes  No

If yes why?

Emergency Contact Print Name Phone No. ( )

PATIENT MEDICAL HISTORY Do you have or have you ever had:
Congenital heart disease, cardiovascular disease ~ Yes No Lung disease (asthma, emphysema, COPD, chronic Yes No

heart attack, heart murmur, coronary artery disease, cough, bronchitis, pneumonia, tuberculosis, shortness
chest pain, high/ low blood pressure, stroke, irregular of breath, chest pain, severe coughing)?
heartbeat, heart surgery, pacemaker) Malignant hyper-thermia? Yes No

Implants placed anywhere in the body (heart valve, Yes No Glaucoma? Yes No  Wear Contacts? Yes No

pacemaker, hip, knee)? Bleeding disorder, anemia, bleeding tendency, blood Yes No

Do you pre-medicate? Yes No transfusion? Do you bruise easily? Yes No
Kidney disease or kidney failure, requiring dialysis? Yes No  Liver disease (jaundice, hepatitis A or B or C)? Yes No
=y Diabetes? Type 1 or Type 2 Yes No
Thyroid disease? Yes No
Arthritis? Yes No
Stomach ulcers or colitis? ACERL Significant weight loss or gain? Yes No
Clicking, popping, or pain within the jaw and/ or Yes No  Seizures, convulsions, epilepsy, fainting or dizziness?
difficulty opening your mouth? Yes No
Frequent or recurring mouth sores? Yes No SltsioeslpoLlmEE Yes o
Osteoporosis or osteopenia? Yes No
Radiation to the head or neck for cancer treatment? Yes No
Sleep Apnea Yes No
Any disease, chemotherapy or transplant operation? Yes No
If so, where? , and when was the date of your last treatment? / /
Do you have any other disease, condition or problem not listed above that you think the doctor should know about? Yes No

If yes, please explain:

FEMALE PATIENTS

Are you pregnant, or is there any chance you might be pregnant? Yes No -+ Nursing? Yes No
Are you taking Birth Control Pills?  Yes  No

DENTAL HISTORY
Have you had any adverse effects from dental treatment? Yes No If Yes, please explain?

Do you wish to talk to the doctor privately about anything? Yes No Are you wearing removal dental appliances? Yes No
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Health History Form Side 2
MEDICATIONS Are you using any of the following:

Antibiotics? Yes No |Aspirin or drugs such as Motrin, Aleve, ibuprofen? Yes No
Anticoagulants (blood thinners)? Yes No |[Insulin or oral anti-diabetic drugs? Yes No
If Yes, Medication Name: i

High blood pressure medications? Yes No
Physician Name & Address

Biophosphonates, antiangiogenic and/ or Yes No

antiresorptive medications for osteoporosis,
multiple myeloma or other cancers? If Yes list
Last INR Reading & Date drugs used and time of use.

Heart Drugs? Yes No

Steroids (cortisone, prednisone, etc)? Yes No

Antianxiety agents, sedative-hypnotics or antidepressants? Yes No

Prescription pain medications? Yes No Please list

Please list any other medications you have taken or are currently taking not listed above including prescription medications,

diet drugs, over the counter medications, herbal or holistic remedies, vitamins or minerals:

ALLERGIES Are you allergic to or have you had an adverse reaction to:
Latex? Yes No <+ FoodProducts? Yes No < Sedatives, barbiturates? Yes No <+ lodine Yes No
Aspirin, Motrin, Aleve or ibuprofen? Yes No < Penicillin, Amoxicillin, sulfa, or other antibiotics? Yes No

Other drug allergies not listed above.

SOCIAL HISTORY

Have you ever smoked or chewed tobacco? Yes No If Yes, for how long? __ Vaped? Yes No
Have you ever sought professional care or been hospitalized for: Do you use:

Drugabuse? Yes No * Emotional disorders? Yes No |Alcohol? Yes No How Often?
Alcoholism?  Yes No Marijuana/ Medical? Yes No  How Often?

Are you under the care of a pain management clinic? Yes No Recreational drugs? Yes No How Often?

List any medications taken for drug abuse:

| understand the importance of a truthful and complete health history to assist my doctor in providing the best care possible.

To the best of my knowledge, the above information is complete and correct.

Signature of patient, parent or guardian Date

Printed name of patient, parent or guardian and relationship Doctor's Signature

HEALTH HISTORY UPDATE

Date For completion by the Doctor Doctor’s Signature

#106



HIPAA OMNIBUS RULE
PATIENT ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM

You may refuse to sign this acknowledgment & authorization. In refusing we may not be allowed to process your insurance claims,

Date:
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this

healthcare facility. A copy of this signed, dated document shall be as effective as the original.
MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD | REQUEST TREATMENT
OR RADIOGRAPHS BE SENT TO OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE.

Please print name of Patient Please sign for Patient / Guardian of Patient
Legal Representative / Guardian Relationship of Legal Representative / Guardian

Your comments regarding Acknowledgments or Consents:

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA:
0 First Name Only [ Proper Surname [ Other

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION
(This includes step parents, grandparents and any care takers who can have access to this patient’s records):

Name Relationship

Name Relationship

| AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA:

[0 Cell Phone Confirmation [ Text Message to my Cell Phone
0 Home Phone Confirmation [J Email Confirmation
[J Work Phone Confirmation O Any of the Above

| AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA:

O Cell Phone Confirmation {1 Text Message to my Cell Phone
[0 Home Phone Confirmation {3 Email Confirmation
0 Work Phone Confirmation J Any of the Above

| APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO
on behalf of this Healthcare Facility via:

{0 Phone Message [J Any of the Above
[0 Text Message [J None of the Above (opt out)
O Emall

In signing this HIPAA Patient Acknowledgment Form, you acknowledge and authorize, that this office may recommend products or services
to promote your impraved health. This office may or may not receive third party remuneration from these affiliated companies. We, under
current HIPAA omnibus Rule, provide you this information with your knowledge and consent.

Office use Only
As Privacy Officer, | attempted to obtain the patient's (or representatives ) signature on this Acknowledgment but did not because:

it was emergency treatment

| could not communicate with the patient
The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer

HIPAA made Easy™ Page 39
© All Rights Reserved Form #111




OPIOID START TALKING
(MUST BE INCLUDED IN THE PATIENT’S MEDICAL RECORD)
Michigan Department of Health and Human Services

Patient Name | Date of Birth

Name of Controlled Substance containing an Opioid ' Dosage

Quality Prescribed (for a minor, if signature is not the parent or guardian, the prescriber must limit the
opioid to a single, 72 hour supply)

Number of refills

A controlled substance is a drug or other substance that the United States Drug Enforcement

Administration has identified as having a potential for abuse. My provider shared the following:

a. The risks of substance use disorder and overdose associated with the controlled substance
containing an opioid.

b. Individuals with mental iliness and substance use disorders may have an increased risk of addiction
to a controlled substance. (Required only for minors.)

c. Mixing opioids with benzodiazepines, alcohol, muscle relaxers, or any other drug that may depress
the central nervous system can cause serious health risks, including death or disability. (Required
only for minors.)

d. For afemale who is pregnant or is of reproductive age, the heightened risk of short and long-term
effects of opioids, including but not limited to neonatal abstinence syndrome.

e. Any other information necessary for patients to use the drug safely and effectively as found in the
patient counseling information section of the labeling for the controlled substance.

f.  Safe disposal of opioids has shown to reduce injury and death in family members. Proper disposal of
expired, unused or unwanted controlled substances may be done through community take-back
programs, local pharmacies, or local law enforcement agencies. Information on where to return your
prescription drugs can be found at http://www.michigan.gov/EGLEDrugDisposal.

g. ltis afelony to illegally deliver, distribute or share a controlled substance without a prescription
properly issued by a licensed health care prescriber.

I acknowledge the potential benefits and risks of an opioid medication as described by my
provider along with the responsibility of properly managing my medication as stated above.

Signature of Prescriber (when prescribing to a minor) Date
Signature of Patient, if a minor, patient’s parent/guardian Date
Signature of Patient’'s Representative or other authorized adult Date

Printed Name of Parent/Guardian; Patient's Representative or other authorized adult

The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
individual or group because of race, religion, age, national origin, color, height, weight, marital status,
genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.

AUTHORITY: PCA 246 of 2017, MCL 333.7303b and MCL 333.7303c COMPLETION: Required
RESPONSE: Voluntary PENALTY: None

MDHHS-5730 (Rev. 3-20) Previous edition obsolete.




Dr. Joseph M Hildebrand, DDS
Dr. Gary A. Forgach, DDS

PHARMACY INFORMATION

PATIENTS NAME

DATE:

PHARMACY NAME:

ADDRESS:

CROSS ROAD

TELEPHONE NUMBER

Allergies:

Blood Thinners:

Other:

PLEASE MAKE SURE THIS FORM IS COMPLETED



50154 Schoenherr Road % JOSEPH M. HILDEBRAND, D.D.S., P.C. Diplomate, American Board of
Shelby Twp., MI 48315 %G ARY A. FORGACH, D.D.S. Oral and Maxillofacial Surgery
P (586) 731-9050 = frontdesk@drjhildebrand.com

O
F (586) 731-9056 RAL AND MAXILLOFACIAL SURGERY

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 privacy of your health information. We are also required to give you
this Notice about our privacy practices that are described in this Notice while it is in effect. This Notice takes effect April 1, 2003, 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 appli-
cable law. We reserve the right to make changes in our privacy practices and the new terms of our Notice effective for all health infor-
mation that we maintain, including health information we created or received before we made the changes. Before we make a significant
change in our privacy practices, we will change this Notice and make the new Notice available 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 the Notice, please contact us using
the information at the end of this Notice.

Uses and Disclosures of Health Information

We use and disclose health information about you for treatment payment, and healthcare operations. For example:

Treatment: 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 operations.

Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of

Healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification,
licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you

may give us written anthorization to use your health information or to disclose it to anyone for any purpose. If you give us an authoriza-
tion, 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 disclose your health information for any reason except to
those described in this Notice,

To 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 a family member, friend or other person to the extent necessary to help you with your healthcare
or with payment for your healthcare, but only if you agree that we may do so.

Restriction: You have the right to request that we place additional resirictions on our use or disclosure of your health information. We are
not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communications: You have the right to request that we communicate with you about your health information by altemnative
means or to alternative locations. (You must make your request in writing.) Your request must specify the alternative means or location,
and provide satisfactory explanation how payment will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information, (Your request must be in writing, and must explain
why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (Email), you are entitled to receive this Notice in
written form.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or lo-
cating) a family member, your personal representative or another person responsible for your care, of your location, your general condition,
or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object
to such uses or disclosures. In the event of your capacity or emergency circumstances, we will disclose health information based on a de-
termination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reasonable inferences of your
best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Continued on the Reverse Side
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Notice of Privacy Practices

Marketing Health-Related Serwce We will not use your health information for marketing communications without your written autho-
rization.

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 use or disclose your health information to appropriate authorities if we reasonably belieye that you are a pos-
sible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the
extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstanc-
es. We may disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other na-
tional security activitiés. We may disclose to correctional institution or law enforcement officials having lawful custody of protected hiealth
information of inmate or patient under certain circumstances.,

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

Patient Rights

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide
copies in a form other than photocopies. We will use the format you request unless we cannot practically do so. You must make a request
in writing to obtain access to your health information. You may obtain a form to request access by using the contact information listed at
the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and staff time. You may also request
access by sending a letter to the address at the end of this Notice. If you request copies, we will charge you $____ for each page, $:

per hour staff time to locate and copy your health information, and postage if you want the copies mailed to you. If you request an alter-
nate format, we will charge a cost-based fee for providing you health information in that format. If you prefer, we will prepare a summary
or an explanation of your health information for a fee. Contact us using the information listed at the end of this Notice for a full explana-
tion of our fee structure.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclose your health irifor-
mation for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before
April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for
responding to these additional request.

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 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 com-
municate with you by alternative means or at alternative locations, you may complain to us using the 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 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.

Contact: Office Manager, Joseph M. Hildebrand, D.D.S., P.C. 50154 Schoenherr Road, Shelby Township, MI 48315

Phone (586) 731-9050, Fax (586) 731-9056
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