T [

LOEFFPKEDENTAL

COSMETIC AND FAMILY DENTISTRY

18695 Stage Run
Parker, CO 80134
303-841-8600

PATIENT INFORMATION

Date:
Cell Phone Number: ( )-
Alternative Number: ( )- €yp [ Work [J Cell J Home
Name Birthdate

Last First Middle Initial
Sex OM OF [] Married [ Widowed [] Single [] Minor [ Separated [ Divorced
Social Security Number: -malt:
Address:
City ate St Zip
Patient Employer/School: Occupation:
Employer/School Address Employer/School Phone (___ )-

Whom may we thank for referring you?

Or, how did you hear about us?

In case of emergency who should be notified? Phone ( )-

Phone (- )




LOEPPKEDENTAL

PREVIOUSDENTAL INFORMATION

Former Dentist Name: t deadal visit:

Former Dental Practice Contact Information:

CURRENT ACCOUNT INFORMATION

Person Responsible for Account

Last First Middle Initial
Relation to Patient Birthdate Soc. Sec. #

Responsible Party Employed by Phone ( ) -
Business Address Business Phone ( ) -

DENTAL INSURANCE INFORMATION

Subscriber Name: Birthdate: Soc. Sec. #
Employer: Insar@oonpany Name:
Member Id# Group # Group Name:

Family Plan: 0 Yes [ No Please List Dependents:

ADDITIONAL DENTAL INSURANCE INFORMATION

Is patient covered by additional insurancees LINo

Subscriber Name: Birthdate: Soc. Sec. #
Employer: Insar@ompany Name:
Member Id# Group # Group Name:

Family Plan: (0 Yes [J No Please List Dependents:
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LOEPPKEDENTAL

MEDICAL HISTORY
It is important that we know about your medicatdng. Many factors have a direct bearing on outtheivVe

will review the questionnaire and discuss this witu in detail. Information provided below is stiyc
confidential and will not be released to anyonéhaitt your written permission.

Physician’s Name: Date dfflagsical Examination:

Have you ever taken any of the group of drugs ctillely referred to as “fephen?” These include
combinations of lonimin, Adipex, Fastin (brand nanoé phentermine), Pondimin (fenfluramine) and Redu
(dexfenfluramine). U Yes UNo

Do you now or have you ever taken bisphosphonatelsiding Fosamax, Didronel, Boniva, Aredia, Actbne
Skelid, or Zometa?l Yes(! No If so, which drug?

Have you had any serious illnesses or operation¥2s (] No

If yes, please describe Date:

Have you ever had a blood transfusian¥es ] No If yes, give dates:

Are you Pregnant? [J Yes[] No Nursing?J Yes[l No Taking birth control pills? Yes[J No

Do you have or have you had any of the followingditions(Please mark Yesor No):

Yes No Yes No Yes No Yes No
(1 [ Anemia [ [ Cortisone Treatments [ [] Hepatitis 01 [ Scarlet Fever
(1 [ Arthritis, Rheumatism [ 1 Cough, Persistent [ 1 High Blood Pressure (] [ Shortness of Breath
O [ Artificial Heart Valves [l [J Cough up Blood [ [ HIV/AIDS 01 [J Skin Rash
[ [ Artificial Joints [l [ Diabetes [ [J Jaw Pain [ [ Stroke:
When?
01 [ Asthma [ [ Epilepsy [ [ Kidney Disease 01 [J Swelling of Feet or Ankles
(1 [ Back Problems [ [ Fainting [ 0 Liver Disease [l [ Thyroid Problems
[ [ Blood Disease [l [ Glaucoma [ [ Mitral Valve Prolapse [ [J Tobacco Habit
[ [ Cancer: [ [J Headaches [ 1 Pacemaker 0 [ Tonsillitis
[ [J Chemical Dependency [ [J Heart Murmur [ [ Radiation Treatment (1 [J Tuberculosis
(1 [ Chemotherapy [ 1 Heart Problems [J [ Respiratory Disease (] [] Ulcer
[ [J Circulatory Problems [ [J Hemophilia [ [ Rheumatic Fever 01 [ Venereal Disease
Medications: Allergies:
Please list ALL medications you are taking: Please list any allergies:
SIGNATURE: DATE:
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LOEPPKEDENTAL

TERMSAND CONDITIONS

INSURANCE CONTRACTS: Insurance plans represent a contract between \buanse the insurance
company. These contracts are not between the datithe insurance company. We will do our beasgist
you in obtaining your benefits, but we cannot epomsible if your carrier does not pay. Our offidé bill
your insurance carrier as a courtesy to you.

Payment will be expected at the time of serviceafbnon-contracted fees and estimated co-pays.

Financial arrangements are available upon requelstraust be discussed prior to the recommendedrteset
This practice depends upon reimbursement fromatigepts for the costs incurred for their care. Raial
responsibility for each patient must be determipefibre treatment.

All emergency dental services or any dental sesvprrformed without prior financial arrangementd an
dental insurance information must be paid for ishga@heck, or credit card at the time servicesardered.

Insurance is not a guarantee of payment, our offitleutilize every effort to bill insurance on yotbehalf,
and provide your insurance carrier with any suppgrtiocumentation needed on your behalf. The piaiten
responsible for any estimated insurance and paperiton. Our office will allot a 45 day grace period to
coordinate payment from your insurance carrier. ¥four insurance has not paid the FULL BALANCE
within 45 days of the date of service you will beguired to settle the balance in fulh finance charge of
18% APR (1.5% a month) will be added to the totdhbce on all accounts over 60 days past due.

When deemed necessary your account may be turned tovcollection agency for non-payment or
delinquency. The patient will be responsible foymant of any and all collection costs including taosts,
attorney fees, and the balance owed. All accoumtset! over to a collection agency forfeit any pstcial
fees or discounts (i.e. cash discount).

Our office reserves the right to dismiss you frdma practice. All currently scheduled appointmenits bve
cancelled, and you will be allowed 30 days in whiolu will be seen on an emergency basis with oliceof

MISSED APPOINTMENTS:. Our office policy does require a minimum 2 business day notice for any
changesin your scheduled appointments. We do reserve the right to charge a minimum $80.00 Broken
Appointment Fee. These fees may vary per the scheduled time dot that has been reserved for your
appointment. Prime appointment times (E.g. 7:00am, 5:00pm) may result in a higher fee.

The undersigned hereby agrees to pay any and lalhdes accrued on their account for dental services
rendered after their insurance provider pays ttieiermined amount, regardless if said chargesesmed
over and above the predetermined rates.

I, the undersigned, grant permission to this off@éelephone me at home or work to discuss matitased
to this form. | have read and understand the abowditions of treatment and agree to their content.

PRINT NAME:

SIGNED: DATE:

pg. 4



LOEPPKEDENTAL

PRESCRIPTION DRUG MONITORING NOTIFICATION

By signing this form, you confirm that you have bewmtified that if you receive a prescription for a
controlled substance (narcotic drug) from our @ffend fill that prescription at a pharmacy in
Colorado, certain identifying prescription infornwet, including the name of the patient, will be
entered into a secure database maintained by @alsrprescription drug monitoring program. State
law requires pharmacies to report information almmuttrolled substance prescriptions filled to the
prescription drug monitoring database.

This database is used to help prevent inappropusés of controlled substances — like fraud and
diversion. The prescription drug monitoring progra@tabase contains only records related to
controlled substances (narcotic drugs like paiaksll muscle relaxants and steroids). It does not
contain records about other prescription drugsdifkgbiotics, antidepressants or any other category
of prescription medication.

Only authorized individuals, like healthcare persarthat prescribe controlled substances and law
enforcement under very limited circumstances, caess the database and only for tightly defined
uses. As long as you are using controlled drugsogpiately, there shouldn’t be reason for concern.
If you do not want your information in the databhgsease ask your dentist to prescribe non-narcotic
drug for you.

More information about Colorado’s prescription drognitoring program, including copies of
individual prescription drug records stored in taabase, can be obtained from the Colorado state
Department of Regulatory Agencies by calling 303-8957 or by visiting:

http://www.dora.state.co.us/pharmacy/pdmp/consuimiens

| have read and understand this naotification.

Date:

Signature of Patient
OR, if applicable

Date:

Signature of Legal Guardian
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LOEPPKEDENTAL

NOTICE OF PRIVACY PRACTICESACKNOWLEDGEMENT

| understand that, under the Health Insurance Bibtya& Accountability Act of 1996 (“HIPAA"), | have
certain rights to privacy regarding my protectedltieinformation. | understand that this informatican and
will be used to:

» Conduct, plan and direct my treatment and follgpvamong the multiple healthcare providers who
may be involved in that treatment directly and iadily.

e Obtain payment from thirgarty payers.

» Conduct normal healthcare operations such as geaitessments and physician certifications.
* | acknowledge that | have received ydotice of Privacy Practices containing a more complete
description of the uses and disclosures of my héafibormation. | understand that Brita and MattHeveppke,
DDS have the right to change thiiotice of Privacy Practices from time to time and that | may contact this
organization at any time to obtain a current cofphe Notice of Privacy Practices.
* | understand that | may request in writing that yestrict how my private information is used or
disclosed to carry out treatment, payment or hezltk operations. | also understand you are noiinegjto
agree to my requested restrictions, but if you glea then you are bound to abide by such restnigtio

* (Pleaseinitial)
HIPAA AUTHORIZATION
(Permission from patient/patient’s legal guardiashare personal medical information)

l, , hereby authorize Brid Matthew Loeppke, DDS Prof LLC to release
NAME OF PATIENT

any and all medical information that may pertaim® to the following individual(s):

Name;: Phone #: ( )- Relationship to Pt:

Name;: Phone #: ( )- Relationship to Pt:

| authorize Brita and Matthew Loeppke, DDS PLLCctmtact the individual(s) listed above to convey an
pertinent information about me, in the event thaiinl unable to be reached by the facility.

| understand that | may revoke/cancel this autlation by notifying Brita and Matthew Loeppke, DDELE
in writing of my intent to revoke authorization @miange the name(s) of the individuals to whom miation
is released.

Date:

Signature of Patient
OR, if applicable

Date:

Signature of Legal Guardian
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LOEPPKEDENTAL

HIPPA Notice of Privacy Practices
Brita and Matthew Loeppke, DDS PLLC | 18695 Stage,RParker, CO 80134 | (303) 841-8600

Effective as of March 1, 2010

This notice describes how medical information aboutu may be used and disclosed and how you can get
access to this information. Please review carefully

This notice of Privacy Practices describes how ves mse and disclose your protected health infoamati
(PHI) carry out treatment, payment or health caqrerations (TPO) and for other purposes that amitted
or required by law. It also describes your righitsatcess and control your protected health infdomat
“Protected health information” is future physicalmental health condition and related health careices.

Uses and Disclosur es of Protected Health | nfor mation

Your protected health information may be used ardlased by your physician, our office staff antless
outside of our office that are involved in your €and treatment for the purpose of providing hecétre
services to you, to pay your health care billstpport the operation of the physician’s practicel any other
use required by law.

Treatment | We will use and disclose your protected healforination to provide, coordinate, or manage
your health care and any related services. Thisdes the coordination of management of your hezdtie
with a third party. For example, your protectedltiemformation may be provided to a physician thom
you have been referred to ensure that the physi@arthe necessary information to diagnose or yraat

Payment | Your protected health information will be usesln@eded, to obtain payment for your health care
services. For example, obtaining approval for gpltakstay may require that your relevant protedtedlth
information be disclosed to the health plan to iobépproval for the hospital admission.

Healthcare Operations | We may use or disclose, as allowed by law, yoategted health information in
order to support the business activities of yowsptian's practice. These activities include, netrot limited
to, quality assessment, employee review, trainingi@dical students, and licensing. For example hvag
disclose your protected health information to maldichool students that see patients at our officaddition,
we may use a sign-in sheet at the registration déndce you will be asked to sign your name andcite
your physician. We may also call you by name invtlagting room when your physician is ready to see.y
We may use or disclose your protected health indion, as necessary, to contact you to remind yyour
appointment, and inform you about treatment alti&res or other health-related benefits and sentitasmay
be of interest to you.

We may use or disclose your protected health information in the following situations without your
authorization. These situations include: as required by law, publealth issues as required by law,
communicable diseases, health oversight, abusegbeat, food and drug administration requiremeetgal
proceedings, law enforcement, coroners, funerattirs, organ donation, research, criminal activityjitary
activity and national security, workers’ compernsatinmates, and other required uses and disclesureler
the law, we must make disclosures to you upon yeguest. Under the law, we must also disclosurgstio
upon your request. Under the law, we must alsdaliscyour protected health information when reqlivg
the Secretary of the Department of Health and HuBeuvices to investigate or determine our compéanc
with the requirements under Section 164.500.

Other Permitted and Required Usesand Disclosur eswill be made only with your consent, authorizat@n
opportunity to object unless required by |a¥wu may revoke this authorization, at any time, in writing,
except to the extent that your physician or thesptign’s practice has taken an action in reliant¢he use
or disclosure indicated in the authorization.
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LOEPPKEDENTAL

Your Rights| The following are statements of your rights witpect to your protected health information.

You have the right to inspect and copy your protected health information | (fees may apply) — Under

federal law, however, you may not inspect or cdmy following records: Psychotherapy notes, infoiomat
compiled in reasonable anticipation of, or usedaimjvil, criminal, or administrative action or merding,
protected health information restricted by lawpmfation that is related to medical research inctvhjou

have agreed to participate, information whose d@gale may result in harm or injury to you or to teo

person, or information that was obtained underan@e of confidentiality.

You havetheright torequest arestriction of your health information | This means you may ask us not to
use or disclose any part of your protected heafibrination and by law we must comply when the priate
health information pertains solely to a health ¢em or service for which the health care providenlved
has been paid out of pocket in full. You may alsquest that any part of your protected health médion
not be disclosed to family members or friends wtayioe involved in your care or for notification poses
as described in this Notice of Privacy Practicesunfrequest must state the specific restrictiomestpd and
to whom you want the restriction to apply. By lawu may not request that we restrict the discloséig@ur
PHI for treatment purposes.

You have the right to request to receive confidential communications | You have the right to request
confidential communication from us by alternativeans or at an alternative location. You may hageitiht
to obtain a paper copy of this notice from us, upequest, even if you have agreed to accept thiseno
alternatively i.e. electronically.

You have the right to request an amendment to your protected health information | If we deny your
request for amendment, you the right to file aestesnt of disagreement with us and we may prepagiedtal
to your statement and will provide you with a cafyny such rebuttal.

You have the right to receive an accounting of certain disclosures | You have the right to receive an
accounting of all disclosures except for disclosuggursuant to authorization, for purposes of nesit,
payment, healthcare operations; required by laat,dbcurred prior to April 14, 2003, or six year®pto the
date of this request.

You have the right to obtain a paper copy of thigtite from us even if you have agreed to receive tiotice
electronically.We reserve the right to change the terms of thik@and we will notify you of such changes
on the following appointment. We will also make iédale copies of our new notice if you wish to abtane.

Complaints| You may complain to us or to the Secretary ofltheend Human Services if you believe your
privacy rights have been violated by us. You mbydicomplaint with us by notifying our Compliaroéer
of your complaint. We will not retaliate againsiuyfor filing a complaint.

Wearerequired by law to maintain the privacy of, and provideindividualswith, this notice of our legal
dutiesand privacy practiceswith respect to protected health information. Wear e also required to abide
by the terms of the notice currently in effect. If you have any questionsin referenceto thisform, please
ask to speak with our HIPPA Compliance Officer in person or by phoneat our main phone number.

Please sign the accompanying “Acknowledgement” foriflease note that by signing the Acknowledgement
form you are only acknowledging that you have regsi or been given the opportunity to receive a copy
our Notice of Privacy Practices.
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