% PATIENT MEDICAL HISTORY

Patient Name: Date of Birth:
Physician Name: Phone:
Date of last physical exam: Are you under the care of a physician now? [JYes [JNo

If yes, please explain:

Have you ever been hospitalized, and if so for what?

CIRCLE any of the following conditions you have or have had in the past:

Abnormal/ Excessive Bleeding Chemotherapy Hemophilia Paget’s Disease
Acid Reflux /Gerd Chronic Pain Hepatitis Type A,B,C Was it treated____ Psychiatric Care
AIDS or HIV Infection Congestive Heart Failure  High Blood Pressure HIV/AIDS Radiation Therapy
Allergies/Hay Fever COPD Jaundice Respiratory Disease
Alzheimer's Disease Dementia Joint Replacement Rheumatoid Arthritis
Anemia Depression Breast/Hip/Knee/ Other Rheumatic Fever
Angina Diabetes Type When Scarlet Fever
Anxiety Drug Addiction Kidney Problems Sickle Cell Disease
Arthritis Emphysema Leukemia Sinus Trouble
Artificial Heart Valve Epilepsy/ Seizures Liver Disease Stent * When
Asthma Fever Blisters Low Blood Pressure Stroke

Autoimmune Disease Glaucoma Mitral Valve Prolapse Swollen Glands in Neck
Blood Disease Hearing Difficulties Nervousness Thyroid Problems
Blood Thinners Heart Attack Organ Transplant Type TMJ Disorder
Breathing Problems Heart Defects When Tobacco Use
CancerType —____ Heart Murmur Osteoporosis Venereal Disease
Cardiovascular Disease Heart Surgery Pacemaker

Are you allergic to any medications or substances? Please check box below:

D Aspirin D Penicillin DCodeine D Acrylic DMetoI D Latex Rubber D Local Anesthetic
D Other

Are you taking any medications for osteoporosis? Oves O No
Are you currently pregnant, trying to get pregnant, or nursing? (PLEASE CIRCLE) OvYes O No
Are you currently taking birth control pills? Ovyes ONo
Is there any other medical information not included above?

If yes, please explain:

CONSENT

I acknowledge that all of the above information is accurate to the best of my knowledge. | hereby authorize Dr. Craig K. Barney, DMD and DeLand Family Dental and/or

their trained staff to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate to make a thorough diagnosis of my dental needs. | also
authorize Dr. Craig K. Barney, DMD and Deland Family Dental and/or their trained staff to perform any and all forms of treatment, medication and therapy that may be
indicated. | also understand the use of anesthetic agents will be used when indicated and that this embodies a certain risk. | hereby give my permission to release any
medical/dental information which may be indicated to process insurance claim forms or to receive proper treatment from other health specialists.

Signature of Patient/Parent or Guardian Reviewed By Date



Craig Barney DMD
DelL.and Josoph . Goocreats 005, PA

I 111 South Dexter Ave. Deland, Florida 32720
Fam||_y Dental outh Dexter Ave. Deland, Florida
(386)734-0482

We would like to welcome you, once again, to our dental practice and explain a little about our office
policies and goals. Through proper preventive care and regular checkups, we believe that it is highly
likely that most of our patients can expect to keep all their teeth for many years to come.

Our patients can expect from us:
1. A high degree of professional skill and ability.
2. A dedication to your oral healthcare.
3. A minimization of costly reconstructive work through proper preventative care.
4. The highest effort is to make your visits as comfortable as possible.
5. The right treatment at the right time.
6. Fees are fair and just for the services provided.
In return, we expect from our patients:
1. Cooperation in making and keeping appointments.
2. A conscientious effort toward good oral hygiene.
3. Recall visits to maintain optimum oral health.
4. Arrangement for the payment of fees at the time of service.

Please note there will be charge for the use of credit cards in this office. The 3% service fee is paid to the
credit card processing company and not to DeLand Family Dental. Paying with cash or check debit

card/Flex or HSA will avoid these fees.

Again, we welcome you and look forward to meeting you. If you have had recent x-rays, please arrange
to bring copies with you or send them to our office prior to your scheduled visit. Please complete the
enclosed patient information forms and bring to your appointment with a photo ID and insurance card.

Comprehensive Evaluation $120.00
New Patient Photo’s $60.00
X-Rays $249.00 (Could be Panoramic and Bitewings or FMX)
Perio Charting $20.00
Fluoride Varnish $38.00

Simple Prophylaxis (cleaning)  $125.00 (This procedure subject to change depending on the condition of
the patient and may be performed at a separate appointment.)

Sincerely,

Craig Barney DMD
Joseph F. Goodreauy, D.D.S,, P.A.
And Staff

Dr. Barney & Dr. Goodreau Q (386) 734-0482 Q 1M S. Dexter Ave., Deland, FL 32720




DeLand

Family Dental

Here at DeLand Family Dental, we strive to provide exceptional care to all our patients. We
strive to prioritize a safe and respectful environment for all our patients and staff alike. We
understand that receiving dental care at times can be very stressful, however, it is
imperative that all individuals involved adhere to a standard of conduct that promotes
mutual respect and professionalism.

Instances of disrespect, verbal abuse, or threats will not be tolerated within our practice.
Such behavior not only undermines the well-being of our staff but also compromises the
quality of care we can provide to you and other patients. Any displays of said behavior
will result in termination of your relationship with our practice.

We believe that effective communication and mutual respect are essential components
between the provider-patient relationship, and we expect all interactions to reflect these
principles. If you have any concerns or questions regarding your care, we encourage you
to address them in a respectful manner. We value the opportunity to serve you as a
patient, but we must prioritize the well-being and safety of our entire community.

Thank you for your attention to this matter.

Please acknowledge your agreement to the above referenced information.

Date
Signature

Print

Dr. Barney & Dr. Goodreau Q (386) 734-0482 Q 1M S. Dexter Ave., Deland, FL 32720



DeLand

Family Dental

HIPAA (Health Insurance Portability and Accountability Act) Release

l, (Person or patient naming agent), intend for any
agent named in this release to be treated as | would be treated with respect to my rights regarding the
use and disclosure of my individually identifiable health information and other medical records. This
release authority applies to any information governed by the Health Insurance Portability and
Accountability Act of 1996 (“HIPAA”), 42 U.S.C. 1320d and 45 C.F.R. 160-164.

I authorize the disclosure of any information governed by HIPAA to be provided to the following:

Name of person or people / phone number of person or people:

Accordingly, | hereby authorize any physician, health-care professional, dentist, health plan, hospital,
clinic, laboratory, pharmacy, or other covered health-care provider, any insurance company and the
Medical Information Bureau Inc. or other health-care clearinghouse that has provided treatment or
services to me, or that has paid for or is seeking payment from me for such services, to give, disclose
and release to any agent who is named herein and who is currently serving as such, without restriction,
all of my individually identifiable health information and medical records regarding any past, present or
future medical or mental health conditions, including all information relating to the diagnosis and
treatment of HIV/AIDS, sexually transmitted diseases, mental illness, and drug or alcohol abuse.

This authority given to any named agent shall supersede any prior agreement that | may have made
with my health-care providers to restrict access to or disclosure of my individually identifiable health
information. The individually identifiable health information and other medical records given, disclosed,
or released to any named agent may be subject to redisclosure by a named agent and may no longer
be protected by HIPAA. The authority given to any hamed agent herein has no expiration date and shall
expire only in the event that | revoke this HIPAA Release in writing and deliver it to my health-care
provider. There are no exceptions to my right to revoke this HIPAA Release.

Print Name Date

Dr. Barney & Dr. Goodreau Q (386) 734-0482 Q 1M S. Dexter Ave., Deland, FL 32720



DeLand

Family Dental

FINANCIAL AGREEMENT

Payment in full for all charges is required at the time of visit, unless prior arrangements have been made.

INSURANCE FILING

You, the patient, are ultimately responsible for payment in full on your account, not the insurance company. We do,

however, file dental insurance claims as a courtesy to our patients. We can only make estimates regarding your
insurance benefits based on the information provided by you and the insurance company. In the event that your
insurance company does not pay as much as expected, the remaining balance is due and payable immediately by
you, the patient.

*Silver/Mercury fillings are not offered at DeLand Family Dental. White (Composite) fillings are placed on all teeth and
may require additional payment as most insurance will only pay silver filling rates on posterior teeth. | agree to pay
the difference between the silver filling rate and the white filling rate. Contract rates will always be in effect.

ASSIGNMENT OF INSURANCE BENEFITS

I/ We hereby assign directly to DeLand Family Dental or its Doctors, insurance benefits otherwise payable to me/us.

I/ We hereby authorize the release of any information relating to any claims. I/ We are financially responsible for
charges not paid by this assignment.

DELINQUENT ACCOUNTS

All delinquent accounts (30 days or older) are subject to reasonable service charges and/or legal interest rates.

COLLECTION PROCEEDINGS

In the event your account is turned over to a collection agency for non-payment or other delinquency, you will be

responsible for payment of any collections costs (30%) and/or attorney fees, in addition to the balance owed. Any
account turned over to a collection agency forfeits any past special fees and/or discounts. Such special fees and/or
discounts will be reversed and you will be responsible for payment of regular fee for procedures at the time of service.

RETURNED CHECK POLICY

All checks that are returned due to non-sufficient funds will be charged a $40.00 returned check fee.

FAILED APPOINTMENTS

Failed appointments (less than 24 hours’ notice) are a significant contributor to rising health costs. Individuals who fail
to come in for an appointment will be assessed a $50.00 failed appointment fee. Multiple failed appointments may
result in dismissal from the practice.

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have received a copy of this office’s “Notice of Privacy Practices”. | understand that | have a right to refuse to sign this

acknowledgement.

In agreement to the above

Print Name Date

Responsible Party Signature

Dr. Barney & Dr. Goodreau Q (386) 734-0482 Q 1M S. Dexter Ave., Deland, FL 32720



DeLand

Family Dental

PATIENT INFORMATION

Patients Legal Name: Dr. Mr. Mrs. Ms. Miss

By what name do you prefer to be called?

Date of Birth:

Social Security #:

Address:

City: State: Zip:
Mailing Address if different from above:

Home Phone: Cell Phone: Work Phone:

Email Address:

Name of Employer:

Pharmacy:

Phone #:

Name of person responsible for account:

Name of Spouse:

Spouse’s Employer:

Emergency Contact:

Relationship: Phone:

Nearest Relative not living with you:

Relationship:

Phone Number of Relative:

How did you hear about our office:

DENTAL INSURANCE INFORMATION

First Insurance Company:

Phone Number:

Subscriber Name:

Social Security #:

ID#: Group #:

Insurance Company mailing address for claims:

Relationship to Patient (Circle One):

Second Insurance Company:

Subscriber Name:

Social Security #:

ID#: Group #:

Insurance Company mailing address for claims:

Relationship to Patient (Circle One):

Employer:
Birthdate:
Effective Date:
Self Spouse Child Other
Phone Number:
Employer:
Birthdate:
Effective Date:
Self Spouse Child Other

Dr. Barney & Dr. Goodreau @) (386) 734-0482 Q 111 S. Dexter Ave., Deland, FL 32720



