Thomas J. McGarry, D.D.S., Inc.
Susan E. Brackett, D.D.S., M.S.
Lars O. Bouma, D.D.S., M.S.
4517 Memorial Circle

Oklahoma City, OK 73142

405.755.7777 Tel
Implant & Prosthodontic Associates Ww.mjgﬁtlffoz,ﬁﬁfn?t
Patient Information and Medical/Dental History
Last Name: First: MlI:
Date of Birth: Male:  Female:  SSN#:
Status: Married Single_ Widow___ Widower Divorced
Home Address: City:
State: Zip: E-Mail Address:
Home phone #: Work #: Cell #:
Account Guarantor: Phone:
Referred by: Reason:
Employer name and address:
Physicians Name & Phone Number:
Medical History
YES NO
0 0 Are you under medical treatment now?
O O Have you had any major operations?
If so, what? When?
O O Have you had any type of heart valve or joint replacement surgery?
0 0 Have you had any adverse response to drugs including penicillin or
are you allergic to any medications?
If so, please list:
Has a physician ever informed you that you have any of the following:
O O Heart ailment or heart disease?
1 0 Heart murmur?
O O High blood pressure?
0 0 Respiratory disease?
O O Diabetes?
0 0 Rheumatic Fever?

Rheumatism or arthritis?

Tumors or growths?

Any blood disease?

Any liver disease?

Any kidney disease?

Any stomach or intestinal disease?
Any venereal disease (VD)?
Aids?

Yellow jaundice or hepatitis?
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YES NO
0 0 Do you have night sweats accompanied by weight loss or cough?

0 0 Are you on a diet at this time or ever taken any type of diet medication?

Are you now taking any medications or drugs? If yes, please list:

0 O Are you allergic to any known materials resulting in hives, asthma,
eczema, etc?

O O Are you in general good health at this time?

0 0 Do you have any wounds that have healed slowly or presented other
complications?

0 0 Are you pregnant?
0 0 Do you have a history of fainting?

0 0 Have you ever had any X-RAY treatments (other than diagnostic)?

DENTAL HISTORY
0 0 Do you have pain in or near your ears?

0 0 Do you have any unhealed injuries or inflamed areas in or around
your mouth?

O O Have you experienced any growth or sore spots in mouth?
0 0 Does any part of your mouth hurt when clenched?
0 0 Have you ever had local dental anesthetic?

If so, any reactions or allergic symptoms to dental anesthetic?

0 0 Prolonged bleeding following extractions in the past?

0 0 Have you ever been diagnosed with Periodontal (Gum) disease?
0 0 Do your gums bleed?

0 0 Have you ever had instruction on the correct method of brushing

your teeth and the care of your gums?

O O Do you chew on only one side of your mouth? If so, why?
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Do you at the present time have any dental complaints?
Do you habitually clench or grind your teeth during the night or day?

When was your last full mouth X-RAY taken?

Where?

Any part of your mouth sore to pressures or irritants, (cold, sweets, etc)?
If so, indicate location:

My signature below indicates my consent and agreement to receive dental services, and further
states that all information provided is true and correct to the best of my knowledge.

Date

Patient, Parent, or Adult Guardian Signature
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Implant & Prosthodontic Associates

Thomas J. McGarry, D.D.S., Inc.
Susan E. Brackett, D.D.S., M.S.
Lars O. Bouma, D.D.S., M.S.
4517 Memorial Circle

Oklahoma City, OK 73142
405.755.7777 Tel

405.755.7169 Fax
www.implantassociates.net

Insurance and Disclosure of Information Authorization

Policy holder: DOB: SSN#:

Policy holder’s relationship to Patient:

Insurance Carrier: Group#:

Insurance ldentification #:
Policy holder’s employer name, address, and phone:

Please be prepared to present your insurance card so that we may make a copy for your
file. All charges are the responsibility of the patient and/or guarantor, therefore

payment for services rendered are due and payable at the date of service. As a

patient courtesy we will file your insurance so that you may be reimbursed. Please note
that pre-estimates submitted for services prior to treatment and returned from the
insurance carrier stating possible statement amounts are strictly estimates and are not a
guarantee of payment. Should the insurance company require copies of records in order

to process your claims, we will provide those upon written request.

My signature below indicates my understanding of the above insurance/payment
information and hereby authorizes release of medical/dental records in order to process
any and all claims should they be requested as well as releasing information to
government entities as outlined by law. Those are described as (1) pursuant to legal
process or as otherwise required by law, (2) to locate or identify a material witness,
missing person, suspect or fugitive, (3) under specified conditions regarding a crime
victim, (4) if a covered entity believes the release of information constitutes evidence of a
crime committed on its premises. Therefore, Patient History Information may be
disclosed without patient consent under court order, subpoena, in dental malpractice
cases, under mandatory reporting laws, or in connection with governmental audits.

Date

Patient, Parent or Adult Guardian Signature
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Thomas J. McGarry, D.D.S., Inc.
Susan E. Brackett, D.D.S., M.S.
Lars O. Bouma, D.D.S., M.S.
4517 Memorial Circle

Oklahoma City, OK 73142

405.755.7777 Tel
- : 405.755.7169 Fax
Implant & Prosthodontic Associates www.implantassociates.net

Authorization for release of dental and/or medical
records and information to and from:

Thomas J. McGarry, D.D.S., Inc.

Susan E. Brackett, D.D.S., M.S

Lars O. Bouma, D.D.S., M.S.

The Doctors named above are hereby authorized to release and/or request a copy
of all dental, medical, and treatment records, including diagnostic x-rays, tests and
test results concerning the treatment of:

Patient name:

Birthdate:

Address & Phone:

A photocopy or facsimile transmission of this authorization shall have
the same full force and effect as an original.

Date:

Patient, Parent or Adult Guardian

Witness: Date:
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Thomas J. McGarry, D.D.S., Inc.
Susan E. Brackett, D.D.S., M.S.
Lars O. Bouma, D.D.S., M.S.
4517 Memorial Circle

Oklahoma City, OK 73142
405.755.7777 Tel

. . 405.755.7169 Fax
Implant & Prosthodontic Associates www.implantassociates.net

Patient authorization to release information to family/qguardian

I hereby give permission to Doctors Thomas J.
McGarry, Susan E. Brackett and Lars O. Bouma to release any medical or
dental information concerning me including: appointment, treatment and
account information to the people listed below:

Name: Relationship:
Phone:

Name: Relationship:
Phone:

Name: Relationship:
Phone:

Patient signature: Date:

Witness:

Privacy Requests

¢ No Phone Calls

¢ No Correspondence

¢ Disclosure Restrictions
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Thomas J. McGarry, D.D.S., Inc.
Susan E. Brackett, D.D.S., M.S.
Lars O. Bouma, D.D.S., M.S.
4517 Memorial Circle

Oklahoma City, OK 73142

405.755.7777 Tel
: : 405.755.7169 Fax
Implant & Prosthodontic Associates www.implantassociates.net

Photographic Image Release

Please note that photographs will be taken and retained as part of your permanent
dental record, including patient recognition pictures. Photographs may also be
utilized to communicate with dental technicians regarding the appearance of your
restorations.

Photographs & images of patient treatment provide valuable information that can be
utilized in educational seminars, professional dental publications, website postings, etc.
Implant & Prosthodontic Associates (IPA) in conjunction with the South West Center for
Dentistry conducts such business.

As the prosthodontists and staff of IPA are dedicated to the highest standards of care for
our patients and to the improvement of the specialty of prosthodontics, we would like to
ask your permission to use anonymous photographs of your treatment if the images prove
helpful in explaining a technique or a concept. Please indicate below, the photographs
that you are willing to release, byc hec ki ng ei t her “yes” or

| volunteer the use of the following photographs or images:

My Mouth (including teeth,

gums, restorations, etc.) Yes No
My Smile Yes No
My Entire Face Yes No

My signature below consents to and authorizes the use of the photographs/images | have
indicated to be used in a professional manner as described above.

Signature Date

Ver 1.25.07 7
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By signing this form, I hereby agree that I have been
given by Doctors Thomas J. McGarry, Susan E.
Brackett, and Lars O. Bouma a copy, with the
opportunity to read, the new HIPPA (Health Industry
Patient Privacy Act) regulations. These regulations
are present on pg. 9 of the Patient Health
History/Release form documents provided. As of
April 14, 2003 I understand these regulations will be
effective and enforced by this office.

X Date:
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NOTICE OF PRIVACY PRACTICES

This notice describes how dental/medical information about you may be used and
disclosed and how you can get access to this information. This notice describes the
privacy policies of our office and does not govern the independent practices or operations
of others. We do understand that dental and medical information about you and your
health is personal. This notice applies to all of the records of your care generated by this
office whether made by staff personnel or your personal doctor(s) and/or billing
information. You will note no information will be released about you, your treatment or
payment history unless a signed release accompanies the request for information. There
are some instances as directed by law that will require us to release information without
your signed consent. They are listed as well.

We may use and disclose dental/medical information for treatment, payment,
office operations or scheduling, appointment reminders, treatment alternatives, advising
individuals involved in your care, as required or directed by law, military reasons,
worker's compensation claims or illnesses, p
such as audits, investigations, inspections and licensure, lawsuits and disputes through
court order, to coroners, to medical examiners, to funeral directors, to national security in
accordance with intelligence activities, to protective services for the President and others
as directed by authorized persons, to correctional institutions.

YOUR RIGHTS REGARDING DENTAL/MEDICAL INFORMATION ABOUT YOU

You have the right to inspect and request a copy in writing of your medical or
dental health information and amend your records by submitting the amendment in
writing stating reasons to support the amend
but you may place in writing your opinions or notes to be recorded in your file. You have
a right to notation of all disclosures, to restrict the information we disclose or limit the
content to persons assisting with your care, to restrict or request a special or direct way of
communication.

We reserve the right to change this notice. You have the right to obtain an
additional copy of this notice at any time.

If you believe your rights have been violated at any time, you may contact or
submit your complaint in writing to the Office Manager who in turn will notify the
doctors. If we cannot resolve your concern(s), you also have the right to file a complaint
with the Secretary of the Department of Health and Human Services. The quality of your
care will not be jeopardized nor will you be penalized for filing a complaint.

Other uses and disclosures of dental/medical information not covered by this
notice or the laws that apply to us will be made only with your written permission. If
you provide us permission to use or disclose medical information about you, you may
revoke that permission, in writing, at any time. If you revo ke your permission, we will
no longer use or disclose dental/medical information about you for the reasons covered
by your written authorization. You understand that we are unable to take back and
disclosures we have already made with your permission, and that we are required to
retain our records of the care that we provided to you.
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