Scott Nagy, DDS, Ltd.

IMPORTANT FACTS REGARDING YOUR INSURANCE

We strongly feel our patients deserve the best possible dental care we can provide, In an
effort to maintain this high quality care, we would like to share with you some facts about
dental irisurance.

FACT#1

Dental insurance is meant to be an aid 10 help restore your mouth to sound dental health.
It has been the experience of many dentists that patients have gotten the impression their
insurance plan will pay up to 80%, even 100%, of their dental fees. In spite of what you
are told by your insurance company, we've found many plans cover between 40-50% of
an average fee. For the same procedure, some plans pay more - some pay less. The
amount your plan pays is determined by how much youremployer paid for the insurance
plan. The less paid for insurance. the less you will receive in benefits. The more paid, the
better benefits you will receive.

FACT #2

It has been the experience of many dentists that companies sometimes tell their clients
certain dental fees are “above the usual and customary fee” rather than tell them that the
insurance benefits are toe low.

We know that some companies do not update fee schedules regularly, even with the cost
of living index. Remember, since the insurance company must make a profit, you can
only get back in benefits what your employer puts in, less the profit the insurance
company wants (0 make,

FACT#3

Please read your policy so you are fully aware of any limitations of the benefits provided.
Insurance carriers do NOT cover many routine dental services. In fact, some preventive
procedures are not covered at all.

FACT #4

Coinsurance payments are duc at the time of treatment, Insurance is submitted after
each visit, however, the patient is responsible for the total fee and will be expected to
make up for any deficiencies in the insurance coverage.
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Scott Nagy, DDS, Lid.

[ have received 2 copy of “IMPORTANT FACTS REGARGING DENTAL
INSURANCE” and | am aware that it is my responsibility for knowing the terms of my
inswrarice coverage. Including, but not limited to, knowing my in-network and
out-of-network coverage, deductibles, x-ray coverage, maximum anpual beneflt and
CO-INSurance paymenis.

[ further undersiand thai Dr. Nagy’s office will estimaie my benefits based on ihe
information given by me and by my insurance provides, but that coverage or payment
is not guaranieed.

Signature : Date

[ am aware thai | may be charged a cancellation fee if I do noi give Dr. Nagy’s office at
ieast two working days notice before cancelling an appointment.

Signature Date

1 am aware that [ wili be responsible for any balances not paid by my insurance provider
after 60 days.

Signamre Date

if you have any questions, please ask BEFORE you start treatmeni. 4 copy of this form
can be made for you at your request

Woodlinsurance) pisrespeasibd ityform



Scott Nagy, DDS, L.

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 1o give you this Notice about our privacy practices, our legal duties, and your rights conceming your health
information, We must follow the privacy practices that are described in this Notice while it is in effect.  This Notica
takes effect 4/14/2003, and wall 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. We reserve the right to make the changes in our privacy practices and the new
terms of our Notice effective for all health informaticn that we mamtain, mcuding 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 tme. 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 Notica.

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 or dischose your health information to a physician or other healthcare provider providing
treatment 1O you

Payment: 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 coanection with our healthcare
operations Healthcare operations include quality assessment and improvement aclivites, reviewing the
competence or qualiications of healthcare professionals, evaluating practitoner and provider performance,
conducting traming programs, accreditation, certification, licensing or credentialing activities,

Your Authorization: In addition to our use of your health information for treatment, payment or heatthcare
operaticns, you may give us written authorzation to use your health information or to disclose it to anyone for any
purpose.  If you give us an authorzation, 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 those described in this Notice,

To Your Family and Friends: We must disclose your health information 1o 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 with your healthcare or with payment for your healthcare, but only if you agree that we may
do s0.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notfication of
(including identifying or locating) 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 price 10 use or disclosure of
your health information, we will provide you with an opportunity to objed to such uses or disclosures. In the event of
your incapaaly or emergency circumstances, we will disdose health mformation based on a determination using our
prefessional judgment disclosing only health information that is direclly 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 mferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies,
x-rays. or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing commanications without
your written authorization,

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 disclose your health information to approgriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes, We may
disclose your health information to the extent necessary 1o avert a sericus 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
cerain circumstances. We may disclose to authorized federal officials health information required for lawful
intefligence, counterintelligence, and other national security activities. . We may disclose to correctional nstitution or
lzw enforcement official having lawful custody of protected heaith information of inmate or patient under certan
circumstances.

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

PATIENT RIGHTS

Access: You have the right 1o look at or get copies of your health information, with limited exceptions.  You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access to your health information, You
may obtain & 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 us a letter to the address at the end of this Notice.  If you request copies, we will charge you $25 for staff
time 1o locate and copy your health information, and postage if you want the copies maided to you. If you request an
alternative format, we will charge a cost-based fee for prowding your 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 21 the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receiwve a list of instances in which we or our business assocates
disclosed your health information 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 requests.

Restriction: You have the right 1o request that we place additional restrictions on our use or disclosure of your
health information.  We are not required to agree to these additional restrictions, but i we do, we will abide by our
agreement (éxcept in an emergency).

Alternative Communication: You have the right 1o request that we communicate with you about your health
infoemation by afternative 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 payments will be
handled under the alternative means oc lecation you request.

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 shouki be amended.) We may deny your request under certain
circumstance.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concems, please contact us.

If you are concemned that we may have viclated your privacy rights, or you disagree with a decision we made about
access 10 your health information or in response 1o 2 request you made to amend or restrict the use or disciosure of
your health information or to have us communicate with you by altemative means or at alternative locations, you may
comptain to us using the contact information ksted at the end of this Notice.  You also may submit a written complaint
to the U.S. Department of Health and Human Services. We vall 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.
Contact Officer: Sheona Terry

Phone 440-322-3338
Address: 405 Ohio St.  Elyria, Ohio 44035

© 2002 Amencan Dental Association
Al Rights Resenved

Reproduction and use of this form by dentisis anc their s1afT & parmmed.  Any other use, duplcahon or dsinbuticn cf this sorm by any cther pary
guanes the pace wiitten appeoval of the Amencan Dental Asscoabion

Thias ¥ orm o educaticna only, dces not constitute legal advice, dmd covers only federdl, not state, law (August 14, 2002).



Scott Nagy, D.D.S., Lid.

ACKNOWLEDGEMENT OF RECEIFY OF
NOTICE OF PRIVACY PRACTICES

, **¥You May Refuse to Sign This Acknowiedgement™

' _have receved 2 copy ¢f this office’s Notice of

Privacy Praciices.

{Please Prnt Name}

e

{Signaiure}

{Daie}

For Office Use Only

We atiempied 10 obtain writlen acknowiedgement of receipt of our Notice of Privacy Praclices, b
acknowledgemeni could not be obiained because:

£l Indraidual reiused ¢ sign
Communications barriers prohibited obiaining the acknowledgement

dJ
i An emergency situation prevented us from obtaining acknowledgement
] Other (Please Specify)

© 2002 Amencan Denlal Asscoabon
AR Righis Resensed

RApeotuCi 00 and use of U5 Y0rm Dy Gendisis and thed S:af 15 permeied. Ary CINEr use CURICEREN O Gisrtulon O TS aIm Dy 3ny Oiner Dy requres
e pADT wATen Zppatnal of the Americen Dartadl Asscoation

TIvs Form i3 edusational only, doas ff CONSTITUTE legd 20V 08, I8 COvers Only FEORMN, NOT 51300, Lam (Augus: 14, 2002§



; Today'sDate: _______/

Patient Name:

File #_

LAST " FIRST M
*_| What You Prefer To Be Called: o O MaleQ Female |
(Bithdate: __{ [ Age: SS# o [ A A e
Mailing Address: = ey ;
Address:_ s Sagerf’
€| iy STATE ZIP
“| Home Phone #: (_______)___ e AN SJR 2
‘:J Work Phone #: ( ). Ext: -4 Phone #: ( ) -
A Cell Phone #: ( ) A L Bl Insured's ID#:___ . A
E-mail Address: A it MR Group # (Plan, Local, or Poliey 4
Referred By: PRSI ¢ Insured's Name:- e TS ,
| Employer:. PEARL How Long? __ % | Relation: — _DateofBith:___/
‘ﬁ Employer's Address: Insured’s Employer: __ “ntl. L
Rt ¢ DN 3 x " Secondary Dental Insurance
cITY STATE 2P ;
Occupation: ' AN 4%, Co. Name: -
| Status: 3 Minor O Single O Married O Divorced O Separated O Widowed Address:______ S— -
 Spouse’s Name: _ . - 2 oy STATE F
. Do you have chnldren° OYes QONo How many" “| Phone & ( ) i ‘
N e e R 5= TR e i s ]
Group # (Plan, Local, or Policy #);___ 3

2
, < <
' Person ultlmately responsible for account

k.

Name:

Relation: :
Billing Address:

. CY E STATE 2P
: SS #:
! Drivers License #: 3 e
'Work Phone #: ( Db e
Payment method: Q Cash O Check
A :
% i

, A Credit Card - Enter card # above {if aocepuea)

]
| inwials rights and benefits directly o the provider for

l services rendered. | fully understand | am solely responsi-
{ Ble for any balance not paid by my insurance company
: {if offered at this office).

PR e

A .

AccouNT NFO B

_ | hereby authorize assignment of my insurance .

' Insured's Name:
Relation:
Insured’s Employer:

Person Not lemg

Dateof Birth: __ ¢ [

mmw- e T
; Whomshouidweoontqct?:g?m”;v

Fielat’iér'{:f o
Wotk Phono*#‘ ( ok
Cell Phone #: ( )_.'
Who is your Medical Doctor?
Meducal Dochoc’s Phono # ( :

Y -)

I R




*

*

HET | A DENTAL INFORMATION
eblg=s= | Reason for today’s visit: Q Exam Q Emergency
jAre youinpain? QNoQYes Howlong?
Please indicate & any of the following problems:
Q Discomfort, clicking or popping in jaw. O Lost/Broken Filling(s) Q Stained teeth

0 Consultation

Q Red, swollen or bleeding gums. Q Teeth grinding d Locking Jaw
Q Sensitive tooth, teeth or gums. Q Ringing in Ears 0 Bad breath
i, Q Blisters/Sores in or around the mouth. Q Broken/Chipped tcoth
% Q Other: AL LD RN R Cs, o T A
) ,' , Do you require pre-medication? QO ch 3 No O Dont know
Previous Dentist:
-4§$ Feame Y — ) ~Phooex
o | Last Dental exam: / { LastOental X-rays: __ [ ¢
| Times a day you brush? Times a week you floss? ___

How would you rate your smile? owean1 2 3 4 5 6 7 8 9 10 saw
T T i W?:_—

MEDICAL UISTORY

“{What type of tooth brush bristles do youuse? O Soft Q Medium 2 Hard

5% < :*v""
Are you taking any of the following medlcatlons? Q Nerve pilis O Pain killers (including aspirin) :
_.l Muscle relaxers O Stimulants . 0O Blood Thinners Q1 Tranquilizers Q nsulin (%
= Otherls): Pl se ISt o R T N e e e N P
Do you have or have you had any of the following diseases, medical conditions or procedures? =
%] ¥ N Hearnt Attack / Stroke ¥ N Thyroid Problems Y N Cancer/Tumors Y N Cosmotic Surgery ;
Y N Hean Surg/Pacemaxer Y N Kidnay Proolems Y N Shingles Y N Xray or Coball Treatment |
Y N Hean Murmur Y N Liver Problems Y N Hepalitis Y N Chemotherapy !
i Y N Bheumatic Fever Y N Respiratory Problems Y N HIV+/AIDSIARC - Y N Asthma :
| Y N Mitrad Valve Prolapse Y N Sinus Probtlems Y N Anhiitis/ Rheumatism Y N Oifficulty Breathing
Y N Anificial Valves Y N Stomach Problems/Jicers Y N Anificial Bones/Joints Y N Ciabetas/Hypoglycemia | —ut
Y N Heant Disease Y N Psychiatnic Prcblems Y N Emphysema Y N Leukemia
Y N Congenital Heart Dedect Y N Venereal Disease Y N Faining'Seizures/Epilepsy Y N Anemia
Y N Chest Pains Y N AlcoholDrug Abuse Y N Severe/Frequent Headaches Y N High/Low Blood Pressure
Y N Scariet Fever Y N Tuberculosis TB Y N Frequent Neck Pain Y N Bleedng Problems
. Y N Nenousness Y N Jaw Problems TMOTMD Y N Back Problems Y N Glaucoma
" Please list any other surgeries or medical conditions you have or evoy DadEEFE S AS e R.
. Are y0u allergic to any of the foliowing? Q Latex Q Penicillin / Amoxicillin Q Tetracycline Q Aspirin B‘ -
J Dental Anesthetics QOthers: . ___ ... ,
Do you use tobacco? ONo O Yes/Howwused? .~ Howmuch? _ = Howlong? . __ |
‘Please rate your general healthfrom 1-10:______ Do you wear contact lenses? QO Yes 0 No
: Have you ever taken the drug Phen-fen and or Redux? O Yes O No
™ Eor women: Are you taking Birth Control pilis? Q Yes O No How many children have you had?_____ |
; Are you Pregnant? Q No O Yes/How long?_______ Are you nursing? Q Yes Q No -
T e 2‘15:'7-‘ G meniiy . o
o 5 - " = AR L m.“"w
. ® Wae invite you to discuss with us any Questions regarding our services. The best Dental health services are based ,U,,,(é{-c-
on a Iriendly, mutual understanding between proyvider and patient.
8 Qur poiicy requires payment in full for all services rendered at the time of visit, unless other arrangements have been et el

made with the business manager. If account is not paid within 90 days of the dale of service and no financial = °° o
arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and

| _any other expenses incurred in collecting your account. " Commens

® | authorize the stall 1o perform any necessary savices needed during diagnosis and treatment, | also authorize the “wams — Gue :

provider to release any information required 1o protess insurance claims.
® | undersiand the above information and guarantee this form was complated correctly to the best of my knowiedge [t
and understand i 5 my responsibility to uﬂorm mls office of any changes to the information | have provided. — el

Insals Com
Signature : D R R g
» AUl Patiere o Parest o Geardan J Spouse Commens




