Drs. Elam, Vaughan and Fleming

A Nashville Tradition of Excellence®

D A A 2125 Blakemore Avenue
Nashville, Tennessee 37212

(615) 383-3690  fax (615) 383-3697

We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions, we’ll be glad to help you.
We look forward to working with you in maintaining your dental health.

Patient Information

Date Pt. # Home Phone ( )

Name Last Name First Name T Initial - Soc. Sec. # -

Address

City State Zip

Cell Phone ( ) Email Address

Sex OM [OF Age Birthdate O Single [ Married [ Widowed ([OSeparated O Divorced
Patient Employed by Occupation

Business Address Business Phone ( )

Whom may we thank for referring you?

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

imary Insurance

Person Responsible for Account

Last Name First Name Initial
Relation to Patient Birthdate Soc. Sec. #
Address (if different from patient’s) _ Phone ( )
Person Responsible Employed by Occupation
Business Address Business Phone ( )
Insurance Company.
Contract # Group # Subscriber #

Name of other dependents covered under this plan

Additional Insurance

Is patient covered by additional insurance/ [Yes [INo

Subscriber Name Relation to Patient Birthdate
Address (if different from patient’s) Phone ( )
Subscriber Employed by Occupation
Business Address ) Business Phone ( )
Insurance Company Soc. Sec. #

' Contract # Group # Subscriber #

Name of other dependents covered under this plan

Please Complete Both Sides




Dental History

Reason for Today's Visit Date of last dental care

Former Dentist
Address

Date of last dental X-rays

Check (v) if you have had problems with any of the following:

[] Bad breath {1 Grinding teeth {1 Sensitivity to hot

(3 Bleeding Gums [J Loose teeth or broken fillings [ Sensitivity to sweets

3 Clicking or popping jaw [ Periodontal treatment [0 Sensitivity when biting

(d Food collection between teeth O Sensitivity to cold {3 Sores or growths in your mouth

How often do you floss? How often do you brush?

Medical History

Physician's Name Date of Last Visit

Have you had any serious illnesses or operations? O Yes [1No If yes, explain

Have you had a serious head or neck injury? O Yes [ No If yes, explain

Are you on a special diet? [1Yes [No Do you use tobacco? [1Yes [0 No

Have you ever had a blood transfusion? O Yes [JNo If yes, give approximate dates

(Women) Are you pregnant? [1Yes [No Nursing? (JYes [ONo Taking birth control pills? CJ Yes [ No

Do you have, or have you had, any of the following:

O AIDSHIV Positive [ Cold Sores/Fever Blisters [ Glaucoma [ Kidney Problems {1 Sickle Cell Disease
[0 Alzheimer’s Disease {J Congential Heart Disorder {0 Hay Fever [J Leukemia [ Sinus Trouble
[ Anaphylaxis {0 Convulsions [ Heart Attack/Failure [ILiver Disease 0 Spina Bifida
[J Anemia [ Cortisone Medicine [ Heart Murmur [1Low Blood Pressure 0O Stomach/Intestinal Disease
0 Angina [ Diabetes [ Heart Pace Maker [ Lung Disease [ Stroke
[ Arthritis/Gout [ Drug Addiction [0 Heart Trouble/Disease [0 Mitral Valve Prolapse [0 Swelling of Limbs
{0 Artificial Heart Valves [ Easily Winded {1 Hemophilia ([0 Pain in Jaw Joints [ Thyroid Disease
{0 Artificial Joints {0 Emphysema 0 Hepatitis A [ Parathyroid Disease [ Tonsillitis
0 Asthma [ Epilepsy or Seizures [ Hepatitis B or C [1 Psychiatric Care {0 Tuberculosis
[0 Blood Disease [J Excessive Bleeding [J Herpes [0 Radiation Treatments {0 Tumors or Growths
[ Blood Transfusion [ Excessive Thirst [0 High Blood Pressure [ Recent Weight Loss [J Ulcers
(1 Breathing Problem (J Fainting Spells/dizziness {3 Hives or Rash {(J Renal Dialysis [J Venereal Disease
(J Bruise Easily {J Frequent Cough {0 HPV-Humanpapillomavirus [0 Rheumatic Fever [0 Yellow Jaundice
O Cancer [ Frequent Diarrhea I Hypoglycemia 0O Rheumatism
[0 Chemotherapy [ Frequent Headaches [ infective Endocarditis [ Scarlet Fever
[ Chest Pains {0 Genital Herpes [ Irregular Heartbeat [ Shingles

MEDICATIONS ALLERGIES

List medications you are currently taking: List any allergies:

Payment Authorization

l authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services rendered. | authorize
the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits.
I understand that | am financially responsible for all charges whether or not paid by insurance.

In case of default on payment of this account, | agree to pay collection costs and reasonable attorney fees incurred in attempting to collect on this account
or any future outstanding balances.

Signature Date




Aesthetic Questionnaire

Name Date

How do you feel about:

The current shape of your teeth?

The current color of your teeth?

The current alignment of your teeth?

The amount of teeth shown when smiling?

The amount of gums shown when smiling?

What make you feel uncomfortable with your smile?

Do you alter your smile in order to hide your teeth? YES NO_
Was there ever a time that you liked your smile better? YES NO__
Do you clench or grind your teeth? YES NO_
Do you ever wake up with headaches or sore jaw muscles? YES NO

If you could wave a magic wand to change your teeth and smile, what would you want
them to look like?




PAYMENT OPTIONS AGREEME
NT FOR THE OFFICE
DOCTORS ELAM, VAUGHAN AND FLEMING oF

To reduce our administrative costs and k
] eep our fees to you as low as possibl
we ask that you pay your copayment at the time you receive treatment.p o !

Please indicate below the method of i
: payment you intend to u
dental treatment, including-your copayment. g s fo pay foryour

PAYMENT OPTIONS

o Cash or check
¢ Visa, MasterCard, Discover, or American Express

LATE CHARGES

If | do not pay the entire new balance within 25 days of the monthly billing date, a
late charge of 1.5% on the balance then unpaid and owed will be assessed each
month (if allowed by law). | realize that failure to keep this account current may
result in you being unable to provide additional dental services except for dental
emergencies or where there is prepayment for addtional services. In case of
default on payment of this account, | agree to pay collection costs and
reasonable attorney fees incurred in attempting to collect on this amount or any

future outstanding balances.

Print Name

Signature Date



Dr's Elam, Vaughan, & Fieming

Acknowledgement of Receipt of Notice of
| Privacy Praciices
You may refuse io sign this Acknowledgement

, , have received

{Please Prini)

a copy of this office’s Naotice of
-of Privacy Practices

Signature
Date




Drs. Elam, Vaughan and Fleming

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 requi red by applicable federal and staie law to maintain the privacy of your health information. We are also
:regu:red .to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
z'nxorma?on. We.must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes efiect April 15, 2003 , and will remain in efiect uniil 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 information that we maintain, including health information we creat-
ed 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 Noiice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listad at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for freatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your healih 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 oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals. evaluaiing practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities,

Your Authorization: in addition io our use cf your healih information for treatment, payment or healthcare opera-
tions, you may give us writien authorization o use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitied 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 musi disclose your health information fo you, as described in the Patient
Rights section of this Notice. We may disclose your health information o a family member, friend or other person
10 the extent necessary io help with your healthcare or with payment for your healthcare, but only if you agree that

we may do so.

Persons Involved In Care: We may use or disciose health information te notify, or assist in the notification 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 arz present, then prior to use or disclosure of your
health information, we wil! provide you with an opporiunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
nhealihcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of nealth information.

Marketing Health-Related Services: We will not use your health information for marketing communications
without your writien authorization.

Required by Law: We may use or disclose your health information when we are required 1o do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible viciim of ather crimes. We may dis-
close your health information {o the extent necessary {o avert a serious threat to your heaith or safety or the health
or safety of others.




National Security: VWe may discloss to mil
ceriain circumsiances. We may discioss iormation reguired for lawful intelli-
gence. counterintelligence, and oiher nazeonaé s-ecurity act YWe may disclose to corvectional institution or faw
enforcement official having lawful custody of protected healin in;omﬂauon of inmate or patient under cartain circum-

stances.

tion of Armed Forcas personnel under

Appointment Reminders: We may use or disclose your health information io provide you with appoinimeant
reminders (such as voicamail messages. posicards. or letiers).

PATIENT RIGHTS
Access: You have the right to look i or get copies of vour health information. with limited exceptions. You may
request thal we provide copies in & format other than photocopies. We wil! use the format vou request unless we
cannat practicably do so. (You must make a request in writing to obtain access io your healih information. You may
obtain a form 1o request access by using ihe contact information listed at the end of this Notice. We will charge you
a reasonable cosi-based fee for exoenses such as copies and staff time. You may also requast access by sending us
a letter io the address at the end of this Notice. If you request copies. we will charge you $0. for each page,
3 per hour for staff time to iocate and copy your health information, and postage if you want the copies mailed
to you. If you request an aliernative format, we will charge a cost-based fee for providing your health information in
that format. If you prefer, we will prepare a summary or an axplanation of your health information for 2 fee. Contact
us using the information lisied at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associaies
disclosed your health infcrmation for purposes, other than treatment, payment, heaithcare operations and cerain
other activities, for the last 6 years, but not before April 14, 2003, I you request this accounting more than once in a
12-month period, we may charge you & reasonable, cost-based fee for responding to these additiona!l requests.

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

Alternative Communication: You have the right to request that we communicate with vou about vour health infor-
mation by alternative means or to aliernative locations. (You must make your rsquest in writing.) Your request must
specify the aliernative means or location, and provide satisfaciory explanation how payments will be handled under
ihe alternative means or location you request.

Amendment: You have the right io request that we amend your health information. (Your request must be in writing,
and it must axplain why the information shouid be amended.) We may deny vour request under ceriain circumstances.

Electronic Notice: if you receive this Notice on our Web site or by electronic mail (e-mail). you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
if you wani more information about our privacy praciices or have questions or concerns, please contact us.

If you are concerned that we may have violaied your privacy righis, or you disagree with & decision we made about
access to your health information or in response 1o a request you made to amend or rastrict the use or disclosure of
your health information or to have us communicate with you by alternatiive means or at alternative locations, you
may compiain to us using the contact information listed at the end of this Nelice. You also may submit a writien
comptaint to the U.S. Department of Health and Human Services. We will provide you with the address o file your
complaini with the U.S. Depariment of Health and Human Services upon request.

We support your right o the privacy of your healih information. We will not retaliate in any way if you choose to iiie
a complaint with us or with the U.S. Department of Health and Human Services.

Contact Officer: Helena Snow

Telephone: 615-383-3690 Fax: 615-383-3697

E-mail : www.dentistrvofnashville.com

Address:_2125 Blakemore Avenue Nashville TN 37212
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Al Rights Rsserved

Reproduction: and use of this fom by deniists and their steil is permitisd. Any cther use, duplication or disiribut:on of this form by 20
written aporoval of the American Dental Assosiztion.

This Form is educational only, doas not constitute legal advice, and covars only federal, not state, law (August 14, 2002).

¥ othier pariy raquires the orior




FINANCIAL AGREEMENT FOR THE OFFICE OF
DOCTOR'S ELAM, VAUGHAN, AND FLEMING ’

vour financial cbligation to our practice. YVe are cammiited 0
providing you with the highest quality dental care using only the best maierial and technology
available in the market today. We are also committed to providing you with up-fo-date information
and educational tools so that you may fully participate in maintaining optimum oral healih. This
ﬁqapc?a_l agreemeant is infended o facilitate our ability io provide excelient service to you while
minimizing our adminisiraiive cosis. :

This agreement is to inform you of

All charges you incur are vour responsibility regardless of your insurance coverage. We must
emphasize that as your dential care provider, our relationship is with you, our patient, not with your
insutance company. Your insurance policy is a coniract beiween you, your employer, and the insurance
company. Our office is not a pariy o that coniract. If paymeni from your insurance company is not
received within 60 days from the daie of service. you will be expecied to pay the balance in full.

As a courtesy o you we will help you process all your insurance claims. You may direci your insurance
company fo pay your benefiis directly to our ofiice by signing the authorization on the Assignment of
Benefits Agreement. In order for our office to file your insurance claim, you must bring a completed
dental insurance form or proof of insurance at sach appoiniment. ’

Your estimated co-payment for ireaiment, which is ihe amouni not covered by your insurance, is due at
the time service is provided. Your co-paymeni may be adjusted after the time of service depending upon
the final recongilliation of insurance paymenis. Our office accepis cash, personal checks, MasterCara.

Visa, American Express, and Discover. Ouiside financing is available through CareCredit upon

request and approval.

Returned checks and balances older than 60 days will be subject to collection-fees and finance charges

at the rate of 15% per month (18% annually).
Addiionally, our office will charge you for appoiniments that you do not keep and for appoiniments that
you do not cancel with a 48-hour noiice. )

ions 1 ing this financi nent. We are
Dlease do not hesitaie io ask if you have any questions ‘regarqmg th}s anancial agreement. W
i five experience in dental care.

committed to providing you with the mosi pos

Print Name of Pailent of Responsible Party

Daie

Signaiure _



