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" {Jong K. Byun D.D.S. PLLC}

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement™

| have received a copy of this office’s Notice of Privacy Practices.

{Signature}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

O O O 0O

Other (Please Specify)

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party requires
the prior written approval of the American Dental Association.

This Form is educational oniy, does not constitute legal advice, and covers only federzal, not state, law (August 14, 2002).



Dr. Jong K. Byun
114 W. Main Street 1 a

P.O. Box 219 l
Yadkinville, NC 27055

Payment Policy and Appointment Agreement

We are committed to providing you with the best possible dental care. Our fees
reflect our professional commitment to excellence. If you have dental insurance,
we are happy to help you receive your maximum allowable benefits. In order to
achieve these goals we need your understanding of our payment policy. For the
convenience of our patients, we offer the following methods of payment of fees:

B

2.

Payment in full by cash, check, Visa or MasterCard is expected at each visit.

We gladly accept insurance assignment, but require that the deductible and
percentage of non-covered fees, be paid as services are rendered. In the
event of duplicate payment, you will be reimbursed.

. For crowns, bridges, root canals, partials, dentures, appliances and bleach

trays, ¥ of the total is due at the initial visit when impressions are taken and
before they are sent to the lab. The balance is expected upon completion of
the procedure.

IT IS IMPORTANT TO REALIZE; HOWEVER, THAT:

A.

O W

[T]

Your dental benefit program is a contract between you, your employer, and
the insurance company. We are not a party to that contract. This office files
your insurance as a courtesy to you.

. Fees are subject to change without notice prior to starting treatment.
. Not all dental services are a covered benefit in all contracts.
. You (not your insurance company) are responsible to us for all fees for

services rendered to you.

. A pre-treatment estimate will be provided upon request. This may require

x-rays and take 4-6 weeks for response of benefits.

Please be aware that any person bringing a child to our office is legally responsible '
for payment of all services rendered on behalf of that child.

There will be a $25.00 fee per appointment after three broken appointments.

Signature of Person Financially Responsible Date



Jong K. Byun D.D.S. PLLC

Consent For Use And Disclosure Of Health Information

Purpose of Consent: By signing this form, you will consent to our use and disclosure of
your protected health information to carry out treatment, payment activities, and
healthcare operations.

Notice of privacy practices: You have the right to read our Notice Of Privacy Practices
before you sign this consent. Our notice provides a description of our payment activities
and healthcare operations, of the uses and disclosures we may make of your protected
health information, and of other important matters about your protected health
information.

We reserve the right to change our privacy practices as described in our Notice of Privacy
Practices. If we change our privacy practices, we will i1ssue a revised Notice of Privacy
Practices, which will contain the changes. Those changes may apply to any of your
protected health information that we maintain.

[ understand that, by signing this consent form, I am giving my consent for use and
disclosure of protected health information to carry out treatment, payment activities and
health care operations with referring offices and insurance providers..

[ consent that you can leave detailed phone messages on an answering machine and
discuss protected health information with the following people.

>

By signing I authorize the release of protected health information.

Signature: Date:

Right to Revoke: You will have the right to revoke this consent at any time by giving us
written notice of your revocation.

[t this consent 1s signed by a personal representative on behalf of the patient, complete
the following.

Personal Representative’s Name:

Relationship to Patient:

You may obtain a copy of our Notice of Privacy Practices by contacting our office at
336-679-2181



Welcomel

Please take a few minutes to answer the following questions
SO we can better assist you with your dental needs.

Patient Information

Date | Soc. Sec. # | Birthdate -

Name ) -
Last Name First Name initial

Address

Home Phone () Cell Phone ()

City . State Zip

Sex: UM WU F W Minor U Single W Married W Long Term Partner

J Divorced J Widowed [ Separated

Employer _ Business Phone ( )

Business Address | Occupation

Who should we thank for referring you?

In case of emergency, who should we contact?

Phone( )

Notes:

e e e T aea .

15-058D-JWCo.
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Name Birth date

Correct answers to the following questions will allow your dentist to treat you on a more individual basis, pro viding the care appropriate for your partif: ular'
needs. Circle yes or no, whichever applies, in response to the following questions. Your answers are for our records only and will be considered confidential.

DENTAL
1. Are you having any discomfort at this tiMe ...........coiiiiii Yes No
2. Have you ever had any serious trouble associated with previous dental treatment?...............o Yes No
If so, explain
3. Does dental treatment make you nervous? No Slightly Moderately Extremely
4. Date of last dental visit
5. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ..., Yes No
If so, when?
6. How often do you brush
Brush is: Soft Medium []  Hard [
7. Do you have or have you ever had any of the following?
MOUTH TEETH
Bleeding, SOre guMS ........cccoeviieeiiiiiiieeinnnnee. Yes No LOGEE 1ol o omemmnmsnnsmmammranmsrm Yes No
Unpleasant taste/bad breath........................ Yes No Sensitive to Not ....ennii Yes No
Buming tongue/lips ...« s Yes No Sensitive to Cold........cccoiviiiiiiiiiiiiiian, Yes No
Frequent blisters, lips/mouth........................ Yes No Sensitive 10 sSWeBIS ... unminnmnississis Yes No
Swelling/lumps in mouth ..............ccooeiin, Yes No SERSHIVE 16 DIND.cossnnmommesmmmumnese Yes No
Ortho treatments (braces).......... T Yes No Food Impaction ........coeeeeiieiicce e Yes No
Biting cheake/liPs .....ssammmusmemimams Yes No Clenching/grinding .......cccccoeeeiveieiineeiie e, Yes No
Clicking/popping JaW .......c.cccueeieriiiinieeniinnn. Yes No If so, when
Difficulty opening or closing jaw................... Yes No SHHNG 1 BN onvvinivmmvmnmmissssassimss Yes No
8. Do you use the following? Changs: i Bl ..comenmsausimammesmnassoms Yes No
EUPRAREING oo A B 5 00 A R A A A S N A A A SRR AR B SRR S B Ao R Yes No
D ENtAl flOSS .. et ee s e, e A RS ST R RS BT Yes No
e e i1 - o —— Yes No
Other
MEDICAL
1. Has there been any change in your general health within the past year ... Yes No
2. My last physical examination was on
3. Are you now under the care of @ PhYSICIAN. ... s Yes No
If so, what is the condition being treated
4. The name and address of my physician is
5. Have you had any serious iliness within the past five (5) Years ...........oo i e YOS No
f so, what was the illness ' -
6. Have you been hospitalized or had an operation within the past five (5) years...........cccoi Yes No
If so, what was the problem
7. Do you have or have you had any of the following diseases or problems
a. Rheumatic feveror rheumatic heart JISOASE . .ciiinsiisrsis it s s s s G S T S RS SR I ETES VAR O TV E AR TSP S Yes No
o e e e T T N ———— Yes No
c. Cardiovascular disease (heart trouble, heart attack, heart murmur, coronary insufficiency, coronary occlusion,
high/low blood pressure, arteriosclerosis, Stroke, B1C.) ..........ooiiiiiiiiiii e Yes No
1) Do you have pain in chest upon eXertion............c.coooiviiiiiiiiiiiiienneene e, o O Yes No
2) Are you ever short of breath after mild @XerciSe ............ccvuuuimuiuisessussmsmsasmmsisisrsmssssmssssmeaimsesssessssss s Yes No
B Do VBUF B SR conuummmmmmrmsrressmmenmsmmamsmossmc o R R AT STV bR S b Yes No
4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep..............ccceeiniinnnnen, Yes No
d. Artificial or replaceMBNt VAIVGES .z wiussssssmssssssomisnsmssmeves o s s v s o s S S T A AR A AR ST s AT ST Yes No
B, P ACEIMAKET oo e oo eeee e eeeeeetteieeeeeeeeetaeeeeeseatasneeesestatieaeeeettathaeeeaea e aeettahh e et e e earhaaes Yes No
- 11T (o L O OO OO PP PP PP SO Yes No
Q. SINUS TOUDIB .......c...criinciiciineinisrnssransssnnsssnsesssesssanioisssses sassssnnssasssssasnns s9asad bansessnas o3 435 0300 0FEN S48 S UAISIFS LR SIERIBIRR SIS SRTOS ORGSR TR TS Yes No
[, AU OF DY DOV ... oo 55050 R 5 B S N 4 OB S SRR S Y S F NS SR VI ST O U PP E T s ans Yes No
. VS OF BUSKID TG s s dosich 5 5555005545 T3 5 N AR S R AN S S TSR RS VE B B ST SN (S S S RSO SR UL VR IR KT AR P e n N Yes No
. FAINIING SPEIIS OF SBIZUIES ..o Yes No
. DBABOABE . ... ..o imarsrsemmyss s s smRm seman s B TR A A R TSRS RO PPURRPTRPPPRS Yes No
1) Do you have to urinate (pass water) more than six imes @ QaY................cooiiii Yes No
2)  Are you thirsty mUCh of the HME ... Yes No

3) Does your mouth frequently DECOME Iy .........coiiiiiiii Yes No



. Hepatitis, jaundice OF IVEr QISEASE ...........ciuiiiuiiiiniiiiii i ettt s s Yes
m. Arthritis or inflammatory rheumatiSM ... ..ot e Yes
n. Artificial or replacement joints, ProSthetiC ............coiiiiiiiiiiiiiiii Yes
o. Digestive system—Uicers or stomach disorders (COlItIS) ...........oouuiiiiiiiiiii Yes
D. KidNOY trOUDIE ........oeuniiniiiiiiiiiiiiiini e sttt s sttt s sttt s st Yes
Q. TUDBICUIOSIS  .....vueiiiieetiie ettt et e e e e b e L e s e e e s e e e L L s et e s s st e st st Yes
r. Persistent cough or cough Up bloOd ........iiiiiiiiiii s Yes
s. Immune System disorders (including AIDS, HIV, ARC) ..o Yes
£ VONOTOAI QIBBASE.  .......civsorsvsisesossssssesssssssnsssssenanssssesnssssssisisissivedisiss e ssusmisisseiassimminisrmvismerusersesseseres Yes
u. Other_____ B 1 ) o Yes
8. Have you had abnormal bleeding associated with previous extractions, surgery, Or trauma ................cocoeeiiiniin. - Yes
a. DO YOUDIUISE @aSIlY ........coeiniiiiiiiiiiiiiiiiiiiii i sttt s s s e s Yes
b. Have you ever required a blood transfuSioN ............cooiiiiiiiiiii Yes
If so, explain the circumstances & when o - .
9. Have you ever tested positive for the AIDS VIFUS ... s Yes
10. Do you have any blood disorder SUCh @S @NeMIA ..........oiiiiiiiiiii et s s st st es ., Yes
11. Have you had surgery or x-ray treatment for a tumor, growth, or other condition ................cooiii Yes
12. Are you taking any of the following:
8. ATHIDIOHCS OF SUIE TIUGS .. voc e vommmnnsinssisi s 5500 05555758 505 5400 8 S 4 R0 SR SR B SRS S AN ORI sy P A wew s es sussmans Yes
b. Anticoagulants (DlI00d thiNNers) ..........cccciciiiiiiiiiiiiiiiiiiriiiiiiiiieiiiirrietiieertsseretestsastesaittasatisattetassstesssassons Yes
c. Medicine for high DIOO PreSSUNe ............iciuiiiiiiiiiiiiiiiiiiiiiiiiiiete ettt rresaereresetatttertasasaiasasasesiosststsnsasasasasasases Yes
d. COrieon® (BABTOIIB]  «.ovwsusses smsssrmmsnss s s s srrevesrssessrsvsstssssasmeansans easansnes s SR EhEs SERHERTEVEIHVI N RO TEENS Yes
O E s T R —————e ey PR BT C R P Yes
[ ATRIIBEEINIIIGG . . .. ooosionvnssmsn o ammmnas s seossensssias s smmmmnssnasmes iais s b dis 6 SA A S H S R RN S SR MRS RN SRR TR RS Yes
o TR - 0= o1 T R TETIeY Yes
h. Insulin, tolbutamide (Orinase) or similar drug for diabetes ............ccceiiiiiiiiiiiiiiiiiiiiiinii s e Yes
i. Digitalis or drugs for hearttrouble ............ccocciiiiiiiiiiiiiiiiiiiirrr st s s s s s e e Yes
TR Lo o1 YZ o= £ 1 S P P PRI TY Yes
k. Other medications Yes
. If “Yes” to any of the above, state drug name, dosage and frequency __ o

13. Are you allergic or have you reacted adversely to:
f. LOGAI BNBSINOUGE ....cvvuin commvny sommmumen s sn sosnmanmis s mmsn mnos emncsoninhs 4550 5405 850 EREHERNIH RIS RES R SR AR NS PR S SRR AT WA SRS E NS Yes
.. Ponicillin OFf T ANTIDIONICS ... v rssmns 5055 50,005 60 AR AT A BT B S GRS S R 0 TSR U S S MO Ve e Ny S w ws Yes:
R L s 4 R VR RN ———r ol A Yes
d. Barbiturates, sedatives, or SIEPING PIllS......einiiniiii i it st e s r e e et e s e s e e e Yes
O. ASBDIMIN ..ivvurnierunmeeincesmersrirmsasnonseassnenssnsmsessasssssnssssasnsesssssssesosssssssssssssssnssssssssesssnstnessassssssressssssssserassassnsssssss Yes
T T D N T — Yes
g. Codeine or other narcotics Yes
h. Other_ Yes

14. Do you use any tobacCO ProdUCES ...t e ettt sttt sttt s atn et st s sstasaaenatananas Yes
If so, how much per day and what = o

15. Do you use any alcohol ProdUCES ..........cciiiiiiiiiiiiiiieiiiueitiriarieiiirieestereriettestnestitestaeitestsssasstassessrsstasaassssastassnns Yes
If so, how much per day/week/month and what - -

16. Do you use any caffeinated products (coffee, tea, chocolate, etC.) ... Yes
If so, how much per day and what - L L B -

17. Do you have any disease, condition, or problem not listed above that you think | should know about ....................oe. Yes
If so, explain ) .

18. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation ....................ocien. Yes

19. Are you Wearing CONtACE IBNSES ... . ..o e Yes

20. Are you experiencing stress or pressure in your work or at home ... Yes

WOMEN

7 T - (= 3R o LU I o L= T = T PRTR Y Yes

22. Do you have PMS or problems associated with your menstrual period ...............cooiiiiiii Yes

23. Are you taking birth control or hOrmoNe thEraPY ...........oiiiiiiiiiiiiii e Yes

Remarks:

To the best of my knowledge, all of the preceding answers are true and correct. If | ever have any change in my health or change in my-medication,
| will inform the dentist at the next appointment.

Signature of Patient

T T p———— e p——]

Date Signature of Den

No

No

No
No
No

No
No
No

—————'———T———__'—_—_‘__

Date



