Brett M. Buckman, DDS MS American Association of

Orthodontic Specialists for Children and Adults Bucw AN Orthodontists — ;

8500 Bluffstone Cove, Suite A-10 ==
Austin, TX =

(512) 345--0311 ORTHODONT I

Patient Name:

Nickname: DOB:

Address: Gender:

City, State, Zip Code:

Home Phone: Parent E-mail:

Cell Phone:

How would you like us to contact you during the day? (Circle one)
Home Work Cell Email

CHIEF COMPLAINT(s):

Who can we thank for referring you to our office?

Dentist Name: Last Seen:
Is the patient currently under the care of a physician? Yes No
If so, for what reason(s)? Doctor Name:

Patients Hobbies/Interests:

If Patient is a Minor:

Name of Father: SSN:
Address: DOB:
City, State, Zip Code: Home Phone:
Employer: Work Phone:
Insurance Company: Cell Phone:

Insurance Phone:

Name of Mother: SSN:
Address: DOB:
City, State, Zip Code: Home Phone:
Employer: Work Phone:
Insurance Company: Cell Phone:

Insurance Phone:

Siblings not in treatment: Date of Birth

1.

2.

3.

Signature Date Relation to Patient




Welcome to Buckman Orthodontics! Please complete the following health questionnaire as completely as possible and
feel free to write additional information if necessary.

Please check the main concerns below:

Crowding (crooked teeth)_

Spacing ___

Mouth too small ___
Irregular shaped teeth ___
Missing Teeth ____
Impacted teeth ____
Flared or Buck teeth ____
Overbite ____

Underbite ___

Crossbite ___

Openbite ____

Gummy Smile ___

Irregular facial proportions

Grind/clench teeth ___
Clicking injaw ____
Ringing inears ___
Headaches ___

Facial pain___

Neck pain___

Jaw pain ___

Other

Other family members with same

problems?

Patient’s current physical health?

Good ___ Fair___Poor

Patient’s current emotional health?

_ _Good __ Fair__ Poor

Please list all medications taken by

patient:

Medication Condition

Patient Name

How often does the patient have
dental checkups?

__ Once ayear

___ Twice ayear

___More than twice a year
___Only in an emergency

___ Never

Does the patient have a history of the
following conditions?

NONE____

AIDS/HIV ___

Hepatitis ____

Heart Disease/Murmur ____
Kidney Disease ___
Tuberculosis __
Mononucleosis __

Asthma ___

Diabetes _

Prolonged Bleeding ____
Anemia___

Endocrine Problems ___
Epilepsy ___

Tonsillitis ___

Tonsils Removed ___
Adenoids Removed ___
Autoimmune disorder ____
High Blood Pressure ___
Low Blood Pressure ____
Blood Disease ___

Bone Disorder____

Cancer ___

Dizziness ___

Sleep Disturbance ___
Snoring ___

Eating Disorder ___
Mouth-breathing ____

Cleft lip/palate ____

Head or Facial injury ___
Emotional stress ___

Nail biting ___

Finger or thumb sucking ____
Previous TMJ treatment ___
Previous ortho treatment ___
Plays musical instrument-Type:

Other:

Signature of person completing form

Relationship

Allergy to drugs:

Allergy to Latex: ___

Allergy to Nickel ___
Allergies-Seasonal ___
Antibiotic Premedication ___

Has the patient reached puberty?
___No
___Yes-Approx. date

Does the patient have difficulty
chewing?
No __ Yes-Describe

Has the patient been told they have a
tongue thrust swallowing pattern?
___No

Yes

Has the patient had a previous
orthodontic exam/consultation?
__ No

__ Yes-When

What is the patient’s interest in
orthodontic treatment?

___ Wants treatment
___Willing if necessary
___Unwilling but agrees
___Unwilling

Any additional information not
already covered?

Date
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Understanding Your Health »  provik vou with 2 nefioe as ie our kegal thee otz we: have asked therm to do amd kil yaou

Record/Information

Each e you visit & hospital, physician or other
healithcare provider, a record of your vist is made.
'l'vpi.cnl'l'v this record contains your symploms,
Eaminafion &id &5t msulx, disjnass, Feaiment
and a plan for futume cam or treatment.  This
information, often mifermed to as your health or

medical moord, serves as .

®  Dasis fior piannin g yowr cam and Teaimeni

L] means of commumication among the manmy
health professionals whee con ribute to your
e

L] lepal document describsing
moemved

- me=ams. h-“hkhvmmamudpm payer
can verify that services billed wem actually
previdasd

e i EI.I.I.in_I.I.IIIz_

the cam=  you

+h ek ssionals
st | PO SSIEES

L] source of datn for mesfical research

»  gpurce of information for public health
afficials charpged with improvimg thee health of
the: nati-on

* source of dam for facility planning and
marketing

* ool with which we can mswess and

combimualy work o improve the cam we
mnder and the owicomes we achiove

Undermstanding what i in your record and bow your
health information is used helps you to

®  anmum it aocuracy

- betier wmdersianad wha, what, when, when

and why others may access your health
information
- make mom informmed decisions  when

anthonemg discl csure i others

Your Health Information Rights

Alibhough your health pecord is the physical
properyy of the healthcare practitiomer or facility
that compilesd i, the information belongs o yow
You hov e the ripht o

*  mguest a msbchon on cestan wes and
dischasumes of your informati-on 2= provided
by 45 CFR 164.522

»  obizin 3 paper copy of the notce of
information prac tices upon TegQoest

#  inspect and cbtain & copy of your health
mcord as provided For in 45 CFR 164524

#  amend your health =oond as provided in 45
CR 164528

= gblain an sooounting of disclosusss of your
health infoermation as provided in 45 CFR

1. 528

- mquesi  commumications  of your  health
information by allemative means or at
alimmative bocati ong

= EVioRE yOuT sulonestion 0 use o discloms
health Enformation e o the extent that
action bas alreadly been tolen

(Our Responsibilities

‘Thiz orpanizaban s reguired

* maintzin the prvacy of your  health
information

duties and privacy practio=s with nespect to
infarmation we eellsct and emainiain ahoot
you

- abide by the terms af this notice

atify vou if we == el o g== o a

mequested restriction

- acoo mmodate: masonable mquests you may
hawe: 0 commumicaie health information by
altermative means ar at alt=rnative locations

=« natify you of 2 beach of
prodected healih in formation

L]

Sunsecued"

We p=wmrve the right to change our practices and o

=naba e e mmeeieion e s laebea S al] eeepbieciad]
EEr LD I pTOVIEN S ShShve foE o proeied

bealth information we maintadn.  Should our
imformation  practses chomps we will muil a
mevised nodioe o the: address you have supplied ns

leara vemnre Boanlifh e ion

withomt wour written aothoriratiom, ewoept as
described in tru:\im.'-u:\:

To Eeport a Proshlem

if you have gquestions and would like addiibonai
imformation, you may contact the Privacy Officer
al this office.

If you bzlieve your privecy riphis have heen
violated, wou can file a complaint with this office
or with the scretary of Health and Hwman
Services. Them will b= no metalistion for filing a
oomp laint.

Examples of Discloswres for Trestmsent,
Puyment and Health Operations

Tremmment:  Information obinined by o nure,
physiscian -or other member of your healthcare geam
will 'be recorded in wour mcord and med to
deterrmine the counse of teatment that should waork
best For you.  Your physician will decument in
your mecord his o her enpectations of the membems
of your healthcare e=am = Members of your
bealthcaw tzam will then record the actions they
ook and their obsrvatioms  In that way, the
physician will know how wou are responding o
meaiment We will sl provide sobsgmem
healthcam prowiders with copies of variows repaots
that should assist them i tneating: you

Fapneat: A bill may be sent o you or a thind-
party payer. This information on or sccompanying
the bill mzy inclede information that identifies yoo,
as weell ax your diagnosis, procedures and supphies
msad,

u.-m {peratians:
Risk Manage-meni - Members of the: medical
staff or the risk or quality improvement staff
may wse information in your heahh meoond to
assescs the capx and cutcomes in your case and
others like it. Thes mformation will then be
used im an effort de contimually improve: the
guzlity and effectiveness of the healthcam
and mamyies wa pravide

2 Busimess Associates - Them amr some
servives priviided #n our organization through
conizcts with business asscciatezs, Examples
include rafiology, bboratoery, copy servioes,
tanscnpbion mrvices, bilbing senvices, eic.
When thes srvices am contacied, we may

[EURENEER T T ST S— P
Wi  SENE  INEaELn WO Ol

busiress associaie 5o that they can pesform

or your thind-party pover for semvices
mendamd. TI.'I|:I:I'I:I'E-:'I1.'I:1.I.'I"|‘E.'I11J1 information,
howvever, we reguire the business associzie to

spprojeriately safepn srd wour dnformation.
] Moptifirntinn = We mow

indformation o motify or assist in notifying a
family member, prmsonal mepessnobve, ar
anpther persan responsible for your cax, af
your location and gernemal con dition.

4. Communicabion With Family - Healih
Fnﬂssi.mah, u.:inz, their b-eﬂ_'iudz,rrhml, my
dissclose io- 2 family me mbex, ofther n=lative,
clom paresnal Friend ar any oiker parson y e
idlentify, heealth information relewvant to that
person ' s irvalve ment in your care or payment
redated] 1o your care

5. Research - We may discloss infommation to
researchens when their ressarch has heen
approved by an nstitutional wvies board ot
has reviewed the research proposal and
aazinhfi shad peobacals (o e the prvaey aof
your heealth information

. Fumernl Hrecbors — We may disclose health
indormation to funeral diresctors consistent
with applicable law o carmy o4t their duties.

1. (rrgan Procurement  Orgonbeations
Comsisent with applicable kv, we may
disclose  health Gnformation o organ
pencummeant organirabiens or other anbifes
engaped im the procurement, banking ar
transplaniation of organs for the purpose af
tissue donation @nd tansplant.

B Muarketing — We may conlact you to provide
appointment =minders o informeation ashout

tmeaimend aliermatives ar other health-rolabed
benefils amd serviees that may be af inten=st
T

9. Food and Drug Administration (FDA) -
We may discloee to the FIDA  health
informafion melative i advere evenis with
respect o food, sepplements product and
product  defects, mcalls, m™epairs ar
replacement

1L Warkers' Compensation — We may discloss
health information o the extent anthorzed by
and tov the exbent memssary to complly with
lrws relating to worers' compensation ar
pther similar programs estnblished by low.

11. Public Health — As mquired by law, we may
disclose your health imformation o pobdic
health or legal amthorites charged with
preventing or oontrolling dissas=, injury or
disakility.

1L Law Enforcement — We may disclose health
indormation for law enforcement purposes ax
reguimed by low or in mesponss o a valid
subpo=na.

Fesferal law makes prvision for your headih

informnstiom do hes mlewessd f0 on :rrmrrr\n i w1t

e o el
Sl

mversight apency, pubic |'.veu.|t|1 .1.|.|.1]1m+_|.' ar
attmey, 'FrL'A'i.\i!d thst & work force member or

business asmociaie believes im good faith that we
hawe mnpaged in uonlswful condocd or  have
piberwime  violaied professional or  clinkcal
standands and a9 potentially endanpering ane ar
o pabienis, workers or the public.,

I This movice is affective as of 12010 and |

will remamin im effect il rewis ool




NOTICE OF HEALTH INFORMATION PRACTICES
ACKNOWLEDGEMENT FORM
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The attached notice describes how medical information about you may be used and disclosed and how you
can get access to this information. Please sign this cover sheet acknowledging receipt of the policy and
return it to the receptionist. Review the policy carefully and let us know if you have any questions or
requests.

By my signature below, I acknowledge that I have received the Notice of Health Information Practices of
Buckman Orthodontics. I understand that the organization reserves the right to change their notice and
practices and prior to implementation will mail a copy of any revised notice to the address I have provided. I
understand that I have the right to request restrictions as to how my health information may be used or disclosed
and that the organization is not required to agree to the restrictions requested. I understand that I may revoke
this consent in writing, except to the extent that the organization has already taken action in reliance thereon.

Name of Patient

Signature of Patient

Date




