TRACEY L. TURNER, DMD, PC
934 BEAVER GRADE ROAD
MOON TOWHSHIP, PA 15108
(412)264-1888

ACKNOWLEDGMENT OF OUR NOTICE OF PRIVACY PRACTICES

| hereby acknowledge that | have received or have been give the opportunity to receive a copy of Tracey L. Turner, DMD, PC’s
Notice of Privacy Practices. By signing below | am “only” giving acknowledgment that | have received or have had the opportunity
to receive the Notice of our Privacy Practices.

Patient Name (Type or Print) Date

Signature

STANDARD AUTHORIZATION OF USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION(PHI)

Persons Authorized to Use or Disclose the PHI Information:
Tracey L. Turner, DMD, PC

Information Allowed To Be Used or Disclosed To Specified Persons Listed Below
The information covered by this authorization includes:

Financial: Yes O No_®

Dental Treatment: Yes_ O No ®

Persons to Whom Information May Be Disclosed (e.g., husband, mother, significant other):

Name: Relationship:
Name: Relationship:
May we leave you a voicemail about treatment or financial matters: Yes: O No:_ (®

Name of patient (Type/Print)

Signature of Patient Date

Provided By HCP




Dental Registration And History

I Patient Information
Date

SS#

Patient Name

2 Dental Insurance

Who is responsible for this account?

Relationship to Patient

Insurance Company

Last Name Group No #
Middle Name Is patient covered by additional insurance? [] Yes ] No
First Name Subscriber's Name

Address Birthdate SS#
House/Apt. No Relationship to Patient
City Insurance Company
State Zip Group #

E-mail

Sex [ M LlF Age ASSIGNMENT AND RELEASE
Birthdate | certify that |, and/or my dependent(s), have insurance coverage with

[ Married [IWidowed  [] Single [IMinor
[ISeparated  []Divorced [J Partnered
Occupation

Patient Employer/School

Employer/School Address

Employer/School Phone

Spouse’s Name

Birthdate

Spouse’s Employer

Whom may we thank for referring you ?

and assign directly to

(Name of the Insurance Company)
Dr. all insurance benefits, if any, otherwise payable
to me for services rendered. | understand that | am financially responsible for all charges
whether or not paid by insurance. | authorize the use of my signature on all insurance
submissions.
The above-named dentist may use my health care information and may disclose such
information to the above-named Insurance Company(ies) and their agents for the purpose
of obtaining payment for services and determining insurance benefits or the benefits
payable for related services. This consent will end when my current treatment plan is
completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

3 Phone Numbers
Home Work Ext. Cell
Spouse’s Work Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)
Name Relationship
Home Phone Work Phone
4 Dental History
Reason for today’s visit Chew on one side of mouth ClYes [INo Mouth breathing Clyes  [No

Cigarette, pipe, or cigar smoking []Yes [JNo Mouth pain, brushing ClYes [INo
Former Dentist Clicking popping jaw [OYes [INo Orthodontic treatment ClYes [No
City / State Dry mouth ClYes [INo Pain around ear Clves [INo
Date of last dental visit Fingernail biting [IYes [JNo Periodontal treatment ClYes  [CINo
Date of last dental X-ray Food collection between the testh []Yes [ No  Sensitivity to cold ClYes [No
Place a mark on "yes" or "no" to indicate if you have Foreign objects [OYes [INo Sensitivity to heat CdYes [INo
had any of the following: Grinding teeth [JYes [INo Sensitivity to Sweets Clves  [INo
Bad breath [1Yes [INo Gums swollen or tender [IYes [INo Sensitivity when biting ClYes  [INo
Bleeding gums ClYes [INo Jaw pain o tiredness [(dYes [No Soresorgrowthsinyourmouth [1Yes  [No
Blisters on lips or mouth [OYes [INo Liporcheek bitting [OYes [INo How oftendo you floss?

Burning sensation on tongue [OYes [INo Loose teeth or broken fillings [1Yes [INo How oftendo you brush




Dental Registration And History

5 Health History

Physician's Name Date of last visit

Have you ever taken any of the group of drugs collectively referred to as "fen-phen?" These include combination of lonimin, Adipex, Fastin (brand names of phentermine),
Pondimin (fenfluramine) and Redux (dexfenfluramine). [1Yes [ No

Place a mark on "Yes" or "no" to indicate if you have had any of the following:

AIDS/HIV ClYes [INo Fainting or dizziness [JYes [INo Radiation Treatment ClYes [INo
Anemia OYes [No Glaucoma [OYes [INo Respiratory Disease Oyes [CNo
Arthritis, Rheumatism [OYes [No Headaches [dYes [No RheumaticFever CYes [No
Artifical Heart Valves ClYes [INo HeartAttack ClYes [INo Scarlet Fever ClYes [No
Artifical Joints ClYes [INo Heart Murmur [JYes [INo Shortness of Breath ClYes [INo
Asthma [OYes [No HeartProblems [OYes [INo Sinus Trouble Oyes [CNo
Back Problems [dYes [No Hepatitis Type [OdYes [No SkinRash Oyes [No
Bleeding abnormally, Herpes [JYes [No Special Diet ClYes [INo
with extractions or surgery [dYes [INo HighBlood Pressure ClYes [INo Stroke Clyes [No
Blood Disease [OYes [INo Jaundice [JYes [INo Swollen FeetorAnkles [dYes [INo
Cancer OYes [No JawPain [dYes [No Swollen Neck Glands CYes [No
Chemical Dependancy [lYes [INo Kidney Disease [JYes [INo Thyroid Problems ClYes [No
Chemotherapy [lYes [INo Leukemia ClYes  [INo Tonsilitis Clves  [INo
Circulatory Problems [(dYes [INo Liver Disease ClYes [INo Tuberculosis ClYes [No
Congenital Heart Lesions [dYes [INo LowBlood Pressure [1Yes [INo Tumororgrowthonheadorneck [1Yes [No
Cortisone Treatments [1Yes [INo Mitral Valve Prolapse LYes [INo yicer ClYes  [INo
Cough, persistent or bloody [1Yes [INo Nervous Problems LlYes [INo  Sexually Transmitted Disease CYes  [INo
Diabetes [Yes [INo Pacemaker LlYes [INo WeightLoss, unexplained ClYes [No
Emphysema dYes [INo Parkinson's ClYes [No
Epilepsy [JYes [No Psychiartric Care COYes [ONo

Any other medical condition not listed

Do you wear contact lenses? OyYes [No

Women:
Are you pregnant? ClYes [No Due date
Are you nursing? ClYes [INo

Take birth control pills?  [1Yes [INo

‘j Medications 7 Allergies

List any medication you are currently taking and the correlating diagnosis: Aspirin Llves  LlNo
Barbiturates (Sleeping Pills) Llves [dNo
Codeine Cyes [No
lodine ClYes [INo
Latex Clyes [No
Local Anesthetic COYes [INo
Pharmacy Name Penicillin ClYes [CINo
Phone Sulfa Cyes [No

Other




HIPAA Omnibus
Notice of Privacy Practices

This Notice of Privacy Practices is NOT an
authorization. This Notice of Privacy Practices
describes how we, our Business Associates
and their subcontractors, may use and disclose
your Protected Health Information (PHI) to carry
out Treatment, Payment or Health Care
Operations (TPO) and for other purposes that
are permitted or required by law. It also
describes your rights to access and control
your Protected Health Information. Please
review it carefully.

We reserve the right to change this notice at any
time and to make the revised or changed notice
effective in the future. A copy of our current notice
will always be posted in the waiting area. You may
also obtain your own copy by accessing our
website at www.dentisttraceyturner.com or
calling the Privacy Officer at (412) 264-1888.

Some examples of Protected Health Information
include information about your past, present or
future physical or mental health condition, genetic
information, or information about your health care
benefits under an insurance plan, each when
combined with identifying information such as your
name, address, social security number or phone
number.

USES AND DISCLOSURES OF PROTECTED
HEALTH INFORMATION

There are some situations when we do not need
your written authorization before using your health
information or sharing it with others, including:

Treatment: We may use and disclose your
Protected Health Information to  provide,
coordinate, or manage your health care and any
related services. For example, your Protected
Health Information may be provided to a physician
to whom you have been referred to ensure that the
physician has the necessary information to
diagnose or treat you.

Payment: Your Protected Health Information may
be used, as needed, to obtain payment for your
health care services after we have treated you. In
some cases, we may share information about you

with your health insurance company to determine
whether it will cover your treatment.

Healthcare Operations: We may use or disclose,
as-needed, your Protected Health Information in
order to support the business activities of our
practice, for example: quality assessment,
employee review, training of medical students,
licensing, fundraising, and conducting or arranging
for other business activities.

Appointment Reminders and Health-related
Benefits and Services: We may use or disclose
your Protected Health Information, as necessary, to
contact you to remind you of your appointment, and
inform you about treatment alternatives or other
health-related benefits and services that may be of
interest to you. If we use or disclose your Protected
Health Information for fundraising activities, we
will provide you the choice to opt out of those
activities. You may also choose to opt back in.

Friends and Family Involved in Your Care: If
you have not voiced an objection, we may share
your health information with a family member,
relative, or close personal friend who is involved in
your care or payment for your care, including
following your death.

Business Associate: We may disclose your
health information to contractors, agents and other
“business associates” who need the information in
order to assist us with obtaining payment or
carrying out our business operations. For example,
a billing company, an accounting firm, or a law firm
that provides professional advice to us. Business
associates are required by law to abide by the
HIPAA regulations.

Proof of Immunization: We may disclose proof of
immunization to a school about a student or
prospective student of the school, as required by
State or other law. Authorization (which may be
oral) may be obtained from a parent, guardian, or
other person acting in loco parentis, or by the adult
or emancipated minor.

Incidental Disclosures:  While we will take
reasonable steps to safeguard the privacy of your
health information, certain disclosures of your
health information may occur during or as an
unavoidable result of our otherwise permissible
uses or disclosures of your health information. For
example, during the course of a treatment session,

other patients in the treatment area may see, or
overhear discussion of, your health information.

Emergencies or Public Need:

We may use or disclose your health information if
you need emergency treatment or if we are
required by law to treat you.

We may use or disclose your Protected Health
Information in the following situations without your
authorization: as required by law, public health
issues, communicable diseases, abuse, neglect or
domestic violence, health oversight, lawsuits and
disputes, law enforcement, to avert a serious and
imminent threat to health or safety, national
security and intelligence activities or protective
services, military and veterans, inmates and
correctional institutions, workers’ compensation,
coroners, medical examiners and funeral directors,
organ and tissue donation, and other required uses
and disclosures. We may release some health
information about you to your employer if your
employer hires us to provide you with a physical
exam and we discover that you have a work related
injury or disease that your employer must know
about in order to comply with employment laws.
Under the law, we must also disclose your
Protected Health Information when required by the
Secretary of the Department of Health and Human
Services to investigate or determine our
compliance with the requirements under Section
164.500.

REQUIREMENT FOR WRITTEN AUTHORIZATION

There are certain situations where we must obtain
your written authorization before using your health
information or sharing it, including:

Most Uses of Psychotherapy Notes, when
appropriate.

Marketing: We may not disclose any of your
health information for marketing purposes if our
practice will receive direct or indirect financial
payment not reasonably related to our practice’s
cost of making the communication.

Sale of Protected Health Information: We will not
sell your Protected Health Information to third
parties.

You may revoke the written authorization, at any
time, except when we have already relied upon it.
To revoke a written authorization, please write to



the Privacy Officer at our practice. You may also
initiate the transfer of your records to another
person by completing a written authorization form.

PATIENT RIGHTS

Right to Inspect and Copy Records. You have
the right to inspect and obtain a copy of your health
information, including medical and billing records.
To inspect or obtain a copy of your health
information, please submit your request in writing to
the practice. We may charge a fee for the costs of
copying, mailing or other supplies. If you would like
an electronic copy of your health information, we
will provide one to you as long as we can readily
produce such information in the form requested. In
some limited circumstances, we may deny the
request. Under federal law, you may not inspect or
copy the following records: Psychotherapy notes,
information compiled in reasonable anticipation of,
or used in, a civil, criminal, or administrative action
or proceeding, protected health information
restricted by law, information related to medical
research where you have agreed to participate,
information whose disclosure may result in harm or
injury to you or to another person, or information
that was obtained wunder a promise of
confidentiality.

Right to Amend Records. If you believe that the
health information we have about you is incorrect
or incomplete, you may request an amendment in
writing. If we deny your request, we will provide a
written notice that explains our reasons. You will
have the right to have certain information related to
your request included in your records.

Right to an Accounting of Disclosures. You
have a right to request an “accounting of
disclosures” every 12 months, except for
disclosures made with the patient's or personal
representatives written authorization; for purposes
of treatment, payment, healthcare operations;
required by law, or six (6) years prior to the date of
the request. To obtain a request form for an
accounting of disclosures, please write to the
Privacy Officer.

Right to Receive Notification of a Breach. You
have the right to be notified within sixty (60) days of
the discovery of a breach of your unsecured
protected health information if there is more than a
low probability the information has been
compromised.

Right to Request Restrictions. You have the
right to request that we further restrict the way we
use and disclose your health information to treat
your condition, collect payment for that treatment,
run our normal business operations or disclose
information about you to family or friends involved
in your care. Your request must state the specific
restrictions requested and to whom you want the
restriction to apply. Your physician is not required
to agree to your request except if you request that
the physician not disclose Protected Health
Information to your health plan when you have paid
in full out of pocket.

Right to Request Confidential Communications.
You have the right to request that we contact you
about your medical matters in a more confidential
way, such as calling you at work instead of at
home. We will not ask you the reason for your
request, and we will try to accommodate all
reasonable requests.

Right to Have Someone Act on Your Behalf.
You have the right to name a personal
representative who may act on your behalf to
control the privacy of your health information.
Parents and guardians will generally have the right
to control the privacy of health information about
minors unless the minors are permitted by law to
act on their own behalf.

Right to Obtain a Copy of Notices. If you are
receiving this Notice electronically, you have the
right to a paper copy of this Notice.

Right to File a Complaint. If you believe your
privacy rights have been violated by us, you may
file a complaint with us by calling the Privacy
Officer at (412) 264-1888 or with the Secretary of
the Department of Health and Human Services. We
will not withhold treatment or take action against
you for filing a complaint.

Use and Disclosures Where Special Protections
May Apply. Some kinds of information, such as
alcohol and substance abuse treatment, HIV-
related, mental health, psychotherapy, and genetic
information, are considered so sensitive that state
or federal laws provide special protections for them.
Therefore, some parts of this general Notice of
Privacy Practices may not apply to these types of
information. If you have questions or concerns
about the ways these types of information may be
used or disclosed, please speak with your health
care provider.

Tracey L. Turner, DMD, PC

934 Beaver Grade Road
Moon Township, PA 15108

Phone: (412) 264-1888
Fax: (412) 264-0869

Health Insurance
Portability and
Accountability Act of 1996

HIPAA OMNIBUS
NOTICE OF PRIVACY PRACTICES

Effective April 14, 2003

Revised: May 5, 2015

By signing the Acknowledgement form you are
only acknowledging that you received, or have
been given the opportunity to receive, a copy of
our Notice of Privacy Practices.



Informed Consent
Permission for Dental Examination and/or

Treatment of a Minor

| am the parent or guardian of who is
a minor child. I do hereby authorize and consent to any x-ray, examination,
anesthetic, or dental treatment rendered under the direct or indirect supervision of
Dr. Tracey Turner and her associates, staff members or agents as she may deem
necessary.

This authorization will remain in effect until cancelled in writing by me.
Parent/Guardian

Signature Date

Submit Form
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