JAMES M. GROEBER, D.D.S, PA. e S
AESTHETIC DENTISTRY = _Update-______'____.,___...._ Update_______-_-_-_-_'-_ Update

Date_. [ S S i ST R PatlentlD

CMNeme_ . Nameyouprefertobecalled

: Address

Maﬂmg Address (|f dn‘ferent than above)
~ Home Phone( 1 Cell# | Work Phone( ) i
Bu'th Date I ;-: ! Soclai Secunty # S

Z:p S f_ ' How Eong at thzs address'?

'Check appropnate space Nfarned Wadowed Smgie Dworced Separated_f.g._sﬁ;‘-".

Sl e Occupatlon

_ '."'Empioyer

ESPONSIBLE PARTY e
'. | Person responssble for account

3 Address (1f dn‘ferent than above)

Work Phone ( '} _'

| Home Phone{ }__

F{elatlonshtp to F'atlent MR
Work Phone( } e

_Name

g Home Phone (

DENTALHISTORY e

QYES L:i NO Gums Bleed whlle Brushmg or F!ossmg
-~ QYES ONO Tooth' Sensmvnty to Hot Cold Sweets
" QYES TONO Loosenmg of Teeth 5 '
. QAYES ‘T NO - Clicking o Pain in Jomt Ear, Slde of Face

QYES QNO . Difficulty in Opening/Ciosmg Jaw/Chewmg
B D’YE_S : 13 NO Frequent Headaches ST

 Wnathanges woudyou o tmaktvmlfteth -'

* What would you change about the shape, szs, and colo of your testh?___




you wrll reoewe Thank you for answenng the followmg questlons

_ Are you undéra physrc:an s care now'f" O_Yeé “ONo '

' ‘Have you ever been hospitalized or had a major operation?. OYes ONo =
Have you ever had a serious head or neck mjury‘? C__)ers ONo

Are you taking arly medications; pills, or drugs? O'Yes O No

Do you take, or have you taken Phen-Fen or Redux? O Yes; ‘ONo

T _— Are you on a special diet? OYes: ONo -

=} Pregnantfl“ rying to get pregnant‘? Q Nursmg'?

B Wor"n'en: A’r‘e you :

e -—Are you aiierglc to any of the followmgV

"—-Do you have or have you had any of the foliowmg" SR

a AIDSIHIV Posmve @ ChestPains . .. _-'E] Frequent Headaches Q irreguiar Heartbeat-
-a: Alzheimer’s Drsea_se a CQId SoreleeverBilsters ___:"D'_Genltal Herpes . O Kidney Probiems
‘o Anaphyiaxis e Congemtal Hear: D:sorder Ui Glaucoma ., . 0 Leukemia
- O Anemia - " O Convuisions. - .0 HayFever Q Liver Disease
O Angina -;.-""D ‘Cortizonie Medlcme * O Heart Attack/Failure (1 Low Blood Pressm_
(i ArthntislGout a Baabetes ‘_ “ O Heart Murmur* 0 Lung Disease
'O Artificial Heart Vaive ‘0 DrugAddicion” - .~ U Heart Pace Maker' 0 Mitral Valve Pro!apse
a Amf‘craIJomt* i _Ct Eas;Ilended .7 @ Heart Trouble/Disease T Pain in Jaw Joints

O Asthma : ﬁ_-‘.'- Hat Emphysema -+ O Hemophifia O Parathyroid Diseas

0 Biood Dtsease "3'_-5_.3_'-.5312! Epilepsy or Se:zures D'HépetitisA . O Psychiatiic Care. - O T
"' Blood Transfusion: Q). Excessive Bleeding .0 H'epatitis"B orC Q. Radiation Treatments O Tonsill
D Breathmg Proble Y ExeessweThnrsi_:_._ ,;_'-EE Herpes Q Recent Weight Loss 0T
EI Brmse Easﬂy : -ft] Famtmg Spellslﬁfzzmess 2. i-hgh B!ood Pressure El_RenaI Dialysis e

7 Cancer - . D Frequent Cough = . O Hives or Rash ‘0 -Rheumatic Fe\ier
: El Chemotherapy E]_ _l'—_‘(equeht__Dla;_rhea_ * %[ Hypoglycemia O Rheumatism. .

 Have you ever had any serious ilness iot isted above? O'Yes' ONo

*Condition may require pre-medication” .

o'the best of my knowiedge, the questlons on “th:s form have been accurately answered. | understand that prov:dmg mcorrect._:
fo :matron can be dangerous to my (or patrent’s) health lt is my responsmllrty to inform the dental offace of any changes in

DATE




PATIENT GOALS

The greatest service we provide to our patients is to give them a well designed plan for
accomplishing their dental goals. By answering the following questions you can help us to
.understand you and your goals and enable us to give you our best, Our ability to understand you
is our-primary goal.

Please give each staterment below a rating between 1 and 10, ten being very important and one
being low in importance. Piease circie any topic you may wish to discuss further.
To keep my teeth for a lifetime {longevity)

- Toimprové the appearance of my smile

——_ . Tochew better

_,_,,,”To be free from breath problems

—— Tb be free from pain and sensitivity and prevent future pain and sensitivity

! am a busy person and anticipate a problem working treatment into my schedule

! am nervous about dental treatment and am interested in receiving care that is
comfortable and painiess

I am concerned about the costs of dentai treatment

______I'have had previous poor experiences in a dental office and have a concern with
trust ‘ o

Piease check what best expresses how you feel about the foliowing questions:
1. How healthy do you want your miouth to be?
The best it can be
Average
“ Pon't really care”

2. Atwhat point in time do you want us to recommend treatment to you?
When “something” is not ideal

. When "something” is beginning to worsen
Just before it hurts or breaks
Just before | iose my tooth/teeth

3. What quality of service/dentistry do you want us to recommend?
Ideal/The best :

Average

“Just patch it”

4. Ifyou require dental treatment, how long wouid you like that restoration to iast?
As long as possible

5-10 years

1year

5. What ievel of treatment explanation would you like?
Tell me everything
Just give me the "basics”
Do not explain anything, just tell me what [ “need”




.. - JAMES M. GROEBER, DDS, PA
| . AESTHETIC DENTISTRY :
' 108 MICHELIN BLVD, ]
t" - ANDERSON,SC29625 - |

“NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES.HOW HEALTH INFORMATION, ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO TH!S lNFORMAT!ON

PI.EASE REVIEW IT-CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION Is lMPORTANT TO US

OUR LEGAL DUTY o .

We:are required by eppllcable federal aed state law to masntatn the prlvaoy of your health mformataon We are also

required to give you this Notice-about-our privacy- practices. aur legal duties, and your rights concerning your healith
- informatioh. We-must follow.the privacy, practlces that arg: desorlbed in this Notioe wh:le lt lS in eﬁect Th[s Notlce

takes. effeot & [ /4¢3 andwill remain in effect until.we replace tt

We reserve; the nght to change our privacy practices and the terms of this Notlce at any tlme. prowded such
changes dre permitted by applicable law. We reserve the right to make the thanges in our privacy practices and the
naw-ferms of our Notice efféetive-for all health information that wé malntaln;: theluding health: information we creat-
ed or received hefore we made the changes: Before we make & significant change in‘olr privacy practlces. we wil
‘changethis: Notlce aned:make the new Notu:e available upon request.. _

You may request a copy of our Notlce at any time. Eor. more information about our- prlvacy practloes. or tor additlon
al coplee of this Notlce, please contact s uesng the |ntormatlon llsted at the end ot this Notlce

USES AND DISCLOSURES OF HEALTH INFORMATION ' : :
We use.and disclose heaith information about you for treatment peyment and healthcare operetsons ‘For example

Treatment: \We may use or. dlsclose your health lntormatlon to a physncaan or other healthcare provrder pro-
-viding. treatment 1o NOUL - o ‘ o ,

Payment' We' may usé’ and disélose’ your health mformatlon to obtam payment for servtces we prowde to you

‘Healthcare Operations: We may use and disciose your health lnformatlon in oonneotlon with our heafthcars oper-

atlons. Healthcare operatioris include guality assessment’ and improvernent activities, reviewing the competence.ar
" gualifications of healthcare profeselonets. evaluafing practitionsr and ‘provider perférmance; conducting training
programs, accreditation, certlfloatlon, licensing or credentialing, actlwtles

Your Authorization: In addition ta our use of ydur health information for treatment payment or healthcere opera-
tions, you may give us written authcrization to use your health information or to disclose it to anyone for any pur-
posa. if you give us an authorization, you may revoke it in writing &t 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'writteh authorization; we
cannot use or disclose your health informatian forany reason except those descrlbed inthis Notice,’

“To, Your Family and Friends: We muat dlsclose youf-health iriformation to you, ‘as described in the Patient
Raghts sgetion of. thls ‘Notice. We may disclose your healtt inforsatiorito a famlly member, friend or otherperson
ta the extent necessary to hel P W|th your healthcare or wath payment for your heelthcere. but only if you agree that
we may do so : .

Persons lnvolved !n Care- We may use or dlsclose health mformatlen to- netlfy, or asmst inthe: notification of
_ {including zdentsfylng or locatang) a family member, your personal representative or another person responsible for
your care, of your location, your general coridition, or death. if you are present, then prior to use or disclosure of your
‘heatth information; we will provide you with an opportuniity to objéct 16 stich uses ordisclosures. In the event of your
incapacity or emegrgency clreumstances, we will disclose health information based on a, determination using our
‘professional ludgment disclosing only health information-that is directly relevant to the‘person’s involvement iri your
healthcare. We will also use our professional Judgment and- our experience with commeon practlce to make reason-
able inferences of i your ‘Best interest in allowing a pefson to plck up fllled prescnptlons medical supplaes, x-rays, or
“other srmtler forms of heatth snformatlon

Marketing Health-Related Services: We will net uee your health lnformataon for marketlng oommunlcatlons
without yourwritten. authorlzatson : . L

Required by Law: Wer may use or dlsclose your:health- tnformataon when we are required to do 86 by faw.

Abuse or Neglect: We may d[sclose your health mformatlon {0 appropriate authorities if we reasanebly believe that
you are a possible vicfim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
. closeyourhealth information to the extent necessary-to avert a. serious threat 10 your health or safety or the health

or safety of others.




enforcement fficial having lawful cuistody of protected heaith infor

TelephonE(%q\aaq 2 "I@{a : ' Faxcgbqy aa‘—\‘*u")bb

National Security: We may disclose to military authorities the health'information of Armed Forces personnel under
certain circumstances. We may discloss to authorized federal officials health-information required for lawtul intelll-
gence, counterintelligence, and other national security activitie le-may disclose 10, correctional institution or law

i Imate:or patient-under certain circum-

stances. ‘ _
Appointment Reminders: We may {ise of disclose your health informati

emin Ve r isclose your Neg ovidé you with appaintment’
reminders (such asvoicemail messages. gostcards, or lettersy.” Gl

PATIENT RIGHTS. : : T : SRR T
Access: You have the right to lookaf or get copies of your health irformation, with limited exceptions. You may
request that we. provide copies.in a format other than photocopies. We will use the format you réquestunless we
cannot practicably do o (Yol mdst make a request In wiiting to-obtairi decess to your heaith information. You may

obtain‘a form to requést access by using the contact infofmation listed ‘atthe end of this Notice. We will.charge you

“& reasoniable c6st-based fee forexpenses such as copies and. staff time. You'may dlso request access by sending us

a letter to the address at the end of this Notice. 1 you' raquest copies, we wilt charge you $0._._ _for each page,
$. - .perhour for staff time to-locate and.copy your heaith information, and postage. if you want the copies mailed
to you: f you request an alternative 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 explanation of your health information for a fee. Contact

us usingthe Information fisted 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 busiriess associates

disclosedyour health information for purpases, other than treatment, payment, healthcare operations and certain

other activities, for the last & years; but not before April 14, 2003. If you request this accounting more than onceina
12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.
Restriction: You have the righ{' to request that we piace additional resfrictions on our.use or disclosure of your
health. information. We are not required to agree to these additional restrictions, but if we do, we will abide by our -
agreement (except In an emergency). ‘ o N o S e
Ai'tefnativa Communication: You have the fight to request that we communicate with you about your healthy Infor-
mation by alternative means or to aliernative locations. (You must make your request in writing:). Your regiest must
spec’ify-thei-alterna'-tive«means'or::loc'atipn,:and-;p_rpvide satisfactory explanation how.payments will be handied under
the alternative means or location you request. e o S o
Amendmient: You-have the right to-request that. we amend your health information. #our réquest must be'in writing,
and It must explain why the Information should be.amended.) We may deny your request under certain circumstances,
Electronic Notice: If you receive this Nétice on our Web site or by electranic mail {e=maif),you are entitied o
recelve this Notice in wiittenform. . T : : S o :

§

QUESTIONS ANDCOMPLAINTS  © . . ° pTen e
If you want more_informatiop.ar{qu_t.gur privacy practices or have questions or concerns, p[ea_se'rcontéqt‘US. -

If you are coh_ce_med that we may ,hav_e.—vi_qla‘ted;yo.ur,p_riya.cy_rights. or you d__,isaga’ee:‘wit,b_a,decis_ic_m we madg about

access to your heafthyinformation or in respanse fo a request you made to amend or restrict the use or disclosure of

your health information or to have us communicate with you by alternétive means or at alternative lotations, you
may complain to us using the contact information listed at the end of this Notice. You also may submit a written

‘complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your

complaint with-tfie U.3- Departmient of Health-and H_uman Services upan.request.,

We support your rig ht to ’-chg:;_iri‘\__igp_y_ ofyour héa_ltl'i :i.rifq.rjmatjoﬁ. W, il {',nbi‘fet'_a_iiéie in 'ény_w.ay _i‘f"qu'g'ichobsgtq file

a complaint with us or with the-U.5. Department of Health and Humar Services.

Contact Oﬁicer-n) &m&% m (;VOQ‘QU( Dh% i’P‘C\

s S00RedoC @ Corol el B
Address: \0(2 m’\w\d\n rB\\ICk ‘
Qndurson, S0 s

® 2002 American Derital Association

Ali Rights Reservad. - . Lo ) : : 3 o : R .
Reprodustion and use of this for by dentists-and theie walf s pervsittéd. Any ather usé, duplication or distribution of this form by any other-party renuires the.prioe
written approvél of the American Dental Association, - e
This Form is educatiériai‘only. doss not constitute lepal advice, dnd eovers only féderai. not state, law (August 14, 2002}, - r




JAMES M. GROEBER, DDS, PA
AESTHETIC DENTISTRY
108 MICHELIN BLVD.
ANDERSON, SC 29625

[NAME OF PRACTICE}

ACKNOWLEDGEMENT OF RECEIPT OF
" NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement™

l, _have received a copy of this
office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to ob.tain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowtedgement could not be obtained because:

(3 Individual refused to sign

O Co;nmunécations barriers prohibited obtaining the acknowledgement

[l An emergency situation prevented us from obtaining acknowledgement
_ A

‘Other (Please Specify) ‘

@_‘200'2 Americad Dental Association
All-Rights Reserved

Reproduction and use of this form by dentisls and their-sialf is permitted. Any other use, duplication or distribution of this io.rm by any other party requires the prior
written approval of the American Dental Association.

Yhis Form is educational only, does not constitute legal advice, and covers only tedaral, not state, law {(August 14, 2002).




