Office Policies

Brandon K. Farrell, DDS
414 Chestnut Street (Suite 301)
Wilmington, NC 28403

Scheduling

Appointment Confirmation — You will be prompted to confirm your appointmevith our office in two ways.
First, you will receive a postcard or email mesdagm the office approximately 1 week before yoppaintment.
Please give our office a call to confirm that yod ikceive the post card and will be present at ympointment. If
we do not hear from you after we send the post egedvill call you approximately 24 hours priorytour scheduled
appointment. If we leave a message with you, pleal us back to confirm and keep your appointmédintve do
not hear back from you or if you do not have a wagkhumber we will try and fill your appointmenttivianother
patient.

Timeliness— Please make every effort to arrive at your appaent at least five minutes before the scheduheael. t
We make every effort to keep our schedule on tintekeegin your treatment at the scheduled timgouf arrive
more than 15 minutes late for your appointmenty@ay need to be rescheduled for a different day.

Rescheduling and Cancelling Appointments- When rescheduling or cancelling an appointmeatrequire the
courtesy of at least 24 hours notice.

Failure to Make Appointments without Notification — In the unlikely event of two failures to makeaheduled
appointment without notification, you may be disseid from the practice.

After Hours Calls — In the event of a true dental emergency, sucwatling, bleeding or trauma, please call our
office and the voicemail will prompt you to call after hours telephone number.

Patient Privacy

Please read the accompanied document titled “Nofi€ivacy Practices”.

Financial

Payment— The patient’s portion which includes deductiblEspays, and/or a percentage of each proceddieeis
in full at the time of service. We accept casleatty Visa, MasterCard, and Care Credit.

Insurance —Please present your current insurance verificabdhe front desk representative every time yoit vis
the office. Our office files all patient insurance claims witteir respective insurance provider. Howevemdli
insurance claims with the insurance provider issnguarantee of payment. For uncovered servicteeesr the
patient (or their legal guardian) is ultimatelypessible for all fees incurred. Also, for claimst paid within 60
days of our filing date, the patient becomes resjba for the balance due.

| verify that | have read, understand, and agre®d! tof the above policies.

Signed:

Date:

BRUSH
DENTAL CARE



Patient Information Date
Name Male Female

Last First M
Social Sec. # Married Single Minor
Address

Street Apt. # City State ZIP
Birthdate Telephone

MM DD YY Home Work Cell Email
Name of Employer Address
If Full Time Student, School Name Grade
Person Responsible for Account - Please circle ofatient Guardian Spouse FatheMother

Insurance Information

AdultsComplete primary insured, Minor/ChitdVMlay need to complete both blocks for

parent information, Dual Coveragéso complete secondary insured.

Primary Insured
* if no insurance complete for responsible party

Secondary Insured

Last First M Last First M
Street City State ZIP  Street City State ZIP
Home Work Cell Email Home Work Cell Email

Birth Date (MM/DD/YY) Relationship to Patient

Birth Date (MM/DD/YY) Relationship to Patient

Employer Dental Ins. Co Employer Dental Ins. Co

SS# Subscriber # Group# SS# Subscriber # Group#
Emergency Contact Method of Payment

Name Responsible party currently hascaoant with office.
Address Yes No

City/ST/ZIP Form of Payment

Telephone # Check Credit Card Cash

How did you find out about our office?

Insurance Website Yellow Pages heer Marketing Packet Other

Referred by another patient, if so please inditdaepatient's name.

| hereby authorize payment directly to the Dentio® of the group insurance benefits otherwisegtde to me. | understand that | am
responsible for all costs of dental treatmentierieby authorize the Dental Office to administahsmedications and perform such
diagnostic, photographic and therapeutic procedasanay be necessary for proper dental care. nfbemation on this page and the
dental/medical histories are correct to the bestypknowledge. | grant the right to the dentistafease my dental/medical histories and
other information about my dental treatment todtgarty payers and/or health professional by antyhatk including electronic transfer.

X

Patient or Responsible Party Date

State Drivecsnse #

BRUSH
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Medical History

Patient Name Date

Primary reason for dental appointment (circle):amination Emergency Consultation

Dental History Circle

Do you have a specific dental problem? Describe Yes No

Do you have dental examination on a routine batig$t Visit Date Yes No

Do you brush and floss on a routine basis? Yes No

Do your gums ever bleed? Yes No

Does food catch between your teeth? Any loose Peeth Yes No

Do you ever have clicking, popping, or discomforttie jaw joint? Do you grind your teeth? Yeso N

Have your past experiences in a dental office abid@en positive? Yes No

Do you smoke or chew tobacco? Any sores or growmtlgsur month? Discuss Yes No

Name of previous dentist (optional):

Date of last full mouth x-rays?

Medical History

Are you under a physician's care now? Why? Who? Phone Yes No

Have you ever been hospitalized or had a majoratioer? Discuss Yes No

Have you ever had a serious injury to your heageak? Discuss Yes No

Are you taking any medications, aspirin, vitamioisdrugs? What? Yes No

Are you on a special diet? Discuss Yé&d

Are you allergic to any medications or substanddease circle below Yes No
Aspirin  Penicillin  Codeine #tic Metal Latex Rubber Other

Women (please circle): Pregnant/trying to get paegn Nursing

Do you now have or have you ever had any of tHeviahg? Please check appropriate boxes.

* |f yes to any of the starred conditions, pleaak prior to your appointment. Premedication mayréquired.

Taking oral contraceptives

Heart Disease/Surgery* Yes No Excessive Bleeding Yes No
Heart Murmur * Yes No Sickle Cell Disease Yes No
Hemophilia (Bleeding
Irregular Heart Beat Yes No Problem) Yes No
Angina/Chest Pain Yes No Leukemia Yes No
Heart Attack/Failure Yes No Recent Blood Transfusion Yes No
Congenital Heart Disorder Yes No Swelling of Limbs Yes No
Mitral Valve Prolapse * Yes No Lung Disease Yes No
Scarlet Fever Yes No Breathing Problem Yes No
Rheumatic Fever * Yes No Shortness of Breath Yes No
Artificial Heart Valve * Yes No Frequent Cough Yes No
Ha
Heart Pace Maker * Yes No Fe\)/,er Yes No
Pulmonary Shunt Yes No Sinus Trouble Yes No
High Blood Pressure Yes No Asthma Yes No
Low Blood Pressure Yes No Bloody Sputum Yes No
Bacterial Endocarditis Yes No Emphysema Yes No
Unexplained Fever Yes No Tuberculosis Yes No
Bruise Easily/Blood Disease Yes No Cancer Yes No
Anemia Yes No X-Ray Treatments Yes No
Chemotherapy Yes No Night Sweats Yes No
Osteoporosis Yes No Yellow Jaundice Yes No
Bisphosphonates Yes No Kidney Problems Yes No
Osteonecrosis of Jaw Yes No Renal Dialysis Yes No
Aredia IV Yes No Thyroid Disease Yes No

BRUSH
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Zometa IV

Fosamax, Sctonel, Bonivi
Stomach/Intestinal
Disease

Ulcers

Recent Weight Loss
Frequent Diarrhea
Diabetes

Excessive Thirt
Hypoglycemia

Liver Disease
Hepatitis A (Infectious

Hepatitis B or C
Cold Sores
Fever Blisters
Herpes

Stroke

Convulsions
Epilepsy or Seizures
Fainting or Dizziness

Glaucoma
Tumors or Growths

Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes

No
No

No
No
No
No
No
No
No
No
No

No
No
No
No

No
No
No
No

No
No

Parathyroid Disease
Arthritis/Gout

Pheumatism

Pain in Jaw Joints
Cortison Medicine
Artificial Joint
Venereal Disease
AIDS

HIV Positive

Genital Herpes
Drug Addiction/Alcoholism
Tattoos/Body
Piercing
Nervousness
Psychiatric Care
Alzheimer's Disease
Allergies
(Medicines)
Allergies (Pollen / Dust)
Hives or Rash

Need Premedication
Ever taken fen-
phen?*

Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes

Have you ever had any other serious illness natldwabove? Please discuss below.

No
No

No
No
No
No
No
No
No
No
No

No
No
No
No

No
No
No
No

No

Do you wish to talk to the dentist privately abany problem? Yes No

To the best of my knowledge, all the preceding answers are correct. If | have any changesin my health status
or if my medications change, | shall inform the dentist and staff at the next appointment without fail.

X

Patient Signature (parent or guardian)

Reviewed by Doctor

Date BP

Date

Pulse

History Review and Significant Findings

Medical Updates

I have read my Medical History dated

Date

Exceptions

and confirm that it adequately states pastpaesent conditions.

Patients
Signature Reviewed by Signature
None Dr.
None Dr.
None Dr.
None Dr.

BRUSH
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NOTICE OF PRIVACY PRACTICES
Dr. Brandon Farrell DDS

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT  YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REV IEW IT CAREFULLY.

We respect our legal obligation to keep healthrimfation that identifies you private. We are obigghby law to give you
notice of our privacy practices. This Notice déses how we protect your health information and wights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or discloseheaith information is for treatment, payment orltieeare operations.
Examples of how we use or disclose informationtfeatment purposes are: setting up an appointfoegbu; examining your teeth;
prescribing medications and faxing them to bedilleeferring you to another doctor or clinic fohet health care or services; or getting
copies of your health information from another pasfional that you may have seen before us. Exaropleow we use or disclose your
health information for payment purposes are: aslku about your health or dental care plans, loerogources of payment; preparing
and sending bills or claims; and collecting unpaitbunts (either ourselves or through a collectgenay or attorney). "Health care
operations" mean those administrative and mandderietions that we have to do in order to run office. Examples of how we use or
disclose your health information for health caremgpions are: financial or billing audits; interaaality assurance; personnel decisions;
participation in managed care plans; defense @fl legtters; business planning; and outside stasger records.

We routinely use your health information inside office for these purposes without any special p&sion. If we need to
disclose your health information outside of ouiig#ffor these reasons, we usually will not ask fgrspecial written permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
In some limited situations, the law allows oruiggs us to use or disclose your health informatthout your permission. Not
all of these situations will apply to us; some mayer come up at our office at all. Such uses stldsures are:

when a state or federal law mandates that certattthinformation be reported for a specific pugos

for public health purposes, such as contagiousdéseeporting, investigation or surveillance; aatices to and from the federal
Food and Drug Administration regarding drugs or im&lddevices;

disclosures to governmental authorities aboutwistof suspected abuse, neglect or domestic viaglence

uses and disclosures for health oversight acts/iseich as for the licensing of doctors; for auoltdviedicare or Medicaid; or for
investigation of possible violations of health cles;

disclosures for judicial and administrative prodagd, such as in response to subpoenas or ordecuidf or administrative
agencies;

disclosures for law enforcement purposes, such psavide information about someone who is or Epgseted to be a victim of a
crime; to provide information about a crime at office; or to report a crime that happened somewleése;

disclosure to a medical examiner to identify a deeison or to determine the cause of death; arrterl directors to aid in burial;
or to organizations that handle organ or tissueations;

uses or disclosures for health related research;

uses and disclosures to prevent a serious thréetatith or safety;

uses or disclosures for specialized governmenttifumg, such as for the protection of the presiadertigh ranking government
officials; for lawful national intelligence activs; for military purposes; or for the evaluatiordéhealth of members of the
foreign service;

disclosures of de-identified information;

disclosures relating to worker's compensation o,

disclosures of a "limited data set" for researcalplic health, or health care operations;

incidental disclosures that are an unavoidable doghpct of permitted uses or disclosures;

disclosures to "business associates" who perfoatitheare operations for us and who commit to retste privacy of your health
information;

Unless you object, we will also share relevafdgrimation about your care with your family or friswho are helping you with
your dental care.

APPOINTMENT REMINDERS

We may call or write to remind you of scheduleg@iptments, or that it is time to make a routinp@ptment. We may also
call or write to notify you of other treatmentssarvices available at our office that might help.ydnless you tell us otherwise, we will
mail you an appointment reminder on a post card/arieave you a reminder message on your homeeaimgyymachine or with

someone who answers your phone if you are not home.



NOTICE OF PRIVACY PRACTICES

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosuresoniryhealth information unless you sign a writtentf@rization form." The
content of an "authorization form" is determinedfégeral law. Sometimes, we may initiate the axidation process if the use or
disclosure is our idea. Sometimes, you may imtthe process if it's your idea for us to send yofarmation to someone else.
Typically, in this situation you will give us a grerly completed authorization form, or you can ose of ours.
If we initiate the process and ask you to sign@harization form, you do not have to sign it.yéfu do not sign the authorization, we
cannot make the use or disclosure. If you do eig® you may revoke it at any time unless we h#ready acted in reliance upon it.
Revocations must be in writing. Send them to tifieecontact person named at the beginning of Xtutce.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your heafbrmation. You can:

ask us to restrict our uses and disclosures fqyqaas of treatment (except emergency treatmentingiat or health care operations.
We do not have to agree to do this, but if we agneemust honor the restrictions that you want.a$k for a restriction, send a
written request to the office contact person atdtiéress, fax or E Mail shown at the beginninchidf Notice.

ask us to communicate with you in a confidentiaywgich as by phoning you at work rather than atdydy mailing health
information to a different address, or by using &lrto your personal E Mail address. We will acecoodate these requests if
they are reasonable, and if you pay us for anyaeodst. If you want to ask for confidential comnmations, send a written
request to the office contact person at the addfas®r E mail shown at the beginning of this Neti

ask to see or to get photocopies of your healidrindtion. By law, there are a few limited situagdn which we can refuse to
permit access or copying. For the most part, heweyou will be able to review or have a copy ofiyhealth information
within 30 days of asking us (or sixty days if théormation is stored off-site). You may have tg f@ar photocopies in advance.
If we deny your request, we will send you a writeeqplanation, and instructions about how to geingrartial review of our
denial if one is legally available. By law, we daave one 30 day extension of the time for use gou access or photocopies
if we send you a written notice of the extensitfnyou want to review or get photocopies of youalie information, send a
written request to the office contact person atatiéress, fax or E mail shown at the beginnindnisf Notice.

ask us to amend your health information if you khimat it is incorrect or incomplete. If we agree will amend the information
within 60 days from when you ask us. We will séimel corrected information to persons who we knowtige wrong
information, and others that you specify. If werdit agree, you can write a statement of your jpesiand we will include it
with your health information along with any rebliggatement that we may write. Once your stateraépbsition and/or our
rebuttal is included in your health information, wil send it along whenever we make a permittextidisure of your health
information. By law, we can have one 30 day extamef time to consider a request for amendmeweifnotify you in writing
of the extension. If you want to ask us to amemar yealth information, send a written requestiuding your reasons for the
amendment, to the office contact person at theesddfax or E mail shown at the beginning of Nhidice.

get a list of the disclosures that we have mad@aof health information within the past six yeavs & shorter period if you want).
By law, the list will not include: disclosures fpurposes of treatment, payment or health careatipas; disclosures with your
authorization; incidental disclosures; disclosuaggiired by law; and some other limited disclosurésu are entitled to one
such list per year without charge. If you want enfsequent lists, you will have to pay for themaitvance. We will usually
respond to your request within 60 days of receivingut by law we can have one 30 day extensiatiinod if we notify you of
the extension in writing. If you want a list, semdvritten request to the office contact persothataddress, fax or E mail shown
at the beginning of this Notice.

get additional paper copies of this Notice of Peiv®ractices upon request. It does not matterhengtou got one electronically or
in paper form already. If you want additional papepies, send a written request to the office acnperson at the address, fax
or E mail shown at the beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Noti€®dvacy Practices until we choose to changé&\fe reserve the right to
change this notice at any time as allowed by l#we change this Notice, the new privacy practisiisapply to your health
information that we already have as well as to sofdrmation that we may generate in the futuriewd change our Notice of Privacy
Practices, we will post the new notice in our affibave copies available in our office, and poshibur Web site.

COMPLAINTS

If you think that we have not properly respecteel privacy of your health information, you are fteecomplain to us or the U.S.
Department of Health and Human Services, OfficeCimil Rights. We will not retaliate against yduwbu make a complaint. If you
want to complain to us, send a written complairthioffice contact person at the address, fax makt shown at the beginning of this
Notice. If you prefer, you can discuss your corimilan person or by phone.
FOR MORE INFORMATION - If you want more information about our privacy piees, call or visit the office contact personta t

address or phone number shown at the beginningsNotice.



