Marcia L. Valente, D.M.D., P.C.
467 Main Street
Post Office Box 250
Oxford, Massachusetts 01540

PATIENT INTRODUCTION

Please Print Patient Information Date

Name: | Prefer to be called:

Address: City: State: Zip

Phone ( ) Work Phone ( ) Cell Phone ( )

The best time to contact me is: [JA.M.[]P.M. on my[ | Home phone [_] Work phone [_] Cell phone
Date of Birth: MorF Social Security Number:

Check Appropriate Box: [ |Minor []Single [ ]Married [ |Widowed [ ]Separated [ ]Divorced

If Student, Name of School City/State Orfr Ot
Spouse or Parent’s Name: Employer Work Phone

Whom may we thank for referring you?

Person to contact in case of emergency. Phone

Email Address

Section Il Responsible Party

Relationship to Patient: [ |Self [ |Spouse [ ]Parent [ ]Other

Name: Cell Phone:( )

Address: 3 e £ 55

City: State: Zip: Phone: ( )

Employer___ Work Phone ( ) SSN#

Section llI Insurance Information

Name of Insured DOB Relationship to Patient

SSN#: Name of Employer: Work Phone: ( )
- Insurance Company Grp # ID#

Ins Co. Address: Ins Co. Phone:

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ]Yes [ ]No IF YES, COMPLETE THE FOLLOWING

Name of Insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Insurance Company: Grp # ID#

Ins Co. Address: Ins Co. Phone:

Assignment of benefits: I hereby authorize payment directly to physician of benefits due
me for his services as described above. I understand I am financially responsible for
charges not covered by this authorization.

Date Signature

Release of information: I hereby authorize the physician and / supplier to release any
information required to process this claim form.

Date Signature

See other side




Name e

Date of last health care exam: . What wasthisexamfor?______—————
Have you been hospitalized in the last 5 years? (Please circle) No Yes

If yes, Teason:

Are you currently receiving care? No Yes If yes, nature of care: :

Fortlwfollawingquaﬁmswdeyaarm. Ywmwmmfwwmdsmb'mdwiﬂbemﬁdqﬁd Please note

concerning your health. :
Anemia or Blood Disorder? INo | Yes | No | Yes
: mmmmmw No | Yes | Joint Replaceme: ‘No | Yes
Asthma No | Yes | Kidney Disease No | Yes
‘Abnormal Bleeding from a cut? No | Yes LWDW(W No | Yes
Cancer or Tumor? No | Yes sGdEngge_d_Lythodes No | Yes
Diabetes No | Yes | Psychosis No | Yes
M;w No | Yes | Previous Biopsies No | Yes
Epilepsy No | Yes Radiation or Chemotherapy No | Yes
; y Treatment 3
anysPelh No | Yes | Rheumatic Fever No | Yes
Glaucoma No | Yes | Siow-Healing Mouth Sores No | Yes
Mw«mww No | Yes WMIW No | Yes
Heart Valve (artificial) or Heart Transplant : No | Yes | HLV. m&cﬁm/AlDSorARC No | Yes
| Congenital Heart Disease No | Yes | Venereal Discase No | Yes
Mm M%Mm No | Yes Other Conditions No | Yes
Heart Stent? When placed? No | Yes | Recurrent llinesses No | Yes
_Mdmmm?
Mbefmedmltm? No | Yes ci No | Yes
Antacids? - No | Yes | Cardizem' | No' | Yes
(Va@_ ) ‘
Dilantin® or Tegretol® _ No | Yes | Serzone ;nmckm) No | Yes
Barbiturates (any) No | Yes | Diflucan (ﬁwomzole)otSpmm No | Yes
(itraconazole)
St John’s Wort or Kava-Kava? No | Yes Biaxin® ich_.ln_h;__'om!;'_l;} i ; ~ | No |Yes
mmmmmnmmmmm " Aredia’, Zometa, A "Bomva)? £ | No Yes
0, when did the treatment begin? When did the treatment end?
Have you ever taken ipti such for weight loss? No | Yes
Do you consume ¢ it juice efruits or grapefruit extract? No | Yes

Plevseﬁstmymedieaﬁomyouateammﬂymkinganddosags:
1 .

o PN

3
5.
¥

Plzaseﬁstanydieta‘yorhubilsupphmmywaremking, and for what purpose:
1. 2.

3. 4.

5 : 6.




“Women: Are you pregnant? No Yes

If no, are you planning a pregnancy in the near future? No Yes
Are you a nursing mother? : No Yes
Are you taking birth control pills? No Yes
Abnormal Blood Pressure? (Please circle) No Yes
Have you ever received a diagnosis of “high blood pressure”?
What is your normal blood pressure? S /D Today: /
Are you allergic or have you had a reaction to:
2. Local ANEStHELICS ...uveeeeecnnerremriireeseeaeestenerntaa s st n s No Yes
b. Penicillin or other antibiotics .......cceeunretirmemmnmnareniecsaninininanannee. No Yes
¢c. Aspirin, Tbuprofen or TYIEnOL .....c.ccoviiueireneiiintinnrnnnsnncesnnsancenes No Yes
d. Codeine, Valium® or Other SedtiVeS......oeuemvrrrecemeerernessnsnassncacens No  Yes
e. Latex or Metals :
f Other (please specify)
Tobacco, Alcohol, Drugs
Do you use tobacco? If yes, circle type: smoke chew How much per day? For how long? No Yes
Do you want to quit using tobacco? No Yes
Do you consume alcohol? If yes, approximately how many alcoholic beverages per week? No Yes
Do you use any mood altering drugs other than those previously listed? : No Yes
Weight and Diet considerations
Weight | Meals per Day Dietary Restrictions Food Allergies

| Sugar in your diet (circle one): none slight _moderate high

DOCTOR’S USE ONLY
Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

1 understand the above irgformationisnecasswytoprovidemewithdmtalcareinasafeandeﬁcientmmer. I have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask

the respective health care provider or agency, who may release such information to you. 1will notify the doctor of change in
my health and medication.

Patient (Print Name) Patient Signature Date

Doctor (Print Name) Doctor Signature Date



Marcia L. Valente, D.M.D., P.C. :

Patient Name

Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting to
treatment, you should carefully consider the anticipated benefits and commonly known risks of the recommended
procedure, alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your dentist and
all of your questions are answered. By consenting to the treatment, you are acknowledging your willingness to accept
known risks and complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate information before, during, and after treatment. It is
equally important that you follow your dentist’s advice and recommendations regarding medication, pre and post
treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments. If you fail to
follow the advice of your dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.

Treatment to be provided

I understand that during my course of treatment that the following care may be provided:

Examinations Preventivie Services: i Restorations
Crowns/Bridges/Veneers  Endodontics_ Other it *Patient Initials
Drugs and Medications

I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling
of tissues; pain, itching, vomiting and/or anaphylactic shock (severe allergic reaction). ~ *Patient Initials

Changes in Treatment Plan

I understand that during treatment it may be necessary to change or add procedures because of conditions found while
working on the teeth that were not discovered during examination, the most common being root canal therapy following
routine restorative procedures. I give my permission to the dentist to make any/all changes and additions as necessary.
*Patient Initials

I give permission to the dental office to bill my dental insurance provider for the treatment provided, if applicable.
*Patient Initials

*Patient Signature Date



MARCIA L. VALENTE, DM.D,, P.C.

NOTICE OF P

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

QUR LEGAL DUTY ™~

We are required 0y applicabla federal 300 Staie (3w 16 mAINkRin he Privacy of your health information, We are also
required {0 give you this Notice 200w ouc privacy praciices, our iegsl duties, 2nG your rights CONCEMING your heattn
information. We must follow (i@ privecy practices that ace descrided in this Notice while it is in effect. This Notice
akes effecy _ G4/1403 . gt wall remiginy in effect untit we replace i

We reserve the ight 10 cnange our privacy preciices and te tarms of this Notice at eny time. provided such
changes are permitied by apphicable law. We reserve the ngnt (¢ maxe ine changes in our privacy practices and the
new terms of our Notice effective for all neaith mformauon that we maintan. including nealtn information we creat-
ed or received before we made (he changes. Before wa make o sigmificgnt cnange in our privacy practices, we wiil
cnange tnis NQUCe and maxe 112 new NOUCe aviladie Lpen requiest.

You may request a Copy of O NOUCE 31 any tmie. For more INfCrmalicn 800w OUr privacy pracuces. or for addition:
al copies of tis Notice. please CONICt U LSINg e nfermagion listed 2t the end of this Notice.
b

‘

USES AND DISCLOSURES OF HEALTH INFORMATION
We use-and gisciose nealtn infermaiion soeut you for reatment, payment, end nealthcare operations. For exampie:

Treatment: We may use or i3
viding reatment 10 you

S yOur Reaith mdormaeion (0 g physician or other heatthcare provider pro-

Payment: We may use snd distioss FOT @RI mauen 1¢ oD deyent for services we provide 10 you.

Healthcare Operations: We 113y use 803 HISCICSE vour Nealtn infeimation in conneciion with our nealtncare opes-
atons. Healihcare operations tchude Yuality agsessment and improvement aclivives. revipwing ine competence of
qualifications of heattncere professionais. eveluating praciiiioner eng provider parformance. conducting training
progrems. accradicstion. certilication, uCansing o credentialing activities.

Your Authorization: I 236iuen e vur uxe of Yo nealtn niormation for veatment, payment or healthcare opera-
tions, you may give us wrillan JuheriZaion 10 use your feaith mfermation of o disslose it 1o anyone for any pur-
pose. If you: give us an auAsnZIIon. You Mgy revexe i in writing a1 any iime. Your revocation will not affect any use
or disciesures permiited Ly Your auinerization woile it was in effect. Unless you give us a written authorization. we
CaNNGT LSE Cf GISCIOsE your NEIRN INformation for a0y reascn excen (nese descrived in this Notice.

To Your Family and Friends: We mus: iSCIose youi nealih micemation to you. as gescribed in the Pauent
Rights seciion ¢f this Notice. We may disciose your neakn informadon 1o a famiiy member, friend or cther person
© the exient neCessary 1o nelu with your healincare or with payment for your heakncare. but only if you agree that
we may do $e.

Persons Involved tn Card: e MAy USE o dRICICse Nealin INICrMation [0 Notify, Or aSSIST in the notification of
(inciuding identifying or lccan~g) 2 remuly nember, YEU DRSSOl ROreseniative Of anciniér Derson responsible for
your care, of your Iocation. you  generg! congition. or death. i you are present, e priof 10 use or disclosure of your
healih infermation, we wit! provizie you With 21 gpRoriurily (0 ODJeCL G SUCh uses or disciosuras. (n the event of your
incapecity or emergency Cireinsiances, we will disciose neaith infermation dasad on 3 determination using cur
professional judgmen: disclos 2elin informanon 10at is dirscily relevact 10 he person's involvement in your
neshincare. We will also use i Professional Lagment 8nd Gur EXperence with Common praclice (o make reason-
2ol nferances of your Dest intures: ellowing & persen to pick u filled prescriptions. medical supplies, X-8Yy8s, Gf
other similar forms'of nealin i ormzaon.,

Marketing Health-Related Services: We witl ngz use your nealts information for Marketing cemmunications
WItNOUL yOur wrillen ausnerizaion

Required by Law: We niay (50 oF GiSCIGSe your Dealin informanon whan we are required 10 do 50 by law.

Abuse or Neglect: We miay UisTiose your neaiin information 0 20prepnate suihorites i we reasonably delieve that

close your nealth i 00T IC 152 LAt NECsIAry 1O DVerT @ Sericus threst 1o your nhealin or safety or the health
or safety of others.



National Security: We maydisclose to miticary avtnoriias e nesith information of Armed Forces personnel under
certain circumstances. We may discloss (o authorizad federal officials neaith information required for lawful intelli-
gence, courterintelligence. and other naugnal security activities. We miay distiose 10 correctionat institution or law
enforcement official naving lawful custody of protectad healin information of inmate or patient under cerain circum-
stances.

Appointment Reminders: We may use ¢r distlose your health information to provide you with appointment
reminders (suct as voicemalt messages. DOSICETYS. of 18tiers)

PATIENT RIGHTS

Access: You have the right 10 160k &1 o1 get copies of your nealth information, with limited exceptions. You may
request that we provide copies in a format other than phoiocopies. We wilt use the format you request unless we
cannot practicably do so. {You must make a request in writing 1o obtain access (o your health information. You may
obtain a forrm 1o request access by using (e contact information listed at the end of this Notide. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a lerter 1o the address at the end of this Notice. if you request copies. we will charge you $0.20 for each page.
$.20.00 _ per nour for staff time o locate snd copy your heaith infermation, and postage if you wani the copies mailed
to you. If you request an alternative format., we will charge & cost-based fee for providing your health information in
that format, if you prefer. we will prepare ¢ summary or an explanation of your health information for a fee, Contact
us using the information tisted 2t tne and ¢f mis Notice for a full sxplanation of our fes structura.)

Disclosure Accounting: You nave (e Nghy 1o recaive & 1ist of INSIentes in wiich we o our bUsIness associaes
disclosed your haaith information for purposes. CIner than reatment, payment, nealtncare operations and certain
other activities, for te last B years. bul no: defore Aprii 14. 2003, If you request this accounting more than once in a
12-montn period. we may charge you £ reasonable. cost-based fee for fesponding 0 these additional requests.

Restriction: You have the rignt (o request that we place a0ditionat restricions on our use or disclosure of your
health information. We are not requires [ agree 10 nese additional restrictions, out if we do, we will abide oy our
agreement (except in an emergency)

Alternative Communication: You Nave 11¢ 1ghi 10 reques
mation Dy alternative Means or 1o alleratve locations. (You
specify the alternative means or locatior
the alternative means or 10Cation you e

Ot wa cormmunicate with yuu abiout your health infor.
Wit OHERE YOUE PRUR IS IN WnOngL) Your request must
{0y easlitoation sow payrenty will de nandied under

Amendment: You have the right 1o reques
arid it MUSt expiain wiy N Informeanion snogu

183 we amend your neaiin nformaton. (Your regquest must de in writing,
I pe amanded.) We niy {8y your raquest under Certain circumsiances.

Electronic Notice: if you receive tus Nonce on gur Weo sie of oy slectronic mail (e-mail), you are entitled 1o
receive this Notice in written form

QUESTIONS AND COMPLAINTS
If you want maore information abov:t our privacy pracuices of nave queslions of concarms, please contact us.

If yous are concerned that wa may 1ave violated your privacy fights, o you disagree with a decision we meade about
access 1 your nealth information o in response 1 2 reguest Yo made 10 amend oF rasrict the use or disciosurs of
your health information 0 [0 have us comnmunicate witn you oy alternative msans or at alternative locations, you
May complain 1o us using the contactinfermation fisted 2t tne end of this Notice. You a1s0 may submit a written
complaint 1o the U.S. Depariment of Meain and Munen Servces, Wa wii provide you with the address (o file your
complaing with the U.S. Department of Heaith and Human Services upon raguast,

We support your rignt (e the privacy of your nealn informancn. We will not retaliate i any way ifgou cnoose © fite
8 complaint with us or witn the U.S. Depertmient of Heali and Human Services,

Conwer Oificae:_Marcia L. Valente, D.M.D.
Telephone: _(908) 987-8125 rax _{508) 987-2187

E-mnan;

Adaess: POSt Office Box 250  Oxford, Massachuselts 01540

W 2002 Asvinan Dodal Ashoriastios
All Bigris Fosorven

Reproguction 3 use of 1his fonn y entists 2w 9k ST IS ponmitiod. Aoy iy whie, ouiliition o disributionof U foam by sy GG farty fequines Ine price
il approval of the Acceicnn Dol Assecia mo

This Focm is educational Gty Sows net coastitie 00a1 advice. 308 Covers tnly foeal, not siote. law (August 14, 2002).



Marcia L. Valente, D.M.D., P.C.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

%

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

Please Print Name

Signature

For Office Use Only

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

O Individual refused to sign
[J Communications barriers prohibited obtaining the acknowledgement
] An emergency situation prevented us from obtaining acknowledgement

[ Other (Please Specify)

+ 2002 Armerican Dontal Association

At Fignas Resorved
WWmch\‘slmubymLsmdwwhmm.mmmmmumduafmwaywmymmm
weettlon approval of Uhe Amorican Dol Association.
T&skammonly.dosnqugumwmaﬂymmmwwmm‘



COVID-19 Consent for Dental Treatment

You are receiving dental care during the events of a COVID-19 National Emergency. Please be
advised that there may be risks in being in proximity of dentists, patients or staff. We are
taking precautions to limit the spread of disease, yet there is still a possibility of transmission.

I have read'and understand the risks of seeking and receiving dental care at this time and hold
harmless Dr. Valente, her staff and the corporation of Marcia L. Valente, DMD,PC for any

infection or health issues | might develop as a result of my presence at the office of Dr. Valente
or as a result of my treatment in said office.

Signed

Date




