We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we'll be glad to help you.
We look forward to working with you in maintaining your dental health.
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Address — T Ter——

City_ ) T ) Home Phone

Cell Phone _ Email o ) o o

Sex OM OI Age — Birthdate __ 3 Single 3 Married 2 Widowed O Separated 13 Divoreed

Patient Employed by Occupation

Business Address o ] - __ Business Phone

Business Email -

Whom may we thank for referring your

Notify in case of emergeney _Home Phone

Cell Phone - _ Business Phone
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What would you like us to do today?__

Former Dentist _ . ~ \ddress

Dentist's Email ] Phone

Date of last deneal care — _ Date of Tast x-rays _

Check ( ¢ ) ves or no if vou have had problems with any of the following:
Y QN Bad breath Y TN Food collection between teeth Y 2N Periodontal treatment 1Y 1N Sensitivity to sweets
- Y TN Bleeding gums Y QN Grinding or clenching teeth Y N Sensitivity to cold Y 2N Sensitivity when hiting

2 Y QN Clicking or popping jaw Y 2N Loose teeth or broken fillings 1Y N Sensitivity to hot O v QN Sores or growths in mouth

How often do vou brush? . R - _ Floss?

How do vou feel about the appearance of vour teeth? o Dovyouwish your teeth were straighter? OY QN
Do you wish vour teeth were whiters QY N Are you unhappy with any fillings, crowns or bridges? 1Y AN

Have vou ever experienced an adverse reaction during or in conjunction with a medical or dental procedurer QY N

Other information about vour dental health or previous treatment — .

Physician’s name - _Phone

Date of lastvisit _ ave vou had any serious illnesses or operations? (1Y

If yes, deseribe . S — -

Are you currently under physician carer. Y AN I ves, describe

Have you ever had a blood transfusion? Y N If yes, give approximate dates _
Have you ever taken Fen-Phen/Redux? Y AN

Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. Y 0N

Do you smoke or use other tobacco/smokeless products? Y QN Please circle all that apply: Cigarettes Cigars: Vape Marijana Chew Other _ .
Women: Are you pregnant? 1Y N Nursing? Y ON - Taking birth control pillsy QY TN

Cheek € ) yes or no whether you have had any of the following:

Y AN AIDS/ALY Positive Y TN Cough, persistent Y QN Jaw pain Shingles

I Jaw ;

QY ON Anaphylaxis Oy AN Cough up blood QY ON  Kidney disease or Shortness of breath

QY QN Anemia Y TN Diabetes malfunction skin rash

QY TN Arthritis, Rheumatisn Y QN Epilepsy UY DN Liver disease ‘ Spina Bifida

PHCPS) |
Y N Artificial heart valves Y ON  Fainting JY N ‘:’::"ll"lml "'”"Ir"“'""" | L Stroke
- - v A atex, wool, metil,

Y AN Anificial joints Y _.I N Food allergies chiitiicals) .
QY ON  Asthma QY OUN Ghueoma Oy 0N

QY AN Awpic (allergy prone) QY ON Headuches ay an
Yy _l N Back problems JY ._] N Hearl murmur QY ON  Pacemaker
Y AN Blood disease LY UN Heart problems Heart surgery
Y AN Cancer Describe e QY QN Psychiatric care ay Tonsillii
- , r 1 5 ot | 5
QY AN Chemical dependency DY ON Hemophilia/ : QY ON  Rapid weight gain or loss . ,.““ s
; . Abnormal bleeding = o R Tuberculosis
Y AN Chemotherapy QY ON Herpes Y AN Radiation treatment oy Ulcer/Coli

QY AN CGirculatory problems N Oy ON  Rasoiiamiyidicense cr/Lolitis
. Y QN Hepatitis capiraony disease ay Venereal discase

QY AN Cortisone treatments ) S N Rheumatic/Scarlet fove
QY UN  High blood pressure JY AN Rheumatic/Scarlet fever

Surgical implant
swelling of feet

Mitral valve prolapse
or ankles

Nervous problems ' Ly g
Thyroid disease or
malfunction
oy Tobacco habit

Are you currently taking any medications? If yes, list all: Do you have any drug allergics? If yes, list all:

I have reviewed the information on this questionnaire, and it is accurate to the hest of my knowledge, T understand that this information will be used by the dentist
to help determine appropriate and healthful dental treatment. 1 there is any change in my medical status, 1 will inform the dentist.

1 authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that 1 am financially responsible for all charges
whether or not paid by insurance.

Signature i _ WNe Pate,

Payment is due in full at time of treatment, unless prior arrangements have been approved.
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Dr David Cutts DDS
43057 Margarita Rd Ste: C101
Temecula Ca 92592
(951) 296-0166

Health Questionnaire Acknowledgment and Consent to Exam & Xrays

[ certify that the answers to the health questions are accurate and correct to the best of my knowledge. Since
a change of medical condition or medications, can affect dental treatment. [ understand the importance of
and agree to notify the dentist of any changes at any subsequent appointment.

[ authorize Dr. David Cutts and/or such Associate Doctor(s) or assistants as he may designate to perform
Xrays and/or Exams.

[ am welcome to ask questions about any aspects of my dental care and will request information if [ am
confused or need more information. I am responsible for clarifying any aspects of my treatment that | am
unsure about.

[ will pay in full any cost of treatment and/or insurance co-payments according to the office’s financial

policy. I understand that even if an insurance pre-estimate is given or procedure has been pre-approved. I am
responsible for ¢/l costs that my insurance does not cover.

Patient/Guardian Signature: Date:

Office Staff Signature: Date:




Office of Dr Dave Cutts, DDS

Appointment Cancellation Policy

Dear patients,

Please help us take care of our wonderful dental family! Missed appointments (no shows), as
well as same day/late cancellations affect our ability to provide care and attention to our
patients. When a patient does not show up for their appointment, another patient loses an
opportunity to be seen. If you are unable to make your appointment, we respectfully ask that
you notify our office at least 48 hours in advance. We will not be able to take cancellations
over the weekend as we are only open business days, Monday through Friday. Failure to cancel
an appointment that you do not attend will be considered a missed appointment or no show.

Protocol for No Shows and Late Notice Cancellations:

[f you fail to attend your appointment, or give sufficient notice, you will be charged a fee of
$40.00 for cleanings, or your deposit amount for other appointments. The first no show fee may
be waived based on the review of your individual situation. Repeated cancellations and no
shows could result in a mandatory prepay of visits scheduled. If we are able to rebook your visit
you will be made aware and no missed appointment fee will be charged. You are directly
responsible for payment of the no show fee on or before your next appointment. The no show
fee cannot be billed to your insurance company.

We very much appreciate your understanding of this. Thank you for helping our practice take
care of one and all!

I agree to the above office policy:

Date:

Witness/Staff Signature:

Date:




Acknowledgement of Receipt of Statement
of Privacy Practices

| acknowledge that | have received a copy of the Statement of Privacy Practice
for the office of Dr David Cutts, DDS or that this office’s Notice of Privacy
Practices was made available to me to receive.

The Statement of Privacy Practices describes the types of uses and discloses of
my protected health information that might occur in my treatment, payment for
services, or in the performance of the office health care operations.

The Statement of Privacy Practices also describes my rights and the
responsibilities and duties of this office with respect to my protected health
information.

Dr David Cutts, DDS reserves the right to change the terms of this Notice and/or
to our privacy practices at any time, provided such changes are permitted by
applicable law.

| understand that | have the right to request a copy of our Notice of Privacy
Practices at any time.

Patient/Guardian signature: Date:

Office Staff Signature: Date:

OFFICE USE ONLY BELOW THIS LINE

Acknowledgement Not Obtained

Provided Prior to Treatment? [1YES [1NO Date statement provided:
Month: __ DD: Yr:
Reason for not obtaining [] Need more time to [ ] No reason offered
patient signature review statement
[ ] Wanted to consult [ 1 Physically unable to sign
another person before
signing.

[ ] Other:




ONOTICE OF PRIVACY PRACTICES
Office of Dr David Cutts

I. Dental Practice Covered by this Notice

This Notice describes the privacy practices of Dr David Cutts. “We" and “our” means the Dental Practice.
“You" and “your” means our patient.

Il. Our Promise to You and Our Legal Obligations

The privacy of your health information is important to us. We understand that your health information is
personal and we are committed to protecting it. This Notice describes how we may use and disclose your
protected health information to carry out treatment, payment or health care operations and for other
purposes that are permitted or required by law. It also describes your rights to access and control your
protected health information. Protected health information is information about you, including
demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

We are required by law to:

. Maintain the privacy of your protected health information;
. Give you this Notice of our legal duties and privacy practices with respect to that information; and
. Abide by the terms of our Notice that is currently in effect.

Ill. Last Revision Date
This Notice was last revised on November 05, 2013.
IV. How We May Use or Disclose Your Health Information

The following examples describe different ways we may use or disclose your health information. These
examples are not meant to be exhaustive. We are permitted by law to use and disclose your health
information for the following purposes:

A. Common Uses and Disclosures

1. Treatment. We may use your health information to provide you with dental treatment or services, such
as cleaning or examining your teeth or performing dental procedures. We may disclose health information
about you to dental specialists, physicians, or other health care professionals involved in your care.

2. Payment. We may use and disclose your health information to obtain payment from health plans and
insurers for the care that we provide to you.

3. Health Care Operations. We may use and disclose health information about you in connection with
health care operations necessary to run our practice, including review of our treatment and services,
training, evaluating the performance of our staff and health care professionals, quality assurance,
financial or billing audits, legal matters, and business planning and development.

4. Appointment Reminders. We may use or disclose your health information when contacting you to
remind you of a dental appointment. We may contact you by using a postcard, letter, phone call, voice
message, text or email.

5. Treatment Alternatives and Health-Related Benefits and Services. We may use and disclose your
health information to tell you about treatment options or alternatives or health-related benefits and
services that may be of interest to you.



6. Disclosure to Family Members and Friends. We may disclose your health information to a family
member or friend who is involved with your care or payment for your care if you do not object or, if you
are not present, we believe it is in your best interest to do so.

7. Disclosure to Business Associates. \We may disclose your protected health information to our third-
party service providers (called, “business associates”) that perform functions on our behalf or provide us
with services if the information is necessary for such functions or services. For example, we may use a
business associate to assist us in maintaining our practice management software. All of our business
associates are obligated, under contract with us, to protect the privacy of your information and are not
allowed to use or disclose any information other than as specified in our contract.

B. Less Common Uses and Disclosures

1. Disclosures Required by Law. We may use or disclose patient health information to the extent we are
required by law to do so. For example, we are required to disclose patient health information to the U.S.
Department of Health and Human Services so that it can investigate complaints or determine our
compliance with HIPAA.

2. Public Health Activities. We may disclose patient health information for public health activities and
purposes, which include: preventing or controlling disease, injury or disability; reporting births or deaths;
reporting child abuse or neglect; reporting adverse reactions to medications or foods; reporting product
defects; enabling product recalls; and notifying a person who may have been exposed to a disease or
may be at risk for contracting or spreading a disease or condition.

3. Victims of Abuse, Neglect or Domestic Violence. We may disclose health information to the
appropriate government authority about a patient whom we believe is a victim of abuse, neglect or
domestic violence.

4. Health Oversight Activities. We may disclose patient health information to a health oversight agency
for activities necessary for the government to provide appropriate oversight of the health care system,
certain government benefit programs, and compliance with certain civil rights laws.

5. Lawsuits and Legal Actions. We may disclose patient health information in response to (i) a court or
administrative order or (ii) a subpoena, discovery request, or other lawful process that is not ordered by a
court if efforts have been made to notify the patient or to obtain an order protecting the information
requested.

6. Law Enforcement Purposes. We may disclose your health information to a law enforcement official
for a law enforcement purposes, such as to identify or locate a suspect, material witness or missing
person or to alert law enforcement of a crime.

7. Coroners, Medical Examiners and Funeral Directors. \We may disclose your health information to a
coroner, medical examiner or funeral director to allow them to carry out their duties.

8. Organ, Eye and Tissue Donation. We may use or disclose your health information to organ
procurement organizations or others that obtain, bank or transplant cadaveric organs, eyes or tissue for
donation and transplant.

9. Research Purposes. We may use or disclose your information for research purposes pursuant to
patient authorization waiver approval by an Institutional Review Board or Privacy Board.

10. Serious Threat to Health or Safety. We may use or disclose your health information if we believe it
is necessary to do so to prevent or lessen a serious threat to anyone's health or safety.

11. Specialized Government Functions. We may disclose your health information to the military
(domestic or foreign) about its members or veterans, for national security and protective services for the
President or other heads of state, to the government for security clearance reviews, and to a jail or prison
about its inmates.

12. Workers' Compensation. We may disclose your health information to comply with workers'
compensation laws or similar programs that provide benefits for work-related injuries or illness.

V. Your Written Authorization for Any Other Use or Disclosure of Your Health Information



Uses and disclosures of your protected health information that involve the release of psychotherapy notes
(if any), marketing, sale of your protected health information, or other uses or disclosures not described in
this notice will be made only with your written authorization, unless otherwise permitted or required by
law. You may revoke this authorization at any time, in writing, except to the extent that this office has
taken an action in reliance on the use of disclosure indicated in the authorization. If a use or disclosure of
protected health information described above in this notice is prohibited or materially limited by other laws
that apply to use, we intend to meet the requirements of the more stringent law.

V1. Your Rights with Respect to Your Health Information

You have the following rights with respect to certain health information that we have about you
(information in a Designated Record Set as defined by HIPAA). To exercise any of these rights, you must
submit a written request to our Privacy Official listed on the Last page of this Notice.

A. Right to Access and Review

You may request to access and review a copy of your health information. We may deny your request
under certain circumstances. You will receive written notice of a denial and can appeal it. We will provide
a copy of your health information in a format you request if it is readily producible. If not readily
producible, we will provide it in a hard copy format or other format that is mutually agreeable. If your
health information is included in an Electronic Health Record, you have the right to obtain a copy of it in
an electronic format and to direct us to send it to the person or entity you designate in an electronic
format. We may charge a reasonable fee to cover our cost to provide you with copies of your health
information.

B. Right to Amend

If you believe that your health information is incorrect or incomplete, you may request that we amend it.
We may deny your request under certain circumstances. You will receive written notice of a denial and
can file a statement of disagreement that will be included with your health information that you believe is
incorrect or incomplete.

C. Right to Restrict Use and Disclosure

You may request that we restrict uses of your health information to carry out treatment, payment, or
health care operations or to your family member or friend involved in your care or the payment for your
care. We may not (and are not required to) agree to your requested restrictions, with one exception: If you
pay out of your pocket in full for a service you receive from us and you request that we not submit the
claim for this service to your health insurer or health plan for reimbursement, we must honor that request.

D. Right to Confidential Communications, Alternative Means and Locations

You may request to receive communications of health information by alternative means or at an
alternative location. We will accommodate a request if it is reasonable and you indicate that
communication by regular means could endanger you. When you submit a written request to the Privacy
Official listed on the first page of this Notice, you need to provide an alternative method of contact or
alternative address and indicate how payment for services will be handled.

E. Right to an Accounting of Disclosures

You have a right to receive an accounting of disclosures of your health information for the six (6) years
prior to the date that the accounting is requested except for disclosures to carry out treatment, payment,
health care operations (and certain other exceptions as provided by HIPAA). The first accounting we
provide in any 12-month period will be without charge to you. We may charge a reasonable fee to cover
the cost for each subsequent request for an accounting within the same 12-month period. We will notify
you in advance of this fee and you may choose to modify or withdraw your request at that time.

F. Right to a Paper Copy of this Notice



You have the right to a paper copy of this Notice. You may ask us to give you a paper copy of the Notice
at any time (even if you have agreed to receive the Notice electronically). To obtain a paper copy, ask the
Privacy Official.

G. Right to Receive Notification of a Security Breach

We are required by law to notify you if the privacy or security of your health information has been
breached. The notification will occur by first class mail within sixty (60) days of the event. A breach occurs
when there has been an unauthorized use or disclosure under HIPAA that compromises the privacy or
security of your health information.

The breach notification will contain the following information: (1) a brief description of what happened,
including the date of the breach and the date of the discovery of the breach; (2) the steps you should take
to protect yourself from potential harm resulting from the breach; and (3) a brief description of what we
are doing to investigate the breach, mitigate losses, and to protect against further breaches.

VIl. Special Protections for HIV, Alcohol and Substance Abuse, Mental Health and Genetic
Information

Certain federal and state laws may require special privacy protections that restrict the use and disclosure
of certain health information, including HIV-related information, alcohol and substance abuse information,
mental health information, and genetic information. For example, a health plan is not permitted to use or
disclose genetic information for underwriting purposes. Some parts of this HIPAA Notice of Privacy
Practices may not apply to these types of information. If your treatment involves this information, you may
contact our office for more information about these protections.

VIII. Our Right to Change Our Privacy Practices and This Notice

We reserve the right to change the terms of this Notice at any time. Any change will apply to the health
information we have about you or create or receive in the future. We will promptly revise the Notice when
there is a material change to the uses or disclosures, individual's rights, our legal duties, or other privacy
practices discussed in this Notice. We will post the revised Notice on our website (if applicable) and in our
office and will provide a copy of it to you on request. The effective date of this Notice is September 17,
2013.

IX. How to Make Privacy Complaints

If you have any complaints about your privacy rights or how your health information has been used or
disclosed, you may file a complaint with us by contacting our Privacy Official listed on the last page of this
Notice.

You may also file a written complaint with the Secretary of the U.S. Department of Health and Human
Services, Office for Civil Rights. We will not retaliate against you in any way if you choose to file a
complaint.

You must mail, fax, or email complaint form to:
Office for Civil Rights Department of Health and Human Services

Attn: Patient Safety Act 200 Independence Ave., SW, Rm. 509F Washington, DC 20201 (202) 619-0403
TDD 1-800-537-7697 FAX: (202) 619-3818

To submit an electronic complaint, see our web site at http:/hhs.gov/ocr/privacy/psa/complaint/index.html.

X. How to Contact Us/Our Privacy Official

If you have any questions or would like further information about this Notice, you can contact the Office
Manager whom is also the Privacy Official at:

Daina Cutts
43057 Margarita Rd Ste:C101
Temecula, CA 92592

951-296-0166 dacutts@drcutts.com




