OFFICE POLICY

Barry L. Rotz and staff welcome you to our practice. We are proud to be a team whose
primary mission is to deliver the finest and most comprehensive dental care services.

In the event that you have to cancel an appointment we require 24-hour notice. There isa
cancellation fee of $50.00 for a broken or cancelled appointment less than 24 hours prior
to appointment time.

We participate with many insurance plans as a convenience to our patients. Please keep
us updated with your insurance information. If there is a change in your insurance, please
supply us with that information BEFORE your appointment. We will gladly process your
insurance claim and send preauthorizations for major treatment. This is an cstimate of
what your insurance will cover and what your copay will be. Your copay will be
collected at the time of your visit. '

In order to assist you with your dental care investment, we are providing the following
payment options:
1. CASH- includes money orders and checks
2. VISA/MASTERCARD/DISCOVER
3. CARE CREDIT- line of credit to cover your entire family’s health care needs.
There is a 6 month or 12 month interest free option, depending on balance to
be financed. A credit line can be approved in less than 10 minutes.
Returned checks and balances over 30 day will be subjected to additional collection fees
and interest charges

I have read the Office Policy

Signature Print Name Date
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DENTAL INSURANCE PATIENTS

A Pennsylvania Law, passed by the State Legislature on 12/23/2012, states that
a “Non-covered Service” is not eligible for partlmpatlng adjustments. Your dental

insurance is aware and honors this law.

If you have any questions, please do not hesitate to ask.
Thank you

Print Name

Sign Name

Date
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Barry L. Rotz, D.M.D. Maria Sisco, D.M.D. Ginger Stevenson-Clarke, D.M.D. .



Effective date of notice: [September 10, 2014]

/ NOTICE OF PRIVACY PRACTICES

Barry L. Rotz, DMD
108 VIP Drive
Wexford, PA 15090
724-935-0700
724-935-2834

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

We respect our legal obligation to keep health information that identifies you private. We are
obligated by law to give you notice of our privacy practices. This Notice describes how we protect your
hezlth information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment,
payment or health care operations. Examples of how we use or disclose information for freaiment
purposes are: sefting up an appointment for you; examining your teeth; prescribing medications and
faxing them to be filled; referring you fo another doctor cr clinic for other health care or services; or getting
copies of your health information from another professional that you may have seen before us. Examples
of how we use or disclose your health information for payment purposes are: asking you about your
health or dental care plans, or other sources of payment; preparing and sending bills or claims; and
collecting unpaid amounts (either ourselves or through a collection agency or atiorney). "Health care
operations” mean those administrative and managerial functions that we have to do in order to run our
office. Examples of how we use or disclose your health information for health care operations are:
financial or billing audits; internal quality assurance; personnel decisions; participation in managed care
plans; defense of legal matters; business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any special
permission. If we need to disclose your health information outside of our office for these reasons, we
usually will not ask you for special written permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION

In some limited situations, the Jaw allows or requires us fo use or disclose your health information
without your permission. Not all of these situations will apply to us; some may never come up at our
office at all. Such uses or disclosures are:

+ when a state or federal law mandates that certain health information be reported for a specific
purpose;

» for public health purposes, such as contagious disease reporting, investigation or surveillance;
and nofices to and from the federal Food and Drug Administration regarding drugs or medical
devices;

+ disclosures to governmental authorities about victims of suspected abuse, neglect or domestic
violence; :

= uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits
by Medicare or Medicaid; or for investigation of possible violations of health care laws;

= disclosures for judicial and administrative procesdings, such as in response to subpoenas or
orders of courts or administrative agencies;

+ disclosures for law enforcement purposes, such as to provide information about someone who is



the exlension. If you want to review or get photocopies of your healih informalion, send a wrillen
request to the office contact person at the address, fax or E mail shown at the beginning of this
Notice. '

- ask us to amend your health information if you think that it is incorrect or incomplete. |¥ we agree,
we will amend the information within 60 days from when you ask us. We will send the correcled
information 1o persons who we know got the wrong information, and others that you specify. Ifwe
do not agree. you can write a statement of your position, and we will include it with your heaith
;nformalion along with any rebuttal statement that we may wrile. Once your stalement of position
and/or our rebulial is included in your heaith information, we will send it along whenever we make
2 permiited disclosure of your health information. By law, we can have one 30 day exlension of
time to consider a request for amendment if we notify you in writing of the extension. [If you wanl
lo ask us to amend your health informalion, send & wrilten request, including your reasons for the
amendment, to ihe office contact person at the address, fax or E mail shown at the beginning of
this Notice. '

- geta list of the disclosures that we have made of your health information within the past six years
(or a shorter period if you want). By law, the list will not include: disclosures for purposes of
reatmenl, payment or health care operations; disclosures with your authorizalion; incidental
disclosures: disclosures required by iaw; and some other limited disclosures. You are entitled lo
one such list per year without charge. If you want more frequent lists, you will have lo pay for
them in advance. We will usually respond to your request within 60 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extension in wriling. If you want
a list, send a writien request to the office conlact person at the address, {fax or £ mail shiown at
the beginning of this Notice.

- get addilional paper copies of this Nolice of Privacy Praclices upon request. Il does not matler
whether you got one electronically or in paper form already. If you want addilional paper copies,
send a written request fo the office contact person at the address, fax or E mail shown at the

beginning of this Nolice.

OUR NOTICE OF PRIVACY PRACGCTICES

By law, we must abide by the terms of this Nolice of Privacy Practlices until we choose 10 change
L. We reserve lhe right to change this notice at any time as allowed by law. 1f we change his Nolice, the
new privacy practices will apply to your health information that we already have as well as 1o such
nformation that we may generate in the future. 1If we change our Notice of Privacy Praclices, we will post
lhe new notice in our office. have copies availabie in our office, and post it on our Web sile.

COMPLAINTS

if you think that we have not properly resp
iree lo complain 1o us or the U.S. Department of H
will not retaliate against you if you make a complaint. If you want to compl
complaint 1o he office conlact person at the address, fax or E mail shown at i
if you prefer, you can discuss your complaint in person or by phone.

ected the privacy of your heallh informalion, you are
ealth and Human Services, Office for Civil Rights. We
ain lo us, send a wallen

se beginning of 1his Notice.

| acknowledge that | read the Notice of Privacy Praclices of Barry L Rotz, DMD

FPont Name

Date

Signalure
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Petient Mame:

Barry L, Rotz, DMD
Eaglescft Medical History

Birth Date:

; Date Created:

“Although dentsl personnel primarily treat the arez in and around vour mouth, your meuth is a part of yeur entre bady. Health problems that you may have, or

Are you under a physician's care now?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?
Are you takdng any medications, pills, or drygs?
Do you take, or have you taken, Phen-Fan or Redwue?

Have you ever taken Fosamex, Bonva, Actonel ar

i Yes & No

any other medicetions centaining bisphosphonates?

Are wou on a special diet?
Do you use tobacco?

YWomen: Ara vou...
[ Pregnant/Trying ta get pregnant?

Are you 2lergic to 2ny of the following?
L aspirin

[ 1Matal

Cther?

Do you use controllad substances?

Do you have, or kave yvou had, any of the folowing?

AIDS/HIV Positive i ¥es Mo
Alzheimer's Disease . Yes ¢\ Heg
Amaphyiaxis Wi Yes v Ne
Anemia i Yes O Ha
Angina L Yas (0 e
Arthritis/Gout s Yes ¢ No
Artificial Heart Vakve 1.0 Yes i Mo
Artificial Joint w1 Yes ¢ Np
Asthma 7 Yes 7y Mo
Blood Disease “iYes i HNe
Bload Transfusion " Yes ©) Mo
Breathing Problems 7 Yes ¢ No
Bruiss Easily i Yag i) Mo
Cancer {5 Yes £ Ne
Chematheragry Vi Yes i HNo
Chast Pains < Yes (i He
Cold Sores{Fewer Blistars ¢ Yes € Mo
Congenital Heart Disorder (7 Yoz 71 Mo
Comvulsions ©73Yes i Ho

Have you ever had any serious ilfness not listed

Comments:

) ‘mediatinn that vou mav be taking, could have an imporant ntarrelationship with the dantistry you will recelve. Thank you for answering the following questions.

Ives | ]
1% Yes (7 o Hves | ]
€3 Yes 1 Ne ¥ ves I i
¢ Yas 171 Ho IFyes IL _f
7 Yes i No Ifyes {l 15
EiYes CIHe Iyes | |
£ Yas € Ho LAST DENTAL VISIT:
iYes i Mo
E hursing? [ Taking oral contraceptives?
7 Penicitiin lcodeine ) Acndic
[ Latex Elsulfe Drugs U9 Local Anesthetics
] If yes i_ _f
£ Yes €3 o ¥ves | . ]
Cortisane Medicine ¢ Yes (N2 | Hemophilia Z1Yes N0 | Radiation Treatments ¢ Yes 7} Mo
Digbetes ZiYes JiMo | pepatifis A 1Yes (3 Ho | Recent Weight Loss '
Crug Addiction iYes i No | Hepatitis B or € i.+Yes iy No  iRenal Dialysis
Easily Winded €:Yes D HO | Herpes i Yes 3 Ho | Rheumatic Fever
Emphysetra ©Yes :No  |High Blood Pressure < Yes €3N0 | Rheumatism
Epilepsy or Sefzures {1 Yes {3No  [High Cholestercl i21Yes (i He | Scarlet Fever
Excessive Blaeding #iYes . *No | Hives or Rash I Yes 1Mo | Shingles
Excessive Thirst £1Yes ' Ho | Hypoglycemia {C3Yes ONe | Sickle Cell Disease
Feinting Spels/Dizzinass {7 Yes (Mo |frregular Heartbeat 7 Yes ¥ Mo | Sinus Trouble
Frequent Cough ; Kidney Problems “iYes iy No | Spina Bifide
Frequent Dfarrhea Leukemia 0 Yes L Mo [ StomachiIntestinal Disease ¢ Yes ~ Ma
Frequent Headaches Liver Dissase i Y¥es {oHe | stroke {iYes ;Mo
Genital Herpes £2¥es Ui Mo | Low Blood Pressure 4% Yes £ Ho Swelling of Limbs T Yes
Glaucorma £3Y¥es 2 Mo |Lung Disease 0 Yes i Ho | Thyroid Disease £ ¥es i M
Hay Fever 3 Yes e Me | Mitral Vahve Prolapse <% Yes (1Mo |Tensillitis It Yes
Heart Attack/Failure € Yes £3Ho | Osteaparpsis Yes iHo [ Tuberculosis i Yas
Heart Murrur TiYes {3Ne | Pain in Jaw Joints “iYes{iMe |Tumersor Growths 0 Yes ()
Heart Pacernaker ©rYes (Mo |Perathyroid Disease 2 Yas Mo | Ufcers
Heart Trouble/Disease 0 Yes (71 No, | Psychiatric Care w1¥es (3o | venereal Disease
Yeliovs Jaundice

“iYes v No

Fyas |

Signature of Patient, Parent or Guardian:

X

To the best of my knowladge, the questions on this form have been accurstaly answared, Iunde
patient's) haalth, It is my responsibilicr to nform the dentzl office of any changes in medical status,

Date:

rstand that providing incorrect infonmation can be dangerous to e (or



Patient Information

Tirst Name MI

Last Nams

Strect Address

City, State, Zip

Ilome Phonc

Work Phone

Cell Phone

Responsible party for payment? (Father) (Mother)  (Selb

Address of the responsible party (if not same as

paticnt)

Ccll Phionc

[Iome Phone

Work Phone

Patient [riformaiiol:

Scx: Malc or chaic
Marital Status: (Single) (Married) (Separated) (Divorced)
(Widowed)

Dirti Dale SS #

Email Address

For Confirmation and Correspondence

Were you referred to our praclice?

BBy whom?

Cmployment Status:  (Full Timc) (Part Time) (Retired)
(Studen) QW/A)
Employer

Address

Phone i

Primary [nsurance Information

Name of Policy older

Social Security Number

Birth Date

Insurance ID Number

What relationship arc you to tic policy holder?
{Sell} (Spouse} (Child)

Name & Address of Inswrance Compagy

Phone #

‘Group #

Cmployer Name & Address

Secondary Insurance Information

Name of Policy Holder

Soclal Security Number
Birth Date

Insurance 1D Number

‘What relationship are you to the policydholdcr?
(Self) (Spouse) (Child) o
Name & Address of Insurance Company

.
7

Phone #

Group #

LEmployer Name & Address

School

Pharmacy,

Address

I’hone #

Physician

Address




