PATIENT INFORMATION

DENTAL INSURANCE

Data Whao is responsible for this acoount?
Patient L Fefationship o Patient
Address insurance Co.
Groun #
Cry State e Is patient coversd oy addiional insurance? 1 Yes T No
SexOIM COIF Age ' Birthdate Subscriber's Neme '

T Single
Patiant S84 _

Liwidowed [ Separated [ Divorced

Birthdate

Relagfionship o Patient

ow
o
sk

Occupation

insurance Co.

Employer

Group #

Employer Address

AGSIGNRMENT AND RELEASE

Employer Phone

L, the undersigned cartify that | (ov my dependent; have nsurénce coverage

Spouse’s Name

with &hed assign dirscily 16

Birthdate

88 #

Dr. 2l insurance bensfits,

Secupation

it any,otherwise payable to me for services rendersd. Lungéretand that [ am
financially responsible for all chiarges whether or not paid by insurance...

Spouse’s Employer

t hereby authorize the doctor to release sl information necessary fo

Spouss’s Employer Phone

Whom may we thank for referring you?

secure the payment of benefits. | authorize the use of this Signature o all
insurance submissions. I he accoun: is rnad over to an outside agency,

I will be resporsible for coliecion and atiomay izes.

And Phone Number

Date

Responsibie Party Signature

Whne is respnsible for this accourt?

Responsible parly birth date

NGO DENTAL INSURANCE ASSIGNMENT AND RELEASE

Felationship to Patient

S5#

ASSIGNMENT AND RELEASE -

I, the undersigned {or my dependent) am qu!;} aware that | am responsible for gl charges.

# the aooount is timed over o an outside agency, | witl be responsible fof teéiecta’é?{' and atiomey feas.

Responsible Party Signaiure Daie

PHONE NUMBERS
Home Wark Ext. Spouse’s Work
Ceall E-Mail

- Best #ime and number o reach YOou

IN CASE OF EMERGENCY, CONTACT (Specify somecne who doss not fivs in your househoid, J

Mame

Feiationship

- Home Phone .

o Work Phong

~-OVER-




DENTAL HISTORY

Reason for'today’s visit

Formier Dentist

T Clly/State

Date of last dental visit

 Bry mouth

" Date of last dental X-rays

Place a mark on “Yas” or "No” io indicate
if you have had any of the following

Burning sensation Tves Ne
on tongue

Chew on one side Lives [iNo
of mouth

Cigaretis, pine, or
cigar smoking -

Clicking or popping law

Fingernail biting

Food colfection between
ihe teeth

Foreign objecis

Grinding tecth

"< Mouth pain, brushing

" Pzin around ear

~Sensitivity when biting

L.oose teeth or broken
fillings
Mouth braeathing

Orthodoniic reatment

Periodontal reatrment
Sersitivity 10 cold
Sensitivity to heat
Sensitivity 1o swesis . .-

Sores or growths In ~Uves TNe
your mouth

Bad breath CYes [No
" Bieeding gums Divas CINo
* Blisters on fips or mouth Tives [ONo

" ‘Gums swollen or tendsr
Jaw pain or Hradness
Lip or cheek biting . iYes

""How often: do you floss?

OiNo . Hdw often do you brush?

—_—
i

HEALTH HISTORY

S B

It is your responsibility to update us of any and all changes in vour meédical history.......Le.
Pregnancy, Heart Conditions, Diabetes, Medication changes, etc.
Physician’s Name

Physician’s Phone Number Date of iast visit

Place a mark on “Ye§” or “No” to indicats ¥ you havs had any of the foliowing:

Fainting or dizziness ClYas No . Scarlet Fever™ {VYes

ADS o UOves ThNo
Ansmia _ Lives [INe Glaucoma J¥es [iNo! Shoriness of Breath . UvYes
Arthritis, Rheumatism .. JYes [iNe Headaches DiYes [nNo Sinus Trouble S Yes
Anificial Heart Vaives  ~ TiYes [No " Heart Murmur Tves {INo Skin Rash oo OYes
Artificial Joints CiYes [INo Heart Problems Lives Dho " Special Diet . Sl Yes
Asthma ] Lives [CNo Hepatitis Yes [iNo Siroks TYes
Back Problems e Cv¥es UNo - Type Swelling of Fest or o dYes
Bizeding abnomally; with T 1Ves No - Herpes UYes Nz - Ankles L
exiractions or surgery High Blood Prassurs [oYes {INe © .- Swolien Neck Glands OY¥ss [Thg.
Biood Disease CYes CTNo HiV Positive ‘UYes ONo Thyroid Problems - Oves Dno.™
Cancar T¥es [CNo - Jaundice Lives [InNe Tonsilitis K LiYes [UNc
Chemical Dependency Tves ONo - Jaw Pain .. (ives T No . Tuberculosis - . OvYes One
Chemaotherapy Uves [No Kidney Dissase " DOYes [INo CTraveledoutsidethe - OYes TiNe
Circulatory Problems ClYes Ne Liver Dissase o l0ves Ding U8, within the last vear? i
Congenitai Heart Lesions [TiYes [CNo Low Blood Pressure Lives [ONo Tumororgrowthon .. Yes TihNe-
Cortisons Treatments Oves CNo Mitral Vaive Prolapss Cyes DiNe -~ head or neck " .
Cough, persistent or Tlves [No Muscular Dystrophy Oves CINo ~Uicer : Cives - LinNo
ploody Multiple Sclerasis cDves No Yenereal Dissass S DOves [Tine
Diabetas yYes No Nervous Problems TivYes- No Welght Loss, ¥es [INo
Do you wear - Lives INo Pacemaker _ CiYes [INo vnaxplained
contact lenses? Psychiatric Care OYes TNe Women: U -
“Emphysema Mves OiNo Radiation Treatment CiYes [No Are you sregnant’? Oves Tne
Epifapsy OYes [INo Respirgfory Disease - . [lYes [Nc Dusdate o
_ U Rheumatic Fever C OvYes No Are vou nursing Tives [ONe
CTHER: '
MEDICATIONS ALLERGIES
List medications you are currently taking: iJ Aspirin 1iocsl Anesthatic

! Barbiiurates (S!eegiing pilst O Peniciin .

Ll Cedeine T sula

Are vou currently under pain management? Oves [CiNMo )

Pharrﬁécy Mame

Phone'_ L . "- [ Food Allergies




Note this is a NPP that reflects Omnibus changes as of March 2073
Comdent Dental/$.Scotf Hali D.D.S.
NOTICE OF PRIVACY PRACTICES

Effective Date: September 237 2013

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

if you have any questions about this Notice of Privacy Practices {‘Notice’), please coniact;

Privacy Officer
Phone Number: 317-783-09993

Section A: Who Will Follow This Notice?

This Notice describes Comdent Dental/S.Scott Hall D.D.S. (hereafier referrad (o as ‘Provider’) Privacy
Practices and that of:

Any workforce member authorized to create medical information referred to as Protectad Health
information (PHI} which may be used for purpeses such as Treatment, Payment and Healthcare
Operations. These workforce members may include:
s All departments and units of the Provider.
s  Any member of a2 volunteer group.
= All employees, staff and other Provider personnel.
= Any entity providing services under the Provider's direction and control will foliow the terms of
this notice. In addition, these entities, sites and locations may share medical information with
each other for Treatment, Payment or Healthcare Operational purposes described in this Notice.

Section B: Our Pledge Regarding Medical Information

We understand that medical information about you and your health is personal. We ars committed to
protecting medical information about you. We create a record of the care and services you recaive at the
Provider. We need this record to provide you with quality care and to comply with certain legal
requirements. This Notice applies to all of the records of your care generated or maintained by the
Provider, whether made by Provider personnel or your personal doctor.

This Notice will tell you about the ways in which we may use and disclose medical information about
you. We alsc describe your rights and certain obligations we have regarding the use and disclosure of
medical information.

We are required by law to:

= Make sure that medical information that identifies you is kept private;

= Give you this Notice of our iegal duties and privacy practices with respect to medical information
about you; and

» Foilow the terms of the Notice that is currently in effect.
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Section C: How We May Use and Disclose Medical information About You

The foliowing categories describe different ways that we use and disclose medical information. Eor each
category of uses or disclosures we will explain what we mean and try to give some examples. Not every
use or disclosure in a category will be listed. However, all of the ways we are permitted io use and
disclose information will fall within one of the categories.

¢ Treatment. We may use medical information about you to provide you with medica!l treatment or
services. We may disclose medical information about you to doctors, nurses, technicians, health
care students, or other Provider personnel who are involved in taking care of vou at the Provider.
For example, a doctor treating you for a broken leg may need tc know if you have diabeles
because diabetes may slow the healing process. In addition, the doctor may need to 2l the
dietitian if vou have diabetes so that we can arrange for appropriate meals. Different
departments of the Provider also may share medical information about you in order to coordinate
different items, such as prescriptions, lab work and x-rays. We also may disciose medical
information about you to people outside the Provider who may be involved in vour medical care
after you lsave the Provider.

« Payment. Ve may use and disclose medical information about you so that the treatment and
services you receive at the Provider may be billed and payment may be collected from you, an
insurance company or a third party. For example, we may need to give your heaith plan
information about surgery you received at the Provider so your health pian will pay us or
reimburse you for the procedure. We may also tell your nealth plan about a prescribed treatment
to obtain prior approval or to determine whether your plan will cover the freatment.

= Heaithcare Operations. We may use and disclose medica! information about you for Provider
operations. These uses and disclosures are necessary to run the Provider and make sure that all
of our patients receive quality care. For example, we may use medical information o review our
treatment and services and to evaluate the performance of our staff in caring for vyou, We may
also combine medical information about many Provider patients to decide what additionai
services the Provider should offer, what services are not needed, and whether certain new
treatments are effective. We may also disciose information to doctors, nurses, technicians,
health care students, and other Provider personnel for review and learning purposes. We may
alsg combine the medical information we have with medical information from other Providers fo
compare how we are doing and see where we can make improvements in the care and services
we offer. We may remove information that identifies you from this set of medical information so
others may use it to study health care and health care delivery without learning 2 patient's
identity.

= Appointment Reminders. We may use and disclose medical information fo contact you as 2
reminder that you have an appointment for treatment or medical care at the Provider.

+ Treatment Alternatives. We may use and disclose medical information to tell vou about or
recommend possibie treatment options or alternatives that may be of interest to you.

= Health-Related Benefits and Services. We may use and disclose medical information to tell
you about health-related benefits or services that may be of interest te you.

« Fundraising Activities. We may use information about you to contact you in an effort to raise
money for the Provider and its operations. We may disciose information to a foundation related
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to the Provider so that the foundation may contact you about raising money for the Provider. We
only wouid release contact information, such as vour name, address and phone number and the
dates you received treatment or services at the Provider. If you do not want the Provider to
contact you for fundraising efforts, you must notify us in writing and you will be given the
opportunity to ‘Opt-cut’ of these communications.

= Authorizations Required
We will not use your protected health information for any purposes not specifically allowed by
Federal or State laws or regulations without your written authorization, this includas uses of your
PH! for marksting or sales activities.

e Emergencies. We may use or disclose your medical information if you need emergency
treatment or if we are required by law to treat you but are unable to obtain your consent. if this
happens, we will try to obtain your consent as soon as we reasonably can after we ireat you.

¢ Psychotherapy Notes
Psychotherapy notes are accorded strict protections under several laws and reguiations.
Therefore, we will disclosure psychotherapy notes only upon your written authorization with
fimited exceptions.

« Communication Barriers. We may use and disclose your health information if we are unabie to
obtain your consent because of substantial communication barriers. and we believe you would
want us o treat you if we could communicate with you.

¢ Provider Direstery. We may include certain limited information about you in the Provider
directory while you are a patient at the Provider. This information may include vour name,
location in the Provider, your general condition (e.g., fair, stable, etc.) and vour religicus
affiliation. The directory information, except for your religious affiliation, may also be releasad to
people wha ask for you by name. Your religious affiliation may be given o a member of the
clergy, such as a priest or rabbi, even if they do not ask for you by name. This is so your famiy,
friends and clergy can visit you in the Provider and generally know how you are doing.

» Individuals Involved in Your Care or Payment for Your Care. We may release medical
information about you to a friend or family member whe is involved in your medical care and we
may also give information to someone who helps pay for your care, uniess you obiect in writing
and ask us not to provide this information to specific individuals. In addition, we may disciose
medical infermation about you to an entity assisting in a disaster relief effort so that your family
can be notified about your condition, status and location.

» Research. Under certain circumstances, we may use and disclose medical information about
you for research purposes. For example, a research project may involve comparing the health
and recovery of all patients who received one medication to those who received another, for the
same condition. All research projects, however, are subject to a special approval process. This
process evaluates a proposed research project and its use of medical information. frying io
balance the research needs with patients’ need for privacy of their medical information. Before
we lise or disclose medical information for research, the project will have been approved through
this research approval process, but we may, however, disclose medical information about YOU 10
people preparing to conduct a research project, for example, to help them look for patients with
specific medical needs, so long as the medical information they review does not feave the
Provider. We will almost always generally ask for your specific permission if the researcher wilt
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have access to vour name, address or other information that reveals who you are, or will be
invelved in your care at the Provider.

¢« As Required By Law. We will disclose medical information about you when reguired to doso by
federal, stale or iocal law.

= To Avert a Serious Threat {o Health or Safety. We mav use and disciose medical information
about you when necessary to prevent a serious threat to your health and safety or the health and

safety of the public or another person. Any disclosure, however, would only be o someone able
o help prevant the threat.

s E-mail Use.
E-mail will only be used following this Organization’s current policies and practices and with your
permission. The use of secured, encrypted e-mall Is encouraged.

Section D: Special Situations

» Organ and Tissue Donation. If you are an organ doner, we may release medical information o
organizations that handle organ procurement or aorgan, eye or tissue transplantation orio an
organ donation bank, as necessary fo facilitate organ or tissue donation and transplantation.

» Military and Veterans. If you are a member of the armed forces, we may release medical
information about you as required by military command authorities. We may also reisase medical
information about foreign military personnel to the appropriate foreign military authority.

« Workers' Compensation. We may release medical information about you for workers’
compensation or similar programs.

» Public Health Risks. We may disciose medical information about you for public health activities.

These activilies generally include the following:
o 0 prevent or control disease, injury or disability,

to report births and deaths:

to report child abuse or neglect;

to report reactions to medications or problems with products;

to notify people of recalls of products they may be using;

to notify a person who may have been exposed to a disease or may be at risk for

contracting or spreading a disease or condition; and

o to notify the appropriate government authority if we believe a patient has been the victim
of abuse, neglect or domestic viclence. We will only make this disclosure [f you agree or
when required or authorized by law.

o o O o 0

¢ Health Oversight Activities. We may disciose medical information to a health oversight agency
for activities authorized by law. These oversight activilies include, for example, audits,
investigations, inspections, and licensure. These activilies are necessary for the government to
monitor the health care system, government programs, and compliance with civil rights laws.

« Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose medical
information about you in responss to a court or administrative order. We may also disclose
medical information about you in response {o a subpoena, discovery request, or other lawful
process by someone else involved in the dispute, but only if efforis have been made to tell you
about the request or to obtain an order protecting the information requested.
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= Law Enforcement. We may release medical information if asked tc do so by a law enforcement

official:
o inresponse to a court order, subpoena, warrant, summons or similar process:
o toicentify or locate a suspect, fugitive, material witness, or missing person:
o about the victim of a crime if, under certain limited circumstances, we ara unable to obtain

the person's agreement;

o about a death we believe may be the result of criminal conduct;

about criminal conduct at the Provider; and

o in emergency circumstances, to report a crime; the location of the crime or victims: or the
identity, description or location of the person who committed the crime.

O

= Coroners, Medical Examiners and Funeral Directors. We may release medical information to
a coroner or medical examiner. This may be necessary, for example, t¢ identify 2 deceased
person or determine the cause of death. We may aiso release medical information sbout patients
of the Provider te funeral directors as necessary to carry out their duties.

e National Security and Inteiligence Activities. We may release medical information about you
to authorized federal officials for intelligence, counterintelligence, and other national security
activities authorized by law.

e Protective Services for the President and Others. We may disclose medical information about
you to authorized federal officials so they may provide protection to the President, other
authorized persons or foreign heads of state or conduct special investigations.

= Inmates. If you are an inmate of a correctional institution or under the custody of a law
enforcement official, we may release medical information about you to the correctional institution
or law enforcement official. This release would be necessary for the institution to provide you
with heaith care, to protect your health and safety or the health and safety of others, or for the
safety and security of the correctional instifution.

Section E: Your Rights Regarding Medical information About You
You have the following rights regarding medical information we maintain about you:

= Right to Access, Inspect and Copy. You have the right to access, inspect and copy the
medical information that may be used to make decisions about your care, with a few exceptions.
Usually, this includes medical and billing records, but may not include psychotherapy notes. If
you request a copy of the information, we may charge a fee for the costs of copying, mailing or
other supplies associated with your request.

« We may deny your request to inspect and copy medical information in certain very limited
circumstances. If you are denied access to medical information, in some cases, you may request
that the denial be reviewed. Another licensed health care professional chasen by the Provider
will review your request and the denial. The person conducting the review will not be the person
who denied your request. We will comply with the cutcome of the review.

= Right to Amend. f vou feel that medica!l information we have about you is incorrect or
incomplete, you may ask us to amend the information. You have the right to request an
amendment for as long as the information is kept by or for the Provider. In addition, you must
provide a reason that supports your request.
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We may deny your request for an amendment if it is not in writing or does not include a reason io
support the request. In addition, we may deny your request if you ask us to amend information
that:

o Was not created by us, uniess the person or entity that created the information is no

longer available to make the amendment;

o is not part of the medical information kept by or for the Provider;

o Is not part of the information which you would be permitted to inspect and copy,; or

o |s accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an ‘Accounting of
Disclosures’. This is a list of the disclosures we made of medical information about you. Your
request must state a time period which may not be ionger than six years and may not include
dates before April 14, 2003. Your request should indicate in what form vou want the accounting
{for example, on paper or electronically, if availabie}. The first accounting you request within 2 12
month period will be complimentary. For additional lists, we may charge vou for the costs of
providing the list. We will notify you of the cost involved and you may choose to withdraw or
maodify your request at that time before any costs are incurred.

Right to Reguest Restrictions. You have the right o request a restriction or limitation on the
medical information we use or disciose about you for payment or healthcare operations. You also
have the right fo request a limit on the medical information we disclose zbout you o someone
who is involved in your care or the paymaent for your care, like a family member or friend. For
example, you could ask that we not use or disclose information about a surgery you had. in your
request, you must teil us what information you want to limit, whether you want to iimit our use,
disclosure or both, and to whom you want the limits to appiy (for example, disclosures to your
spouse}. We are not required to agree to these types of request. We will not comply with any
requests to restrict use or access of your medical information for treatment purposes.

You alsc have the right to restrict use and disclosure of your medical information about a service
or item for which you have paid out of pocket, for payment (i.e. heaith plans) and operational (but
not treatment) purposes, if you have completely paid your biil for this item or service. We will not
accept your reguest for this type of restriction until you have completely paid your bill {zero
balance) for this item or service. We are not required to notify other healthcare providers of these
restrictions, that is your responsibility.

Right to Receive Notice of a Breach. We are required to notify you by first class mail or by
email {if you have indicated a preference to receive information by email), of any breaches of
Unsecured Protected Health information as soon as possibie, but in any event, no later than 60
days following the discovery of the breach. “Unsecured Protected Health Information” is
information that is not secured through the use of a technology or methodology identified by the
Secretary of the U.S. Depariment of Health and Human Services to render the Protected Health
information unusable, unreadable, and undecipherable to unauthorized users. The notice is
required to include the foilowing information:

o a brief description of the breach, including the date of the breach and the date of its
discovery, if known;

¢ a description of the type of Unsecured Protected Health information involved in the
breach;

o steps you should take to protect yourself from potential harm resuiting from the breach;
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o & brief description of actions we are taking to investigate the breach, mitigate losses, and
protect against further breaches:

o contact information, including a toli-free telephone number, e-mail address, Web site or
postal address to permit you to ask questions or obtain additional Information

In the event the breach involves 10 or more patients whose contact information is out of date we
will post a notice of the breach on the home page of our website or in a major print or broadcast
media. If the breach involves more than 500 patients in the state or jurisdiction, we will send
notices to prominent media outlets. If the breach involves more than 500 patients, we are
required to immediately notify the Secretary. We also are required to submit an annual report to
the Secretary of a breach that involved less than 500 patients during the year and will maintain a
written log of breaches involving less than 500 patients.

¢ Right tc Request Confidential Communications. You have the right to request that we
communicate with you about medical matters in a certain way or at a certain location. For
example, you can ask that we only contact you at work or hard copy or e-mail. We will not ask
you the reason for your request. We will accommodate all reasonable reguests. Your request
must specify how or where you wish to be contacted.

» Right tc a Paper Copy of This Notice. You have the right {0 a paper copy of this Notice. You
may ask us to give you a copy of this Notice at any time. Even if you have agreed to receive this
Notice eiectronically, you are siill entitied to a paper copy of this Notice. You may obtain a copy
of this Notice at our website (www.comdentdental.com)

To exercise the above rights, please contact the individual listed at the top of this Notice 1o obtain a copy
of the relevant form you will need to complete to make your request.

Section F: Changes to This Notice

We reserve the right to change this Notice. We reserve the right to make the revised or changed Notice
effective for medical information we already have about you as well as any information we receive in the
future. We wili post a copy of the current Notice. The Notice will coniain on the first page, in the top right
hand corner, the effective date. In addition, each time you register at or are admitted {c the Provider for
treatment or health care services as an inpatient or outpatient, we will offer vou a copy of the current
Notice in effect.

Section G: Complaints
If you believe your privacy rights have been violated, you may file a complaini with the Provider or with

the Secretary of the Department of Health and Human Services:
hitp /fwww.hhs.gov/ocr/privacy/hipaa/complaints/index.htm!

To file a complaint with the Provider, contact the individual listed on the first page of this Notice. Al
complaints must be submitted in writing. You will not be penalized for filing a complaint.

Section H: Other Uses of Medical Information

Other uses and disclosures of medical information not covered by this Notice or the laws that appiy to us
wili be made only with your written permission. If you provide us permission fo use or disclose medical
information about you, you may revoke that permission, in writing, at any time. If you revoke vour
permission, we will no fonger use or disclose medical information about you for the reasons covered by
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your written authorization. You understand that we are unable to take back any disclosurss we have
already made with your permission, and that we are required to retain our records of the care that we
provided to you.

Section i: Organized Healthcare Arrangement

The Provider, the independent contractor members of its Medical Staff (including your physician), and
other healthcare providers affiliated with the Provider have agreed, as permitted by law, to share your
nealth information among themselves for purposes of treatment, payment or health care operations.
This enables us to better address your healthcare needs.

Revision Date: March 03, 2013, to be compliant with HIPAA Omnibus Privacy Rules.

Criginal Effective Date: April 14, 2003.
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Comdent Dental/S.Scott Hall D.0D.S.
4200 S. East St. Suite A-14
Indianapoiis, IN 46227
317-783-9983

Fax 317-783-009¢

Notice of Privacy Practices

Fa

For Use and Disclosure of FProtected He
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=
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PATIENT NAME DATE

I understand that under the Heaith Insurance Portability and Accountability Act of 1995 (HIPAAY | have
certain Patient Rights regarding my protected health information.

| understand that Comdent Dental/S.Scott Hall D.D.S. may use or disclose my protected heaith
information for treatment, payment or health care operations—which means for providing health care to
me, the patient; handiing billing and payment; and, taking care of other health care operations. Unless
required by law, there will be no other uses and disclosures of this information without my authorization.

Comdent Dental/S.Scott Hall D.D.S. has a detailed document called the ‘Notice of Privacy Practices’.
it contains a more complete description of your rights to privacy and how we may use and disciose
protected heaith information.

! understand that | have the right to read the ‘Notice’ before signing this agreement. If | ask, Comdent
Dental/S Scott Hall D.D.S. will provide me with the most current Notice of Privacy Practices.

My signature below indicates that | have been given the chance to review such copy of the Notice of
Privacy Practices. My signature means that | agree to allow Comdent Dental/S . Scott Hall D.D.S. to use
and disclose my protecied health information to carry out treatment, payment, and hezith care
operations. | have the right to revoke this consent in writing at any time, except to the exient that
Comdent Dental/S.Scott Hall D.D.S. has taken action relying on this consent.

SIGNATURE (Patient or L.egal Custodian/Authorized Representative) BDATE

Relationship to Patient if signed by another party DATE

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our ‘Notice’ at any
time by contacting: Comdent Dental/S.Scott Hall D.D.S. at 4200 S. East St. Suite A-14 indianapoilis, IN
46227, 317-783-9983.

FORM Us
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