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WELCOME TO OUR PRACTICE

On behalf of the entire team at Jared R. Anderson, DDS, PC, let us welcome you to our
practice. We are grateful that you have chosen us to meet your dental needs, and trust that
you will find your experience in our office to be pleasant, professional, and extraordinary.
You may discover that we are different from the average dental practice. When you visit
our office, you will find a unique and relaxing environment. Our team is friendly and
attentive. All of our treatment is designed to be comfortable, to be long lasting, and to
exceed all your expectations. We use the latest technology and techniques our profession
has to offer. Our greatest strength lies in the unequaled advanced training in cosmetic and
reconstructive dentistry we have received.

In order to better serve you, we are enclosing in this Welcome Packet several important
documents that will assist us in making your transition to our office as smooth as
possible. Please read each one carefully so that you can become familiar with our practice
philosophy and policies. We are happy to answer questions you may have at any time.

Please find the enclosed forms that should be filled out prior to your first appointment

with us:

3 Patient Registration [ Medical History

1 Dental Health & Appearance 1 Comfort Menu

3 Financial Options 1 Appointment Agreement
2 Consent A Privacy Practices

Be sure to visit our website at www.AshlandSmiles.com. We look forward to serving all
dental needs for you and your family.

5 truly for better dental health,

Jared R. Anderson, DDS

325 A Street, Suite 2 ® Ashland, OR 97520 * (541) 488-5088
www.AshlandSmiles.com



PATIENT REGISTRATION

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: [ ] Policy Holder Preferred Name:

[] Responsible Party
Responsible Party (if someone other than the patient)

First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient @) Primary Insurance Policy Holder O Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: O Mmale QO Female Marital Status: (O Married O single QO Divorced QO separated O widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [] 1 would like to receive correspondences via e-mail.

Section 2 Section 3

How Referred?:

Employment Status: (O Full Time QO PartTime O Retired

Student Status: (O Full Time QO Part Time
Medicaid ID: Pref. Dentist:
Employer ID: Pref. Pharmacy:
Carrier ID: Pref. Hyg.:

Primary Insurance Information

Name of Insured: Relationship to Insured:(0) Self (O Spouse O Child (O Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State, Zip: City, State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
Secondary Insurance Information
Name of Insured: Relationship to Insured:O Self O Spouse O chid QO Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State, Zip: City, State, Zip:

Rem. Benefits: .00 Rem. Deduct: .00




MEDICAL HISTORY

Birth Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation?o Yes () No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes () No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No
Do you use controlled substances? () Yes () No
Women: Are you
Pregnant/Trying to get pregnant? () Yes () No Taking oral contraceptives? () Yes(_) No Nursing? () Yes() No
Are you allergic to any of the following?
[ ] Aspirin [ ] Penicillin [] Codeine [] Acrylic  [] Metal [] Latex [ ] Local Anesthetics

[ | Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDS/HIV Positive (O Yes(O No | Cortisone Medicine () Yes(O) No | Hemophilia () Yes() No | Renal Dialysis () Yes (D) No
Alzheimer's Disease (O Yes() No | Diabetes () ves(O) No | Hepatitis A () Yes(_) No | Rheumatic Fever () Yes () No
Anaphylaxis () Yes()) No | Drug Addiction (O Yes(O) No | Hepatitis Bor C (O Yes (O No | Rheumatism () Yes() No
Anemia (O Yes(O) No | Easily Winded () Yes(O) No | Herpes () Yes(O) No | Scarlet Fever (O Yes () No
Angina (O Yes(O) No | Emphysema () Yes() No | High Blood Pressure () Yes(O) No | Shingles (O Yes() No
Arthritis/Gout () Yes(() No | Epilepsy or Seizures () Yes(() No | Hives or Rash (O Yes(O No | Sickle Cell Disease O Yes{) No
Artificial Heart Valve (O Yes(O) No | Excessive Bleeding () Yes() No | Hypoglycemia (O Yes(D) No | Sinus Trouble (O Yes () No
Artificial Joint () Yes() No | Excessive Thirst (O Yes(O) No | Irregular Heartbeat () Yes() No | Spina Bifida () Yes() No
Asthma () Yes(D No | Fainting Spells/Dizziness() Yes () No | Kidney Problems () Yes(O) No | Stomach/Intestinal Disease (O Yes () No
Blood Disease (O Yes(O) No | Frequent Cough (O Yes(O) No | Leukemia (O Yes(O) No | Stroke (O Yes() No
Blood Transfusion () Yes(O) No | Frequent Diarrhea (O Yes(O) No | Liver Disease (O Yes(O) No | Swelling of Limbs () Yes () No
Breathing Problem () Yes(O) No | FrequentHeadaches () Yes() No | Low Blood Pressure () Yes (O No | Thyroid Disease () Yes () No
Bruise Easily (O Yes(O No | Genital Herpes (O Yes () No | LungDisease () Yes(O) No | Tonsillitis (O Yes () No
Cancer (O Yes() No | Glaucoma () Yes () No | Mitral Valve Prolapse () Yes () No | Tuberculosis () Yes () No
Chemotherapy (O Yes() No | Hay Fever (O Yes(O) No | PaininJaw Joints () Yes(O) No | Tumors or Growths (O Yes() No
Chest Pains () Yes()) No | Heart Attack/Failure () Yes (D) No | Parathyroid Disease () Yes () No | Ulcers (O Yes() No
Cold Sores/Fever Blisters () Yes () No | Heart Murmur () Yes() No | Psychiatric Care () Yes(O) No | Venereal Disease O Yes(O No
Congenital Heart Disorder(_) Yes () No | Heart Pace Maker () Yes(O) No | Radiation Treatments(() Yes () No | Yellow Jaundice O Yes( No
Convulsions () Yes() No | Heart Trouble/Disease () Yes() No | Recent Weight Loss () Yes (O No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be

dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




DENTAL HEALTH AND APPEARANCE

Reason for visit: Approximate date of last dental visit:

What is your primary concern that you would like us to address first?

When would you like us to start treatment?
Have you ever had any serious problem associated with previous dental treatment or any dental emergencies?. ... ..vvvvvvvvvennn Yes [ No
If so, explain:

What, if anything, has happened in previous experiences at the dentist that was reason not to return?

Do you have missing teeth? If yes, have you had them replaced?

If you have had missing teeth replaced, are you happy with the results?

If not, would you like to learn about your options to replace them?

Do you ever feel (or have you ever been told) that you don’t have fresh breath?

How often do you brush your teeth? How often do youMoss?_____ What type of brush do you use? Manual [d Powered 4

Do you avoid brushing any part of your mouth because of pain? Yes [d No [ If yes, what part?

Which foods cause you twinges of pain: hot [ cold [d sweet [ sour [d none [ Do you lose fillings or break fillings?............. Yes [d No [
Do you chew on only one side of your mouth?......................... .Yes [ No 1 If yes, explain:

Do your gums feel tender or swollen?...............ooooooiiiiiiiiii Yes [ No 4 Do you usually have many cavities?....... Yes (A No d
Do you clench or grind your jaws while sleeping or during the day?......Yes [d No [d Do your jaws ever feel tired?................. Yes [d No [

We respect your right to choose the level of care that fits your needs. We've found that many adults are unaware that problems even exist. There

are rarely symptoms (pain, bleeding) associated with the aging and deterioration of teeth and gums — until it is far too late. According to the

ADA, more than 80% of adult Americans have some level of gum disease. With your permission we would like to explain the choices available

to achieve long-term health and beauty for your existing natural teeth. Please check all that apply:

[d I desire to keep my own teeth for life, if possible. I want my teeth to look good, feel good, and last for a long time.

(1 Spreading payments out over time may help me to achieve the excellent results I desire.

(1 Phasing treatment, by priority, over a few years may make it feasible for me to achieve the excellent resules I desire.

[d I am interested in a plan for long-term dental health. However, I am currently unable to pursue this, and would appreciate help with
emergencies and cleanings for now.

(J Although I am not interested in a plan for long-term dental health, I do desire an office who will treat teeth in need of immediate/

emergency attention, as well as keep me up to date on cleanings.

COSMETIC/ESTHETIC EVALUATION
Are you delighted with your smile? _______Please rate your smile from 1 to 10 (1 = I hate my smile, 10 = awesome)
Would you like to have whiter teeth? [d Yes [ No

If you had a magic wand, what, if anything, would you change about your smile?

What (if any) personal or professional benefit might you gain if you had a gorgeous smile?

Do you have any special occasions coming up?

Through state-of-the-art technology of cosmetic dentistry, we have the ability to help you achieve a world-class smile, often overnight...
Using Computer Assisted Dental Imaging and High Resolution Video Photography, we can simulate very closely how YOU would look after
the improvements, PRIOR to any treatment! Imaging can be performed as part of your exam visit (at NO additional charge). Would you like

to see what YOU would look like with a new and improved smile? Yes [d No I If yes, please check off all that apply:

(J Lighten all front teeth showing [ Rebuild fracture(s) [J Straighten rotation (J Eliminate dark or stained fillings
(d Lighten single tooth (1 Lengthen (d Straighten angulation [d Reduce gum showing in smile
(1 Close spaces between teeth [ Shorten (1 Eliminate crowding [ Repair uneven edges

Please add anything you feel is important:

At Jared R. Anderson, DDS, PC, though our focus is on appearance-related dentistry, our team also delivers routine general dental care. With
flexible payment plans as well as phasing treatment over time, you and your family can achieve spectacular long-term results. Thank you so
much for the opportunity to be of service.
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COMFORT MENU

Your comfort is our priority. We provide a variety of services to ensure that you are comfortable at all times.
Please select from the following options:

* Patients find that if they take an analgesic prior to treatment it helps later in the day.
Which would you prefer? Tylenol Advil Other

* We provide various levels of sedation to ease your mind.
Would you benefit from a sedative?........................ Yes [ No

If yes, we provide: (d Mild sedative (oral medication) With mild sedative, you will need someone to
drive you to and pick you up from the appointment.

(A Nitrous Oxide (laughing gas)

* We also have Pandora Internet Radio available.
Would you like us to create a personalized playlist for your visits?........ Yes [ No 1
Please provide a list of the artists or type of music you like so we can load them for your next visit.

* Complimentary WiFi Internet access is available for your use throughout the office. Please feel free to
bring your wireless Internet device with you for each visit.

* Blankets help keep you warm and relaxed through your visit.
Would you like a blanket?.................... Yes [ No 1

* Pillows provide an extra measure of comfort if you have a sore back or neck.

Would you like a pillow? ... Yes [ No 1

* We also offer our patients a complimentary paraffin wax treatment during your visit.
Would you like to take advantage of this service?......... Yes [d No [

* Is there anything else we can do for you to make your visit comfortable?

325 A Street, Suite 2 ® Ashland, OR 97520 * (541) 488-5088
www.AshlandSmiles.com
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Our office is pleased that you have insurance benefits to help you with the cost of your dental care. We would like to help you
obtain the maximum use of these benefits. We will always make our recommendations based on what we believe is the very best
treatment for you, regardless of you insurance coverage or financial arrangements. With this in mind, please read the information
on our insurance claims process so that we can work together to ensure this benefit.

DO YOU ACCEPT MY INSURANCE? /HOW MUCH WILL THEY PAY?

We currently accept all private care insurance (plans that do not require you to select a dentist from a list or require our office
to accept a reduced fee for services). This means that we work with thousands of companies. Although we can maintain
computerized histories of payment by a given company, they do change; therefore, it is impossible to give you a guaranteed

quote at the time of service. We estimate your portion based on the most up-to-date information we have, but it is ONLY AN
ESTIMATE.

I THOUGHT I PAID MY PORTION BUT I GOT A BILL. WHY?

We base the patient portion of your bill on our most current data, but there are many factors that can affect this estimate. There
may be a deductible (individual or family) or you may have received treatment in another office prior to visiting our office, which
is not calculated into our database. Sometimes you may need to see a specialist for care, which also uses your annual benefit.
Insurance companies do not (and cannot in most cases) notify us of changes to your benefits, they only notify you. If these
situations apply to you, please let us know when we estimate your treatment plan so that we may adjust accordingly.

INSURANCE DIDN’T PAY. NOW WHAT?

We bill your insurance as a courtesy. If insurance does not pay within 90 days, we reserve the right to request payment in full for
services from you and let you collect the insurance funds that are due you. This is rare, but it is important that you recognize the
insurance you have is a legal contract between YOU and your insurance company. Our office is not, and cannot be, a part of that
legal contract. Ultimately, you are responsible for all charges incurred in our office.

FINANCIAL OPTIONS
Our office does request payment in full for your estimated portion at the time of service. All accounts not paid in full after 90
days will be charged a finance charge at a rate of 2% per month (24% per annum).

e A) Payment at Time of Service: You may choose to pay your obligation for each visit with cash, check, or credit
card at the visit.

*  B) Prepayment (For treatment over $400): A prepayment Bookkeeping Courtesy of 5% will be given for direct
payment in full by cash or check three business days before the first treatment visit.

*  C) CareCredit Plan: Because your smile is important to us, we offer CareCredit, a healthcare credit card
specifically designed to pay for treatments and procedures not covered by insurance. CareCredit has two unique
features. Every CareCredit transaction is eligible for a No Interest Plan or Low Interest Payment Plan, and you
can use the card at all healthcare practices that offer CareCredit. As the leader in patient financing, CareCredit
has made it easy for millions of patients nationwide to get the treatment they want and need. For treatment
amounts from $1 to over $25,000, CareCredit has a variety of low minimum monthly payment plans. So you
can start treatment today and use it again and again without having to reapply!

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you've always wanted. If there is
anything we can do to make your visits here more pleasant, please don't hesitate to ask one of our staff members.

I have read, understand, and accept the terms of the above outlined policies for insurance handling and financial commitments
that I may incur as a result of treatment at your office, Jared R. Anderson, DDS, PC.

Name: Date:

325 A Street, Suite 2 ® Ashland, OR 97520 * (541) 488-5088
www.AshlandSmiles.com
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APPOINTMENT AGREEMENT

At Jared R. Anderson, DDS, PC, we understand that your time is very valuable. We are
constantly striving to make your experience here more pleasant than any other place you
have previously been. Trying to accommodate every patient’s individual needs and work
schedule can be challenging. We make every effort to stay on time so that our patients
will not have to wait unnecessarily.

Your appointment is a commitment of time between you and our office. We ask that
you make every effort to keep that commitment. We do provide a courtesy reminder call
one to two days prior to your appointment.

If you find that you cannot keep your appointment, we do require a minimum notice
of 24 hours so we are able to assist other patients with their dental needs. We truly
appreciate your understanding. Our goal at Jared R. Anderson, DDS, PC is to be your
partner in health and to assist you in keeping your teeth for a lifetime.

325 A Street, Suite 2 ® Ashland, OR 97520 ¢ (541) 488-5088
www.AshlandSmiles.com
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
SECTION A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: Social Security #

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare
operations, of the uses and disclosures we may make of your protected health information, and of other important
matters about your protected health information. We encourage you to read it carefully and completely before
signing this Consent. We reserve the right to change our privacy practices as described in our Notice of Privacy
Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain
the changes. Those changes may apply to any of your protected health information that we maintain. You may
obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting

our office at (541) 488-5088 or by mailing us at 325 A Street, Suite 2, Ashland, OR 97520.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your
revocation submitted to the address above. Please understand that revocation of this Consent will not affect any
action we took before we received your revocation, and that we may decline to treat you or to continue treating you
if you revoke this Consent.

SIGNATURE

I, , have had full opportunity to read and consider the contents of this Consent
form and your Notice of Privacy Practices. I understand that by signing this Consent form I am giving my consent
to your use and disclosure of my protected health information to carry out treatment, payment activities, and health
care operations.

Signature: Date:
If this Consent is signed by a personal representative on behalf of the patient, complete the following:

Personal Representative’s Name: Relationship:

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.

325 A Street, Suite 2 ® Ashland, OR 97520 * (541) 488-5088
www.AshlandSmiles.com
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NOTICE OF PRIVACY PRACTICES. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical records and other individually
identifiable health information used or disclosed by us in any form, whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how your health information is used. HIPAA provides penalties for covered entities that
misuse personal health information. As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of your health
information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes:

*  Treatment means providing, coordinating, or managing health care and related services by one or more health care providers. Examples would be teeth
cleaning services, extraction letters, and periodontal or endodontic referrals.

*  Payment means such activities as obtaining reimbursement for services, confirming coverage, and obtaining specific benefit information such as benefit
maximums and deductibles met, etc., billing or collection activities, and utilization review.

*  Health care operations include the business aspects of running our practice, such as conducting quality assessment and improvement activities, auditing
functions, cost management analysis, and customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individual identifiable information. We may contact you to
provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. Any
other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor and
abide by that written request, except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy Officer:

e The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosures to family
members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

e The right to reasonable requests to receive confidential communications of protected health information from us by alternative means or at
alternative locations.

e 'The right to inspect and copy your protected health information.

*  'The right to amend your protected health information.

e 'The right to receive an accounting of disclosures of protected health information.

e 'The right to obtain—and we have the obligation to provide—a paper copy of this notice from us at your first delivery of services date.

*  'The right to provide—and we are obligated to receive—a written acknowledgement that you have received a copy of our Notice of
Privacy Protection Practices.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy practices
with respect to protected health.

This notice is effective as of April 2003 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to
change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected health information that we maintain. We
will post and you may request a written copy of a revised Notice of Privacy Practices from this office.

You have recourse if you feel that our privacy protections have been violated. You have the right to file a formal, written complaint with us at the address below,
or with the Department of Health & Human Services, Office of Civil Rights, about violations of their provisions of this notice or the policies and procedures
of our office. We will not retaliate against you for filing a complaint.

By signing this form, I agree to allow the use and disclosure of my medical record information for the purposes described above. A copy of this authorization
(consent) form will be given to me.

Signature: Date:
Please contact us for more information: For more information about HIPAA or to file a complaint:
Jared R. Anderson, DDS, PC The U. S. Department of Health & Human Services
325 A Street, Suite 2 Office of Civil Rights
Ashland, OR 97520 200 Independence Avenue, SW
(541) 488-5088 Washington, DC 20201

www.AshlandSmiles.com 202-619-0257 or Toll Free: 1-877-696-6775





