CONFIDENTIAL INFORMATION QUESTIONNAIRE

PLEASE PRINT
PATIENT'S MAME LAST FIRST MIDDLE DATE OOF BIETH EMAIL ADDRESS |
TPATIENT S ADDRESS AFTH TOWN STATE P HOME FHONE &
] CELL #
I MARITAL STATUS FATIEN T SGUARDIAN'S EMPLOYER DCCUFATION
OM 05 Ob OW
0 UNDER AGE 18
WOHK ADDRESS WOHK PHONE # OK TO CALL WOREK
OYEE ONO |
SPOUSE'S NAME LAST FIRST MIDDLE SPOURE'S EMPLOVER DOCUTATION
WORK ADDRESS VWOHE PHONE @ DK T CALL
WORK
OYES OND
FERSOM WE CaN CONTACT IN CASE OF AN EMERGENCY (DTHER THAN YOUR FAMILY HOME)
NAME RELATIONSHIP WORK & HOMES
OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHO CaN WE THANK POR REFERRING YOU TD OUR OFFICE

INSURANCE AND FINANCIAL INFORMATION

INELUTANLE NECRANCE COMPANY NAME IMEURANCE PHONE
COVERAGE
OYES =
ONO INSURANCE ADDRESS
BUNSCAIRERS NAME PATIENT'S RELATIONSHIP TO | SURSCHIBER'S [D A ERSCRIBER'S DATE OF
SUBSCRIBER BIRTH
OSELF OSPOUSE O DEFENDENT
I GROUT # EMPLOVER (IF DIFFERENT FROM ABOVE) EMPLOYER ADDRESS
BECONDARY INSURANCE COMPANY NAME MELURANCE FHIONE
COVERAGE
OYESE OHKO
INSURANCE ADDERESS
BULSCRIBER'S NAME PATIENT™S RELATIONSHIT TO SUBSCRIBER'S [D ¥ SUBSCRIBER'S DATE OF
SURSCHINER BIRTH
- OSELF 0 SPOUSE [0 DEPENDENT Py
GROUF & EMPLOYER (IF DIFFERENT FRONM ABOVE) ADDRESS

ASSIGNMENT & RELEASE:

I hereby authorize my insurance benefits to be paid directly to the dennst. 1 am financially responsible for any balances due and
authorize the dentist to release any information for this claim. | suthorize that my records can be used by the doctor if he so determines.
In consideration of the services rendered to me by this dental office I am obligated to pay said office in accordance with its credit

terms and policy

T certify that I have read or had read to me the contents of this form and do realize the risks and limitations invelved.

Signature

Date




EDICAL HISTOR

Patient Name Mickrame Age
Mame of Physician/and their specialty o
Most recent physical examination Furpose

What Is your estimate of your general health? [JExcellent [)Good (JFair [JPoor

DO ¥YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO
L 'ﬂtﬂmhﬂﬂﬁﬁﬂ'iﬂuﬂ'_ = (] [0 26 osteopomss/ostecpenia (L taking bisphosphonates) % 8
2. analengic reaction to 27, arthritis
O aspirn, bupmoien, acetaminophen 2B glhaumma El D
O penicilin _ 28, ontact lenses 0 O
gwﬁm—r:':n 30 head or neds injuries L] o
a Mleua:m,d 31 eplepsy, comisions [selnres) E S
; 31 newnloge probiems
E ﬁuj;l-lrﬂhcm 33, vl nfections andeold sores. o 0O 4O
) mestiaks goid, stairiess steol) £ ﬂwlwmﬂﬂ;t‘"nfnﬂt mouth__ E %
1 Lot A5, heves gkin rash, Fuey leser
O ary other medications 36, venereal desass 0 0
i hear problerns . O O 3% hepais [ype | 0O 0O
4. heart murmur |:| D I8 W AIDS {:I D
5 rheumnatic fever O Qg = purricr, abinorrmal growth B %
6. et fever (O (O 49 radsation therapy
7 high blood pressum 0O O 4% cemotherpy__ O 0O
£ low blood pressure O ) 4 emotional problerms O 0O
8 astoke O [ % peychiatictreatment (] O
10, artificial prosthesss (L2, heart valve or joints) (O () 44 antidepressant medication o5
11. anemia or other biood disorder O [0 4. akeohol/ dnegdependency [J [
12, projonged bleeding due to a shght out O O
13. emphysema (] ([ AREYOL:
14. twberculoss (0 ([ 9% presentybeingtreated for any other liness E %
15, asthma (O [0 #. =wameofacangeinyourgeneral health
16 breathing of skeep problers {Le. snong, sims) (] [ 48 takingmediation forweight management (Le. fer-phen) O 0O
17, kidniey disease 0 [ 42 tukingdietarysupplements O 0O
16 fver dissase 0O O %50 ofenedhastedorfatigued (] [)
19 Eundice 0O O 51 subjectiofrequent headaches [ L[]
20, thyroid or parathyroid disease (] [0 52 asmokerorsmoked previously ) O
1. hormone defidency [0 [0 53 considenedatouchy porson B 0O 0O
22 high cholesterol [0 [0 5% oftenunhappyordepressed ) £}
23. diabetes E E ;E Em taking birth controd pills E %
24, stomach or duodenal ulcer “pregrant
25 digestive dscrdens (L2, gastric refiux) (0 [0 57 MALE-prostate disorders [ )

Describe any current medical treatment, Impending surgery, or other treatment that may possibly affect your dental treatment,

Li=t all medications, supplements, and or vitamins taken within the last two years

Drug Purpose Drug Furpose

Ask for an addidonal sheet if you are taking more than & medications
PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Slgnature Duts

Doctor's Signature Date

1009 Kols Cender, LLE To reorder, please wisit: www inéscerier com




DENTAL HISTORY

Referred by How would you rate the condition of your mouth? [ Excellent (JGood [ Fair [ Poor
Previous Denhist How lomg have you been a patient? Months/Years

Date of most recent dental exam f) [ Date of most recent x-rays _ ! F)

Cate of most recent treatment [other than a deaning) / f

| routinely see my dentist every: [(J3mo. (Jdmo. [J6mo. [J12 mo. [)Not routinely

WHAT IS YOUR IMMEDIATE CONCERN? ___

PLEASE ANSWER YES OR NO TO THE FOLLOWING:

PERSONAL HISTORY e e

Hue you fearful of dental treatment?  Scale of 1o 10 (weny)

Have woul had an unfavoreble dental expenience?

Have you ever had complications from past dental treatment ?

Have wou ever had trouble getting numib or reactions to local anesthetic?
Did you ever have braces, orthodontic treatment or had your bite ad|usted?
Hiznve youn had amy teeth rermimedy

SMILE CHARACTERISTICS Y

Iz there arrything about the appearance of your teeth that you would ke 1o change?

i
| Hiner vou ever whitenéd |bieached ) vour teeth

L
==
]
LA
=
o

s L P

LA

000000
000000

3 ArE youl S COrSEoLUs about your teeth |

0000
000a

10 Hawe vou been disappointed with the appearance of preaous derrtal work ?

BITE AND JAW JOINT -

11. Doyou would you have any probiems chewing gum? |':] |_:|
12, Doyou / would you have army problems cheswing bagels or other hand foods? W O
13, Hae your teeth changed in the last 5 years, become shorter, thinner or wom? ) B
14, Are your teeth crowding or developing spaces? ] (]
15, Do you have more than one bite or do you dench {squesse] to make your teeth fit together? ] O
16 Do yow have amy problsms with slesp or wake up with an awansnsess of your teath? [ ] 0]
17, Doyou have problenms with your [@ew jont? [pain, sounds, bmited opening, locking, popping) L] 0
18 Dovou have tension headaches o sore teeth? O 0
19, Do voll wesar oF e sou sver worm 4 bite applance 7 L] L]

TOOTH STRUCTURE { ]

0. Have you had army cmilies withen (he past 3 easy

41 Doyou have a dry mouthy

22, hve ary teeth sersiee to hot. oold, biting or Sweeis’
&4, Have you ever had & toothache, cracked Niling, broken, chipped or oracked toath?
24, Do you secid bresihirg sy part of your rmouth

000000
000000

D youl Tesl or rotios ary hoees (L pitting ) in your teeth!

GUM AND BONE

Harve youl Ever Deen diagnosed o treated for penodontal {pum) disease?

6
27, Have yvou Bver enperiEnced gum eoession?
JE. |5 Ehere arnone with a histony of penodontal disease n your fmiby 7
29.  [Dayour gurrs bised when brushing, Nodsing or eating?

0, Are your Ieeth becoming Dose?

11, M you ever noticed an unplessant taste or odor inyouwr mouth?

|
0000000
Q0000000

12, Have you expenenced a buming sersation inyour mouthi?

Patient’s Signature Diate

Doctor's Signature Date

To mearder, plasks Wil s indsrantar.com £ 2005 Koa Centber, LLC



Frederick D. Mesioh, D.D.S.
33 Riddell St
Suite 7
Greenfield, MA 01301

Pavment Options:

To save administrative costs we have eliminated billing from our practice.
Payments are accepted on the day that the dental service is performed. [n the
event an account balance is carried over 30 days a monthly Finance Charge will
be computed at 1.5% per month or an Annual Percentage Rate of 18%. The
minimum finance charge is 5.50.

If You Have Insurance:

All deductibles and co-pays are due on the day of service. Insurance is a contract
between you and your insurance company. As a courtesy we will submit your
claims and estimate what your insi ance company may or may not pay for
services.

Appointment Scheduling:

The typical reserved dental appointment time with the doctor or the hygienist is
one hour, We appreciate ample notice (48 hours) if for some unforeseen reason

you need to reschedule your appointment. This gives us the opportunity to offer
the appointment to another patienl

Signature Date



FREDERICK D. MESLOH, D.D.5.

NOTICE OF PRIVACY PRACTICES

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

PLEASE REVIEW IT CAREFLULLY,
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO LS.

OUR LEGAL DUTY

‘W are requered by applicabile federal snd siste Uy (0 malrsin e privacy of your boalth information. We ane also
peguire 10 give yous this Moticn aboun our privacy practices, our sgal duties, and your rights concerning your health
information, We maest follow the peivocy practicss that sre describsed in (s Mosee whiln @ s n effoct. This Motice
tokes offuct _ APTEL B 3008 | nid will rerisan in eTect undil we replace i,

We resarys the right 19 change our privacy practices And the terms of this Notkce 8l ary time, provided such
churges sre pormined By applicabiln s W rcsare thaa gl 1o rmaks tho changes: in our privecy praceices ano thae
rew ks of our Notlce effective for 5l health infarmaticn thal wo mainiain, including hoalh indformation weo creat
pd or recohed befone v mado the changes. Belore wo make &8 significant changs in ous privacy precices, we will
charge this Motios ard sk thi iy Motice svailabl upon requess.

Yol iy reguiest & copy af aur Motice & any tme. For rana infiormation about our privacy practices, o for scation-
@l Copirs of this Motion, please contact us using tha information listed at the end of this MNotice

LISES AND MSCLOSURES OF HEALTH INFORMATION
Wi usa and disclose bealth informaton sbout you for Beatrent, payimant, and heambcarn operations. For example.

Treatrment: Ve may usa or disclose your health information o a physician of other heaihcare provider pro-
widing treatment Ao you.

Payrmenl: We sy Use and discloses your heshh information 1o abitaln payment fof Services we prowioa 1o you,

Healthcare Operathons: We may Lse amnd discloss your esth infomation In connection with our heallhcare oper-
#hong. Healthcan operations ncludo quality assessment and improvement sclivities. pedowing ihe compeience of
qualifications of heafthcane professlonats, svalualing practilons snd pieddes periormance, conducting dalning
progiams, acohaditation, canifcation Scensing of crooonialing actes.

Your Authorizaibon: n addiion to our use of your heatth informstion for teateremt, payment of hea®hcane el
flor, you miay gve us writhen SuhoriEation 10 usas your haealth Information or o disclrse B i anyoeg for any pue
possa, 1 you e Us an authorization, you may resoke it in seiting at sy s, Your revsocation will not affect ey use
or disclosures permiltied by youe uthor zstion whils i©was in effect, Uinless you give us & writlen suhaniation. wo
CANNDE U5 oF (S5ciosn your hoalth information for any resson escept s described in this Notice.

To Your Family and Friends: Wa must disciose your health infermation te you, a5 gescribed in the Patient
Rights section of this Motics, We may disclose your heaith information 1o a family member, friend of olfus person
Ry R eptinil usCRSSArY 0 Pl with your Paalthcan of with payment for your healthears. Bt only IF you agroe that
W imEy oo 80

Parsons Involved In Cure: Wi may wse or disclose health information to noufy. or assist In the notification aof
linciuding |danifying or locating] a farmily member, your personal representatie of arather person responsibile fof
your cane, of your incation, your general condition, of death. If you are presan, than prior (o Uso oF disciosying of your
Fradtty irdforrrationn, v wall parositles yol with B OpporTunicg 10 objoct 1o sUch uses or disclosues. in the o of your
Ircaped ity of amergency cliroumstances, wo will disclose health infonmation Dased on & cenmination wsing our

clisacharsing onty heallf ndor mation that is drectly releant to the porson’s Inohamant in your
hosihcare Wa will plso use our professional judgment and our eepafisncs wilh Common praclics to mass rason-
abie inferences. of your best inbnest in allcvwing & porson to pick up flled prescriptions, medical supplies, s-rays. or
other similar forms of haalih Inforrmation

Marketing Haslith-Related Services: We will not use your ealth infanmation for markesing communications
safthisut yeur written outhor zathon,

Requirsd by Law: We may uss o dischrse your Tealih informabion whien we ane meguired 1o 6o o iy oy

Abarse or Neglect: Wi may discioss your health informatian i appropriste guthorities i we reasonatly belles That
you are & poasible victim of sbuse, neglect, oF domestic violence or the pessibie wictim of other crimes, Wi may drs-
Clome your health informition 1o T exient necessary &o avert 8 Sefious thisal 1o your health or salety or the heatth
o safaty of Othars.



Mational Security: We mary cisciose fo misitary authorities the heatth nformation of Arrmed Forces personned under
st L wircuneslances. Ye may disciose 1o auhoried federal officiats health nformatian requilmed for sl s
genca, counipninialligance, snd atfuer national security scthatien. We may disclosa o cormectional institution o law

erdoroament officiad having lavdul custody of probocted haaith inforemation of Irerete of patent Urder cerain cireum-
GLEMCES,

Appointrment Rominders: Wo may use or disclose your hoalth information m#‘ﬂﬁdﬁfﬂu'ﬂdm B T
ramingers (such as volcemall massages, posicards, of lenera)

PATIENT RIGHTS

Access! You have the right to lock at or get coples of your heaith information, with imitod exceptions. You may
rucjusest that wa provide coples inoa farmar ciher than phatocogres. We wil use the formal you feguess unless we
cannot practicably do 30, (Yo must meake o request in wriling to obtain pccess o your heath information. You may
AN 8 Porm (o ISt SCcass By Lsing the corfacy Information |sted o1 the end of this Notice. We will Eharge you
o reasonabie cost-based lee for expenses mech s copies and stalf time. Youw may oiso reques; pcoess by sanding us
& lener 10 e pddress &1 The end of this Motlce, I you reguest coples. we wdll change you S030  for sech page,
$20.00  per howr for stnff trme to locate and copy your heah information, and postage § you want th coplas malkd
to youd, I you rocjuest an alternative format, wo will chiarge o cost-basod Tos for prosiding your hoaXh Indorrmation in
. borrmad, IF you pralee. wea will prapacs 0 summany o Bn explanetion of your health information for & fee. Conlact
ws walng the iInformation Ested at tha end of this Motioe for a full esplanation of our feo strnactum.}

Dhisclosure Accounting: You hove tha right to recobe a 56 of instances inwhich we oF Dur DUsiness associams
diaciosed your health information for pufposes, other than thastment, payment, boalthcare operetions and certain
other acthities, for the last B yaars, but not before Apeil 14, 2003, I you mequest This BECMTING More than onces in &
T2-rmanih period, we may chargs you & reasonabie. cosl-based lee for responding to thess additional reguests.

Restriction: You have the right 1o request thet we place additional restrictions on our use or declosee of your
hapith informaticn, 'ﬂumn:l.mllrmmagrm 1 higse addiaonal resirections, D iF wi oo, winowill abide By our
agreament (excopt in @n emergency).

Alsrrative Commisneation: You M e sgiil 1o fediess a0 s SemimuriLas with you Sboul yous heaith o
makicn by aliemativa means o o akemathe oations. [You mest make your mguest in writing.) Your mguest must
spncify thi altarnative means of eation. and provide satisfsciony esplanstion how payments will be handed Under
‘thae albarmativeg meEns o Iocaticn you equest.

Amendment: fiou have the right to roguest that we amend your heaith information. [Your neguess must be in weizing,
wncl I s expaln whn ths infarmation Should be armerdod ) 'We rrisy Sery your rUist under Cerain &irurmstances.

Electronic Motica: If you recelve this Malkce on cur Wab aite of by electronic mail {e-mall], you are entitied to
receive this Motics |n e icten form,

QUESTIONS AND COMPLAINTS
IF yona warrt more information about our prvacy practices o hove quEstions oF concems, ploase contact us.

If youi are concermad that wa may have siolated your privacy nghis, o you isagres with 8 Oecision we mads about
Bocess o your health information of D responss (o o reguest you made o amend of nesirict tha wse or disclosume of
youir health infarmation ar L hive LS Somrmunlcats with you by albefistie mssns of of Alermatiee IGCSUenE. you
My COFTEHAIN 0 WS uRing the contact information isied 80 the end of this Notico, You ais0 may sUbmit 8 writhon
eamplaint to the U5, Departmert of Health and Human Services. W will provice you with the ecdress to file your
complalng with tha LS. Department of Hesah and Human Sersces upon reguesst,

W suppont your right o the privacy of your healkh information. VW will not retaliate inoony way If you choose o e
& corrplaint with us o warh this LS. Depanrent of Heann and Humisn Serdces

Tebechone 413.774.7006 Fa:

E.mait,

sganss: 33 RIDDELL STREET, GREENFIELD, MA 01201
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FREDERICK D, MESLOH, D.D.5.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Hefuse to Sign This Ackntwedgement”™

I, heve recelved a copy of this
office’s Motice of Privacy Practices,

Piagrs Briry Flarms

For Offica Lise Only

Wae attempted to obtain written acknowledgement of recaipt of our Notice of Privacy Practices. but
acknowlpdgement could not be obtained bacause:

O tndevidual refused m sign
[0 Communications barriers prahibited obtaining the sckrmwledgement
O An emergency situation prevented us from obtaining acknowledgement

[ Otner (Piaase Specify]

B T Arvwricn Peneel dserecian

A g Rt

Facroeiuction wrd com of P o Dy demias e P S0 & permEied. by D WS, gncation or ohim by i

s pppTes of B Americsn Dernsl Saancisie e - sk

Thets Fiwee- b sl e gl Srbinn, il ey frriy Mederwl, nen W, e (lasguar L, MET,



FREDERICK D. MESLOH, D.D.S.. BC.
33 Riddell Street, Suite 7
Greenfield, MA 01301

Telephone: (413) 774-799 Fax: (413) 774-7271 Website: www.mesloh.com

RELEASE OF RECORDS

L, authorize the office of F.D, Mesloh, D.D.S.

to obtain my dental records from;

Crentist's Mame

Street Address

Town, State, ZIP

Patient's Signature Dhate

This authorization expires 30 days from date of signature.





