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Dental Assoclates

family, cosmetic & implant dentistry

Welcome to our practice! We are dedicated to performing high quality dental care using the
latest dental technology advancements in a caring and friendly environment; providing our
patients with a uniquely positive dental experience. We thank you for choosing to be a part of
our dental practice and welcome your referrals of family and friends.
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Please complete all attached paperwork prior to your visit, paying careful attention to sign where
required. You may bring it with you to your appointment, fax to (334)271-4709, or email to
registration(@easttaylordental.com. If you have any questions about the policies included, please
do not hesitate to ask.
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Please bring this completed packet of paperwork as well as your valid photo identification
and insurance cards to your appointment.
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East Taylor Dental, PC
2201 Taylor Road
Montgomery, AL 36117
www.easttaylordental.com
(334)271.4600 Phone (334)271.4709 Fax
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EAST TAYLOR DENTAL, PC - PATIENT REGISTRATION INFORMATION

Salutation:

A

0 Miss U Ms.

J Mrs.

La st(l(?a)m e

OMr. ODr.

Middle Initial

Patient Is:

0 Policy Holder (43 Hio¥ay)

Preferred Name:

0 Responsible Partyzgy i) K3 ol B)

First Na mo(d;ﬂ

Responsible Party (If someone other than patient) (7*'8 LJM'Z" Rrsf Aw ot U 1)

Last Name Middle Initial

Address(%h)

Address 2:

City, State, Zip(“lk‘ OT._H'E_- 13 N
Home Phonel ‘ﬁ‘

Blr(hdale(%‘d‘_ﬁ_:&,)w_

ook

o (inwy) - (%)
___ WorkPhone: Ext Cell: o
(5412 (R BE| w)
Soc Sec #: o Dm ers Lic #
Eg)

Fmp oyer Phone:

6] Responsili)!;eal’qrn is also an Insurance policv holder for p'menl O Primary Insurance

a Secondmy Insurance

(3

Address;

Student Slatus(%) 0 Full Time 0O PartTime

B 20E AT vEb masRioid: LA dgg) (2av47d)
Patient Information (gmaa.&)

Address{(%if) o Address2: o - )
City, State, Zip (N & $941) o TS -
5 : = (RURIE
Home Phonel %) MY) Work Ph oueL%jigﬂ Ext Cell e
Scx(%) 00 Male O Female Mm‘it Status: O Married (0 Single 0 Divorced 0 Separated O Widowed

i) Aheh) gz o) (Ui%)
Birthdate{ Q93 Socnl Secyrity #: i / _ Drivers Lic #
oG (1 Vol YL #)
E-mail: Lﬁom“%} D l W ould like to receive correspondence by: O E-mail 0 Text
e () (& (NI
Employment SlallY: 0 Full Time 0 Part Time D Retired O Not Applicable
(3¢ el @83u2)
Employer Name: (_1%} D\%\ o Employer Phone:
Address: (AR BE) __ City, State, Zip | Hi %, #53¥3)

e
g Name of School:( 257 0V%)

City, State, Zip

(5 %t)

(W %, +3343)

Preferred P hnrmacy.(‘dim 9,“&,]

Location/Address: L?'jﬁz\ﬂ) -

ER (‘omact:k%% @Z\"H\
\ g/

ER Phone:[-5d 47-,__ __\our Best # from 8 am-Spm__
L 5 2B Y% 5N

Spouse Information QH‘H} 76!10

First Name((); o

Last Name _('(8_)“77*_* o Middle Initial

:\ddress(?Q, mme
Home Phone(‘ﬁ\ﬁ_‘:)

Employe r( ;‘8 k_' _0_%)_4 —

——___ City, State, Zi])(“,#l%l@
e (&553)

Ext  Cell: Social Security

____ Employer Phoneﬁ.\%"} ‘ﬂé)

Sex: O Male 0O Female

25))




Jod )
EAST TAYLOR DENTAL, PC - INSURANCE REGISTRATION

PRIMARY DENTAL INSURANCE INFORMATION: (A(3t9E 2y)

: (D Rk 25Y)
Name oflnsured(ﬂ\fim‘ (ﬂ%’) Rel‘ationsl ip 10 ]nsu\rcd: (! Self [1Spouse (1Child | Other
(HePR B 1) (THHE & Yoy
Insured’s Social Security # / / Insured’s Date of Birth: / /
(E3MYE)
E mployertm ) Telephone:
Address{ 7&!(3 City, State, Zipi( M, & 2BI3)
Insurance Company{ﬂ' 3w Telephone:
Address@i}h} City, State, Zipthl 5,4 HEL)
Subscriber/Contract Number; Group Number( 3% i)

SECONDARY DENTAL INSURANCE INFORMATION: C\]&o’\‘: gr,“\_(” ;L\.ﬂ"\{)‘;oéo\ 0,1%03“)

Name oflnsured(iﬂn’()\‘?g) Relationship to Insured: (I Self 1 8pouse  1Child 7 Other
Insured’s Social Security # / / I[nsured’s Date of Birth: / /

Employer: N _ Telephone:

Address: ) City, State, Zip:

Insurance Company: _ Telephone:

Address: _ City, State, Zip:

Subscriber/Contract Number: Group Number:

PRIMARY MEDICAL INSURANCE INFORMATION:(21% B 1)

. WY A W) ‘
Name of lnsuredlﬂi@“’ o¥%) N Relationship to Insured: ) Self (i Spouse {3 Child Ul Other
(TUBN 634)
Insured’s Social Security # / / Insured’s Date of Birth: / /
Employer: Telephone:
Address: City, State, Zip: _
Insurance Company(ﬁ@illﬂ Telephone:
Address: ) City, State, Zip:
Subscriber/Contract Number; Group Number:

SECONDARY MEDICAL INSURANCE INFORMATION: (Abbreviated) (42 2| 2i% §go\ s£a)

L Child U Other

Name of Insured: Relationship to Insured: (1 Self 7 Spouse
Insured’s Social Security # / / Insured’s Date of Birth: ___ /7

Employer: Telephone: .~ Address: .
Insurance Company: Telephone: ___Address:

Subscriber/Contract Number: Group #:

Do companies coordinate benefits? _ Yes LI No




East Taylor Dental, P.C. Patient Name:

Medical History Date Created:

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.

Ao A% Fei E&FA ool ANRARYG TP AT BAS /ML F onE e Ao gy ne
= Ut} Ak o

OYeES ONO Areyou under a physician’s care now?
A o) xke] Belstol Lzt
OYes ONO Have you ever been hospitalized or had a major operation?

FAL A YL B 8 B2 o Q&Y

OOYES CONO Have you ever had a serious head or neck injury?
42t et B 232 AUd Hol A
OYES COINO Are you taking any medications, pills, or drugs?
AL HR B8 s o] AU
» Please Complete Medications List 25 2= 2 2H4J 514 A| Q.
OYes ONO Do you take, or have you taken, Phen-Fen or Redux?
Phen-Fen ©]1} Redux & #8373 0] gl& 7l
OYES ONO Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?

Fosamax, Boniva, Actonel & H| 22X XX Ho|EE ¥ sl kES BEL3™o] 91&U719

OYES CONO Are you on a special diet?

A F 50 E8F Aol Qg7 ?
OvYes CONO Do you use tobacco?

FASAU
OYES ONO Do you use controlled substances?

ﬂ%xﬂ% A ] g‘}:%a -—1%0}'—1— )-)\1:1 1477}‘?

Women: Are you...

& 5
O Pregnant/ Trying to get pregnant? O Nursing O Taking oral contraceptives?
YA Fol AU YUADF o HUA? B4 HE AT VY Bg

Are you allergic to any of the following?
AL o5 T st Gl 277 dF5 Yt

O Aspirin O Penicillin O Codeine O Acrylic

o3 e Hu g 2 °tad

O Metal O Latex O sulfa Drugs O Local Anesthetics
5 Zhe 4 Ag IE EER SR

O Other Allergies?
o2 dy27)?




Do vou have. or have you had any of the following? Crge “\I,.

) Yes
(™ Yes
) Yes
) Yes
) Yes
) Yes
© Yes
i) Yes
) Yes
") Yes
™) Yes
(& Yes

& Yes (7

To the best of my knowledge, the questions on this form have been ac
information can be dangerous to my (or patient’s) health. It is m

" No»
(’;:} No

¥ No
"' No

i) No
"1 No
' No
I No
) No
) No
") No
= No

' No
(") No
' No

AIDS/HIV Positive  erflo\ ™

Alzheimer's Disease  3\gH

Anaphylaxis ohMDzban  ( THAI%Y
Anemia Blig

Angina 3 }.\ﬁ_

Arﬁvrbstwt ‘1}-16\0’-"—\ ‘%——r
Artifidal Hearwa!ve o\-p_-\ 1?

Artifidal Joint o\m;_\l\'-r!

e i)
Blood Disease 3400 )3}
Blood Transfusion lv'
Breathing Problems 1, 'L'Z&.
Bruise Easly ol &\o\ <
Cancer o}
memiherapv 508 Tyat QY
ChestPains - h

0
Cold Sores/Fever Blisters Oé%'.!:‘h.}

Yellow Jaundice ig‘%‘

Hemophiia iggru;\

Hepatis A AT ‘\!'Ga
HepatitsBorC g3l | C 35 1"%
Hepes  Z\2T4|0

High Blood Pressure 1’%0‘}‘

High Cholesterol 3\_1‘\%1‘::.

Hives or Rash ng.‘-ﬂ

Hypoglycemia 1\-\%1;\-

Irregular Heartbeat :}1'5}15}0\ ;.31‘\- m—g-_
Kidney Preblems "Lh“' 1% 3—_&-
Leukemia By L2

Liver Disease  ~ ‘\:’%ﬁ

Low Blood Pressure "H?%o&’

Lung Disease n’-ﬁ"}‘iﬁ'

Mitral Valve Prolapse _b&—m- “E{%’_:_

Osteoporosis J'c\‘ _L_";
Pain in Jaw Joants o_\;i\e_ (&he) '%to

Parathyroid Disease \&-1\—”- A '}%)il\'.
Psychiatric Care \1% 1&_
Sleep Apnea ,\

5%

medical status. _
¥> Signature of Patient, Parent or Guardian: ( BLHY 9t KB  Date: Cl-a\‘nr)

) Yes
") Yes
) Yes
2 Yes
@) Yes
) Yes
(%) Yes
i3 Yes
™ Yes
) Yes
") Yes
) Yes
) Yes
i) Yes
) Yes
(O Yes

O Yes (7

") Yes
(") Yes
(") Yes

—<
m
]

U PHY Loy °‘%u-n\*7

"1 Ne
iy No
{Z)No
(5 No
D' No
£ No
") No
) No
) No
7 No
) No

i No

Cortisone Medicine i_E\Q_‘- .%
Diabetes Tl

Drug Addicton 0% S

EaslyWinded  R\vi Hol 4%
Emphysema ]I—i\‘\\‘!:

Epiepsy or Seizures —\_\‘%\

Excessive Bleeding }gﬂ- %‘%

Excessive Thirst VB -!z\-b

Fainting Speﬂsﬁ)tzmess Ay

Freguent Cough ‘IJ?‘ %)

Frequent Diarrhea \-o p.g,\\»

Freguent Headaches 1\\-0 % 2

Genital Herpes ....u \

Glaucoma 'E.-l.“’?-*‘ }‘1;_

nevFever Ihed (ofanzaig) WIEdd
Heart AttackfFailure ;h\«,g- AW p..\} -r:\l.ﬂ
Heart Murmur _a.

HeartPacemaker LAk ilol2 oV
Heart Trouble/Disease 561\0\—-72!1&-

Bomd 3o\

Ra:sanonTreahnents BhHg N
Recent WeightLoss 1o Roy Ah
Renal Dialysis D\‘i‘_&é bT-ﬁ ‘hh
Rheumatic Fever %ﬂ!‘ﬁ\ ]n-k;\
Rheumatism "'D\'E\"

Scarlet Fever M}‘a_o?

Shndes TR

Sickle Cell Disease '1%5\—1;\\"?]3‘. u\}%
Sinus Trouble

Spina Bifida -‘doﬁ;n *\"‘43‘_
Stomach/Intestinal Disease 0y}

Stroke 'ﬂ’%‘q- . 1{1{
Sweling of Limbs ﬁzdaq}- %{L :b.pr—
Thyroid Disease -1\1\—;;-\ ’J%IL\-
Tonsiliitis Iai;qoa

Tumors or Growths
[+2e s}

Ulcers :\1410‘:
Venereal Disease HM

Other, Please List. 7] E}

curately answered. | understand that providing incorrect
y responsibility to inform he dental office of any changes in
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EAST TAYLORDENTAL,P.C.
DENTAL HISTORY

Patient Name

Date of Birth

Medical Alert

Welcome! So that we may provide you with the best possible care please complete both sides of this form. It is important that we

know about your Medical and Dental History. These facts have a bearing on your Dental Health. This information is strictly

confidential and will not be released to anyone. Thank You for taking the time to completely fill out this questionnaire!

A 23] ZropFEMA At A7) SAtEe] ARAEY 2F<te] FHAE el da) ol
HAo ARE AFed T2} ATL P 7)o FAFHAE BE LL B2 o9 9
FTAAE AFHA Gk AE FAgo) A7+ Yo}FMA ulg Zalghc)

Whatis the reason for your visittoday? 2.5 N5 BIE3E W28 oighyz

L

Date of Last Dental Visit v}=) %} =) 2} W-§o] o

What was done on your last dental visit? v} x| 2to 2 X| 2t 2 A| x|3 Ly

Previous Dentist's Name o) % =] 1} ¢]A}¢] o]&

Last Cleaning v} # v} »7|d8 Izt
¢¥. =)

Telephone 1312

How often do you have dental examinations? % v} 213 23} 77& wo A7
How often do you brush your teeth? %1 vi} 25 k2 & sl 72

How often do you floss? % vir}l 213 %218 A}&514 1] mt7?

What other dental aids do you use? (Interplak, toothpick, etc,) t}< Az EFE AgsdUR

CIFAA RS =)

Do you have any dental problems now? #) 5 X|o}ol] %27} ¢l o 472

(ifyes, please describe): (“L 3 T}, A1)

Are any of your teeth sensitive to: =Yg\ E2o cleune?

Hot or cold? _ Yes No
€3 R AR D

Sweels? Yes No

()

Biting or Chewing? Yes No

(R £2ei)

Have you noticed any moth odors or

bad tastes? Yes No

COMEARAE LY 2ars Laiumi?)
Do you frequently get cold sores, blisters,
or any other oral lesions? Yes No

(Pekoit BME & 521 i Akl

Have you ever had:
Orthodontic treatment? Yes No
(E%g zma guED)
Oral Surgery? Yes  No
(Neh vhae et NEE R gltat?)
Periodontal treatment? Yes No
(M5 182 o g gmtY)
Your teeth ground or bite Yes No
adjusted? Yes No
Azhe < n » |
C*“'"\i AR H\}\.‘iuf_\;% frhriadol g8 L_l'ﬂp.)
A bite plate or mouth guard? Yes No

(O TRE (g HHuMK?)



Do your gums bleed or hurt? Yes No Have you experienced:

0Bl TYLYLY Ebg, ofrmit? CNgapapegote gt Ye=  Jb
[P
Elrel 3ziot gimet 2w gleddar glsumt,
Have your parents experienced gum Yes No Pain? (joint, ear, side of face) Yes No
disease ortooth loss? -
e o ‘ B, N 3w Ty L GBI
NEQZ Byt vl yimor gk mt)
Have you noticed any loose testh or Yes No Difficutty apening or closing
change in your bite? your mouth? Yes No
ol o MLy, Ban gy oz Ywnr geym, WP Sisihomy?
Does food tend to become caught in
your teeth? Yes No Difficutty chewing on either side? Yes No
gHot clArIn ZE g AL TR el Brsr Boi glgum
Are you satisfied with the appearance
of your teeth? Yes No A serious injury to the mouth or head? Yes No
TN AeTen OYEZrE Y (RoF, Ry et e 54 pResacosate g o
€ AL Qe R BE glerier giaimy?
Doyour STrR Bu g
Clench or grind your teeth while awake or Would you like to keep your teeth
Askep? Yes No all of your life? Yes No
O Pt O UBZ ziautg? Y5 A T AR Bok )
Bite your lips or cheeks regularly? Yes No Do you feel nervous about having
AN %% AL M2 AL dental treatment? Yes  No
NI R\Goh THEr =7 LA %}éu-n}'l
Hold foreign objects with your teeth? Yes Mo )
(pendls pipe, pins, nails, fingemnails) if so, what is your biggest concem?
¥, BEge ™ML ViZo ggum QTR g Bue Setelnt?
Moutth breathe while awake or asleep? Yes No —
REAML Hen 43 3Be smum?
Have tired jaws, especially in the moming? Yes No Have you ever had an upsetting dental  Yes  No
O EiSkdy orBR\ Mt experience? )
L :""'15.“-" OFZRumi? BAke NG WE Gleumny?
Srmioke or chew tobacco? Yes  No fyes, H’ease describe
= s ]
-%Uaaﬂ;}\_l‘nl'.
Have frequent heavy snoring? Yes No
WL OREr 3Zaiz smlumy
Which effects the sleep of others? Yes No
ot B Mgl SR obzazhymt?
Have significant daytime drowsiness? Yes No Is there anything else about having dental treatment
“1“33%&"\1\-? %33%0‘ ":;!“%L\‘m‘.' that you would like us to know?
kU Z ook EF
Have night iime choking spells? Yes Mo HI g THEE T2 dhdowt REnt Yorok &)
Y Thar gfonr ghume Negor glenluimn)
Been iold that "l stop breathing” when
Seeping? Yes  No
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EAST TAYLOR DENTAL, PC
KILLIAN J. HORNER, DDS
JENNIFER D. AHN, DMD
2201 Taylor Road

Montgomery, Alabama 36117
Telephone: (334) 271-4600 Fax: (334) 271-4709

INFORMED CONSENT FOR TREATMENT
A 5ol ot 5

I hereby authorize the dentist to designate staff to take x-rays, study models, photograph's and any other diagnostic
aids deemed appropriate by the dentist to make a through diagnosis of myself or my dependents dental needs. Upon
such diagnosis, I understand a treatment plan will be formulated. From this treatment plan, I will be provided with
an estimate of the cost of the treatment. However, I understand that this is only an ESTIMATE.

4L A e B0 A3 A8 A9 96 At A Yol Al A s BE Aoy, ALY, AT
R L gE 1G-S YR REETE SAFY}

ol AFES MO ke F Ao g A<
A2A LA A AN ATE Aol s o] 24

I authorize the dentist to perform all recommended treatment mutually agreed upon by me and to employ such
assistance as required to provide proper care.
2012 oA/t Falsh: 4 U A8 g 45 Folobol AT W YOV LE AR REETE

s

[ also understand that, during the course of the procedure(s), unforeseen conditions may be revealed that necessitate
an extension of the original procedure(s) or different procedure(s) than those originally planned. I therefore authorize
and request that the doctors and staff of East Taylor Dental Associates perform such procedures as are necessary and
desirable in the exercise of sound professional judgment.

=202 A8 AP AFA] £ X o} et Ago] BAste] Y A= e dAEol Dol F
At 21& o] ghr). 18] A] L= East Taylor Dental Associates®] 9] AFE 0]} 28] Sofl A] 453 Q1 Fheto]
olall dasta vt sitta Az e Aoy A8 E $AF .

I understand that no dental treatment is completely risk free, and that my dentist will take reasonable steps to limit
any complications. Possible complications in general dentistry includes, but are not limited to:

Holeolw X3} N EE Y@ FHo) $A5 YA E STEAL olsistm, A7} 9 Al7} B E S o sl
el el Hd 225 AT AL old FUth ArH Q) A Aol AL Qe PR Fod .

1) Post-operative discomfort and swelling which may necessitate several days of home recuperation.
HA FAE BR2 e % T EAGH 2]

2)  Injury to adjacent teeth and fillings.
AT Aofu} A Hofo] A ZHE (Aot e} E)9 &4

3) Post-operative infection requiring additional treatment.
e FEEETEE I i)

4) Streiching of the corners of the mouth with resultant cracking and bruising.
G dme] o] gojgolnt

5)  Restricted mouth opening for several days or weeks.
W EE Y F B AL E 9UY AF

6) Injury to the nerve underlying the teeth during anesthesia (shots) or extractions resulting in numbness or
tingling of the chin, lip, cheek, gums and/or tongue on the operated side; this may persist for several weeks,

Informed Consent Page 1 of 3



months or in rare instances, permanently.

AU RAF SE S+ e g, 0%, B QR0 S5 7| 2407 £4 BE vh);
ol WA PYE M&d 5 Qom o}F RSk J Ul vhi R AeE 4D 5
0'\./_-1,]];}

A .

7)  Discoloration at the injection site or in rare cases, bruising of the cheek close to the injection site.
FAES o B4 B o} SEAE vl FAIRS] B Ho] EE e

8} Exposure of the nerve while preparing the tooth for a filling or crown.
FAA B AL AE F Aok WA vz

9)  The need for root canal therapy dafier restorative work (e.g. fillings, crown) resulting from deep restorations
or stress caused by multiple restorations to the same tooth.

SR EENERCEEER R EEE ST SIS EE Ry

*
L X3

I agree to the use of anesthetics, sedative and other medications as necessary.
=202 F g wet npH Al, AAA 52 A& AR TP}

% Lunderstand that it is important for me to understand the treatment being rendered, pros and cons of that treatment,
and any possible alternative treatments.

22 7 A5 A G RIS gt N8 F ol d)sh: Ao] Fastta o) s g}

% lunderstand that if I do not understand the proposed treatment, it is better to ask any questions I have before
treatment is started.

=Q10] Akd A2 & o]3skA] Xol= A4, A5 E A R7] Aol AL sl o Fris AL

ol s g ot

PHOTO RELEASE
AR AL
The Doctors and the staff of East Taylor Dental, P.C. may periodically request to take photographs, slides, and/ or
videos of your face, jaws and teeth. The photographs, slides, and or videos will be used as a record of your care, and

may be used for educational and marketing purposes in lectures, demonstrations, and professional publications
including our avenues of social media and website.

.0

*,

S ol

A
of Agd 5 AdFUdh

B 7397 A £ Adeynh o et ARzloly Leols, mi Egate @xio] AR
ol wiAg g2 AF2E, =&, AU website 1 28| Ho] 5

Please check one of the following: t}-&-ol 4] 91814 = ¥3o] 2] 23}

£
N
18
at
o

O I consent to all photographs (full face included)
A 42 A S 283 BE Al Al g2 383

[0 I consent to “teeth only” photographs
x| o} ALzIREO] ALR-S 5] 8-

00 I consent to photographs for record of my care, but do not release any photos for
marketing purposes.
A5 7158 AT A Y] #&4L s, vlAIY S A% ALH e AL e FAFh

% I further understand that if the photographs, slides, and/or videos are used in any publication, or as part of a
demonstration, or on our website, reasonable attempts will be made to conceal my identity (i.e. no name or other
identifving info will be given, full face photos excluded).

Informed Consent Page 2 of 3
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INFORMED CONSENT FOR TREATMENT
Azl ek 59

PATIENT NAME -please print
g7} ol &

PATIENT, PARENT, OR GUARDIAN SIGNATURE:
B, BB, EE B A
DATE:

=

I, the undersigned patient and/or guarantor, understand and accept that East Taylor Dental has
provided the translation of their written policies and procedures, (to the best of their

knowledge), into Korean as a courtesy to me. I also fully understand and accept that the English
version of East Taylor Dental’s written policies and procedures are their standard legal version.
£L (B H4 B33 East Taylor X| ol 4] BE A Ao} Aajo] Ball HHE sl AY Au2E

Igch SRR, BE BAE gol2 | Mol WA 5848 2EERE oy

SIGNATURE A} & DATE 4%

Informed Consent Page 3 of 3



EAST TAYLOR DENTAL, PC
KILLIAN J. HORNER, DDS
JENNIFER D. AHN, DMD
2201 Taylor Road
Montgomery, Alabama 36117
Telephone: (334) 271-4600 Fax: (334) 271-4709

OFFICE POLICIES
CEEE

We are concerned about the cost of your dental care and want to address some current issues related to the cost of dental
services. Considerable care has been taken in setting our fees. Every effort has been made to insure that our charges
accurately reflect the complexity of care rendered and the skill and expertise required for your care. Please take a moment
to review our policies. Please ask all questions before signing. Thank you.

M3l X2t X| = B 20| Cht etxteol 22 W $Xj 0|20 A X|DHK| 2 7t 0 CiEt 2|2 o|slsH=H},
N2 STYEUFE 7| £ XA S ER2 &2 2SI X| 27148 MYsIUSL|Ct CHeol M)
] =] E

| I
FE SHE HESHIZ ZE0| USAH MBBIA7| Hoj| B2 FHUAIR. ZHArgtL|Ct

APPOINTMENTS
off 2
e Once an appointment is made, please remember this time is reserved specifically for you.
A= 0 F0] &[H 1 A|ZHo] AR S QUBH CIAECH=HE 7| 3t0] FAAIL.

e If you must change your appointment time, East Taylor Dental Associates requires a forty-eight (48) hour, (at
least 2 full business days) notice on any cancellation or re-scheduled appointment. (Legitimate emergencies are
an exception.)

o K20 AIZHS HESIMOF Y F2, 48 A[ZHO|T(HAF & A|ZHL)O| HEHS FA|7| HHEFL|CL

(S Q)

e Wereserve the right to assess a fee for the time reserved for an appointment in which a 2 business day's
cancellation notice is not given, as stated above. This fee can range from a minimum of $25.00 to $125.00/half
hour, based on the complexity of services to be performed at your time of visit.

M3l ?I0M et B2 2 O of |47t £ X RUASE R HAZ S 278 M2 BE]TLICL o
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e Cancellation or appointment changes must be handled by a staff member and not via our voicemail system.
Tl EE 0o HE2 S0 Lo| ot = A0j ofs| X 2|7} & of ofetL .

INSURANCE
k-
e If you have dental insurance coverage, East Taylor Dental Associates will file your dental claims as a courtesy to
you.

Aot 20l et B2, K| XDt M BEHXNEE SHE ™ = Y&

e Please be aware that all professional services rendered are charged directly to the Patient/Responsible Party and
the Patient/Responsible Party is personally responsible for payment of fees.
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We DO NOT render our services on basis that insurance companies will pay all of our fees.
fElE EE 2AVHHI8E B R X8t AUE 7| EC2 K| BEHX| Y& LICt

All patient co-payments and deductibles, as required by your specific insurance coverage, are due and payable at
the time of EACH visit.

=38 EH0M 275ts 2= St 22 2EHFY
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You are responsible for providing us with accurate insurance information at the time of service. Failure to do so
could result in your claim being rejected or delayed. Repeated filing of duplicate insurance claims due to
inaccurate or inadequate information provided by you may be subject to a re-filing fee of $10.00 per claim.

G2 gt 2 YEE M oA M3 2 MA0| USLICE A SIX| ¥ 2 HEL,
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If payment for your claim has not been received within 45 days from the time when the claim was filed to your
insurance company, you, the Patient/Responsible Party, will be responsible for any unpaid balance.

X =0f cet 877 29 2| At MEEIAES I, 45 Y O|LHOf| M EIX| 2 A2,
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If your insurance company pays less than the estimated benefit, you will be responsible for the remaining
balance.
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If your insurance company pays more than the estimated benefit, you may have a credit balance on your

account. Per your request, you may leave the credit on your account for future care or you may request a

refund. East Taylor Dental Associates will make every effort to process refunds within five business days from
the date the request is received. Please keep your personal information up to date, as a verifiable address must be
available for us to mail checks.

2 2|At7F 38 0| ECH O X|26HH, A2 ShxteH X[ g L|Ch #stel 2 &oj maf,
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East Taylor Dental will make every effort to minimize bookkeeping errors. In the event that an error should
occur, we will do our best to refund any credits as stated above. Should the error result in a debt owed to us, we
will provide a corrected statement and will allow forty-five days for payment to be rendered in full.
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PAYMENT AGREEMENT
X & Ak
For and in consideration of the provision of services, I accept the fee charged as a lawful debt and promise to pay
said fee in full for all services at the time services are rendered.

22 BFEHE REXNZ 282 K28 MO0 K& & AS SF&HTLCL

We accept cash, personal checks, MasterCard, Visa, American Express, or Discover Card. We do not accept
post-dated checks.

X8| 41 87tE (Master card, visa, American Express, or Discover), 312 9! 710l £ E S Y L|CH H3l=

A2 ZR 8 E o &3HX| &L

Extended payment plans and interest free financing plans are available through Care Credit and SpringStone
Financing.

Care Credit O|L} SpringStone Financing 2 £38f 20| A} &£
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In the event payment is not received by the agreed upon dates, I understand a 1% % finance charge (18% APR)
will be added to my account and my account is subject to a $10.00 rebilling fee per each monthly statement.

K| Z2A0| ol E Lm0l X| 2 &|X| 2 M, 18 % O|X}7t LY A Hof| =720y, LY AH|ZH= & E $10.00 2|
rebilling 2 50| H&&| =20 S9|gtL|ct.

COLLECTIONS
ZYMGD)
East Taylor Dental reserves the right to assess a service charge of $30.00 for all returned checks. (Or the
maximum allowed by law.)
East Taylor X|2}= 2= Y2t check 0 $30.00 2| H[E2 H P & QU= A2 E ESTLICL (e HEO

o|3l| 518 &l = Z[th).

East Taylor Dental also reserves the right to forward any and all accounts over 90 days past due to an outside
collections agency.

East Taylor X|IH= 90 20| H2 K| K| H0| s Al CHE ZaM(Z2) 7| 2ol SR} AHS FT st 291
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T'agree to pay any cost accrued in the collection of my account, including the cost of the collection agency

(33.33% of overdue balance), reasonable attorney fees and court costs, if such should be necessary.
2OlS ZM Aol B8 (A FHY0| 3333 %), BRI 0l WS A H| 8T £ B| 8 TuB}0] 2O
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I authorize any employee or Agent of East Taylor Dental to contact me at any number(s), (including my cell
phone) for the purpose of treatment, insurance or payment for service rendered.

%?_l = East Taylor X|2f2| 2= 20| X| &2, B¥ &= X 82 55X 2 2/l
olo| RE His (MEZXEHE S8l d2sts A2 s{8LICH
I waive all rights of exemption under the Constitution and laws of the State Alabama, and any other state.
Bole Ay AejunFe] W EY B e WA BAle] RE A2l T3 ) (BahujetE o] 99 F
B2 711 2] %)
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o I further authorize East Taylor Dental Associates to receive and exchange credit information.
= Q2 East Taylor X|2t0f] 2010| 418 H&E 21 ZR% 4= Qe AHSHS RojgiLct.

e I hereby authorize release of medical information for insurance claims and payment of my group insurance
benefits, otherwise payable to me, to the dentist. I further agree to accept and adhere to the above office policy of
East Taylor Dental Associates.
BRAE A7} Aol Al EF9] A

T AT IR FR INE SAFYTH AL =%
East Taylor 2] 32| A o] F4+ & AL 5

ol g},

e EXPRESS PRIOR CONSENT TO CONTACT CONSUMER BY CELL PHONE: You agree, in order for us to
service your account or to collect monies you may owe, East Taylor Dental, P.C. and/or our agents may contact
you by telephone at any telephone number associated with your account, including wireless telephone numbers,
which could results in charges to you. We may also contact you by sending text messages or emails, using any
email address you provide to use. Methods of contact may include using pre-recorded/artificial voice messages
and/or use of automatic dialing device, as applicable.

184 A 3| East Taylor X 30l 4] X 22| & O|L K| Th A|ZHo| ZHef BRHEH| QI2tAl, SRt ) 7|20
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PATIENT NAME
84 o] B
PATIENT, PARENT, OR GUARDIAN SIGNATURE: RELATIONSHIP 37

A, R EEHIAANY .

DATE:

s

I, the undersigned patient and/or guarantor, understand and accept that East Taylor Dental has provided the
translation of their written policies and procedures, (to the best of their knowledge), into Korean as a courtesy
to me. I also fully understand and accept that the English version of East Taylor Dental’s written policies and
procedures are their standard legal version.

42 (B ¥4 B33 East Taylor | ol A 28 & H o] A je) #a) A& thsl M Mu| =2
ATPEE ol GUTh AR ZE EAE doj2 @ Hdo] ¥a 2848 2t A L odsln
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SIGNATURE *| ¥ DATE 2%
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Killian J. Horner, DDS Phone: 334-271-4600

Jennifer D. Ahn, DMD Fax: 334-271-4709
2201 Taylor Rd. Email: info@easttaylordental.com
Montgomery, AL 36117 Office Privacy Official: Andrea Horner

EAST TAYLOR DENTAL, PC
NOTICE OF PRIVACY PRACTICES

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 maintain the
privacy of protected health information, provide you with notice of our privacy practices, and to notify affected individuals
following a breach of unsecured protected health information. This Notice describes how we protect your health 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.

Treatment: Examples of how we use or disclose information for treatment purposes are: setting up an appointment for you;
examining your teeth; prescribing medications; referring you to another doctor or clinic for other health care or services; or
getting copies of your health information from another professional that you may have seen before us.

Payment: 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; determinations of eligibility and coverage to obtain payment from
you, an insurance company, or another third party; preparing and sending bills or claims; and collecting unpaid amounts
(either ourselves or through a collection agency or attorney).

Health Care Operations: "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.

We will ask for special written permission in the following situation: To transfer your records to other general dentists.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION:
In some limited situations, the law allows or requires us to 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 notices 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;

e uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits by Medicare or
Medicaid; or for investigation/inspection of possible violations of health care laws, government programs, and
compliance with civil right laws;

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

e disclosures for law enforcement purposes, such as to provide information about someone who is or is suspected to
be a victim of a crime; to provide information about a crime at our office; or to report a crime that happened
somewhere else;

e disclosure to a medical examiner to identify a dead person or to determine the cause of death; or to funeral directors
to aid in burial; or to organizations that handle organ or tissue donations;
uses or disclosures for health related research approved by an institutional review board or privacy board;
uses and disclosures to prevent a serious threat to health or safety;

e uses or disclosures for specialized government functions, such as for the protection of the president or high ranking
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government officials; for lawful national intelligence activities; for military purposes; or for the evaluation and health of

members of the foreign service;

disclosures of de-identified information;

disclosures relating to worker's compensation programs;

disclosures of a "limited data set" for research, public health, or health care operations;

incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;

disclosures to "business associates" who perform health care operations for us and who commit to respect the

privacy of your health information;

to assist in disaster relief efforts;

e to the Secretary of the U.S. Department of Health and Human Services when required to investigate or determine
compliance with HIPAA;

e disclosures to provide you with information about our sponsored activities, including fundraising programs, as
permitted by applicable law. If you do not wish to receive such information from us, you may opt out of receiving the
communications.

Individuals Involved in Your Care of Payment for Your Care: We may disclose your health information to your family or
friends or any other individual identified by you when they are involved in your care or in the payment for your care.
Additionally, we may disclose information about you to a patient representative. If a person has the authority by law to make
health care decisions for you, we will treat that patient representative the same way we would treat you with respect to your
health information.

APPOINTMENT REMINDERS:

We may call or write to remind you of scheduled appointments, or that it is time to make a routine appointment. We may also
call or write to notify you of other treatments or services available at our office that might help you. Unless you tell us
otherwise, we will call, text, E-mail, and/or mail you an appointment reminder on a post card. We will also leave you a
reminder message on your home answering machine or with someone who answers your phone if you are not home, unless
you tell us otherwise.

OTHER USES AND DISCLOSURES:

We will not make any other uses or disclosures of your health information unless you sign a written "authorization form." Your
written authorization is required, with a few exceptions, for disclosure of psychotherapy notes, use or disclosure of personal
health information (PHI) for marketing, and for the sale of PHI. The content of an "authorization form" is determined by
federal law. Sometimes, we may initiate the authorization process if the use or disclosure is our idea. Sometimes, you may
initiate the process if it's your idea for us to send your information to someone else. Typically, in this situation you will give us
a properly completed authorization form, or you can use one of ours.

If we initiate the process and ask you to sign an authorization form, you do not have to sign it. If you do not sign the
authorization, we cannot make the use or disclosure. If you do sign one, you may revoke it at any time unless we have
already acted in reliance upon it. Revocations must be in writing. Send them to the office privacy official named at the
beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION:
The law gives you many rights regarding your health information. You can/will:

» ask us to restrict our uses and disclosures for purposes of treatment (except emergency treatment), payment or
health care operations. Your written request must include (1) what information you want to limit, (2) whether you
want to limit our use, disclosure or both, and (3) whom you want the limits to apply. We do not have to agree to do
this, but if we agree, we must honor the restrictions that you want. To ask for a restriction, send a written request to
the office privacy official at the address, fax or E-mail shown at the beginning of this Notice.

e ask us to communicate with you in a confidential way, such as by phoning you at work rather than at home, by
mailing health information to a different address, or by using E-mail to your personal E -mail address. We will
accommodate all reasonable requests. However, if we are unable to contact you using the ways or locations
you have requested we may contact you using the information we have. If you want to ask for confidential
communications, send a written request including the alternative means or location, and provide a satisfactory
explanation of how payments will be handled under the alternative means or location you request to the office privacy
official at the address, fax or E-mail shown at the beginning of this Notice.

e ask to see or to get copies of your health information. By law, there are a few limited situations in which we can
refuse to permit access or copying. For the most part, however, you will be able to review or have a copy of your
health information within 30 days of asking us (or sixty days if the information is stored off-site). If you request
information that we maintain electronically, you have the right to an electronic copy. We will use the form and format
you request is readily producible. You will be charged in advance a reasonable cost-based fee for making paper and
electronic copies of patient information, for mailing copies in paper and electronic format, and for preparing
summaries and explanations of patient information. If we deny your request, we will send you a written explanation,
and instructions about how to get an impartial review of our denial if one is legally available. By law, we can have
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one 30 day extension of the time for us to give you access or copies if we send you a written notice of the extension.
If you want to review or get copies of your health information, send a written request to the office privacy official 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. If we agree, we will amend the
information within 60 days from when you ask us. We will send the corrected information to persons who we know
got the wrong information, and others that you specify. If we do not agree, you can write a statement of your
position, and we will include it with your health information along with any rebuttal statement that we may write.
Once your statement of position and/or our rebuttal is included in your health information, we will send it along
whenever we make a permitted disclosure of your health information. By law, we can have one 30 day extension of
time to consider a request for amendment if we notify you in writing of the extension. If you want to ask us to amend
your health information, send a written request, including your reasons for the amendment, to the office privacy
official at the address, fax or E-mail shown at the beginning of this Notice.

e get a 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 treatment, payment or health care
operations; disclosures with your authorization; incidental disclosures; disclosures required by law; and some other
limited disclosures. You are entitled to one such list per year without charge. If you want more frequent lists, you will
have to 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 writing. If you want a list, send a written
request to the office privacy official at the address, fax or E-mail shown at the beginning of this Notice.

e receive notifications of breaches of your unsecured protected health information as required by law. This office is not
responsible for potential third party access to patient information sent and received via an unencrypted E-mail or E-
mail address.

e get additional paper copies of this Notice of Privacy Practices upon request. |t does not matter whether you got one
electronically or in paper form already. If you want additional paper copies, send a written request to the office
privacy official at the address, fax or E-mail shown at the beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES:

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change it. We reserve the right to
change this notice at any time as allowed by law. If we change this Notice, the new privacy practices will apply to your health
information that we already have as well as to such information that we may generate in the future. If we change our Notice
of Privacy Practices, we will post the new notice in our office, have copies available in our office, and post it on our Web site.

COMPLAINTS:

If you think that we have not properly respected the privacy of your health information, you are free to complain to us or the
U.S. Department of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make a
complaint. If you want to complain to us, send a written complaint to the office privacy official at the address, fax or E-mail
shown at the beginning of this Notice. If you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION:
If you want more information about our privacy practices, call or visit the office privacy official at the address or phone
number shown at the beginning of this Notice.

ACKNOWLEDGEMENT OF RECEIPT

| acknowledge that | received a copy of our Dental Notice of Privacy Practices.

| understand that | should ask our dental practice’s Office privacy official if | have any questions about these policies and
procedures. *You May Refuse to Sign This Acknowledgment**

Print Patient Name:

Print Parent/Guardian Name (if under the age of 18):

Signature:
Date:

For Office Use Only:

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained
because:
Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

|

Other (Please Specify)
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Dr. Killian J. Horner DDS Phone: 334-271-4600

Dr. Jennifer D. Ahn, DMD Fax: 334-271-4709
2201 Taylor Rd. Email: info@easttaylordental.com
Montgomery, AL 36117 Office Privacy Official: Andrea Horner

HIPAA CONSENT
HIPAA ¢] 59

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) provides privacy protections to your medical
records. Our benefits office (or other third party designated by our office) may sometimes need to disclose medical
information or payment information protected by HIPAA in relation to our group health plans to your family members or
close friends involved in your health care. For example, your spouse may need to contact us if you are in the hospital to
determine whether a particular procedure is covered under our group health plan or may need assistance filing a claim for
medical services. Under HIPAA, unless you specifically object, we are allowed to use our professional judgment in
deciding whether to discuss your medical and payment information with your family member or close friends. However,
we would like to provide you with the opportunity to tell us with whom we may discuss your medical or payment
information under our group health plans.
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O You may communicate with the following individuals relating to my medical or payment information.
AAste thael AR 29 o8 75 2 AE WIS A s (olF& o
THANL)

(| Please do not discuss my medical or payment information with the following individuals.

theol A B9 98 7% W AR WG 5 AL, (0§ Hol FAAL)

O Please do not discuss my medical or payment information with anyone.
cheAldat Ao 299 o8 7S} A ¥ WS FelahA vhilAlL.

PATIENT NAME -please print PATIENT, PARENT, OR GUARDIAN SIGNATURE:
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