Patient Information

Date

(PLEASE PRINT)

Dental Insurance

Who is responsible for this account?

SS/HIC/Patient D #

Relationship to Patient

Patient Name

Insurance Co.

Patient Employer/School

Last Narme
Group #
First Name Middle Initial Is patient covered by additional insurance? (JYes [ No
Address
Subscriber's Name
E-mail
Birthdate SSi#
City
Relationship to Patient
State Zip
Insurance Co.
Sex (OM [F Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
-] Married [ widowed [ Single ] Minor | certity that |, and/or my dependent(s), have insurance coverage with
[ Separated [ Divorced [ Partnered for years and assign directly to

Name of Insurance Company(ies)

Occupation

Dr. all insurance benefits, if
any, otherwise payable to me for services rendered. | understand that | am

Employer/Schooi Address

financially responsible for all charges whether or nct paid by insurance. ! authorize
the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose

such information to the above-named Insurance Company(ies) and their agents for
the purpose of obtaining payment for services and determining insurance benefits

Employer/School Phone ( )

Spouse’s Name

or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Birthdate

584

Signature of Patient, Parent, Guardian or Personal Representative

Spouse’s Employer

Please print name of Patient, Parent, Guardian or Personal Representative

Date

Whom may we thank for referring you?

Reiationship to Patient

Phone Numbers

Hoe { )

Work { ) Ext Cell Phone ( )
Spouse's Work { ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.}
Name Relationship
Home Phone ( ) Woerk Phone ( )

Dental History

Reason for today’s visit

Former Dentist

City/State

Date of last dental visit

Date of last dental X-rays

Place a mark on “yes” or “no” to indicate if you
have had any of the following:

Bad breath OYes [1No
Bleeding gums [(Yes []No
Blisters on lips or mouth [Yes []No

Burning sensation on tongue [dYes [INo Mouth breathing [1Yes [INo
Chew on one side of mouth [JYes [1No Mouth pain, brushing OYes [JNo
Cigaretts, pipe, or cigar smoking [1Yes [ No Orthodontic treatment [JYes [JNo
Clicking or popping jaw [JYes [ No Pain around ear [JYes [ No
Dry mouth [JYes [INo Periodontal treatment [OYes []No
Fingernail biting [JYes [JNo Sensitivity to cold OYes [INo
Food collection between the teeth [ Yes [ ] No  Sensitivity to heat OYes £]No
Foreign objects [JYes []JNo Sensitivity to sweets [IYes [INo
Grinding teeth [OYes [ No Sensitivity when biting (OYes [INo
Gumns swoilen or tender [IYes ]1No Sores orgrowths in your mouth [JYes []No
Jaw pain or tiredness [Yes [ ]No How often do you floss?

Lip or cheek biting [OYes [ No

Loose teeth or broken fillings [JYes [JNo How cfien do you brush?

(Vers.D2SS504)
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) Healthhistory |

Fhyskian's Name Data of lass vish

Hawe you ever lagen ary ol Me group of chugs collochvaly rolarred B0 as “Ten-phon™ Thoss inchudo combBinaliong of lpnimen, Afipes, Faglin [Drand
names of phardsming]. Pondmin (fanfiuramins) and Redus (dexdenSuramine]. [ Yas [ Ma

Place a mark on “was” of “rd” 1o indicate i pou have had any of the iollowing

AIDEMIY [CIYes [CIMa  Epbapsy T1¥es 1Mo Respiralory Dsepse [ives [1HMa
Angmia [ClYes [ Mo  Faindng or dizzness ¥es Mo  Rheumatc Fever Cives []Ma
Auihritis, Raumatism Cves [CiMo  Glaucoma Clves Mo Scardet Fevar O%as [Ma
Ariticial Haan Valves [as [ ko Headarhan _l¥es Mo Shortmess of Braatn Li¥es | | Mo
auticial Joints [Cves [TWa  Hear Murmur Tl¥es Mo Sinus Trouble Cves Mo
Azthrma Ll veme | § Mo Haan Probledng s | Mo Skim Fah Cives 1Mo
Back Proolems [C]vas [ Ma Fepante Type “1¥es ] Mo Specia Disl Clvms [ ] Ma
Blcoding abnomaihy, with Herpes 1¥es | Mo St M¥es [ Mo

eEtrachions or Suwgery Myes [ Mo High Bipod Fressure M¥es ] Mo Swollen Fool or Ankics 1¥es [ Ma
Bioag Dsonss Clves [IMa Jaundcg Ces CIMe  Swollen Med Glands Clfes ] Ma
cancar [Cves [THo  Jaw Pain [J¥es CIMNe  Thyroid Froblams TI¥es [ Ha
Chemical Dependenty CIves [OMo  Higney Disopsa Oves Mo Tons#lils dves [ Ma
Chaesracr] it paped [Ives [Mo  Lives Dissase [Ives [IMa  Tuberculioss ves ['Ma
Circulartory Probbams Clyas [ Ma Lovw Bload Pressurs L1¥es [ ] Mo Tumors ar growth on hesd
Congenital Hnart Lesions [I¥es [JMo Wbl Vake Prolapse []¥es [JMo  ©f noch Oes [ Mo
Cortisong Traatmants [I¥as [JMo  Marvous Problsms [es [JNo  Ucar Clves [ Mo
Cioagh, parssiant or bicody [T¥es [Tho  Pacemaker [J¥es [No verereol Dissase [Ofes [ MNo
Diaibsetiecs Oves Mo Psychiatie Gare CYes [JNe  Weight Loss, unexplaned C1¥es L[1No
Emplrysaima Oves Olo  Raddion Traatmen Oves [ Mo
Dig you wear consact lgrses™ [ Yes T Mo Height: Weight:
Women:

Arg pou pregnantt | Yes [ Mo Duegate Arg you rursng? [ClYes [ Ne

Takireg birth contrd pils? [J¥es [JMo
ﬁ" Medications ﬁ.::} Allergies
List any madhcations you arg currently faking and tha comelating ] Aspirin [[] Liocml Anmsthatic
digrasis;

U1 Barbiburales (Sleaping pills) L] Paniciln
] Godains ] Sulta

Pharmacy Name T livedorian 7] Crthar
Pharai____} _| Labex - -

upﬂﬂtes (To be Dilled in at future appointments)

Has thers bean any changs in your health sinca your 18s1 derlad appoimiment™ | Wes [ | Mo

Sor what conditicns ¥

Ara you taking sty e madications? I L T R
Paliert’s Signaturs . — Daw NI
Decior's Signatura I D

B R R R W R R el e e R R R R R R B RS R R R R R R R RS e

Has thars hear ary chamnge in your healih sinca your lesl damal appoinimend? [ ¥es [ Mo
Foe what conditions?

Ane you taking any new medicaons? 0 [ g0, whal? — —

Fatient s Signature . R . Dam_

Docior's Signature ——— e Drate




Dental Hygiene Consent Form

Patient Name:
Date:
Treatment:
I understand that [ am having the following dental treatment performed:
o Prophy o Sealant 0 Scaling o Periodontal Treatment
o Fluoride o X- rays o Exam and Root Planning

1.) Iherby authorize Dr. Gluski’s hygiene department to perform the procedures as explained to me
by my hygienist.

2.) The procedure(s) necessary to treat the condition(s) have been explained to me and I understand
the nature of the procedure(s) to be: dental prophylaxis (cleaning), scaling root planning (cleaning
under the gums), x-ray(s), and topical fluoride treatment.

3.) Complications resulting from dental hygiene procedures (dental prophylaxis, scaling, root
planning, and topical fluoride treatment) include, but are not limited to the following:
1. Bleeding, discomfort, infection
2. Sensitivity of teeth due to removal of deposits on teeth, and root planning
3. Soft tissue reaction to fluoride treatment to include redness of tissues, nausea if swallowed
4. Removal of loose or broken restorations (fillings} or crowns
5. Complications related to local anesthesia although rare can include pain, swelling, bruising,
infection, nerve damage, and unexpected allergic reactions

5.) Sealants Teeth. Initial
I understand that sealants are meant to help protect a tooth and to help prevent decay on the chewing
surface of a tooth. A sealant is not guaranteed protection from decay. They may wear out and/or chip and
may require periodic replacement. They are typically not covered by insurance.

6.) Periodontal Treatment. Initial
Periodontal disease can be a serious condition, causing gum and bone inflammation and/or loss and may
lead to loss of permanent teeth. Possible treatment plans have been explained to me, including scaling
and root planning, extraction of teeth and tooth replacement. I understand that the success of periodontal
treatments depends on my continuing home care and/or more frequent cleaning appointments that may or
may not be covered by my insurance.

7.) Tunderstand that during the course of treatment the hygienist may discover other unforeseen
conditions that may require different procedures than those planned. I authorize my hygienist to
perform such other procedures that are deemed necessary in their professional judgment. I
understand that no guaranteed results have been offered or promised, and I give my free and
voluntary consent for treatment.

| certify that | have read or had explained to me and fully understand the terms within the above consent and

voluntary give my consent fo the planned treatment.

Patient Signature Date

Signature of parent or legal guardian if patient is a minor Date




Date:

X-rays Prophy Aduit Child
Perio Maintenance Exam Sealants
Patient Signature

Date:

X-rays Prophy Adult Child
Perio Maintenance Exam Sealants
Patient Signature

Date:

X-rays Prophy Adult Child
Perio Maintenance Exam Sealants
Patient Signature

Date:

X-rays Prophy Adult Child
Perio Maintenance Exam Sealants
Patient Signature

Date;

X-rays Prophy Adult Child
Perio Maintenance Exam Sealants
Patient Signature

Date:

X-rays Prophy Adult Child
Perio Maintenance Exam Sealants

Patient Signature

SRP Quads
Fluoride

Staff Initials

SRP Quads
Fluoride

Staff Initials

SRP Quads
Fluoride

Staff Initials

SRP Quads
Fluoride

Staff Initials

SRP Quads
Fluoride

Staff Initials

SRP Quads
Fluoride

Staff Initials




Dental Treatment Consent Form

Kenneth S. Gluski D.D.S., P.C.

Patient Name;

Date: .
1.) X-rays I herby consent to x-rays
during my treatment.
Initial 5.) Dentures. Complete or Partial
I realize that full or partial dentures are
2.) Changes in Treatment Plan artificial, constructed of plastic, metal,
1 understand that during treatment it may be and/or porcelain. The problems of
necessary to change or add procedures wearing these appliances have been e
because of conditions found while working explained to me, including looseness,
on my teeth that were not discovered during soreness, and possible breakage. I realize the
examination. I give my permission to the final opportunity to make changes in my
Dentist to make any/all changes and new denture (including shape, fit, size,
additions as necessary. placement, and color) will be the “teeth-in-
Initial wax” try-in visit. I understand that most
dentures require relining approximately 3 to
. 12 months after the initial placement. The
3.) Extractions Atternatives to removal cost for this is NOT included in the initial
have been explained to me (root canal denture fee. Initial
therapy, crowns, and periodontal surgery)
and I authorize the Dentist to remove the
following teeth and any others 6.) Endodontic Treatment (Root
necessary. I understand the risks involved in Canal] I realize there is no guarantee that
haymg teet_h removed, some of.Whmh are root canal treatment will save my tooth, and
E;I:Ill(’ef“{zlsl;nogf f?a perlfgg ;;f;:?::é?; ’ 1(12 those complications can occur from the
tongut;, and surrounding tissue th;t can last treatn}cn?, and that occasionally filling
: . . . material is cemented to the tooth or extends
for an indefinite period of time or fractured through the root which does not necessarily
Jaw. I understand I may need further affect the success of the treatment.
freatment b).r 2 s.pemahst_ oreven . Occasionally additional surgical procedures
hospltahz.atlon if complications arise durmg may be necessary following root canal
or following treatment, the cost of which is e
" s treatment. Imitial
my responsibility. Initial
7) Fillings I understand that care must be

4.) Crowns, Bridges, and Caps

I understand that it’s not always possible to
match the color of the natural teeth exactly
with artificial teeth. I understand that I may
be wearing temporary crowns, which may
come off easily. I must be careful to ensure
that they are kept on until the permanent
crowns are delivered. | realize the final
opportunity o make changes to my new
crown, bridge, or cap (including shape, fit,
size, and color) will before cementation.

Initial

exercised in chewing on a filling especially
during the first 24 hours to avoid breakage.
understand that a more expensive filling that
was initially diagnosed may be required do
to additional decay. I understand that
significant sensitivity is a common
aftereffect of a newly places filling.

Initial

| understand that dentistry is not an exacl science and that, therefore, reputable practitioners cannot fully guarantee results. | acknowiedge that no guarantee or assurance
has heen by anyone regarding the dental treatment which | have requested and authorized, | have had the opportunity to read this form and ask questions. My questions
have been answered to my satfsfaction. | consent to the proposed treatment,

Signature of Patient Date

Signature of Parent/Guardian if patent is a minor Date




Date

Fillings Bridges Crowns

Root Canals Extractions Local Anesthesia
Impacted teeth repair X-rays Other
Sign Staff Initials

Date

Fillings Bridges Crowns

Root Canals Extractions Local Anesthesia
Impacted teeth repair X-rays Other
Sign Staff Initials

Date

Fillings Bridges Crowns

Root Canals Extractions Local Anesthesia
Impacted teeth repair X-rays Other
Sign Staff Initials

Date

Fillings Bridges Crowns

Root Canals Extractions Local Anesthesia
Impacted teeth repair X-rays Other
Sign Staff Initials




HIPAA Notice of Privacy Practices
Dr, Kenneth S. Gluski, D.D.S.,P.C. 1025 Rosenberg
Galveston, Texas 77550 (409) 765-9190

THISNOTICE DESCRIBESHOW MEDICAL INFORMATIONABOUT YOU MAY BE USEDAND DISCLOSED
ANDHOWYOU CANGETACCESSTOTHISINFORMATION.PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment,
payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to
access and control your protected health information. “Protected health information” isinformation about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental health or condition and related
health care services.

1. Uses and Disclosures of Protected Health | nformation

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to you, to pay your health care hills, to support the
operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. Thisincludes the coordination or management of your health care with athird party. For example, we would disclose
your protected health information, as necessary, to a home health agency that provides care to you. For example, your protected health
information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information
to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to
obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business
activities of your physician’'s practice. These activities include, but are not limited to, quality assessment activities, employee review
activities, training of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose
your protected health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the
registration desk where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting
room when your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you
to remind you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations
include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food
and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation:
Research: Criminal Activity: Military Activity and National Security: Workers' Compensation: Inmates: Required Uses and Disclosures:
Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to
Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.



Your Rights
Following is a statement of your rights with respect to your protected health information.

You have theright to inspect and copy your protected health information. Under federal law, however, you may not inspect or
copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or usein, acivil, criminal, or
administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health
information.

You have the right to request a restriction of vour protected health information. This means you may ask us not to use or disclose
any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request
that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or
for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and
to whom you want the restriction to apply.

Your physician is not required to agree to arestriction that you may request. If physician believesit isin your best interest to permit use
and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to
use another Healthcare Professional.

You have the right to request to recieve confidential communications from us by alternative means or at an alternative
location: You have theright to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this
notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for amendment,
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with
a copy of any such rebuttal.

You have the right to recieve an accountinig of certain disclousures we have amde, if any, of your protected health information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes, object or withdraw as provided in this
notice. You then have the right to object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Servicesif you believe your privacy rights have been violated by us.
You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filling a

complaint.

This notice was published and becomes effective on/or before April 14. 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with
respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance
Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Signature: Date:
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