Name

MEDICAL HISTORY

Date of Birth

following questions.

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

Are you under a physician's care now? O Yes O No
Have you ever been hospitalized or had a major operation? Q Yes Q No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? Q Yes Q No If yes, please list:
Do you take, or have you taken, Phen-Fen or Redux? Q Yes Q No

Are you on a special diet?
Do you use tobacco?

If yes, please explain:

If yes, please explain:

If yes, please explain:

OYes ONo

OYes ONo

Do you use controlled substances? () Yes () No

Women: Are you

Pregnant/Trying to get pregnant? () Yes () No

Are you allergic to any of the following?
[ ] Penicillin

[ ] Aspirin

[ ] Other If yes, please explain:

[ ] Codeine

[ ] Acrylic

Taking oral contraceptives? () Yes () No

[ ] Metal [ ] Latex

Nursing? () Yes () No

[ ] Local Anesthetics

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

AIDS/HIV Positive

Alzheimer's Disease %
Anaphylaxis (j
Anemia O
Angina Arthritis/Gout O
Artificial Heart Valve O
Artificial Joint M)
Asthma O
Blood Disease ('J
Blood Transfusion ("‘)
Breathing Problem O
Bruise Easily O
Cancer O
Chemotherapy @]
Chest Pains @

Cold Sores/Fever Blisters {_)
Congenital Heart Disorder(_)
Convulsions P

@)

Have you ever had any serious illness not listed above?Q Yes

Cortisone Medicine

Diabetes E‘<
Drug Addiction d
Easily Winded O
Emphysema o
Epilepsy or Seizures O
Excessive Bleeding M
Excessive Thirst O
Fainting Spells/Dizziness ('J

Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fever

Heart Attack/Failure
Heart Murmur Heart
Pace Maker Heart
Trouble/Disease
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@)

Hemophilia O
Hepatitis A O
Hepatitis B or C O
Herpes O
High Blood Pressure o
Hives or Rash (’_‘
Hypoglycemia O
Irregular Heartbeat (j
Kidney Problems (7}
Leukemia O
Liver Disease 9]
Low Blood Pressure (7}
Lung Disease @]
Mitral Valve Prolapse (_}
Pain in Jaw Joints ()
Parathyroid Disease ()
Psychiatric Care ()
Radiation Treatments(_)
Recent Weight Loss ()

If yes, please explain:

Renal Dialysis

Rheumatic Fever
Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble Spina Bifida

Stomach/Intestinal Disease {_

Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellow Jaundice

COCQOtOGC

Have you ever taken or are you taking Bone Growth Medication (ex. Boniva)? () Yes () No

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




ACKNOWLEDGEMENT OF RECEIPT OF STATEMENT OF PRIVACY PRACTICES

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Dean S.
Arashiro, DDS, MS, LTD. The Statement of Privacy Practices describes the types of uses and disclosures
of my protected health information that might occur in my treatment, payment for services, or in the
performance of office health care operations. The Statement of Privacy Practices also describes my rights
and the responsibilities and duties of this office with respect to my protected health information. The
Statement of Privacy Practices is also posted in the facility.

Dean S. Arashiro, DDS, MS, LTD reserves the right to change the privacy practices currently described in
the Statement of Privacy Practices. If privacy practices change, I will be offered a copy of the revised
Statement of Privacy Practices at the time of my first visit after the revisions become effective. I may
also obtain a revised Statement of Privacy Practices by requesting that one be mailed or otherwise
transmitted to me.

ADDITIONAL DISCLOSURE AUTHORIZATION

In addition to the allowable disclosures described in the Statement of Privacy Practices, | hereby
specifically authorize disclosure of my Protected Healthcare Information to the person(s) identified
below. (I understand that the default answer is “NO”. Without indicating “YES” in answer to each
individual question, protected health information (PHI) cannot be shared with anyone unless
otherwise allowed by HIPAA rules.)

Spouse only OYES [ONO
OR

Any Member of my immediate family: (i.e. Spouse, Children, Siblings, etc.) OYES [ONO

Any Member of my extended family: (i.e. Parents, Grandchildren) OYES [ONO

Other: OYES [ONO

Name of patient (please print):

Patient signature:

Patient’s personal representative: (Please Print):
Personal Rep’s signature:

Representative’s Phone Number: Date:

'OFFICE USE ONLY BELOW THIS LINE

Acknowledgement Not Obtained

Provided Prior to [JYES [NO Date Statement Provided:

Treatment?

O Needed more time to review Statement

O Wanted to consult another person before signing
3232?1: ;?;ngc;t?ebtaining O Physically unable to sign

(] No reason offered

O

Other:

Dean S. Arashiro, DDS, MS, LTD
145 Ma'a St Kahului, HI 96732 | 808-893-0880



STATEMENT OF PRIVACY PRACTICES

DEAN S. ARASHIRO, DDS, MS, LTD

Qur office is dedicated to protecting the privacy rights of our patients and the confidential information
entrusted to us. It is a requirement of this practice that every employee receive appropriate training and
is dedicated to the principal concept that your health information shall never be compromised. We may,
from time to time, amend our privacy policies and practices but will always inform you of any changes
that might affect our obligations and your rights.

PROTECTING YOUR PERSONAL HEALTHCARE INFORMATION

We use and disclose the information we collect from you only as allowed by the Health Insurance
Portability and Accountability Act and the state of HI. This includes issues relating to your treatment,
payment, and our health care operations. Your personal health information will never be otherwise given
or disclosed to anyone — even family members — without your consent or written authorization. You, of
course, may give written authorization for us to disclose your information to anyone you choose, for any
purpose.

Our offices and electronic systems are secure from unauthorized access and our employees are trained to
make certain that the confidentiality, integrity, and access to your records is always protected. Our
privacy policy and practices apply to all former, current, and future patients, so you can be confident that
your protected health information will never be improperly disclosed or released.

COLLECTING PROTECTED HEALTHCARE INFORMATION (PHI)

We will only request personal information needed to provide our standard of quality health care,
implement payment activities, conduct normal health practice operations, and comply with the law. This
may include your name, address, telephone number(s), Social Security Number, employment data,
medical history, health records, etc. While most of the information will be collected from you, we may
obtain information from third parties if it is deemed necessary. Regardless of the source, your personal
information will always be protected to the full extent of the law.

DISCLOSURE OF YOUR PROTECTED HEALTHCARE INFORMATION

As stated above, we may disclose information as required by law. We are obligated to provide
information to law enforcement and governmental officials under certain circumstances. We will not use
your information for marketing or fund-raising purposes without your written consent. We may use
and/or disclose your health information to communicate reminders about your appointments including
voicemail messages, answering machines, and postcards unless you direct us otherwise. We will never
use, disclose, sell, or otherwise allow access to your personal, protected information in exchange for or
receipt of financial remuneration.

Any breach in the protection of your personal health information, including unauthorized acquisition,
access, use, or disclosure, will be fully investigated, addressed, and mitigated as established by the
HIPAA Privacy Breach Notification Rule. You have a right to and will be provided all information relating
to any breach involving your personal PHI

YOUR RIGHTS AS OUR PATIENT

You have a right to request copies of your healthcare information; to request copies in a variety of
formats; and to request a list of instances in which we, or our business associates, have disclosed your
protected information for uses other than stated above. All such requests must be in writing. We may
charge for your copies in an amount allowed by law. If you believe your rights have been violated, we
urge you to notify us immediately. You can also notify the U.S. Department of Health and Human
Services.

An expanded, and complete copy of our Statement of Privacy Practices, is available for your review.

Dean S. Arashiro, DDS, MS, LTD
145 Ma'a St Kahului, HI 96732 | 808-893-0880




Patient Screening Form

Patient Name:

PRE-APPOINTMENT IN-OFFICE

Date: Date:

Do you/they have fever or have you/they felt hot or feverish recently Clves [ING [JYes [INo
(14-21 days)? ;

| Are you/they having shortness of breath or other difficulties breathing? [JYes [No [JYes [JNo

' Do you/they have a cough? [dYes [ONo | [Yes [JNo

' Any other flu-like symptoms, intestinal upset, headach
Orn:a”guer? u-li ymptoms, such as gastrointestinal upset, headache OYes [JNo | OYes [JNo

Have you/they experienced recent loss of taste or smell? COYes [ONo | [OYes [JNo

| Are you/they in contact with any confirmed COVID-19 positive patients?
Fatients who are well but who have a sick family member at home with [OYes [ONo | [JYes [JNo

f ST I o L A —— R P L T pa |
)-19 should consider postooning elective treatment. '

Is your/their age over 607? I [OYes [1No [JYes [JNo

Do youl/they have heart disease, lung disease, kidney disease,
diabetes or any auto-immune disorders?

[(OYes []No : [JYes [JNo

Have you/they traveled in the past 14 days to any regions affected
Yes No | Yes No
| by COVID-19? (as relevant to your location) = = | = =

Positive responses to any of these would likely indicate a deeper discussion with the dentist before
proceeding with elective dental treatment.

» Fortesting, see the list of State and Territorial Health Depariment Websites for your specific area's information.
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