CHILDREN’S DENTISTRY

NICHOLAS CHING, D.D.S., INC
7001 Stockton Avenue, El Cerrito, CA 94530 Telephone (510) 524-4633 ABC

CONFIDENTIAL PATIENT INFORMATION

Patients Name

Last First Middle

Address

Street City State Zip
Whom may we thank for referring you to our office?

CONFIDENTIAL RESPONSIBLE PARTY INFORMATION
[ Parent O Guardian

Last First M Marital Status

Residence O Own ORent
Street City State Zip

Mailing
Address

Street City State Zip
How long at this address? Home Phone Work Phone Cell/Pgr
Previous Address (if less than 3 yrs.)

Street City State Zip

Email Address
Social Security # Birthdate / / Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name Relationship to Patient

Last First M
Email Address
Employer Occupation No. Years Employed
Social Security # Birthdate / / Work Phone Cell/Pgr

Who does child reside with?

Dental Insurance Information

Policy Holder’s Name Policy Holder’s Soc. Sec. #
Insurance Company/Address Group No.
Policy Holder’s Employer Phone No.
Do you have dual coverage? Yes or No If yes:

Policy Holder’s Name Policy Holder’s Soc. Sec. #
Insurance Company/Address Group No.
Policy Holder’s Employer Phone No.

Assignment of Benefits: | hereby authorize payment directly to Dr. Nicholas Ching the dental benefits otherwise payable to me but not to exceed the
charges shown on any claim. | understand that | am financially responsible for any charges not covered by this authorization. | authorize release of any
information relating to any claim.

Signature Date

Emergency Information
Name of nearest relative not living with you Relationship
Complete Address Phone No.

| GIVE MY PERMISSION TO DR NICHOLAS CHING, TO RENDER ALL NECESSARY DENTAL SERVICES, including diagnostic X-rays,
medication and anesthetics as he sees fit.
| understand that where appropriate, credit bureau reports may be obtained.

Signature (Parent’s signature if minor) Date

Office use only:

UPDATES




CHILDREN’S DENTISTRY

NICHOLAS CHING, D.D.S., INC
7001 Stockton Avenue, El Cerrito, CA 94530 Telephone (510) 524-4633

GETTING TO KNOW YOUR CHILD
Please fill out this form completely. This information will allow us to better understand your child and provide quality dental care.

Child’s Name Nickname
First Last Middle

Sex: Female / Male  Age Birthdate

What i reason for this visit?

Is this your child’s first dental visit? Date of last visit Purpose

What is your child’s attitude toward previous dental care?

Have we seen other children in your family?

Name(s) and age(s) of brother(s) and sister(s)

Name of child’s pet Child’s interests

Name of family dentist Child’s previous dentist

HEALTH HISTORY

Child’s Pediatrician Phone number
Date of last physical exam Is your child under a doctor’s care now?
For what reason? Kaiser Medical #
Is your child taking any medications? What Kind?
Have your child ever been hospitalized? For what reason
Is your child allergic to any medications? Please list
Reaction
Does your child have any allergic reactions to food__ What Kind? animals pollen dust
Does your child have good physical coordination? Has your child received all immunizations?
Has your child taken fluoride? In what form and when? _
Does your child brush regularly? Does an adult assist with brushing?
Does your child use dental floss? Does an adult assist with flossing?

Has either parent or child been treated orthodontically?

How would you expect your child to behave in our office?




Has your child had a history of or difficulty with:

(E YES NO

1 | Premature birth | | Speech disorder
First year of life Hearing
Heart Gag Reflex
Brain Injury Bladder
Bruising Seizures
Cancer or malignancies Fainting or dizziness
Diabetes Nosebleeds
Hepatitis Asthma
Earaches u Liver
Kidney Bone disorder
Cerebral Palsy Rheumatic fever
Bleeding Developmental problems
Anemia Other
Motion Sickness

COMMENTS/DETAILS

Does your child have any phobias?

Was your child bottle fed?  Breast fed? Until what age

Does your child have any oral habits, such as: finger/thumb sucking___ pacifier____ nail biting

Lipsucking_ mouth breathing other

Has your child ever had any injuries to his/her teeth, mouth or head?

If so, please describe

Date Signature

Office use only:

UPDATES

Thank you for completing this detailed information so that we may become better acquainted with your child.



CHILDREN'S
DENTISTRY

NICHOLAS CHING, D.D.S., INC

7001 Stockton Avenue, El Cerrito, CA 94530 Telephone (510) 524-4633

This worksheet is designed to help identify your concerns to assure a positive dental visit when your family meets with
us. Please feel free to use it in any way which is helpful, and bring it with you when you come to meet us. Thanks!

What prompted you to phone our office?

What do you hope to accomplish from your meeting with us?

What things, from previous dental experience, would you like to find in our office?

What experiences would you hope to avoid or eliminate?

Are there any problems, issues, or challenges you’d like us to help you with? Please explain.

How may we help to make this visit a positive experience for your child?



In order to comply with the privacy notification requirements of the Health Insurance
Portability and Accountability Act we are providing you with a copy of our privacy

practices

l, the parent / legal guardian
(circle one)

of

I acknowledged that | have received, from Dr. Ching, a copy of their privacy practice.

Date Signature




Notice of Privacy Practices

This notice describes how your health information may be used and disclosed
and how you can get access to this information. Please review it carefully. The
privacy of your health information is important to us.

OUR LEGAL DUTY

Federal and state laws require us to maintain the privacy of your health
information. We are also required to provide this notice about our office’s
privacy practices, our legal duties and your rights regarding your health
information. We are required to follow the practices that are outlined in this
notice while it is in effect. This notice takes effect May 1%, 2017 and will
remain in effect until we replace it. We reserve the right to change our
privacy practices and the terms of this notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make
changes in our privacy practices and the new terms of our notice effective for
all health information that we maintain, including health information we
created or received before we made the changes. Before we make a significant
change in our privacy practices, we will change this notice and make the new
notice available upon request. For more information about our privacy
practices or additional copies of this notice, please contact us (contact
information below).

Uses and disclosures of Health Information
We use and disclose health information about your child for treatment,
payment, and health care operations. For example:

Treatment: We disclose medical information to our employees and others
who are involved in providing the care you need. We may use or disclose your
health information to another dentist or other health care providers providing
treatment that we do not provide. We may also share your health information
with a pharmacist in order to provide you with a prescription or with a
laboratory that performs tests or fabricates dental prostheses or orthodontic
appliances.

Payment: We may use and disclose your health information to obtain
payment for services we provide to you, unless you request that we restrict
such disclosure to your health plan when you have paid out-of-pocket and in
full for services rendered.

Healthcare Operations: We may use and disclose your health information in
connection with our health care operations. Health care operations include,
but are not limited to, quality assessment and improvement activities,
reviewing the competence or qualifications of health care professionals,
evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.

Incidental Disclosure: In order to create a relaxed atmosphere for your child,
we work in an open environment, therefore, there may be occasional,
incidental information disclosed to persons transiting the area.

Change of Ownership: If this dental practice is sold or merged with another
practice or organization, your health records will become the property of the
new owner. However, you may request that copies of your health information
be transferred to another dental practice.

Your Authorizations: In addition to our use of your health information for
treatment, payment or health care operations, you may give us written
authorization to use your health information or to disclose it to anyone for any
purpose. If you give us an authorization, you may revoke it in writing at any
time. Your revocation will not affect any use or disclosures permitted by your
authorization while it is in effect. Unless you give us a written authorization,
we cannot use or disclose your health information for any reason except those
described in this notice.

To Your Family and Friends: We must disclose your health information to
you, as described in the Patient Rights section of this notice. You have the right
to request restrictions on disclosure to family members, other relatives, close
personal friends or any other person identified by you.

Unsecured Emails: We will not send you unsecured emails pertaining to your
health information without your prior authorization. If you do authorize
communications via unsecured email, you have the right to revoke the
authorization at any time

Persons Involved In Care: We may use or disclose health information to
notify, or assist in the notification of (including identifying or locating) a
family member, your personal representative or another person responsible for
your care, of your location, your general condition or your death. If you are
present, then prior to use or disclosure of your health information, we will
provide you with an opportunity to object to such uses or disclosures. In the
event of your incapacity or emergency circumstances, we will disclose health
information based on a determination using our professional judgment
disclosing only health information that is directly relevant to the person’s
involvement in your health care. We will also use our professional judgment
and our experience with common practice to make reasonable inferences of
your best interest in allowing a person to pick up filled prescriptions, medical
supplies, X-rays or other similar forms of health information.

Marketing Health-Related Services: We may contact you about products or
services related to your treatment, case management or care coordination or to
propose other treatments or health-related benefits and services in which you
may be interested. We may also encourage you to purchase a product or service
when you visit our office. If you are currently an enrollee of a dental plan, we
may receive payment for communications to you in relation to our provision,
coordination or management of your dental care, including our coordination or
management of your health care with a third party, our consultation with other
health care providers relating to your care or if we refer you for health care. We
will not otherwise use or disclose your health information for marketing
purposes without your written authorization. We will disclose whether we
receive payments for marketing activity you have authorized.

Public Health: We may, and are sometimes legally obligated to, disclose your
health information to public health agencies for purposes related to preventing
or controlling disease, injury or disability; reporting abuse or neglect; reporting
domestic violence; reporting to the Food and Drug Administration problems
with products and reactions to medications; and reporting disease or infection
exposure. Upon reporting suspected elder or dependent adult abuse or domestic
violence, we will promptly inform you or your personal representative unless
we believe the notification would place you at risk of harm or would require
informing a personal representative we believe is responsible for the abuse or
harm.

Required by Law: We may use or disclose your health information when we
are required to do so by law.

Abuse or neglect: We may disclose your health information to appropriate
authorities if we reasonably believe that you are a possible victim of abuse,
neglect or domestic violence or the possible victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat
to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health
information of Armed Forces personnel under certain circumstances. We may
disclose to authorize federal officials health information required for lawful
intelligence, counterintelligence and other national security activities. We may
disclose to correctional institutions or law enforcement officials having lawful
custody of protected health information of inmates or patients under certain
circumstances.

Appointment Reminders: We may contact you to provide you with
appointment reminders via voicemail, postcards, or letters. We may also leave
a message with the person answering the phone if you are not available.

Sign-In Sheet and Announcement: Upon arriving at our office, we may use
and disclose medical information about you by asking that you sign an intake
sheet at our front desk. We may also announce your name when we are ready
to see you.

Disclosure Accounting: You have a right to receive a list of instances in
which we disclosed your health information for purposes other than treatment,
payment, health care operations and certain other activities for the last six
years. If you request this accounting more than once in a 12-month period, we
may charge you a reasonable cost-based fee for responding to these additional
requests.

Access: You have the right to look at or get copies of your health information,
with limited exceptions. You may request that we provide copies in a format
other than photocopies. We will use the format you request unless we cannot
practicably do so. You must make a request in writing to obtain access to your
health information. You may obtain a form to request access by contacting our
office. We will charge you a reasonable cost-based fee for expenses such as
copies and staff time. You may also request access by sending us a letter. If
you request copies, there may be a charge for time spent. If you request an
alternate format, we will charge a cost-based fee for providing your health
information in that format. If you prefer, we will prepare a summary or an
explanation of your health information for a fee. Contact us for a full
explanation of our fee structure.

Restrictions: You have the right to request that we place additional
restrictions on our use or disclosure of your health information. We are not
required to agree to these additional restrictions, but if we do, we will abide by
our agreement (except in emergency). In the event you pay out-of-pocket and
in full for services rendered, you may request that we not share your health
information with your health plan. We must agree to this request.

Alternative Communication: You have the right to request that we
communicate with you about your health information by alternative means or
to alternative locations. You must make your request in writing. Your request
must specify the alternative means or location and provide satisfactory
explanation of how payments will be handled under the alternative means or
location you request.

Breach Notification: In the event your unsecured protected health information
is breached, we will notify you as required by law. In some situations, you may
be notified by our business associates.

Amendments: You have the right to request that we amend your health
information. (Your request must be in writing, and it must explain why the
information should be amended). We may deny your request under certain
circumstances.

Questions and Complaints: If you want more information about our privacy
practices or have questions or concerns, please contact us at:

Contact: Nicholas Ching
7001 Stockton Ave. Suite 3
El Cerrito, CA 94530
* (510)-524-4633 <kidsteethdoctor@gmail.com

Revised 5/2017




English: Our dental practice will provide language assistance services free-of-charge to individuals who do not speak English well
enough to discuss the dental care we are providing.

Spanish: Nuestro consultorio dental les proporcionard servicios de asistencia linguistica gratuitos a los individuos que no hablen
inglés con suficiente fluidez para discutir la atencion dental que proporcionamos.

Chinese: FAIMF RN SSFHAREBEALRFWA LTRERZNES HEIRS - DI EINEHNRHENF SIFERS -

Vietnamese: Thwc hanh nha khoa ctia ching t6i s& cung cép céac dich vu hé tre' ngdn ngtr mién phi cho nhirng nguoi khdng cé
kha ndng néi tiéng Anh dud tét dé thao luan viéc chdm séc rdng miéng ma chung téi dang cung cap.

Tagalog: Ang aming dental na kasanayan ay magbibigay ng walang bayad na mga serbisyong tulong na wika sa mga indibidwal
na hindi nakakapagsalita ng maayos na Ingles upang talakayin ang ibinibigay naming dental na pangangalaga.

Korean: X{3| X|2tE X5|7t MEst= x|k X[= 0 CHsll Boi2 =olst7 |7t EHetA EEE 2lo F=2 dof X[ MHIAE MSE
Lk,
Armenian: Utp wnwdtwpnidulwb ypuluhljui jupudwugph wuddwp (kquljut Swnwnipniibtp pojnp wjtt whdwbg

nyphkp wuqipkuht padupup skt mhpwybnnud Ukp Ynnuhg npudwnpynny wnwudbwpnidwlju jpbwdph onipe hupgkn
putiupltne:

Persian (Farsi): se o b 2iiS af Cosas Ll b /) (sl 48 3 ) 5] 0 28] s (59481 (50 GBS s 0 |y (A KaS ladd Lo (K gy ylaio Coladd S s
K 4siS o ) ) 4S i (sla ] s

Russian: Hawa ctomartonoruyeckas knnHuka 6ecnnatHo npenocTtaBndeT KIinmeHTam, KOTopble He 4O0CTaTOYHO XOPOLLO roBOpPAT Ha
AHIMNNCKOM S3bIKE, ycnyrun nepesogyuka, 4TOObI NOMOYb UM OGCy,CI,I/ITb npegocrtaBiidseMyo HaMn CTOMaToJ10rM4eCKyro NOMOLLb.

Japanese: HOEEEABE CERMEL TWIERIT 7Z(ICEAU TEUEX DI EEDRENDRWVWAICERN TSR R— M —EX
EREUTVE,

Arabic: s A Gl Aall Cileass L88e Jal e 301 O sam Y 0 5T Ailae T il sae s i) b Balie 25 G

Punjabi: 89 Je8 Jafen feg Y Egen WAHSH Aafery §f-Ge-gan 3 fifsfegsn g © & mlq faifsn 33 &y 3 faran g 33
79 & I JEStea.

Mon-Khmer:

ASMOMIDNSSHEUSHUNSSWIAMUINUSSASIBESESUHSSNSLAIIRUSSIG I SUNWMANHNSGN I NN
@ aMmApEHAUIMINSTNSISMIRUIDRS SRR U S

1 e (9

Hmong: Ang aming pagsasanay ukol sa ngipin o dental practice ay magbibigay ng libreng mga serbisyong tulong sa mga
indibiduwal na hindi masyadong nakakapagsalita ng Ingles upang talakayin ang pangangalaga sa ngipin na aming ibinibigay.

Hindi: §AR &d Rfrorea & v, S cTerdT 3T dig SToiIeT Sid I8! ohd & 31!, 88 oIl &d Aot SEHT YT X 38 & 39%
IR I PeAP oI SIAT IS I HINT HEIAT JATT TS LT |

Thai: wwafiRswiuanssusessazliiBnsdramiedunmviuiyansfinan s lddrunyfemeiiaznideReatuinisiuanssuse s
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