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ENTAL ONCOLOGY
ROFESSIONALS

PERSONAL HEALTH HISTORY

as of

ftodey's date)

Patlent name: Date of birth:

Please answer the following questions to the best of your abllity by checking the box that is appropriate
for you, ¥Knowlng this information Is critical In providing you the very best personal care you deserve.
Please answer each question thoughtfully, and do not hesitate to ask a team member to clarify any [tem

you do not understand, Thank you far your co-operation.,

MEDICAL HISTORY

Dan't
Yag Mo Hoow

Have thers been any major changes in your health within the past year?

if yes, please exphain:

Are you under the care of a physician or currently receiving medical care?

Narme of physicion; Physicion’s phone!

Do you have any artificial jaints, heart valves, or limb protheses?

Have you been diagnosed with mitral valve prolapse with regurgitation?

Do you have a pacemakear?

Ara you the reciplent of a solld tissue organ transplant {e.g. lung, heart, kidney, eic.)?
if yes, which ofgan? When?

Have you ever raceived a bone marrow or hemopoietic stern cell transplant?

If yes, when?

Have you ever been told you need to be premedicated priot to dental treatment?

Do you currently have a port, mediport, or other vanous catheter?

Have you ever recelved or are you currently recelving bisphosphonate therapy?
if yes, please cirtle; Zomata Denosumab  Xgeva Profia  Reclast Aradia Fosamax

Bonlva Other

For women only; Are you pregnant? ifyes, due date:

For women only: Are you currently breastfeading?

B4RT BROADWAY BOULEVARD GARLAMND, TEXAS THI1E3
oL BTE 006 04T Fax 972.276.6808 WEB W, oertaloncoiogy.com




Fersonal Health History, page 2
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Patient name:; Today's date:

Dian

OMNCOLOGY: Yas  No  Know

Have you ever been diagnosed with some type of cancer?

If yes, please complete this section. If no, please proceed to MEDICATIONS section.

Type of cancer: Stage, If known:

Will/Did your cancer treatment include surgery?

Will/Did your cancer treatment include radiation therapy?

If yes, dates of treatment:

Will/Did your cancer treatment include chemotherapy?

If yes, dates of treatment: Type of chemao, if known:

Will/Did your cancer treatment include immunotherapy or biological therapy?

If yes, dates of treatment: Type, if known;

Do you currently have a PEGHeeding tube?

Comments:

BGant

MEDICATIONS: Gy il

Are yau taking any prescription, over-the-counter medication, or supplement?

Please list all medications you are taking, Include prescriptions, over-the-counter medicotions, and —
vitamin/mineral/nutraceuticals. If necessary, please check box and continue on back of page. E

MEDICATION DOSAGE ~ EREQUENCY

ALLERGIES: o5 N R

Are you allergic 1o any medication?

Do you have any other allergies?

Please list all allergies and explain reaction, If necessary, please check bax and cantinue on bock. D-
ALLERGY REACTION
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Perconal Haealth History, page 3 Dertal Oncolagy Professionals
Patient name: Today's date:

Dan'
SOCIAL: Yes Mo Hnow

Do you use tobacco?

If yes, what king? How much?

Do you drink alcobol?

If yes, how many drinks per week? (One drink = 1 oz. liguor/5 o2, wine/12 oz. beer)

Have you used any lllegal drug within the past year?

Have you ever found it difficult to quit taking a prascription medication?

Comiments:

Do you currently have -OR- have you ever had any of the following diseases, conditions, or issues?

LUNG/BREATHING ISSUES (RESPIRATORY SYSTEM): Yes Mo Koow
Hay fever
Shortness of breath
Persistent cough
Positive test/treatment for tuberculosis (TB)
Seasonal allergles
Asthma
Emphysema
Chronic obstructive pulmonary disease (COPD)
Coughing up blood
Other respiratory/breathing/lung issues
Comments:
DonT
HORMONE/GLAND ISSUES (ENDOCRINE SYSTEM): Yoa: Mo inew
Diabetes {if yes, circle oppropriote. Type 1 Type 2
If yes, Is diabetes well-controlled? Recent ATC: Recent blood glucose:
Thyrold problems
Other hormone/gland/endocring [ssies

Comimenis!




Parsonal Health History, paga &

Bental Oncalesy Professionals

Patient name; Today's date:
Don't
HEART/VASCULAR ISSUES (CIRCULATORY SYSTEM): Yes Mo Know
Heart attack
If yes, when?
High blood pressure

If yes, is condition controiled?

Chest pain (Angina)

Heart milrmur

Atherosclerosls / Coronary Artery Disease

Bypass surgery/stent placement
If yes, when?

Crther heart/circulatory/vascular issues

Comments:

BLOOD ABNORMALITIES:

Dot
Yez Mo Know

Bleeding problems

Anemia

Hemaophilia

Blood clots / Deep vein thrombosis (DVT)

Are you taking blood thinners?

If yes, what is your recent FTANR result, If knowr.

Other blood/bleeding issues

Commencs,

LIVER ISSUES (HEPATIC SYSTEM):

Dion't
Yoz No  Know

Hepatitis {ifyes, circle appropriote,)  Type A Typz B TypeC

Wher?

Alcoholic lver disease

Other liver/hepatic issues

Comments,




‘ Parsonal Heaglth History, page 5 Danta | "|'I.'-|"}:':.-'“: o 235 00is

Patient name: Today's date:

Dan't

KIDNEY ISSUES (RENAL SYSTEM): Ves  No  Know
Kidney disease [Fyes, which stage?

Currently on dialysis Ifyes, an which days?:

Other kidrey/renal issues

Comments:

STOMACH/DIGESTIVE ISSUES (GASTROINTESTINAL SYSTEM): Yes No now
Stomach pain

Frequent heartburn

History of ulcers

Colitis, Irritable Bowel Syndrome (|B5), or Crohr's disease  Blense ordle if applicable.

Frequent vomitting

Other stomach/digestive Issues

Camrments:

Dant

MUSCLE/BONE/|OINT ISSUES (MUSCULOSKELETAL SYSTEM): Yas No  Know
Joint/back pain

joint swelling

Rheumatoid arthritis If yes. location:

Osteparthritls if wes, location;

Temporemandibular joint dysfunction

Other muscle/bone/joint issues

Comments:

Dond
NEUROLOGIC ISSUES (CENTRAL NERVOUS SYSTEM): Vas | No.Haiaw

Epilepsy / Selzure disorder

Chronic headaches

History of head injury

Mumbness of arms, legs, hands, or feet

Fainting spells / syncope




Personal Health History, pags o Renal Oncology ©r

Patient name: Today's date:

NEUROLOGIC ISSUES (CENTRAL NERVOUS SYSTEM) cont'd:

olessionals

s

Con't

History of stroke

If yes, please explain:

Comments:

GENITOURINARY ISSUES (GENITOURINARY SYSTEM):

Yag

Mo

Don’
Kinow

Frequent urinary tract infections (UT1)

Venereal disease

If yes, please explain;

For wormen only: Vaginal yeast infection with antibiotics use

For women only: Post-menopausal

For men only: Erectile dysfunction (ED shown to be associated with oral bacteria.)

Comrments:

IMMUNE/AUTOIMMUNE ISSUES (IMMUNE SYSTEM):

[+

Dont
now

HIV ¢ AIDS

Immune system disorders

Sjégren’s syndrome

Pscriasis f Eczema / Rosacea Please circle oppropriote.

Cther autaimmune issues

If yes, plecse explain in detoll.:

Comments:

MENTAL HEALTH:

Mo

Don't
Ko

Depression

Anxlety

Other mental health Issues/disorders

Comments:

OTHER:

Yies

Dion'l

Do you have any other disease, condition, or issue not listed or reported thus tard

if yes, please explain in delol.

Comments:
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Patient name: Taday's date:

DENTAL AND ORAL HEALTH HISTORY

Are you having any dental discomfort at this time?

if yes, please explmin:

Have you ever had serious trouble with previous dental work?

If yes, please explain:

Does having dental work make you nervous?

If yes, plecse mark on scale:  Slightly nervous

Extremely mervous

Have you ever experienced any abnormal bleeding after a dental procedure?

If yes, please expiain:

Have you previously been diagnosed with gum disease?

Drate of your last dental visit.

Date of your last dental cleaning:

Name of previous dentist: Lecation:

How often do you brush your teeth?

How often do you floss your teeth?

Have you ever had bracess

Have you ever had gum surgery?

Do you feel like your mouth is dry?

Do you wear a denture or partial denture?

If yes. does it fit weil?

Areyou happy with the appearance of your teeth?

If no, what would pou change?

Comments:

| understand that, to the best of my knowledge, all of the preceding answers are true and correct. |
understand if | ever have any changes in my health er in the medications | am taking, | must inform your
office Immediately. | heraby give my consent of treatment for myself or the named patient {of whom |
am the parent, legal guardian, or foster parent) to Dr. Dennis abbot and Dental Oncology Professionals.

Signature of Patient or Guardian:

Signature of Dentist / Hygrenist:




Dental Oncology Professionals
Dr. Kim and 5taff

Informed Consent

The undersigned hereby authorizes Doctor or his staff to take radiographs, study
models, photographs, or any other diagnostic aids deemed appropriate by Doctor
to make a thorough diagnosis of the patient’s dental needs. | authorize Doctor to
perform treatment that may be indicated, understanding that it is my right to
approve or deny said diagnosed treatment after discussion of the risks and
benefits involved. | also understand the use of anesthetic agents embodies a
certain risk, | understand that | am responsible for payment for dental services,
and that this payment Is due at time services are rendered. | further understand
that a 1.5% finance charge (18% annually) will be added to any balance over 90
days. In the event of default, | {we) promise to pay legal interest on the
indebtedness, together with such collection costs and reasonable attorney's fees
as may be required to effect collection of the note.

i authorize the use of all images for educational and professional purposes.

| further authorize the release of information to the Insurance carrier(s} and
authorize paymeant directly to the Doctor.

| amaware a 24 hour notice is required te cancel appointments. If the courtesy of
one full BUSINESS day Is not given to change an existing appointment, the office
reserves the right to assess a cancellation charge of 550.00 per hour, that was
scheduled.

Patlent Signature: Date.

Guardian Signature (if patient is under age 18):




Dental Oncology Professionals
Dr. Kim and Staff

IMPORTANT NOTICE
Please note: Dr. Soomin Richard Kim is OUT-OF-NETWORK with ALL insurance companies.

When you make an appointment with our office, the Insurance verffication infarmation that Is
avallable to us tells us ONLY that you have 2 palicy in force. The verification process CANNOT
tell us if your insurance will pay or how much it may pay for the servica you have recaived.
Fredetermination of benefits Iz likewise NOT a guarantee of payment. The pavable benefit can
only be determined AFTER your Insurance company has received and processed your claim,

Accordingly, REGARDLESS of the amount collected at the time of the appointment, vou are
responsible for the FULL amount of charges relating to all services rendered,

If you have ANY questions regarding to the coverage of our services, you must contect your
insurance company. Your insurance coverage is a contract between you and your carrier, Only
they can control the amounts paid on your behalf.

Assignment and Releaze

| certify that | have insurance coverage with and asslgn directly to
Or. Soomin Richard Kim all insurance benefits. | understand that | am financially responsible for
all charges whether or not pald by Insurance. | authorlze the use of my signatura on all
insurance submissions.

The above named dentist may use my health care information and disdose such information to
the above named insurance company and thelr agents for the purpose of obtaining payment
for services and determining insurance benafits for related services.

| certify that | am responsible for services not paid by my Insurance company and aiso will pay
any late fees, collection cost or legal feas on my account that ts delinquent past 90 days.

Signature: Datea:

Guardian Signature: Date:




Dental Oncology Professionals
Dr. Kim and Staff

ELECTRONIC INFORMATION UPDATE

Please print your name and email address on this form and sign the
notice at the bottom of the page.

Name:

Email:

Alt, Email;

| understand that by providing my email address, electronic
communication will be limited to correspondence from the office of
Soomin Richard Kim, D.D.S., M.P.H. and falls within the guidelines of
HIPAA. | further understand that under no circumstances will my
private infoermation, including my email address, be given to a third
party without my written consent.

Signature Date:




Dental Oncology Professionals
Dr. Kim and Staff

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY POLICY
"You may refuse to sign this acknowledgement”

I, have been informed of this office’s Notice of
Privacy Policies.

Print Namie

Signature Date

FOR OFFICE LISE OMLY

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)




Soornin Richard Him, DO,

MFH MNOTICE OF PRIVACY PRACTICES
8453 Broadway Bivd
Garkand

Texas, 75043

THIS NOTICE DESCRIBES HOW HEALTH AND MEDICAL INFORMATION ABOUT YU MAY BE USED AMND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. FLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH AND MEDICAL INFORMATION IS IMPORTANT TO LS,

OUR RESPONSIBILITIES

Wa & Soomin Rlohard Kim, DDS, MPH understand that medical infarmaten ekt you and your healih is personal,
Applicable faderal and slate law requires us 10 maintain the privacy of yer health information. We are also required
1 give you this Notice about our privacy practices, our lagal duliss, and your nghts conceming your health
enfarmation. We musi follow the privacy practices that ars described in this Notice while it is in affect This Notice
takes effect 10V1221, and will remain in effect until we raplace it. We will lst you knaw promgtly If a breach ocours
that may have compromizad the privacy or securlty of your Indormation, We resenve the right 1o change our privacy
practioes and the lems of this Notice at any time. provided such changes ane permitted by spplicabis lew. We
resarva tha nght to make the changes |n cur pivacy practices and the new terms of our Notice effective for all
health Information that we maintain, including health Infornation we crested o received befare we mads the
changes. Before we niahe a significant change In our privacy practices, we will changs this Motice and make the
rivw Noties svallable upon requast. You may requesl o copy of our Notice at any lime. For more inlormation about
our pivacy practices, or for additional coples of this Nodice, pleass cortact us uging tha inforation lisied af the
and of thie Mot

USES AND DISCLOSURES OF HEALTH INFORMATION

We may use and deciose heakth irformation about you for treatment, payment, and healihcars oparations. Far
axampha;

To Treat You: We can use or discloss your health information 1o & physicizn or ofter haslthcans pravider
providing tregtmend to you.

Bllling and Payment For Services: We can uss and disclose yaur health information to obtain paymant for
BerVICas we provids g you,

Healthcare Operations: We can use and disclose yeur heslth infarmatian in connection with auf healthcare
operations which includa quallty assessment and improvement actlviias. reviewing the competance o
qualitications of healthcare protessionals, evaluating praciifioner and provider perfesmancs, conduting tralning
programs, acchediiation, cenification, Reensing or credentialing activities.

Your Authorization: In addition fo our usa of your heaith information for treatmiant, paymant or healthcase
operations, You may ghve us wiitien aulhorization to use your healih infarmation or 1o disclose it to aryons for any
purpose. If you glve us an aulhodzation, you may revolks it in writing ar any time; your revecalisn will nol sffsct &y
s or disclosures pamytied by your authorzation while | was in effect. Uniess you give us 3 written aulhorization,
W cannct use of disclose your health informetion for any reason except those described in this Motice.

To Your Family and Friends: We must declose your health informatian 1o you as desgribad in the Patien
Rights section ol this Notice We may disclose your heaith Information to a tamily mambar, fiend or another pemson
o the Bxtant necessany o help with your healihcare or with peyment lor your heafthcars, but ondy i vou apree that
we may do 8o,



your caca, of your location, your general condiion, or desth, If yout are pregant, than prar to use or disclosure of
your healh information, we will provide you with an oppartunity to object o such uses or dsclosures. In the pvent
of your incapacity or emengency cimumstances, we wil disclose haalth infommation based on & detarminatian using
our protessional judgment diselosing only health infarmation that is directly rslavant to the person's lnvabyement in
your healthcare. We will zlso use cur professional judgment and cur expanence with comman practies o make
reasonable Mferences of your best interest in sllowing a person 1o pick up filled prescrintions, medlaal supnliss, X-
rays, or other simiar forma of health information.

Marketing Health-Related Services: Wa will nat use your healih infarmation for markellng purposes without
your writlen pemisaion,

Required by Law: We may use or disclose your heaith information when we &ns requined 1o do o by stata or
ladaral law, including with the Department of Health and Human Servicas if it wants to sea thal we are complying
with fedaral privacy law,

Abuse or Neglect: We may digclose your heafth information to appropriate authortles |f we reasonably balleve
that you are a possitée victim of abuse, neglect, or domastic violence or the poseibis victim of other erdmes. We
may disciose your health information to the extent necessary 1o averl & serous threal 1o your haath or safety o
the health or safety of others,

Natlonal Security: We may distlose to milary authodties the health information of Ammed Forges POTSONME]
under certain circumstances. We may disclose 1o atthorized federal ciiicials health infarmation ragquired for lawful
Inteifigence, coursenrtslligence, and sther national eecurity activities. Wa may disclese 1o correctional Instiution of
law arfarcement official having lawiul custody of protected heatlh Informatian of Inmate ar patierd undar cerain
clrcumstances,

Respond to organ and tissue donation requasts: We can shars health infermation about you wilh organ
procunement crganzations.

Wark with a madical examiner or funeral director: W can share haalth Infermation with @ coraner, medical
examing, of funeral director when an individual dies.

Address waorkers' compansation, law enforcement, and other government requesis: We can uss
ar share health information aboul you:

¢ For workers' companagtion claims

* For law enforcement purposas or with 4 law enforcemant offlefa

* With health eversight sgencies lor activitias authorzed by law

* For spacial govemment lunctions such as military, national securly, and presidential protective services

Respond lo lawsuits and legal actlons: We can share health information about ¥ou in responae 1o 3 cour or
administrative ordar, ar in responge to a subpoeng,

Appointment Reminders: We may use or disciose your haalth information 1o provide you wth agpolntrnent
reminders (guch as volcemall messages, posteands, text messages or ledters).

PATIENT RIGHTS

Access: You have the fight to look &t or gat coples of your health Information. with limited excestions. You may
request that we provide copies in o fomat other than pholocopies. We will usse the fomat you refuest unhsss wa
sannof practicably do ao. (You mus| make a rsquest In witing 1o oolein access o your headth intormation. Yau
miay obtain a form to request access by using the contact information Bsted at the end of this Motien, We will
charge you a reasonsble cost-based fee for experses such as copies, matling, and staff time. You may aiso
request accoss by sending Us a letter 1o the addrese af the and of this MNotice. If vou réquest an altamative fomat,



af this Molice for a full explanation of our fee gtruciure.)

Digclosure Accounting: You have the dght to receive a fist of instances in which W Of our business
associates disclosed your health information for pumpases, ather than tregtment, paymeant, healthcare operations
and certaln other acthvities, for the last 8 years. but ot befom April 14, 2003. I you raquast this asceunting more
than once in 2 12-maonth period, we may chame vou 5 reasonabis, cost-hesed fea for responding lo these additional
requests.

Restriction: You have the fght o request that wa place additional restrictions on our use or discicsure of your
haalth infommation, We are not required 1o agres to these adoitional restrictions, bt If we do, we will abide By our
EOreEmant (excant in an emamency).

Altemative Communication: You have the Aght to request that we communicats with you shoul your health
information by alemnetive means or at sternative locations. (You must maka your reguest In weiting.) Your requast
mist apacify the altemative means or location, and provide satistactory expianalion how peyments will be handled
under 1ha altamative means or lscstion you request.

Amandment: You have the right to request thar we amand your health information. (Your requast must be in
writing, and |t must explain why the information should be amendsd,] W may deny your reques| under cartain
ciroumsiances,

Electronie Notice: If you receive this Notice an ocur Web site o by sdactronic mall (a-mail), you es enitled 1o
recanye this Motice in wilten form,

QUESTIONS AND COMPLANTS
It you want more information about our privacy practices or have questions or concams, please comact us,

If you &re concarned that we may heve violated yvour pivacy rights, or you disagree with- a dociskon we mads about
access to your health Information o In respones to & request you mads to amend o restrict the use or dsclosura
of your health intormation or to have us communicate with you by attemative means or at altemative tocations; you
may cofmplain to ug using the contact infarmation listed at the end of this Notice. Yeu alsa may submil & writian
complaint 1o the U.S. Depsrtment of Heaith and Human Services by sending & letter o 200 Indepencience Avenue,
S.W,, Washington, D.C. 20201, calling 1-877-895-5775, or viglting waw. ks pov ot pivacy hipes/complaints.

We suppan your right to the privacy of your health Information. We will not retaliate in any way I you choosa 1o file
A compésint with us of with the LLS, Depastrment of Haalth and Human Savlees,

Privacy Officar: Morberio Diaz-Tracy Stewart
Telophona: ST 22266945

E-rrail: noert s@deont cam
Address; 6452 Broadway Blvg
Zip Codn: THO43
State Texas

Cily: Garland



