‘ KENNETH C. ACKLEY Il DDS

HOW DID YOU HEAR ABOUT OQUR OFFICE?

DATE

MR,

PATIENT NAME

SOCIAL SECURITY NUMBER

DATE OF BIRTH

ADDRESS>

cITy

STATE

ZIP PHONE #

PERSON RESPONSIBLE FOR PAYMENT

INSURANCE COMPANY

MR LAST NAME FIRST MIDDLE INITIAL | SOCIAL SECURITY NUMBER DATE OF BIRTH
MRS
MS.

STREET CITY PHONE NUMBER
ADDRESS b

STATE z2IP HOW LONG HAVE YOU LIVED AT THIS ADDRESS?
EMPLOYER NAME ADDRESS cITy . STATE 21p PHONE NUMBER
OCCUPATION NUMBER OF YEARS EMPLOYED?
ADDRESS cITY STATE 2IP

INSURANCE PHONE NUMBER

THIS YEAR?

HAVE YOU USED YOUR INSURANCE

GROUP NUMBER

CONTRACT NUMBER

IF MARRIED, PLEASE COMPLETE:

SPOUSE/OTHER RESPONSIBLE PERSON (FOR PAYMENT)

MIDDLE INITIAL

SOCIAL SECURITY NUMBER DATE OF BIRTH

INSURANCE COMPANY

MRA.  LAST NAME FIRST
MRS
MS.

STREET cITY PHONE NUMBER
ADDRESS

STATE zP HOW LONG HAVE YOU LIVED AT THIS ADDRESS?
EMPLOYER NAME ADDRESS Ity STATE 7P PHONE NUMBER
OCCUPATION NUMBER OF YEARS EMPLOYED?
ADDRESS ity STATE zP

INSURANCE PHONE NUMBER

CONTACT PERSON

GROUP NUMBER

CONTRACT NUMBER

RELATIVE NOT
LIVING WITH YOU

EMERGENCY INFORMATION
NAME OF NEAREST ADDRESS ) PHONE NUMBER

FAMILY PHYSICIAN

ADDRESS

PHONE NUMBER

| HEREBY CERTIFY THAT ALL INFORMATION INDICATED HERE IS CORRECT TO THE BEST OF MY KNOWLEDGE | UNDERSTAND THAT WHERE APPROPRIATE, CREDIT BUREAU REPORTS MAY
BE OBTAINED | REALIZE THAT THIS OFFICE WILL ASSIST IN INSURANCE PROCESSING, HOWEVER ALL CHARGES ARE ULTIMATELY MY RESPONSIBILITY. .

DATE |

SIGNATURE (PARENTS IF MINOR) x
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517-323-0922 « Fax 517-323-9006 « www.kennethackleydds.com



Time 2:26 PM Kenneth C. Ackley II, DDS, PC Date 11/3/2020
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Although dental personnel primarily treat the area in and around your mouth your mouth is a part of d 5 3 j a
g " f i 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. o ¥

Arz you under a DhYsic.i;\n"s. ‘care now? ' Y;s Y Ne 1f yes Ty T RPE . g =
Have you ever been hospitalized or had a mzjor operation? 3 Yes 7} No Ifyes | i s il o
Have you ever had a serious head or neck injury? s No If yes }
Areyou taking any medications, pills, or drugs? 3 Yes {3 No 1f yes {‘ sy SRS s SR B R . ]
Do you take, or have you taken, Phen-Fen or Redux? ™ Yes "y No If yes {
Have you ever taken Fosamax, Boniva, Actonel or any other (™ vag ("% No 1f yes |
medications containing bisphosphonates? - - 3
Are you on a special diet? 1 Yes " MNo
Do youuse tobacco? (" Yes i MNo
Do youuse controlled substances? % Yes {3No 1 e L e R RN D
Women; Are you...
Pregnant/Trying to get pregnant? “Nursing? :"":Taking oral contraceptives?
Are you allergic to any of the following?
" Aspirin 7 Penicillin ' [ Codeine - ~Acrylic
" Metal [ Latex " SulfaDrugs {"Local Anesthetics
-
Other? ’ T 3 If yes e e i e
Do you have, or have you had, any of m;foﬂowim7
AIDS/HIV Positive 3 Yes (C3No Cortisone Medidne {3Yes ({1No |Hemophilia Radiation Treatments ‘\:’”‘v’es i No
Alzheimer's Disease iYes (3No |Diabetes 7Yes {yNo |HepatitisA Recent WeightLoss () Yes {iNo
Anaphylaxs ) Yes (3No Drug Addiction ) Yes (iNo Hepatitis Bor C Renal Dialysis (3Yes {iNo
Anemia ives ( :No |EasilyWinded i_tNo [Herpes Rheumatic Fever CkYes « i No
Angina Emphysema (¥ No High Blood Pressure Rheumatism hYes (:No
| Arthritis/Gout Epilepsy or Seizures {iNo |High Cholesterol Scarlet Fever {3Yes { }No
Artificial HeartValve Excessive Bleeding (Mo |HivesorRash Shingles % Yes
Artificial Joint Excessive Thirst (% No Hypoglycemia Sickle Cell Disease i Yes
- Asthma Fainting Spells/Dizaness 7} Yes Irregular Heartbaat Sinus Trouble ) Yes
Blood Disease Frequent Cough i3 Yes {3 No Kidney Problems {JYes i iNo Spina Bifida 4 Yes
Blood Transfusion Frequent Diarrhea Yes ¢":No [Leukemia Ci¥es :No  |Stomach/Intestinal Disease {7} Yes
Breathing Problems Frequent Headaches i_'Yes (_3No [LiverDisease _Yes « :No |Stroke ) Yes
Bruise Easily Genital Herpes 1»Yes i :No |LowBloodPressure i1Yes : 3No |[SwellingofLimbs i) Yes
Cancer Glaucoma {Yes {iNo Lung Disease () Yes {Ne Thyroid Disease {3 Yes
Chemotherapy Hay Fever i Yes {3 MNo Mitral Valve Prolapse {7 Yes i3 No Tonsillitis (i Yes ( :No
Chest Pains Heart Attack/Failure {™Yes (:No [Osteoporosis {3 Yes { iNo [Tuberculosis iJYes {iNo
Cold Sores/FeverBlisters () Yes ( jNo |Heart Murmur {3y fes {3No [Paininlaw Joints {Yes { 3iNo |TumorsorGrowths i yYes i jNa
Congenital Heart Disorder {7 Yes (} No |Heart Pacemaker {3 Yes ((}No |Parathyroid Disease {aYes (iNo |Ulcers {aYes {iNo
- Convulsions () Yes {3No |HeartTrouble/Disease 3 Yes ("3No |PsychiatricCare ) Yes Venereal Disease ) Yes (3} No
Yellow Jaundice () Yes (3 No

Have you ever had any serious iliness not listed above?

Comments:

To the best of my knowledge, the questions on this form have besn accurately answered. 1 understand that providing incorrect information can be dangerous to my {or patient's) health. 1tis my
responsibility to inform the dental office of any changes in medical status.

Signature of Pa‘ﬁent, Parent or Guardian:

X Date:




Medication List

Name

Emergency Contact Phone number

Medication Dosage/ Condition Prescribed Prescribing
Frequency Physician

Allergies

Pharmacy

Note:

Signature Date




DENTAL HISTORY

Patient Name Nickname Age

Referred by How would you rate the condition of your mouth? Oexcellent [JGood [Jrair [JPoor
Previous Dentist How long have you been a patient? Months/Years

Date of most recent dental exam /__/ Date of mostrecentx-rays ___ /[

Date of most recent treatment (other thanacleaning) __ /__/_

| routinely see my dentist every [0 3 mo.[d 4 mo. [ 6 mo. [ 12 mo. [J Not routinely
WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:
PERSONAL HISTORY

0
<
a

OoOoooa

1. Areyou fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [___]

2. Haveyou had an unfavorable dental experience?

3. Haveyou ever had complications from past dental treatment?

4. Have you ever had trouble getting numb or had any reactions to local anesthetic?

5. Did you ever have braces, orthodontic treatment or had your bite adjusted, and at what age?

6. Have you had any teeth removed, missing teeth that never developed or lost teeth due to injury or facial trauma?
GUM AND BONE

7. Do your gums bleed or are they painful when brushing or flossing?

0
<
a

8. Have you ever been treated for gum disease or been told you have lost bone around your teeth?
9. Haveyou ever noticed an unpleasant taste or odor in your mouth?

10. Isthere anyone with a history of periodontal disease in your family?
11. Have you ever experienced gum recession?

12. Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple?
13. Have you experienced a burning or painful sensation in your mouth not related to your teeth?

OO00oaoonO

TOOTH STRUCTURE
14. Have you had any cavities within the past 3 years?

DOold ve

15. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food?

16. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?

17. Are any teeth sensitive to hot, cold, biting, sweets, or do you avoid brushing any part of your mouth?

18. Do you have grooves or notches on your teeth near the gum line?

19. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?

20. Do you frequently get food caught between any teeth?

Oo0o0o0oo

BITE AND JAW JOINT

Oo ve

21. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)
22. Do you feel like your lower jaw is being pushed back when you try to bite your back teeth together?

23. Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods?
24. Inthe past 5 years, have your teeth changed (become shorter; thinner, or worn) or has your bite changed?

25. Are your teeth becoming more crooked, crowded, or overlapped?
26. Are your teeth developing spaces or becoming more loose?

27. Do you have trouble finding your bite, or need to squeeze, tap your teeth together, or shift your jaw to make your teeth fit together?_______

28. Do you place your tongue between your teeth or close your teeth against your tongue?

29. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?

30. Do you clench or grind your teeth together in the daytime or make them sore?

31. Doyou have any problems with sleep (i.e. restlessness or teeth grinding), wake up with a headache or an awareness of your teeth?

32. Do you wear or have you ever wom a bite appliance?

OO000000000aad

SMILE CHARACTERISTICS

34. Have you ever whitened (bleached) your teeth?

0000 3 000000000000 3 0000000 3 0000000 8 0noOoo 8

Patient’s Signature

oo v
33. Isthere anything about the appearance of your teeth that you would like to change (shape, color, size)? O
O
35. Have you felt uncomfortable or self conscious about the appearance of your teeth? O
36. Have you been disappointed with the appearance of previous dental work? O
Date
Date

Doctor’s Signature

© 2018 Kois Center, LLC

www.koiscenter.com



‘ KENNETH C. ACKLEY II DDS

Commitment to Appointment Policy

Excellence and dedication to detail is the hallmark of our practice. We only work on one
patient at a time; therefore, an appointment written in our schedule with your name on it is a
valuable reservation of time. The mutual expectation is that we will be here to serve you and
that you will be present for your appointment. We do not allow for repeated short-notice
changes or cancellations. Please note that we require 48 hours notice of a change in an
appointment in order to allow enough time to schedule another patient in need. We feel it is
fair to be compensated for time lost and will charge a minimum of $50.00 for failed
appointments. We understand that emergencies and illnesses do occur and hope that you
would communicate this information to our office as quickly as possible. Your signature below
indicates that we have mutual respect for each other's time.

Financial Policy

It is our belief that patients who come to our office want and deserve the finest possible dental
care. This can only be provided when definitive financial arrangements are agreed upon. Our
patients have indicated that they are more comfortable knowing how much treatment will cost
before it is started. We thank you for making the effort to understand and honor your financial
obligations.

Available Dental Payment Plans:

1. All treatment is to be paid in full at the time of service. We accept cash, Visa,
MasterCard, Discover and Care Credit.

2. Dental insurance is a contract between you and your insurance company. We file
insurance claims as a courtesy to you, however, you should be well aware of your insurance
benefits. The timely payment of your account is ultimately your responsibility. This includes
co-pays, fees that are outside of what your insurance company considers reasonable and
customary, and fees simply not covered by your insurance.

Responsible Party: Date:

6452 Millennium Dr. ¢ Suite 110 « Lansing, M| 48917
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& KENNETH C. ACKLEY II DDS

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU 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

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about our
privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described in this Notice while it
is in effect. This Notice 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 the 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.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using
the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include quality
assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare 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 was 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. We may disclose your health
information to a family member, friend or other person to the extent necessary to help with your healthcare, but only if you agree that we may do so.

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, our
personal representative or another person responsible for your care, of your location, your general condition, or 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 healthcare. 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 will not use your health information for marketing communications without your written authorization.
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.

6452 Millennium Dr. « Suite 110 « Lansing, M| 48917
517-323-0922 « Fax 517-323-9006 « www.kennethackleydds.com



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

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards or
letters).

PATIENT RIGHTS

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 using the contact information listed at the end of this Notice. 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 to the address at the end of this Notice. If you request copies, we
will charge you $0.__ for each page, $___ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you. If you
request an alternative 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 using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes, other
than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. 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.

Restriction: 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 an emergency).

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 how payment
will be handled under the alternative means or location you request.

Amendment: 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.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response
to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at
alternative locations, you may complain t us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S.
Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department
of Health and Human Services.

Contact Person: Gwen Waldron, Office Manager, Phone: (517)323-0922, Fax: (517)323-9006



& KENNETH C. ACKLEY II DDS

Effective April 14, 2003, the new federal law known as the Health Insurance Portability and Accountability Act of 1996
(“HIPAA”) requires that this office comply with certain rules regarding the maintenance of the privacy of your information that we have
collected and will collect in the future.

To comply with one of HIPAA’s requirements, we are giving you a copy of our Notice of Privacy Practices. This Notice of Privacy
Practices contains the information that HIPAA requires us to disclose regarding our privacy practices.

Existing Michigan Law requires (in addition to our attempt to obtain your written acknowledgement, discussed above) us to
first obtain your written consent prior to disclosing any of your information except for our disclosures in connection with a defense to a
claim challenging our professional competence; a review entity’s functions; a claim for payment of fees; a third party payer’s examination
of our records; a court order as part of a criminal investigation; an identification of a dead body; a licensure investigation; or a child
abuse/neglect investigation.

From time to time it may be necessary for us to make disclosures of your information in connection with your treatment. For
example, we may make a referral to or consult with another dentist or health care professional, provide a specimen to a laboratory for
testing or otherwise make disclosures of your information in connection with providing or coordinating your treatment.

Patient Acknowledgement

Please sign this form below under the heading “acknowledgement” to acknowledge that you have today received a copy of our notice of
privacy practices.

| acknowledge that | have received a copy of the Privacy Practices.

Patient Signature/Authorized Signature Patient Name (Please Print) Date

Patient Consent

Please sign this form below under the heading “Consent” to consent to our disclosures of your information that we deem necessary in order to provide
you with proper treatment.

| consent to your disclosures of my information, which you deem are necessary in connection with my treatment. | understand that such disclosures may
not be of the type listed above.

Patient Signature/Authorized Signature Patient Name (Please Print) Date

I also give consent for my treatment to be discussed with the following individuals: (e.g. spouse, parent, adult child, care giver)

Name . Relationship Phone number
I also give my permission for information regarding: appointments, insurance benefits, financial arrangements to be discussed with the

above individuals.

Emergency Contact Information

Name Relationship Phone number
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