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Dental History William J Twohig DDS, LLC
Patients Mame:

Last First [nitial Date of Birth
1. Purpose of initial visit
2. Are you aware of the problem?
1. How long since your last visit? Comments
4. What was done at that time?
5. Previous dentist name
a. Location, Tel.
&, When was the last time vour teeth were cleaned?
CIRCLE THE APPROPRIATE ANSWER. IF YOU DO NOT KNOW LEAVE BLANK.
7. Have you made regular visits? YES NO
8. Were dental x-rays taken? e YES NO
9. Have you lost any teeth or have any been removed? YES NO
o Why?
10. Have they been replaced? e Y ES NO
11. How have they been replaced? YES WO
a. Fixed Bridge Age
b. Removable Bridge Age
c. Denture Age
d. Implant Age
e. Mot Sure/None
12, Are you unhappy with the replacemem? YES NO
a.  If ves, explain:
13. Would you like to know about permanent replacements? YES NO
14. Have you ever had any problems or complications with
previous dental treatment? YES NO
a.  If yes, explain:
15. Do you clench or grind your teeth? . w===YES MO
16. Does your jaw click or pop? YES NO
17. Have vou experienced any pain or soreness in the
muscles of your face or around your ear? YES NO
18. Do you have frequent headaches, neckaches, or shoulder aches? cemrrmmeeeeea YES NO
19, Does food get caught in your teeth? —-YES NO
20. Are any of your teeth sensitivity to: HOT COLD SWEETS PRESSURE
21. Do your gums bleed or hurt? YES NO
a. When?
22, Do you experience dry mouth? YES NO
23. How often do you brush your teeth? _ When?
24. Do you use dental floss? YES NO
n.  How often
25. Are any of your teeth loose, tipped, shifted, or chipped? YES NO
26. Are vou enhappy with the appearance of your tecth? —YES NO
27. How do you feel about your teeth in gencral? - ---YES NO
28, Do you feel your breath is offensive ot times? anree YES NO
29, Have you had any gum treatment or surgery” YES NO
I Wik
b. Where
¢, When
30. Have vou had orthodontic work? wes YES NO
31. Have vou had any unpleasant dental experiences or is there anything
about dentistry that your strongly dislike? YES NO
32. Do vou have any questions or concems? e f -+ v &
1 CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT SIGUARDIAN'S SIGNATURE DATE Med, Alert

DENTIST S SIGNATURE DATE




Dr. William J Twohig DDS, LLC
417 E Ann Street
PO Box 5379
Weyauwega, W 54983
Phone: 920-867-3101

Off | Financial Polici

Appointments

Our automated reminder system will notify you of your scheduled appointment 2 weeks prior to the date via
email or text message. To receive this type appointment reminder, you must provide a valid email address, cell
phone number, or both. For those patients that would prefer a phone call reminder for their upcoming
appointment you will be notified | week prior. No matter your preferred method of contact, ALL appointments
must be confirmed either by replying to your email or text message notification or by calling our office to
verbally confirm your scheduled date and time.

**1f you have a conflict with a scheduled appointment or are unable to make it to your scheduled appointment
vou must call the office to notify our staff. We ask that you do NOT notify us by email or by replying to our
automated confirmation service as we may not receive the message in ime. **

We understand that sometimes things happen that would prevent you from being able 1o keep your scheduled
appoiniment. But please keep in mind that when scheduling vour appointment, that specific time is reserved
only for you. If you are unable to keep your scheduled appointment, we ask that you please notify us 48 hours
prior to so that we may offer that appointment time to another patient. We ask that patients with scheduled
appointments please arrive 10 minutes prior to your scheduled appointment time. For patients that will be
visiting us for the first time we ask that you amive 20 minutes prior to your scheduled appointment time as there
are a few forms that, by law, need to be completed upon your arrival at the office. If you know that you will be
running late for your appointment, we encourage you to please call our office and inform us of the sitzation. We
reserve the right to reschedule your appointment if we feel that the appointments of other patients will be
affected.

Continuous short notice cancelations {lexs than 48 hours) or No Shows may result in 8 missed appointment charge that ranges
in fees of 575 (o $150.
There are few exceptions 1o this palicy but we do understand sudden illnesses and unforeseen situations

In inanci

Our dental practice works with most dental insurance plans; however, we are an out of network
(non-contracted) provider and encourage our patients to please familiarize themselves with their insurance plan.
As a courtesy to our patients, we will submit your insurance claim but it is your responsibility to follow up
regarding benefit payments. Because we are a non-coniracted provider, insurance plans do send the benefit
payment 1o the policy holder.

We ask that pavments for any and all services be made the day of your appointment.
We accept cash, check, all major credit cards, Care Credit. If you are unfamiliar with Care Credit one of our
helpful team members would be happy to help answer your questions, We do not offer in house payment plans
or financing.

Patient Name: Date
{Please Primt}

Patient Mame:;

{gnature of Patient. Parent, or Guardian)



Dr. William ] Twohig DDS
PO Box 579
Weyauwega, W1 54983
Phone: (920)867-3101
Fax: (920)867-3108
Email: info@driwohig.com

FINANCIAL OPTIONS

Al H RCARD, VISA uL 2B

We accept these major credit cards 1o allow you the most convenience in taking care of

LE L K]
your sccount.
PRE-PAYMENT OPTION,

Get & 5% Pre-Pay Discount on treafment totaling $500 or more if payment is received 7 days prior to your scheduled
appointment. If selecting this option, payment must be made by either CASH or Check.

b YVE M5 NCE !
To help you in maximizing your dental benefits, we'll gladly assist in submitting your dental claim forms to your primary
dental insurance provider, However, please be advised we are an Out of Metwork dental provider and patient balances sre due
al the time services ane rendered,

: FF ITSIDE FINANCIN
For our patients that prefer to pay overtime, we've made special arrangements with our friends al CARE CREDIT &

LENDING CLUB. Both entities have a varicty of payment options that allow you to carry on with your dental care while
making comfortable monthly payments. One of our team members will be happy 1o assist you with any queshions.

DESIGNATED FINANCIAL OPTIONS
*If choosing to pay by Credit/ Debit Card, please fill in the information below.
“If choosing to pay by Care Credit Card, please provide the bebow Information and make sure to present your
card st the time af service.

S CASH/ CHECK 0 CARE CREDIT O DISCOVER [OMASTERCARD [0OVISA O AMERICAN EXPRESS

Card Mumber Expliration Date

1 have read nnd usdérsiand my financial options. | understand that any and.or all expenses incurred must be paid for at the
time services are rendered, | undersiand that my dental insurance claims, if applicabibe, will be submitted on mmy behalf But it

it my responsibility to provide accurate and up 1o date insurance information prior o my scheduled appoiniment,

SIGNATURE: DATE:




Dr. William | Twohig DDS
PO Box 579
Wevauwega, W1 54983
Phone: (920)867-3101
Fax: (920)867-3108
Email: infoiddriwohig.com

Patient Authorization to Transfer/ Forward Records

1, hereby request and authorize
[ Patient or Guardian name, please print)

[Current proctice or dentist name)

to turn over my dental records to D, William |. Twohig DDS.

By authorizing the transfer, | understand that | am not impairing

(Name of current dentist transferring records)

right of access to my records, when necessary, during the time pe riod in which | was under
his/ her care.

Sign:

[ Patient or Guardian sigrature)

Date:

Email is our preferred method of transfer. Please send records to: info@driwohig.com
-0OR-
Dr. William J. Twohig
PO Box 579
Weyauwega, Wi 54983



NOTICE OF PRIVACY PRACTICES
Dr. William J. Twohig DDS, LLC
PO Box 579
Weyauwega, WT 54983
Phone: (920)867-3101
Fax: (920) 867-3108
E Mail: info@drtwohig.com

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. Wa are
obligated by law to give you notice of our privacy practices, This Motice describes. how we protect your
health information and what rights you have regarding It

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

The most common reason why we use or disclose your health information is for treatment,
payment or health care operations. Examples of how we use or disclose information for treatment
purposes are; setting up an appointment for you; examining your teeth; prescribing medications and
faxing them to be filled; refarring you to another doctor o clinic for other health care or services: or getling
copies of your health information from another professional that you may have seen before us. Examples
of how we use or disclose your health information for paymeant purposes ane. asking you aboul your
health or dental care plans, or other sources of payment, preparing and sending bills or claims, and
collecting unpaid amounts (either cursalves or through a collection agency or attorney). "Health care
operalions” mean those administrative and managerial functions that we have to do in order tO run our
office, Examples of how we use or disclose your heatth information for health care operations are:
financial or billing audits; intermal quality assurance; personnel decisions; participation in managed care
plans; defense of legal matters, business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any spacial
permission. If we need to disclose your health information outside of our office for these reasons. [EDIT:
[we will] [we usually will not]] ask you for special written parmission.

[EDIT:[We will ask for spacial written permission in the following situations: ]|

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION _ _

In some limited situations, the law allows or requires us to use or disclose your heaith information
without your permission. Mot all of these situations will apply to us; some may never come up at our
office at all. Such uses or disclosures are:

» when a state or federal law mandates that certain health information be reported for a specific

PUTPOSE;

= for public health purposes, such as contaglous disease reporting, investigation or survelllance;
and notices to and from the federal Food and Drug Administration regarding drugs or medical

s,

s digclogures to governmantal authorities about victims of suspected abuse, neglect or domeashc
violence;

= uses and disclosures for health oversight activities, such as for the icensing of doctors; for audits
by Medicare or Medicaid; or for investigation of possible violations of health care laws;

& disclogures for judicial and administrative proceadings, such as in response (o subpoenas of
orders of courts or adminisirative agencies;



» disclosures for law enforcement purposes, such as o provide information about someone who is
or is suspected to be a victim of a crime; to provide information about a crime at our office; or to
report @ crime that happened somewhere else;

# disclosune to a medical examiner i dentify a dead person or 1o determine the cause of death; or

to funeral directors to aid in burial; or to organizations that handie organ or tissue donations;

uses or disclosures for heaith related research;

uzes and disclosures to prevent a serous threat to health or safety,

uses or disclosures for specialized government functions, such as far the pratection of tha

president or high ranking government officials; for lawful national intelligence activities; for military

purposes; or for the evaluation and health of members of the foreign senvice;

disclosures of de-identified information;

disclosures relating o worker's compensation programs,

disclosures of a "limited data set” for research, public health, or health cane oparations;

incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;

disclosures to "business associates™ who perform health care operations for us and who commit

to respect the privacy of your health information;

@ O & @

Unless you object, we will also share relevant information about your care with your family or
friends who are helping you with your dental care.

APPOINTMENT REMINDERS .

We may call or write to remind you of scheduled appointments, or that it is ime o make a routing
appointment. We may also call or write to notify you of other treatments or services available at our office
that might hedp you. Uniess you tell us otherwise, we will mail you an appointment reminder on a post
card, andfor leave you a reminder message on your home answering machine or with someane wiv
answers your phone if you are not home,

OTHER USES AND DISCLOSURES

We will not make any other uses or disclosuras of your haalth information unless you sign a
written "authorization form" The contant of an “authorization form”® is determined by federal law
Sometimes, we may initiate the authorization process if the use or disclosure is our idea. Sometimes, you
may Initiate the process if it's your idea for us to send your information to someone else. Typically, in this
situation you will give us a properly completed autherization form, or you can use one of ours.
If we initiate the process and ask you 1o sign an authorization form, you do not have to sign it If you u:h:
not sign the authorization, we cannot make the use or disclosure, If you do sign one, you may revoke it at
any time unless we have already acted in reliance upon it. Revocations must be in writing. Send them to
the office contact person named at the beginning of this Notice.

¥YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION :
The law gives you many rights regarding your health information. You can:

» ask us fo restrict our uses and disclosures for purposes of treatment (except emergency
treatrment), payment or health care operations. We do not have to agree to do this, but if we
agree, we must honor the restrictions that you want. To ask for a resiriction, send a writtén
request to the office contact person at the address, fax or E Mail shown at the beginning of this
Matice.

« ask us to communicate with you in a confidential way, such as by phoning you al work rather than
at home, by mailing health information to a different address, or by using E mail to your personal
E Mapil sddross. Wo will accommodate theee requests if they are reascnabla, and if you pay us
for any extra cost. If you want to ask for confidential communications, send a written request to
the office contact person at the address, fax or E mail shown at the beginning of this Notce.

= @sk to see or to get pholocopies of your health information. By law. there are a few limited
situations in which we can rafuse o permil access or copying, For the most parl, however, you
will be able to review or have a copy of your health information within 30 days of asking us (or
sixty days if the information s stored off-site). You may have to pay for photocopies in advance.
If we deny your request, we will send you a written explanation, and instructions about how to get



an impartial review of our denial if one is legally available. By law, we can have ane 30 day
extension of the time for us o give you access or photocopies if we send you a written natice of
the extension. If vou want to review or get photocopies of your health information, send a written
request to the office contact person at the address, fax or E mail shown at the beginning of this

¢ ask us o amend your health information if you think that it is incorrect or incomplete. If we agree,
we will amend the information within 60 days from when you ask us. We will send the comrected
information to persons who we know got the wrong information, and others that you specify. If we
do not agree, you can write a statement of your position, and we will include it with your health
information along with any rebuttal statement that we may write. Once your statement of position
andlor our rebuttal is included in your health information, we will send it along whenever we make
a permitted disclosure of your health information, By law, we can have one 30 day extension of
time to consider & request for amendment if we notify you in writing of the extension. If you want
o azk us to amend your health information, send a writlen request, including your reasons for the
amendment, to the office contact person at the address, fax or E mail shown at the baginning of
this Motice.

& get alist of the disclosures that we have made of your health information within the past six years
{or a shorter period if you want). By law, the list will not include: disclosures for purposes of
treatment, payment or health care operations; disclosures with your authorization; incidental
disclosures; disclosures required by law; and some other limited disclosures. You are entitled to
ané such list per year without charge, If you want more frequent lists, you will have to pay for
them in advanca. Wea will usually respond o your reguest within B0 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extension in writing. If you want
a list, send a written request to the office contact person at the address, fax or E mail shown at
the beginning of this Notice.

» get additional paper copies of this Notice of Privacy Practices upon request. |t does not matter
whether you got one electronically or in paper form already. If you want additicnal paper coples,
sand a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Notice,

OUR NOTICE OF PRIVACY PRACTICES

By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change
it. We reserve the right to change this nolice at any time as allowed by law. If we change this Notice, the
new privacy practices will apply to yeur health information that we already have as well as to such
information that we may generate in the future, If we change our Molice of Privacy Practices, we will post
the new notice in our office, have copies available in our office, and post it on our Wab site.

COMPLAINTS

If you think that we have not properly respected the privacy of your health information, you are
free to complain to us or the U.S. Department of Health and Human Services, Office for Civil Rights. We
will not retaliate against you if you make a complaint. If you want to complain 1o us, send a written
compiaint to the office contact person at the address, fax or E mail shown at the beginning of this Notice
If you prefar, you can discuss your complaint in parson of by phone

FOR MORE INFORMATION ; ”
If you want more information about our privacy practices, call or visit the office contact person at
the address or phone number shown at the beginning of this Natice.



