Dr. LAMPEE™

Patient Information

Name Preferred Name
Address unit

City State ZIP

Home Phone Work Phone Cell Phone
Email Date of Birth (mm/dd/yy)

Why are you here today?

How Did you Hear About us?

O T1vcommercial [0 Drive By / Sign Outside
| O Good Day Oregon [0 Youtube/Streaming

O AaMNw 0 word of Mouth

O social Media Who:

O internet O other.

O Radio

Emergency Contact
Name
Home Phone Work Phone Cell Phone

Relationship to Patient: Parent / Guardian / Spouse / Other:

Phone | 503-646-2273 @ wwwilHaFDeseom 14455 SW. Allen Boulevard, Suite 103
Fax | 503-277-1535 P s Beaverton, Oregon 97005




Dr. LAMPEE"

Patient Medical History

Name, DOB

Physician's Name

D Check if you are under medical treatment now.

If checked, what for?

D Check if you are or have ever been hospitalized for any surgical procedure or serious illness.
D Check if you are taking any medication(s) including non-prescription.

If checked, what medication(s) or supplements) are you taking?

D Check if you use tobacco / cannabis products. If yes, what type & how often?

D Check if you use alcohol. If yes, what type & how often?

D Check if you have a history of drug or alcohol abuse. If checked please specify?

D Check if you have taken or are currently taking bisphosphonates.

D Check if you have had bariatric surgery. If checked, please specify type & date

Are you allergic to or have you had any reaction to the following? Check all that apply.

[] Topical Anesthetics [J Tvtenot [ penicillin
[[] vocal Anesthetics [] ibuprofen (Advil) [] sedatives
I:I Latex D Prescription Pain Medications

D Aspirin D Sulfa Drugs

Other:

Phone | 503-646-2273 @ skndiarTseacom 14455 SW. Allen Boulevard, Suite 103
Fax | 503-277-1535 : Rk Beaverton, Oregon 97005




Dr. LAMPEE"

Patient Medical History

continued

Do you or have you had any of the following? Check all that apply.

L__] AIDS/HIV

[] Anemia
D Angina
D Anxiety
[ Arthritis

[ Asthma

[] Autoimmune Disorder,
[[] Biocd Pressure - High
D Blood Pressure - Low
D Blood Thinners

D Cancer

Area

Year

D Chest Pains
D Cold Sores
D Convulsions

Women Only. Check if you are:
D Pregnant

D Nursing

[] taking birth control pills

Patient Consent Agreement

COPD

Depression

Diabetes Type | or Il. Last Alc
Edema

Emphysema

Epilepsy

Fainting

OoOO00Ooooad

Frequently Tired

[] claucoma

[] Hay Fever

D Heart Attack

D Heart Disease

D Heart Murmur

[[] Hepatitis Type A/B/C
D Joint Replacement
D Kidney Disease

oooooo

oood

a
O
O
O

Leukemia
Liver Disease

Mental Iliness

Osteoporosis
Pacemaker
Radiation

Area

Year

Restless Leg Syndrome
Rheumatic Fever
Stroke

Thyroid Disorder
Tuberculosis

Ulcers

Weight Loss

Other:

| certify that | have read and understand the above information. The above questions have been accurately answered to the best of
my knowledge. | understand that providing incorrect information may be dangerous to my heaith. | hereby authorize and request the
performance of dental services for myself and/or for:

Name

| authorize and give consent to perform dental services agreed upeon between Doctor and Patient and/or Guardian to be necessary or

advisable, including the use of local anesthesia and other medication as indicated.

Patient or Guardian Signature, Date

14455 SW. Allen Boulevard, Suite 103

Phone | 503-646-2273
Beaverton, Oregon 97005

Fax | 503-277-1535 @ wwwdrlampeecom
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Policy Acknowledgment

We are committed to providing you with the best possible dental care. In order to achieve this we need your assistance and your
understanding of our payment policies.
Financial information

+ We accept the following major credit/debit cards: Visa, Mastercard, Discover, and American Express.

+ For those who desire a payment plan. we are partnered with Care Credit, Lending Club, and Proceed Financing. These payment
plans are based on your approved credit. There are no application fees. These arrangements must be made prior to treatment

= Payment for treatment is due at time of service. If you are requiring sedation, payment is due upon scheduling the
appointment.

= We do not contract or bill insurance
« Balances over 90 days will be assigned to a collection agency and will incur a $50.00 collection fee. Any checks returned to our
office for non-sufficient funds will be subject to a fee of $25.00
Usual and Customary Rates

We charge what is usual and customary for our area. Please be aware that some of the services we provide may not be covered
services by your dental plan. You are responsible for payment regardless of your insurance company's exclusions and fee schedules.
Your insurance policy is @ contract between you and that insurance company. We are not able to negotiate with your insurance
company on your behalf

| have read the Policy Acknowledgment and understand that as a patient. or responsible party, | agree to pay for all services rendered
in accordance with the terms and conditions set forth in the financial policy of this office as stated above

Patient Signature or Responsible Party Date

Missed Appointment Policy

We require two business days' notice to reschedule an appointment. Our business days are Monday-Thursday
« There is no fee for your first missed appointment We understand that life happens.
+ There is a $50 fee for your second missed appointment.
» There is a $100 fee for your third missed appointment.
» Additional missed appointments will result in us not being to see you as a patient.

+ if a sedation appointment or appointment lasting two or more hours is missed or rescheduled with less than two business days’
notice. 10% of your appointment cost is non-refundable

Patient Signature or Responsible Party Date

O iin @ @




Dr. LAMPEE

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
To Qur Patients:

Federal law requires that we provide you with a copy of our Notice of Privacy
Practices.

The Notice of Privacy Practices explains how we may use and disclose health
information about you. We ask that you sign this form for our records so that we
may document your receipt of the Notice.

if you have guestions about the Notice of Privacy Practices, please feel free to
direct these to our Privacy/Security Officer at any time. The name and contact
number of the Privacy/Security Officer is listed on your copy of the Notice of
Privacy Practices

Patient Name: Date of Birth:

" Fationt o complels this seotion

| have received a copy of the Notice of Privacy Practices for this organization on
today’s date.

Signed:

T ot s unable 10 Suknowiscge FecEpL, Sl Eember providing nolioe 1 complels this seckon
The Notice of Privacy Practices was provided to
Patient Name: On

The patient was unable to acknowledge receipt of the Notice of Privacy Practices for the following
reason:

Fie iis form in the pallent's chart




Dr. LAMPEE

Notice of Privacy Practices

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.

Our organization is commitied fo providing you with medical care that mests your neads. An important aspect of our
servios cormmiment to you i the prolction and securty of the prolscted health information that we obtain about you. We
have sheays safeguarded your heallh infosmation and our wriien privacy policy gvee LS & Oppartunily t shans with you
our policies thet proiect your health information.

We 2% required by Jaw 10 provide you with this natics. &t will describe 0 you what protacied health information we collect
sbout you and how that information might be used.

The Tyoe Of Profecied Heaih informalion Thet We Miey Obtaln About You:

Demographic information: incluging your ngms, address, date of birth, phone number(s), neme of your
smployer, your spouns or olher family rembars, Snd SMerpency coniact.

ingsrunce indonmation: your insucance crier, the name of the ineured person, insurance
ilantifioation numbers, and and alighity information.

Health information: including your health hetory. past linesses or injuriss, family madical hislory, your socisl
activiies including use of iobeoco, alcohol, or druge, family e and fving sltuation, your current and/or angoing
heslth probleme, inciuding medications, sllergies, advised Seatment and outcomas of that treatment.

Payment information: inciuding your ineurance carrier, your sacoid of cherpes, sdjusiments, snd payments to
our organization,

Hiow We Mar tise and Dincione Proftecing Mesith infonsation About Yoo

Section 1:
W are not ebiiguied 10 heve your consent when using or diaciosing prodected hesilh informelion for the
following pwposes:

A For Tresbnent: Wa may use and discioss your hesith informalion 10 provide, coordinete or manage your health
care st sy releted sirvices. We may discioas information about you 10 doclors, dentists, nurses, technicians,
office sielf or other parsonnel who are involved in tsking care of you and your health.

For exampie:

0 #we sohedis 8 teal, Herapy or surgecy for you, we Imust provide informetion shout you in ordes o
m”ﬂ:.mu This inclucles your name, demographic and insurance information end the
resson

o  Your doolor may share your medioal informalion with another docior who is also invalved in your care so
thet bolhr ey have all the informetion (0 reabe the best fresivsent decisions for you.

¢ We muy share information with & phermacy 30 thet iy cen il or relll 8 presoriplion for you.

o Wemay share information about you wilh anciher provider who is on oall iy ihe abaence of your provider.

B. For Paymant: We may use and disciose your information 10 obizin payrnent for sevices you receive. if you pey
in full for service out of pocket you have the right 1o restrict your infosmation being given to any heaith pian.

For example:

o We may use or disclogs your informaiion 10 delesmine eligihllly for ingurance of benefits.

0 W mey uss the name of your ewrence camir end your ivaiiioalion numbers in order to Als & claim for
you,

¢ We may diecioes your informalion: about your 0andiions or raasons for sesking cere and the oare thet is
provided 16 your ingsrance camisr 50 thet ey mey process and pey your dleim.

o Ve may discioss infornmation about your condilions 10 YOUr iNSurance Ol 13 seek spproval as
necsssary for recomemendied isels and treshment.

¢ MmMMMmMD.MMMnMMmm

& olaie 10 your inacrance cemisr o our behel.

HiPAA-Form | 1
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0 Fwe rmieryou ko anciher facilly or provider we sy provide e with your insurence informalion o
axpeciie your segisiration and asswre that they are pariiclanis in your insarance plan.

c. For Health Care Operations: We muy use or discioss prolecied health information about you in order to
ovalugis our cers for you or io mest o businese need of the oganizetion. Thass aciivities include quallly
ssosennant activiles, smployes revisw aclivilies, aining students, compliance sudis by yous insurence
carier, and conducting of srranging for other business aotivities.

For sxemple:

¢ We may use informetion sboit you i evelusie the parformence of our steff in cering for you.

0 We may use your information 10 evaluate our eflioiency.

0 W may use your informelion 10 evaiuate and respond i & pelient compleit.

0 e may share your heellh inormalion wilh sfudants ar residents who are fsaming 1o care for patients.

Mmﬁuu”pﬂ”“bu““hmmd
heaith cem opevalions. A Businass Assccisie is an enilty or person angaged by this organization 1o perform &
businass aolivily on behalf of the orgenization. Our Business Asscolates ave obilgated by contract to protect
heelth Wormaiion they recaive or genarals sbout you.

|
For axempis:
3 0 We may provide informetion in our ranadriplion servioe 59 (het they can produce 8 wiilien copy of your
ancousier in our oioe.
o uwmwaMhmnmmwtmm
o We may shere informetion with quaiiied consuliants i order for them 10 provide business mermgeient

[+ Othwr Contact Situalions:
¢ We may uss your informalion to call and remind you of an appoiniment in our ofice.
©  We may tell you sbout or recommend poseiile treatment options or allematives that may be of intereet fo
)
°

you,

WWe mey tell you about heslii-related products or services that may be of iverest o you,

We may uee your informution for marketing, and fund raising you do heve the right 1o opt out of the
markeling and fund raising information.

E Speciul SRustions:
Emargencies: We may use or discioss protectad healih information i the osse of & madicsl emargency.

qummmummmmmrmammbmw

Pubiic Health: We may discioss protecied hesith information about you for public heaith activiies. These
sciivities ganerally inciude the following:

To prevent or control disease, injury or disability

To report bisthe or desthe

To report child abusa or neglect

To report reaciions 1o medications of probiems wilh products

To nolily & person who may heve besn sxposed 1o & diseass or mey be at risk for conincting or spreading

o SO0 CO

2 dissass or
TomthuMlnmowmmumdm negiect
or domestic We will only mehe this disciosure ¥ you agree or when required of suthorized by

iow.

mmeMMMMDmmmMoﬂmm
sciiviies. Thass aclivilies may include audie. investigations and inepeciions and are necsesary for the
mhmﬁhmﬂn—mmmumuh civil rights lewe.

m«mlmnmmnumnu-mummmmm
yOu I responas 10 & coust or administraive order. Subject o legel quirgments, we may alo disclose medical
information about you in responee o 8 subpoend.

Low Enforosment: Wa may discioss prolecied health information, $0 long s all applicable legel requirements
are mat, for lew enforoament PUPOReS.

mmmnmmmmmmmmna
COMNN or madical Smminer. ﬂDmhm.umbMaMpﬂmum
mgd‘m We mey siso reisese information shout patients 10 funersl dReciors &5 NECESeAry 10 CarTy

mmmmmmmmmmmumm
for wovk-relntnd injuries or linges.

HIPAA-Form | 2
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Milary Activilies, Mations! Security and inteifigence Aclivilies: ¥ you are 2 mamber of the ssmed foross, o7
munmm«mNanhMbyMMam
povemment authorities 10 dlacions protected health Information sbout you. We may siso discioss information
about foreign milkary persoansl 1o tThe appropriate forsign miliery suthorty.

opn-lm-ucmlmmmmcmm.nwmmm
Mbmﬂuﬂh“mcmmﬁnnmhmmu
tiesu donation or tranaplanistion.

iwmates: If you & 8N inmate of & coraciionsl instiution of undaer the cusiody of a lew enforosrment olicisl, we
mmuﬂ“ﬂn“mhuwm«hmm The
misass would be 1)} for the instiulion 10 provide you with health oers; 2) 10 prosect your hesith and
safaty or the health and of athers: ar 3) for the safaty and securlly of the corectional instittion.

mmnwumuwmdwmummum
Mmmluhmmmmﬂhmwmhwam
iosoen & serious and imminont theaat 10 the healih or aafaly of & parson or 1he public.

muhummﬁmuammn&ﬂmhnmu
doss not personelly ideniify you.

Seclion 2:
Protecied Health information Use swd Disciosurs That Requires sn Opporiunily for You 1o Agree or Oject

Family and Frisnde: We may disciose your prolecied heaith information 30 your tsmily or friends or any other individus!
WWMMMthmmthdmmhﬂwm‘hw
health information disectly relpvant to thelr involvermant in your CBre of pRyment. % you sre svelisble, we will give you an
opportunity to object to thess diaciosures, and we will not make thees diaclosures ¥ you object.

!muﬂ#uﬂ““n“bm“u”hhmmmmuu
mmnmmmuummumwumm

Saction 3:
Protectad Nealth informetion Thet Cannot Se Disciosed Without Your Specific Auliartzetion:

Mmmmumwmmuummwmmm uniess
otherwiss penniiied or raquired by iew s dascribed below.

Vwm”ﬂmnnMuumdmm.

Your Sighia a8 2 Patiant:

L] Vumhrﬂuhm-dmmwmm
Vnummuumamdmmmmnﬂﬂwhum We may cherge
mﬂheﬂtduﬁuﬂqamm

Under federal law, however, mmmummmummmm
mdammﬂwmmwm Certain documaents pertaining 1o laborstory
services are slso smmpt under fadersl law.

Ywmnmbmmmdmmmuauummmm.
mu-ﬂmwmmIMhm

You have the right 1o request your reconds be sent via e-mall with the understanding that we will try and verify your
:nllmm £-mall s not siweys secure and you ass acknowladging this fact. This requsst must be done

Under cortsin ciroumsiances, we mey not grant your request. ¥ we deny your request, then you mey sppeat our

mmumbmmmmmunmmm You can arange 40 do this
Swough ous PrivacyiSeoury Ofowr.

] Ywhnhmum.mﬂmdmmmm
Ywqu:unﬂbmmmuthhWWuwmm
Voumumu-umdmmmmmuaumnmmm
membars involvad in your care.

We are not lequired 10 agree 10 yOur request. if we do agree. we will comply with your request uniess the informalion
is needed to provide you with amengancy cam.

i order $0 raquest 5 resiriclion, you must do 50 in wilting. The raquest must specificelly state what information i
voatricind and %o whom the restriction applies.
© Plpuician's Resowrce 2021




You may request 8 restriction form from our Privacy/Security Offiosr.

9 You hove the right to rquest to receive canfidentiel communications from
us by allernative mesns or st an

You mey regusst that we communicate with you in a certain orata
- you way apeciic locstion. We will altempt o

Plsase contect our Privacy/Securlty OMcer to make this in Your
the hrcq request in wiiling requent must specify whase or how

¢ ;uhh#hﬂ“-mmmwm
you beflave that protacied healih information wa have about you i Incomect or
riy-ri, you intompiels, you mey request an

Wa may not grant your request ¥ we detenmine that the prolecied health information that is the subject of your

¢ wae not crested by our owgenization

¢ s nota past of your medicel or biling records

0 s information thet you sre nol permilind 1o Inepect or copy
¢ in siready & compiste and acowsle recond

Amendment requests Must be made in witing and must include @ reason for requesting the amendment. ¥ you wish
o amend your record, you mey contact our PrivaowSeourity Oficer for & fomy,

¢ Youhavetw o recsive an accounting of cariein disclosures we have mads, ¥ any, of your protecied
You have the ight to recsive an sooounting of disclosures of protected heeith iformation meds by us 10 individusls
of entitise viber than you, moept for disclosures:

to oarry out teaiment, payment snd health cere operations = desaribed above

to persons involved in your care of for other nolifioation purposss a8 provided by law

for naliongl security of inleligencs purposes as provided by ew

o comeciional insthutions or iaw enforoamant officials ae provided by law

Gt cccuread prior 10 Apell 14, 2003

You are allowad ons e diecionurs par sach tunive-month period. I you wish additionsl disclosures within thet
Samive-month period, we may charge you the cost of providing the disalosuse list

Ywﬂ:‘.baMMMthm Pisase contact our Privacy/Security Offioer to
obiain a

¢ You have the right 1o flie » compiaint.
1 you believe that your privacy rights Rave been violaied, you have & ight 10 file & compiaint in the form of » wrillen
islter with our office and with the Bacretary of Heaith snd Humaen Services without fear of retalistion.

A letter of complaint flled with this ofice should be sent 1o our Privecy/Securtty Oicer at the addrese lsted below.

[- - X - -]

¢ You have the right to request and receive & paper copy of this notics from our office.

Sevislons fo Quc Privagy Nolios:
Wa sre required %0 aiiide by the tenvs of this Privacy Notios. We may change the tema of our notios at any ime. The
new notice will be effective for all profected heelth informaion thet we maintain at thet Sme. This notice is i sect as of

Seplamber 23, 2015 vetuaet, we wil provide you with @ mvised Privecy Notics. You may abtain this by cafing
uﬂﬂmﬂ%ﬂmhﬂhﬁhhﬂuwmumdmmdmm

sppoiniment.
Quastiona/Coninct

¥ you heve questions about this document, or hawe guasiions about privecy or patient rights, plesss contact our
Prvacy/Security Oicer.

Privacy Officer Name: Wanda Sampeon

Addvess: 14458 BW Allen Bivd Bie. 103
Besverton, OR 97008

Phone Number: 003-840-2273
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