Dr. Steven K Kunihiro, DDS
915 Trancas Street, Napa, CA 94558 Ph: 707-254-0404 * Fax: 707-256-0771
Email: braces@drkuni.com

Patient Information Ptld #
Date: Name of General Dentist; Patient Gender: [ JF M
Patient's Name:
Last First Middle

Address:

Street City State Zip
Home Ph: Cell Ph: Date of Birth: Age:
Social Security No: If Patient is a minor, give parent's or guardian’s name

Whom may we thank for referring you to our office?

Responsible Party Information

Name: Marital Status:
Last First Middie

Residence:

Street City State Zip
Mailing Address:

Street City State Zip

How fong at this address: Home Ph: Work Ph: Cell Ph:
Email Address: Sacial Security No:
Date of Birth: Relationship to Patient:
Employer: Occupation; No. years Employed:
Spouse’s Name: Relationship to Patient: Cell Ph:
Employer: Occupation: No. years Employed:
Social Security No: Date of Birth: Work No:

Insurance Information

insured’s Name: Insured’s Social Security No:

Insurance Company: Group No: Local No:
Do you have dual coverage? Yes [ No [ Insured's Name:

Insured’s Social Security No: Insurance Company:

Group No: Local No:




Dr. Steven K Kunihiro, DDS
915 Trancas Street, Napa, CA 94558 Ph: 707-254-0404 * Fax: 707-256-0771
Email: braces@drkuni.com

Emergency Information

Name of nearest relative not living with you:

Last First Middle
Address: Home No: Cell No:

Medical History

Yes No Yes No Yes No

(] {7 Abnormal Bleeding a [ Emphysema 0 O Radiation Treatment

O [3 Anemia m} O Glaucoma [0 O Rheumatic/Scarlet Fever
] [ Artificial Bones/Joints/Valves ] [ Heart Murmur O [ Epilepsy/Seizures/Fainting
] [ Blood Transfusion ] [J High/Low Blood Pressure ] [ Fever Blisters/Herpes

) [0 Cancer/Chemotherapy a O HIV+AIDS ] [J Shingles

(] O Congenital Heart Defect ] [ Hospitalized for Any Reason [m] [0 Sickle Cell Disease/Traits
O {7 Diabetes O [ Kidney Problems [m] [0 Sinus Problems

m] [3 Difficuity Breathing m} O Mitrel Valve Prolapsed [m} [ Tuberculosis

a O Prug/Alcohol Abuse ] [ Psychiatric Problems [m] [J Ulecers/Colitis

Any other medical or dental problems:

Do you now or have you ever experienced pain/discomfort in your jaw joint (TMJ/TMD)? [JYes [ No
Please check the following if you are allergic to any: [ Aspiin [ Any MetalsiPlastics [] Codeine [ Dental Anesthetic (7] Erythromycin
[Jtatex [ Penicillin [ Tetracycli [ Others

FOR CHILDREN:
Please check the following that are correct: [T] Clenching/Grinding Teeth [ Lip Sucking/Biting ] Mouth Breather [ Nail Biting

[1J Nursing Bottle Habit ] Speech Problems [] ThumbiFinger Sucking [ Tongue Thrust

FOR WOMEN:
Are you using a prescribed method of birth control? [3 Yes [] No Are you pregnant? [ Yes [J No  Are you nursing? [ Yes [] No

I understand that the information that | have given is correct to the best of my knowledge. | also understand that this information will be held in the
strictest confidence and it is my respensibility to inform this office of any changes in my or my child's medical status. If | or my child perform any
dental services that we may need | understand | am 100% responsible for all incurred charges in this office. If| have any insurance |
acknowledge financial responsibility for the entire balance should my insurance company fail to make the payment indicated. This office reserves
the right to verify credit status of potential patients or parents of patients prior to extending credit for treatment fees and committed to meeting or
exceeding the standards of infection control mandated by OSHA, the CDC and the ADA. | have received a copy of this office’s “HIPPA Notice of
Privacy Practices.”

Signature (Patient, Parent or Guardian) Date



Meet Dr. Kunihiro
He likes for his patients to call him Dr. Kuni
He has 4 chiidren.
His favorite food is Mexican.
He loves the USC Trojans and he likes watching
reality shows.

NOW, Tell Dr, Kuni About Your self

My name is‘: But you can calil me:
My School is: T reaily like:
Favorite things tc do:

Favorite Sports: Favorite Foods:
Favorite Music: Favorite Book:
Favorite TV Show/Movie:

Best Friend: Favorite Pet:

I am really good at:

The best thing that ever happened to me was:

I really love to:

My friend also comes here for braces.



“The Smile Questionnaire”

Patient Name: Date:

In order to accurately evaluate your needs and expectations please help
us by answering the following questions.

Do you feel your teeth are (circle all responses):

Too small or short? No Yes
Too large or long? No Yes
Crooked or crowded? No Yes
Misshaped (uneven/pointed)? No Yes
Off Color? No Yes

Do you feel the front teeth are too far forward (“Buck Teeth”)?
No Yes

Are there spaces between the teeth that you do not like?
No Yes

Do you see too much or too little gum tissue when smiling?
No Yes

Have you experienced previous orthodontic treatment (including
braces or other appliances)? No Yes
If yes, when?

Are there other issues not listed above that you would like to have
changed?
No Yes (explain)

Signature:

Relationship: Date:




Steven Kunihiro DDS, Inc.

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 heaith information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect (MM/DD/YR), 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 the changes in our privacy practices and the new terms of our Notice effective for all
heaith 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. [f 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
heaithcare or with payment for 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 nofification 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 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 cther 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.

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 fisted 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.___ foreach page, $___per hour for staff time to 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 payments will be handied 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 heaith
information or to have us communicate with you by alternative means or at alternative locations, you may complain to 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. We will provide you with the address to file your complaint with 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 Officer: Ms. Heather Avalog
Telephone: 707-254-0404 Fax:

E-mail:

Address: 915 Trancas Street, Napa, CA_94558

©2002, 2008 American Dental Association. All Rights Reserved

Reproduction and use of this form by dentists and their staff is pemmitted. Any other use, duplication or distribution of this form by any other
party requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law {August 14, 2002; April 30, 2009).



