! i ’ Dr. Pablo M. Ruck D.D.S
Address: 3940 Plank Rd. Suite N.

DOCTOR FLOSS Fredericksburg, VA. 22407
FAMILY DENTISTRY Phone: 540-412-3045
Fax: 540-412-3043
PATIENT REGISTRATION FORM
(PLEASE PRINT)

PATIENT INFORMATION

Today’s Date:

Last Name: First Name: Middle Initial:

Preferred Name: SSN:

Gender: [OM OF [IPrefer not to Specify DOB:

Street Address:

City: State: Zip Code:

Cell Phone Number: Other Number: OHome [OWork

Marital Status:  [1Married [ISingle [IDivorced LIWidowed [ISeparated

Email:

How Did You Hear About Us: [IFriend [OFamily Olinternet [ Specialist  OOther:

EMERGENCY CONTACT

(IN CASE OF AN EMERGENCY, PERSON WE MAY CONTACT)

Full Name:

Phone Number:

Relationship to Patient: (0Spouse [Child [OParent OFriend OOther:

INSURANCE INFORMATION

Insurance Carrier (Company):

PRIMARY Subscriber ID: Group #:
INSURANCE
INFORMATION Policy Holder’s Name: or OSelf

Policy Holder’s Relationship: [1Self [Spouse [IParent [1Other:

Policy Holder’s DOB: or OSelf Policy Holder SSN:

Insurance Carrier (Company):

SECONDARY Subscriber ID: Group #:
INSURANCE
INFORMATION .
Policy Holder’s Name: or OISelf

Policy Holder’s Relationship: (ISelf [Spouse [IParent [Other:

Policy Holder’s DOB: or [ISelf Policy Holder SSN:
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Fax: 540-412-3043

Practice Policies

Appointment Expectations:
Payment is required at the time of service. Please inform us of any changes to your information to ensure accuracy in your account. It is essential

to present valid identification, necessary documentation, and insurance cards, if applicable, during your visit. Minors must be accompanied by an
adult throughout their appointment.

Arrival Time:
Patients are advised to arrive 10 minutes before their scheduled appointment to fill out any required paperwork or settle any payments beforehand,
ensuring a smooth and punctual appointment.

Appointment Confirmation:

To avoid last minute cancellations and have an opportunity to offer an appointment to someone else if you are unable to come, your dental
appointment must be confirmed at least 24 hours prior. If not confirmed, your appointment will be automatically cancelled. Please ensure to inform
us of any changes to avoid unintentional appointment cancellations due to outdated contact information.

Late Arrival:

Patients arriving more than 10 minutes late for their scheduled appointment or still completing paperwork 10 minutes into their appointment may be
requested to reschedule to ensure the office runs efficiently. Depending on the doctors' availability, we will try our best to reschedule your
appointment for the same day. Please note that any appointment canceled due to tardiness will be recorded as a broken appointment. (Please
read below, Cancellation/Failed Appointment Policy)

Cancellation/Broken Appointment Policy

Patients can reach us at (540) 412-3045 to cancel or reschedule appointments, or they can leave a voicemail. To cancel or reschedule, contact
DFFD at least 24 hours in advance. Voicemails left within the 24-hour window will count as notification. Missing an appointment, failing to notify
within the specified time frame, or arriving more than ten minutes late will be considered a broken appointment. Following (2) broken appointments,
a $20 fee per half-hour of the scheduled appointment will be applied and must be paid before booking further appointments.

For Medicaid/Dentaquest Only: Appointments will not be charged, but they will be reported to your insurance carrier if you consistently miss,
cancel dental appointments at the last minute, or fail to attend them.

Insurance:

As a courtesy, we will verify your insurance carrier's eligibility and benefits before your dental appointments. However, the information provided by
the insurance company does not guarantee payment. It is essential for you to be aware of any waiting periods or restrictions before proceeding
with any dental work. While it is impossible for us to be fully informed about every detail of your insurance, it is your responsibility to reach out to
your insurance provider to understand your benefits. If you have any queries about the pre-treatment estimate or service fees, it is advisable to
address them before treatment to avoid any misunderstandings. Please note that some or all of the services provided may not be covered by your
insurance policy. Regardless of whether your insurance pays a portion, any remaining balance is your responsibility.

Payment:
Full payment is required at the time of service. If insurance benefits are applicable, estimated patient Co-payment and Deductibles must be paid at

the time of service. For services for a minor, the accompanying adult is responsible for payment during the appointment. Any remaining balance
from a previous visit after insurance payment must also be settled at the time of service.

Balances:

Accounts that remain overdue for more than 90 days will prompt the issuance of a notice. Failure to arrange payment or establish a payment plan
within 30 days will result in the referral of the account to a collection agency, accompanied by a collection fee. Any outstanding balances will be
reported to credit bureaus by the collection agency. Please note that scheduling future appointments may be restricted until a payment plan is
formalized or the balance is settled in its entirety.

Patient Refunds:

Our refund process can take up to 30days to complete as it must be processed by our account department and the doctor. The office is not able to
refunded back directly to any credit card used for payment. All refunded will be processed by a paper check.

Patient or Parent/Legal Guardian Printed Name:

Patient or Parent/Legal Guardian Signature: Date:
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Medical and Dental History Form

Patient Name: Date of Birth:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Heath 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:

General health information:

Are you under a physician's care now? OYes ONo
If Yes, provide physician’s name and phone number:

Have you ever been hospitalized or had a major operation? OYes ONo
If yes, please provide details:

Have you ever had a serious head or neck injury? OYes ONo
If yes, please provide details:

Are you taking any medications, pills, or drugs? OYes ONo
If yes, please provide details:

Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? OYes ONo
If yes, please provide details:

Are you taking any blood thinners? OYes ONo
If yes, please provide details:

Do you use tobacco or electronic cigarettes? OYes CONo
If yes, how much?

Allergies:
Are you allergic to any of the following?
OAspirin OPenicillin OCodeine OAcrylic OMetal
OLatex OSulfa Drugs OLocal Anesthetics OOther: COINo Allergies
Women:

Are you Pregnant? OYes ONo If yes, what is your estimated due date?

Are you taking Contraceptives? OYes ONo Are you nursing? OYes ONo
Do you use any controlled substances? CYes CONo

If yes, please provide details (e.g., marijuana, prescription medications, etc.):
Medical Conditions:
Have you been diagnosed or treated for any of the following?

Diabetes OYes [ONo Cortisone Medicine OYes [CINo Renal Dialysis OYes [ONo Epilepsy or Seizures OYes ONo
Asthma OYes [ONo AIDS HIV Positive OYes [CINo Arthritis/Gout OYes ONo Fainting Spells/ Dizziness [OYes [No
Addiction OYes ONo Hepatitis B or C OYes [ONo Excessive Bleeding OYes [ONo Frequent Headaches OYes ONo
Emphysema OYes ONo Heart Pacemaker OYes ONo Hives or Rash OYes ONo Cold Sores/Fever Bisters OYes [INo
Glaucoma OYes [ONo Heart Murmur OYes [ONo Kidney Problems OYes [ONo Congenital Heart Disorder OYes [No
Artificial Joint  OYes [ONo Organ Transplant OYes [ONo Pain in Jaw Joints [OYes [INo Heart Attack/Failure OYes ONo
Sinus Trouble OYes [ONo Blood Disease OYes [ONo Tumors or Growths OYes [INo Stomach/Intestinal Disease OYes [CNo
Leukemia OYes [ONo High Cholesterol OYes [INo Chemotherapy OYes [ONo Heart Trouble/Disease OYes [ONo
Stroke OYes ONo Hepatitis A OYes ONo Irregular Heartbeat OYes [CINo High Blood Pressure OYes [ONo
Lung Disease [OYes [INo Liver Disease OYes ONo Blood Transfusion [OYes [ONo Artificial Heart Valve OYes [ONo
Hemophilia OYes [ONo Anemia OYes [ONo Psychiatric Care OYes [ONo Radiation Treatments OYes [ONo
Osteoporosis  OYes [CNo Cancer OYes ONo Low Blood Pressure OYes [INo Alzheimer’s Disease OYes ONo
Tuberculosis OYes ONo Anaphylaxis OYes ONo Thyroid Disease OYes [OONo Parathyroid Disease OYes [OONo
OOther medical conditions not mentioned above: OR ONo Medical Conditions

Have you ever had any serious illness not listed? OYes [CINo
If yes, please provider details:
Comments:

To the best of my knowledge, the questions on this for have been accurately answered. | understand that providing incorrect information can be dangerous to my
(or patents) health. It is my responsibility to inform the dental office of any changes in medical status.

Patient or Parent/Legal Guardian Printed Name:

Patient or Parent/Legal Guardian Signature: Date:
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

Patient Name: DOB:

PLEASE READ THE FOLLOWING STATEMENTS
Purpose of Consent: By signing this form you consent to our use and disclosure of your protected health
information to carry out treatment, payment activities, and health care operations.

| GIVE PERMISSION TO SHARE APPOINTMENT, BILLING, OR DENTAL INFORMATION WITH THE PERSON(S) NAMED BELOW:

Name: Relationship to this person:

Name: Relationship to this person:

I may be contacted via:

OCellphone [OHome phone [CEmail

This allows patients to consent to receiving email and mobile text messages from Doctor Floss Family Dentistry
regarding Protected Health Information, with appointment confirmations being sent. The clinic will take measures
to protect security and confidentiality, although they cannot guarantee it, so patients should consider risks before
granting consent.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our
Notice provides a description of our treatment, payment activities, and health care operations, of the uses and disclosures we may make of your
protected health information, and of other important matters about your protected health information. We encourage you to read it carefully and
completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy practices, we
will issue a revised Notice of Privacy Practices, which will contain changes. Those changes may apply to any of your protected health information
we maintain.

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting our office at: 3940
Plank Rd. Suite N. Fredericksburg, VA. 22407 or by phone at (540)412-3045
Right to Revoke: You have the right to revoke this Consent at any time by sending written notice of your revocation to the Contact Person listed
above. Please understand that revocation of this Consent will not affect any action we have taken in reliance on this Consent before we received
your revocation. Also, we may decline to treat you or to continue treating you, if you revoke Consent.

1, have had full opportunity to read and consider the contents of this consent form and your
Notice of Privacy Practices. | understand that, by signing this consent form, | am giving my consent to your use and disclosure of my protected
health information to carry out treatment, payment activities and health care operations.

| authorize the Dentist(s) or designated staff treating me, to perform such diagnostic aids deemed appropriate to make a thorough diagnosis of my dental needs. Upon such diagnosis, |
authorize the Dentist(s) to perform all recommended treatment and therapeutic procedures to include administering medications as prescribed by the Dentist(s) and mutually agreed upon by
me. | assign all dental insurance benefits to which | am entitled to the extent permitted under my dental insurance policy(s) to the Dentist. This form also authorizes this practice to submit
claim forms and receive payment directly from the Insurance Carrier with the notation "SIGNATURE ON FILE." | authorize my Dentist(s) to release treatment records/x-rays or any other
information deemed pertinent to my insurance carrier as necessary And/or requested. | agree to be responsible for payment of all services rendered on my behalf to my dependents. | agree
that | am responsible for any unpaid claims. | have been made aware of all financial policies of the office.

Patient or Parent/Legal Guardian Printed Name:
Patient or Parent/Legal Guardian Signature: Date:

Doctor Floss Family Dentistry Office Use Only

An attempt was made to obtain a written acknowledgement of receipt of our Notice of Privacy Practices, but the
acknowledgement could not be obtained because:

OThe individual refused to sign

OCommunication barriers prevented our obtaining the acknowledgement

[OOther (please specify)

DFFD Employee Name: Signature: Date:
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NOTICE OF PRIVACY PRACTICES

OUR LEGAL OBLIGATIONS
In compliance with relevant federal and state regulations, we are obligated to safeguard the confidentiality of your health information. This
notice serves to inform you about your rights concerning your health data, our legal responsibilities, and our privacy protocols. Throughout
the validity of this notice, we are bound to adhere to the privacy regulations outlined within it. Upon your acknowledgment, this notice
becomes effective and remains so until updated.

UTILIZATION AND DISCLOSURE OF HEALTH INFORMATION
For treatment, payment, and healthcare operations, we utilize and disclose your health information.
For example:
Treatment: Your health information may be used or disclosed by us to a physician or other healthcare provider providing treatment to you.
Payment: Your health information may be used and disclosed by us in order to get payment for the services we render to you.
Healthcare Operations: Your health information may be used and disclosed by us in connection with our healthcare operations.
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.
Persons Involved in Care: We may share health information to inform, or help in informing (including identifying or locating) a family
member, your personal representative, or another individual responsible for your care, about your whereabouts, general condition, or in
case of death. If you are present, we will offer you the chance to object before using or disclosing your health information. If you are unable
to respond or in emergency situations, we will disclose health information based on our professional judgment, sharing only information
directly related to the person's role in your healthcare. Additionally, we will rely on our professional judgment and experience to make
informed decisions in your best interest, such as allowing someone to pick up prescriptions, medical supplies, x-rays, or other related
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're a possible
victim of abuse, 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: Under specific circumstances, we might share the health information of Armed Forces personnel with military
authorities. Additionally, we are permitted to disclose health information to authorized federal officials for lawful intelligence,
counterintelligence, and national security operations. Furthermore, under certain conditions, we may reveal protected health information of
inmates or patients to correctional facilities or law enforcement officials who hold lawful custody.
Appointment Reminders: WWe may use or disclose your health information to provide you with appointment reminders (such as voicemail
messages, text messages, postcards, or letters).

PATIENT RIGHTS
Access: You are entitled to view or obtain copies of your health information, with only a few exceptions. To access your health information,
you need to submit a written request. If needed, you can ask for copies in a different format than photocopies.
Disclosure Accounting: You have the right to obtain a record of instances where we or our business associates shared your health
information for purposes other than treatment, payment, healthcare operations, and specific other activities. If you ask for this record more
than once within a 12-month period, we might apply a reasonable, cost-based fee for addressing these extra requests.
Restriction: You have the right to request that we place additional restrictions on our use of 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).
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.

QUESTIONS AND COMPLAINTS
If you require more details regarding our privacy policies or have any questions or concerns, feel free to reach out to us. In case you suspect
a breach of your privacy rights or disagree with a decision we have made regarding your health information access; you can lodge a
complaint with us. Alternatively, you have the option to submit a written complaint to the U.S. Department of Health and Human Services.
We will gladly provide you with the necessary details to address your complaint with the U.S. Department of Health and Human Services
upon request. Rest assured; we respect your privacy rights concerning your health information. Choosing to file a complaint with us or the
U.S. Department of Health and Human Services will not result in any form of retaliation.

Please retain this copy.



Dr. Pablo M. Ruck D.D.S

! L , Address: 3940 Plank Rd. Suite N.
Fredericksburg, VA. 22407

DOCTOR FLOSS Phone: 540-412-3045
FAMILY DENTISTRY Fax: 540-412-3043

Email: info@doctorfloss.com

INFORMED CONSENT FOR GENERAL DENTAL PROCEDURES

You have the right to accept or reject dental treatment recommended by your dentist. This form is
intended to provide you with an overview of potential risks and complications. Prior to consenting to
treatment, you should carefully consider the anticipated benefits, commonly known risks and
complications of the recommended procedure, alternative treatments or the option of no treatment.

It is very important that you provide your dentist with an accurate medical history before, during and after
treatment. It is equally important that you follow your dentist’s advice and recommendations regarding
medication, pre and post treatment instructions, referrals to other dentists or specialists, and return for
scheduled follow up appointments. If you fail to follow the advice of your dentist, you may increase the
chances of a poor outcome. Please read the items below and sign at the bottom of the form. Do not sign
this form or agree to treatment until you have read, understood and accepted each item carefully. Be
certain your dentist has addressed all of your concerns to your satisfaction before commencing treatment.

During your course of treatment, the following care may be provided to you:

+« EXAMINATIONS AND X-RAYS: Radiographs are required to complete your examination, diagnosis and
treatment plan. A periodic examination will be provided by the dentist at all routine cleanings to evaluate
your teeth for decay, gum disease, oral cancer and overall health. The dentist will read and diagnosis any
x-rays taken. In the state of Massachusetts, a dental hygienist cannot diagnosis a patient.

¢« DENTAL PROPHYLAXIS (CLEANING): A routine dental prophylaxis involves the removal of plaque and
calculus above the gum line and will not address gum infections below the gum line called periodontal
disease. Some bleeding after a cleaning can occur, however, should it persist and if it is severe in nature
the office should be contacted.

« PERIODONTAL TREATMENT: Periodontal disease is an infection causing gum inflammation and/or bone
loss that can lead to tooth loss. At times when a routine cleaning is scheduled the dental hygienist and
dentist may discover periodontal disease is present in all or certain areas of your mouth. If you present
with an infection during your routine cleaning appointment it may be necessary for more extensive
treatment to be performed. The dental hygienist will stop the routine cleaning and explain to you
alternative treatment plans including nonsurgical cleaning below the gum line, placement of an antibiotic
below the gum line or a gross debridement (two part cleaning). If further treatment such as gum surgery
and/or extractions are necessary a comprehensive periodontal exam will be scheduled with our
periodontist. The success of any periodontal treatment depends in part on your efforts to brush and floss
daily, receive regular cleanings as directed, follow a healthy diet, avoid tobacco products and follow any
other recommendations. Some bleeding after deep cleanings or scaling under the gum line can occur,
however, should it persist and if it is severe in nature the office should be contacted. Untreated
periodontal disease may have a future adverse effect on the long-term success of dental restoration work.

¢« RESTORATIONS (FILLINGS): A more extensive restoration than originally diagnosed may be required

due to additional decay or unsupported tooth structure that can only be found during preparation of the
tooth. This may lead to root canal, crown or both. Sensitivity is a common aftereffect of a newly placed
filling. Occasionally after receiving a filling, it may feel high and you may need to return to have the bite
adjusted.
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+ CROWNS AND BRIDGES: It is not always possible to match the color of natural teeth exactly with artificial
teeth. A temporary crown will be made after the initial preparation appointment. Temporary crowns may
come off and you should be careful chewing on them until the permanent crowns are delivered. If a
temporary crown should fall off call the office immediately. The final opportunity to make changes on
crowns, bridges or veneers (including shape, fit, size, placement and color) will be done before
permanent cementation. In some cases, crowns, bridges and veneer procedures may result in the need
for future root canal treatment, which cannot always be predicted or anticipated. After a crown, bridge or
veneer is permanently cemented sometimes your bite may feel high and you may need to return to have
the bite adjusted or fixed. Modification of daily cleaning procedures may be required and if so, will be
explained to you by your provider.

+« TEMPOROMANDIBULAR JOINT DYSFUNCTION (TMD): Symptoms of popping, clicking, locking and pain
can intensify or develop in the joint of the lower jaw (near the ear) subsequent to routine dental treatment
when the mouth is held in the open position. However, symptoms of TMD associated with dental
treatment are usually temporary in nature and well tolerated by most patients. If need for treatment should
arise, you will be referred to a specialist, the cost of which is your responsibility.

* LOCAL ANESTHESIA: There is a possibility of experiencing numbness in the tongue, lips, teeth, jaw, and/or facial
tissues. This effect may result from both the administration of the anesthetic and the procedures performed. While
numbness is generally temporary, it can rarely be permanent. It is advisable to monitor any persistent symptoms and
consult the appropriate healthcare professional if necessary.

* CHANGES IN TREATMENT PLAN: | understand that during treatment it may be necessary to change or add
procedures because of conditions found while working on the teeth that were not discovered during examination. The
most common being root canal therapy following routine restorative procedures. | give my permission to the dentist to
make any/all changes and additions as necessary.

* ALLERGIES/MEDICATION: | have informed the dentist of any known allergies | may have. | understand that
antibiotics, analgesics and other medications can cause allergic reactions causing redness and swelling of tissues;
pain, itching, vomiting and/or anaphylactic shock (severe allergic reaction). They may cause drowsiness, lack of
awareness and coordination which can be increased by the use of alcohol or other drugs. | understand and fully
agree not to operate any vehicle or hazardous device for at least 12 hours or until fully recovered from the effects of
the anesthetic or medication that may have been given to me in the office for my care. | understand that failure to
take medications prescribed to me as directed may offer risks of continued or aggravated infection, pain or a negative
result on the outcome of my treatment. | understand that antibiotics can reduce the effectiveness of oral
contraceptives (birth control pills).

* CONSENT: | have read each paragraph above and consent to recommended treatment as needed. | understand
the anticipated benefits and commonly known risks and complications of each procedure.

Patient Name

Patient or Parent/ Legal Guardian Signature Date



