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Privacy Consent and Disclosure Letter O

Dear Valued Patient

Thank you for trusting us to look after your oral health care needs. We consider it & privilege to
care for you and we always work hard to maintain your trust and confidence. Part of maintaining
your trust means ensuring you know about our practice and how we utilize and safeguard your

personal health information.

A little bit about our practice

At Diamond Dental, all clinical dentistry services are performed by dental professionals in good
standing with Alberta Dental Association and College. We partner with Diamond Health
Services to provide administrative and clinical support services to our patients — allowing our
dental professionals to focus on your oral health care needs. All clinical support services are
provided under the clinical supervision and control of dental professionals.

Diamond Dental and Diamond Health Services are two separate business entities, each providing

different services to you (clinical dentistry by one, and administrative and clinical support by the
other). For ease of administration and payment, we may give you a single, joint invoice. We
want you to know that one or more dental professionals at Diamond Dental may have a financial
interest in Diamond Health Services. This type of business structure is common within the dental
profession. We just thought you should know.

Attached you will find our office’s privacy policy. By signing, you acknowledge that you have

read and understood the information provided in the policy and that you consent to the practices
it describes. Feel free to ask us any questions you might have.

Thank you very much for the privilege of assisting you with your oral health care needs. We look
forward to caring for your smile.

Patient (Guardian) Signature: Date:




Consent to Use and Store Personal Health Information

At Diamond Dental we are committed to ensuring a professional, safe and trusted office
environment. To provide you with optimized oral health care and excellent service we use, store
and analyze certain personal health information that we (a) collect from you, (b) generate
through diagnostic testing and treatment planning, or (c) receive from your other health care

providers.

We will not collect, disclose, or use any of your information without your knowledge or consent.
Only persons with a clinical (or related administrative) need to know a piece of information will
be granted access to that information. In the same vein we embrace the principle that only the
necessary amount of information shall be disclosed for any task or function. Our staff are trained

on the importance of keeping your information safe, secure and confidential.

We have designated Julian Perez as our privacy officer. You can reach Julian Perez at
julian.perez@dentalcorp.ca should you have any questions or concerns. We appreciate your
feedback.

What information do we collect?

There are a few categories of information we normally collect. The first is personal information
such as name, address, other contact information, insurance information, and financial/billing
information, which may include credit card numbers and other such information. To the extent
we collect credit card information, it is done in compliance with Payment Card Industry Data
Security Standards (PCI DSS).

We also collect and generate personal health information including such things as:
e Medical history
e Medications
e Dental history
* Records of dental visits, recall exams and appointment scheduling
Results of diagnosis and testing
Study models, odontograms and impressions
Treatment recommendations, treatment plans and progress notes
Records of consent conversations and when appropriate, signed consent forms
Referral/Specialists reports and recommendations

How do we use vour information?

We believe it is important that you know how we use your information. To that end, we only
collect, use and disclose information about you for the following purposes:
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. To deliver safe and efficient patient care
« To ensure high-quality service
. To assess your health needs
. To advise you of treatment options . '
. To provide you with information about services offered at our clinic
. To inform you of changes to our office policies or hours
. To establish and maintain communication with you, including to schedule and remind

you of appointments

« To enable us to contact you
. To communicate with other health care providers, including specialists and general

dentists involved in your care

. To allow us to efficiently follow-up for treatment, care and billing

« For teaching and demonstrating purposes on an anonymous basis

. To complete and submit dental claims and estimates for third party adjudication and
payment

«  To comply with legal and regulatory requirements, including communication with the
provincial dental regulator, privacy commissioner or any statutory review board as
required under legislation

«  To comply with a court order in the event of legal proceedings
. To invoice for goods and services
. To process credit card, cash and personal cheque payments
« To collect unpaid accounts
« To send you surveys relating to our business and services
. For internal management purposes, such as resource planning, policy development,
quality assurance, and human resource management
. To comply with regulatory requirements and the law generally
« In the event that a decision to sell the practice is made:
»  To permit potential purchasers to evaluate the dental practice
» To allow potential purchasers to conduct an audit in preparation for asale

While the above list is rather long, we believe it better to be over-inclusive. Many of the items
listed above are unlikely to apply to you. ‘

Before personal information is used or disclosed for a purpose not previously identified, we will
advise you of this new purpose or disclosure and will only proceed with your consent.

Electronic Communication

When we communicate with you, we may communicate via electronic means, such as e-mail or
SMS text message. We strive to ensure that our Commercial Electronic Messages (“CEMs”) are
sent with consent, identifying information and unsubscribe mechanisms. We require all CEMs
from our Office to be in compliance with privacy and anti-SPAM laws. If and when we



communicate with you using CEMs, you can opt out of receiving such messages by following
the “Unsubscribe” link included at the bottom of such messages or by contacting our office
practice manager. Any questions Or concerns with respect to CEMs from our Office may be
addressed by telephone at 780-489-6700. If our Office inadvertently sends out a CEM withopt
consent, we commit to investigating every such instance and assisting the employee(s) or
managers involved with renewing their understanding and awareness of our compliance

responsibilities.

How is vour information stored and who has access to it?

Your information may be kept in physical form (files, models, etc.) in which case it is either
guarded by staff or stored in a locked and secure file cabinet or safe. Digital information may be
stored on encrypted file servers in secure/access-controlled locations. Digital information is
password protected and stored on systems which save audit trails in the event unauthorized
access must be investigated. Our systems are protected by industry standard IT security hardware
and software measures.

We may enter into agreements with third-party providers specializing in data storage and
protection. Sometimes that data is securely stored in the cloud, which may include locations
outside of Canada. In those instances, only persons contractually obligated to secure and protect
your data will be able to access that data. We will only enter into contractual agreements with
providers which meet Canadian legal standards and requirements for storage and protection of

personal health information.

We may also share aggregate and non-identifiable data with research institutions or third-party
providers to advance oral health care. This is explicitly permitted by legislation as it poses
minimal to no risk to patients but has the potential to greatly enhance health care effectiveness.
We will only share such data with persons or providers who enter into the necessary agreements
to keep information confidential and to safeguard and protect such data.

We work with experts to further protect vour information

To meet the complex and every-changing requirements of dental practice and practice
administration, we partner with experts to improve the heath care services we deliver and to
administer our dental offices more effectively.

In addition to the independent duty of each health care provider to respect and safeguard your
privacy rights, our dentists and health care providers partner with C.W.A. Young Professional
Corporation which, among other things, is our designated corporate custodian for patient health
information. Dentalcorp Health Services, Ltd. (“DHS”) acts as our designated Information
Manager in addition to providing technical services to our office.

As Information Manager, DHS utilizes best industry standards and technology along with a
robust cybersecurity program to protect pa/tiﬂwnd to ensure compliance with all local
and federal laws. - . _



TO DIAMOND DENTAL

We are looking forward to having you join our great family of friends and patients.
The benefits of a healthy, beautiful smile are immeasurable and our goal is to obtain the
healthy teeth and attractive smile you want and deserve.

Your co-operation in completing this questionnaire is essential to providing you with the highest standard of dental care.
All information is strictly confidential and will remain with this office. PLEASE PRINT.

Date:
REGISTRATION INFORMATION
The patient is an: Adult ] Adult under guardianship (] Child 0 Name of Guardian:
Name: Dr.OO MrO Mrs.O Ms.O Miss
(ast) (firsy) (initial)
Address:
(street) @pr#) (city) (province) (postal code)
Reason for today’s visit? Examination ]  Other [J
AHC.# Preferred appt. time?
*Home Phone: ( ) Bus Phone: ( ) Ext. May we call you at work? (]
Email Address:
PERSONAL INFORMATION
Prefers to be called: Occupation:
Date of Birth: M D Y Age: Sex: Marital Status: _ Name of Spouse:

Are other family members patients at our office? Yes [J Names:

How did you hear about our office? [J Friend/Relative [ Yellow Pages [0 Advertising J Other
Whom may we thank for referring you?

. MEDICAL PRIORITY
Family Physician Phone: ( )
Medical Specialist: Phone: ( )
. (if presently under care)
In case of eniergency, please contact: Phone: ( )
FINANCIAL INFORMATION

Person responsible for account: Self (] Spouse ] Other [J Please complete all information if different than above.
Name: Phone: ( )

(last) (first) (initial)
Address:

(street) (apt. #) (city) (province) (postal code)

Employed by: Phone: ()




DENTAL HISTORY Please v YES or NO to each question. If unsure of a question, please consult with the dentist or receptionist.

Is there a dental problem you would like treated immediately? Yes [J] Problem: U No YES NO
Are there any other dental conditions that concern you at present? Yes [J Condition: _ ONo
Date of your last dental visit? Last dental cleaning? ) Last x-rays?
1. Have you been seeing a dentist regularly? (mR ]
2. Have you ever had any of the following? . YES NO
-Periodontal Treatment? (treatment of the gums) O O . -Dentures or Partial Dentures? (circle)
-Orthodontic Treatment? (to straighten or realign teeth) 0 [0 - Wisdom Teeth Removal?
- A bite plate, night guard or any other appliance? O O -Root Canal Treatment?
-Crowns or Bridges? 0o a
Are there any growths or sore spots in your mouth?
Do your gums bleed when brushing or eating, or, do you suffer from pain or swelling of your gums?
Have you noticed any loose teeth, or, have any of your teeth shifted? .
Does food catch between your teeth?
Are any of your teeth sensitive to heat, cold, sweets or pressure? (circle)
Have you ever experienced any of the following jaw problems:
-Popping/clicking in your jaw joints?
-Pain in your jaw joints, around your ear, or side of your face?
-Difficulty in opening or closing?
-Pain when teeth are clenched?
-Pain or difficulty while chewing?
9. Do you have any of the following habits?
-Clenching or grinding your teeth while awake or asleep?
-Biting your cheeks or lips?
-Mouth breathing while awake or asleep?
¢ -Gag reflex: slight ____ moderate____ severe
10. Are you missing any teeth? (] Yes [J No If so, have they been replaced? (] Yes [J No If not, would you like them replaced? (] Yes (] No
11. Are you unhappy with the appearance of your teeth?
and, What would you like to see changed?
12. Do you have any concerns about halitosis (bad breath)?
13. Are you interested in any of the following? (Please ¢)
[ Teeth whitening or bleaching O Cosmetic dentistry
{0 Treatment of bad breath (halitosis) O Digital imaging (computer modification of a digital photograph of
"0 Orthodontic treatment . your teeth to show you what changes would look like)
14. Have you ever had an upsetting experience in a dental office, or any complications during or following dental treatment, or, do you have
any questions or concerns? o) 0
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OFFICE POLICY |

APPOINTMENTS
Please help us maintain the operation of our office on sound pnncxples so that we may assure you and other patients of uninterrupted treatment.
Remember that once you have made an appointment, this time is reserved for you; therefore at least 24 HOURS NOTICE MUST be given if

cancellation is absolutely necessary.

PAYMENT OF FEES
1. This office is willing to accept direct payment from your dental plan for services which your plan covers.
2. If your dental plan does not cover the full cost of your treatment, you will be responsibie for any difference between the amount paid by your
\ plan and the amount charged.
3. Your portion is then due and payabie on the day of your appointment unless other financial arrangements have been made. There will be a
1.5% administration fee per month on all accounts over 30 days old.
4. You are responsible for providing the necessary information in order for us to direct bill your insurance company as well as informing us of any
changes in this information.
GENERAL RELEASE
I, the undersigned, certify that | have provided an accurate and complete personal and medical-dental history and have not knowingly omitted
any information.
CONSENT
I, the undersigned, hereby authorize the doctor to take x-rays, study models, photographs or any other diagnostic aids deemed appropriate by the
doctor to make a thorough diagnosis of the dental needs. | authorize the doctor to perform any and all forms of treatment, medication and therapy,
that may be indicated and consent to the use of local anaesthetic agents. | understand the above statements regarding the payment of fees and
accept the responsibility for payment for Dental Services provided for myself or my dependents, due and payable when services are rendered
unless other financial arrangements have been made.

Patient Signature:, Date: Witness:

Parent or Responsible Party: Relationship to Patient:

PPB Enterprises Inc. 1-877-480-2284 Form #970
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Last Name: First Middle

Please ¢ YES or NO to each question. If unsure of a question, please consuit with the dentist or receptionist.

1. Are you being treated for any medical condition at present or within the past two years? If yes, please explain:

2. Have you been hospitalized in the past two years?

3. When was your last visit to a Physician? Last complete physical examination?

4. Have you recently, or are you presently, taking any PRESCRIPTION or NON-PRESCRIPTION drugs? Please list:
1. 2. 3.

4, 3: : : 6.

5. Have you ever reacted adversely to any of the following? (Please circle.) ANTIBIOTICS - Penicillin, Erythromyein,
Dalacin, Sulfa, or other antibiotics, ASPIRIN, VALIUM, CODEINE, NARCOTICS, LOCAL ANAESTHETIC (freezing),
any other medicine:

6. Have you ever been advised against taking any specific type of medication?

7. Do you have any of the following? Asthma, Hay Fever, Food Allergies, Metal or Latex Allergies, Skin Rashes, Hives,
or any other allergic conditions?

8. Do any of these allergic conditions result in headache, nausea, swelling, shortness of breath, or chest constriction?
If so, please explain:

9. Have you been advised by your Medical Doctor or Dentist to take antibiotics prior to dental treatment?

10. Do you bleed EXCESSIVELY from a cut or injury, or bruise easily?

11. Do you Snore Loudly (loud enough to be heard through closed doors or your bed-partner elbows you for snoring at night)? __

12. Dao you often feel Tired, Fatigued, or Sleepy during the daytime (such as falling asleep during driving or talking to someone)? _

13. Do you experience shortness of breath or chest pain when taking a walk or climbing stairs?

14. Have you tested HIV positive, or come in contact with the AIDS virus?

15. Do you have FREQUENT SEVERE headaches, earaches, ear/throat infections?

16. Have you ever had any injury or surgery to your face or jaws?

17. Do you smoke or use any other forms of tobacco?

18. Are you alcohol and/or drug dependent?
and, Have you received treatment?

19. INDICATE WHICH OF THE FOLLOWING YOU PRESENTLY HAVE OR EVER HAD:

VES NGO YES NO

Anemia O Heart disease or attack s Malignant Hyperthermia

Angina pectoris O Heart murmur o0 Metal allergy

Arthritis/rheumatism OO Heart pacemaker gp. Mitral valve prolapse

Artificial heart valve I Heart rhythm disorder I Organ transplani/medical implant

Artificial joints (hip, knee) | OJ | O Heart surgery OO Psychiatric treatment

Blood disorders Oz Hepatitis A 0O 4 Radiation treatment/chemotherapy

Bronchitis I Hepatitis B Oy 4d Rheumatic/Scarlet fever

Cancer oo Hepatitis C it B Sickle cell disease

Circulation problems 6 i HIV Oy d Sinus trouble

Congenital heart lesions | 3 | O High blood pressure AN Stomach/intestinal probiems

Cortisone/steriods ™~ oy g Low blood pressure O o Stroke

Diabetes i i Hodgkins disease oo Thyroid disease

Emphysema o) Hyper (Hypo) Glycemia | {1 | I Tuberculosis

Epilepsy or seizures Oy 4 Jaundice op. Ulcers

Fainting or dizzy spells I Kidney disease 010 QOther

Glandular disorders o1 a Latex allergy T Other

Glaucoma O] - Liver discase 0Oy O Other

Head/neck injuries Oy O Lung discase 0|0 ther

20. WOMEN ONLY: Are you pregnant or suspect you may be?

If yes, what is the expected delivery date? Are you taking any birth control pills?

NRW
=

(i)

Do you currently have, or have you had in the past, any disease, condition or problem not listed above?
Is there anything else about your health we should be made aware of?
Do you wish to speak to the Doctor privately about any problem or medical condition?

YES NO
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DIAMOND DENTAL CONSULTING

Dr. Jerrold Diamond & Associates Ph: (780)48¢-6700
17238 — 95 Avenue
Edmonton AB T5T 6P1 ' Fax: (780)444-3868
Canada

T diamonddental@shaw.ca
I - authorize the release and request the transfer of the foliowing - '

records to Diamond Dental Consulting on my behalf.

Signature : Date (MM /DD/YYYY) *
Previcus Dentist office:
Address:
Phone: Fax:
(BELOW FOR OFFICE USE)
Dear Dr.
Re:

Would vou kindiy forward the following patient records:
PLEASE send the radiographs in separate emails if they were taken at different dentai visits
with the exaect dates in the email body! Thanks!
o Date of last New Patient exam (MIVi/DD/YYYY):
o Date of last Recall Exam/Polish (MM/DD/YYYY):
e Any digital BW’s going back up to 10 years- with exact — Date(s):
o Any digital PA’s going back up to 10 years - with exact - Data{s):

s  Any digital PAN’s going back up o 10 years - with exact - Date(s):

o Report Letters/Dates from most recent referring specialisi(s):
e (lear Scanned to Email copy of last two periodontal probe readings/dental charting -
with exact - Date(s):

Thank you very much!
Dr. Jerrold Diamond
Dr. Costantino Renzi
Dr. Curtis Winand
Dr. Lori Russett

Radiographs Reicase Form
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DIAMOND DENTAL

17238-95 Ave. NW

Edmonton, AB T5T 6P1
diamonddeniai@shaw.cz -

Email Consent Form

As you are probabiy aiready aware the new Anti-Spam Lsgisiation went inte effectin
Canada July 1, 2014. This new law regulaies how businssses like ours ¢an
communicate with you using electrenic messages.

These electronic messages could include:

Email reminders for appointments

Emails following appointmants

Contest invitation emaiis

Special Evenis, promotions for Diamond Dental

Electronic Statements, Invoices, Receipts, insurance Claim forms

VYV VYV

We appreciate the opportunity to keep in touch with yeu via electronic correspondence.
If you wouid like to consent to keeping in touch through electronic messages from
Diamond Dental piease check mark to accept and enter your email address.

c Yes, | agree to accept/subscribe 10 slectronic correspondence from Diamend Dental
for:

Patient name(s)
Email Address:

Signature:

Daie:

o No, | do not agree {c receive elecironic correspondence from Diamiond Dental for:

Patient name(s)

Signature:

Date:

You may withdraw consent or modify your consent at any time. If consent is withdrawn it
wiil be processed within 10 business days from the request.

Emait Address {o withdraw:

Patient(s) Name:

Signaiure:

Date:




“ Name on the card:
(13

Insurance Express Check Out Form

Patient Name: ‘ Date:

With the introduction of the new Health Information Act and the diversity of dental benefit packages, more and more dentists are
not accepting insurance as payment. it is difficuit to maintain accounts with a zero balance because of difficulty i in aﬂmatmg what
your insurance payments will be. it has been time consuming and difficult for us to continually collect or: refund balances remaining,
after insurance payments are received. We would rather invest our time ensuring that optimal dental care is given. We would like
to be able to offer our new and existing patients flexibility in paying for dental treatment with the following aptions:

OPTION 1: Fee For Service .

This option allows you to be in conirol of your insurance benefits, by paving in full at each appointment for treatment and being
reimbursed directly by your insurance company. This will aliow you to keep personal records of ali dental transactions, all insurance
reimbursements, track maximum aliowable benefits and you wili be more aware of what your pian does and does not cover. When
insurance companies are reimbursing patients, payment usually takss 1-2 weeks to be received, especially if your plan accepts

electronic dental claims. If required, we wili send electronic claims for you at each appointment.

OPTION 2: ViIP Express Checkout

Our VIP Express Checkout Program allows us to continue to offer you the convenience of using your insurance pian as a form of
direct payment. Please complete the information beiow. It will be kept confidentiai and used conly under the agreed terms. It
should be ncted that due to the constraints of the Privacy Act, we are unabie to obtzin information about your coverage from
your insurance company. As such, it is your responsibility to know the detaiis of your coverage, and to communicate these details
to us. We will provide you with a brochure outlining the specific information you must gather from your insurance company. If you

“are unable to provide details about your plan, we will use Gption 1: Fee for Service for your trestment.

Patient Agreement

I agree to the financial responsibility for the following: The out of pocket portion and balance not covered by insurance.

I authonze Dr. to keep my credit card number on file and
to. issue a credit or debit memo to my credit card account for any over and under payment once my insurance portion has been
received. | will be notified by ghone or mail if any charge or credit is in excess of $200.00. | give permission for any claim not paid by
my insurance company to be automatically put through on my credit card. A receipt for this transaction will be mailed with a
statement of account.

Signature: Date:

Payment by: D Visa i ! Mastercard

Credit card number:

Expiry date:

Signature:

ido not have a credit card, but | have permission for you to use a family member or spouse’s card.

Name:

Relationship to this person:

Their phone number:

Credit card information provided above.



