TMJ/Facial Pain Questionnaire Drs. Mintz and Abbott

Patient: Date:
What do you think is causing your pain? |:| ™I |:| Migraines |:| Other headache |:| Muscle pain |:| Nerve pain
|:| Sleep apnea |:| Don’t know |:| Other (please explain)

How many different facial pains do you have? |:| 1 |:| 2 |:| More than 2
If you have more than one pain, are they |:| independent (two separate pains even though they may sometimes occur

at the same time) or |:| dependent (almost always happen together, one spreads or causes the other)?
What is the main reason you need to be seen?

Where does it hurt? Check all that apply |:| Left |:| Right |:| Both sides |:| Upper teeth |:| Lower teeth |:| Jaw

|:| Chin |:| Cheek |:| Ear |:| Temple |:| Neck |:| Eye |:| Nose |:| Forehead |:| Back of head |:| Top of head

|:| Inside the mouth |:| Other Please explain

Is there anything visually unusual in your appearance as a result of this pain? |:| No |:| Yes (please explain)

When did the pain start?

Was there anything that occurred that caused this pain to start? |:| Fall |:| Accident |:| Medical procedure
|:| Dental procedure |:| It started on its own |:| | don’t know |:| Other (please explain)

How would you describe your pain? Check all that apply

|:| Shooting |:| Sharp |:| Electrical |:| Hot |:| Burning |:| Radiating |:| Itchy |:| Cold

|:| Numb |:| Sensitive |:| Tingling |:| Aching |:| Heavy |:| Dull |:| Cramping |:| Throbbing
Using a 0-10 scale with 0 = no pain and 10 = the most intense pain you could ever imagine, please answer the following:

What is the highest amount of pain you feel? |:| 0 |:| 1 |:| 2 |:| 3 |:| 4 |:| 5 |:| 6 |:| 7 |:| 8 |:|9 |:| 10
What is the lowest amount of pain you feel? |:| 0 |:| 1 |:| 2 |:| 3 |:| 4 |:| 5 |:| 6 |:| 7 |:| 8 |:|9 |:| 10
What is the average amount of pain you feel? |:| 0 |:| 1 |:| 2 |:| 3 |:| 4 |:| 5 |:| 6 |:| 7 |:| 8 |:|9 |:| 10
How long does your pain last? |:| Seconds |:| Minutes |:| Hours |:| Days |:| Weeks |:| Months |:| Years

Is your pain? |:| Constant |:| Continuous or |:| Intermittent

Is there anything you can do to make your pain better? |:| No |:| Yes (please explain)

Is there anything you can do to make your pain worse? |:| No |:| Yes (please explain)

Are there any other symptoms that you have that are associated with this pain such as |:| Thirst |:| Tightness in neck
|:| Confusion |:| Dry mouth |:| Excessive tiredness |:| Shoulder muscles |:| Other Please explain

Are there any other associated pains that you have? |:| No |:| Yes (please explain)

Is there anything you can do to trigger this pain? |:| No |:| Yes (please explain)

Have you seen a dentist for your pain? |:| No |:| Yes

Has a dentist ever adjusted your teeth to try to reduce your pain? |:| No |:| Yes Didit help? |:| No |:| Yes
Has a dentist planned/provided any dental treatment to treat your pain? |:| No |:| Yes If Yes, what was
planned/provided?




Are you currently taking any medication for this pain? |:| No |:| Yes If Yes, please list the medications you take
Medication Dose Explain why you take it, times taken per day, and when you started
1.

2.
3.
4

Have you tried other medication in the past for this pain? |:| No |:| Yes If Yes, please list the medications you tried
Medication Explain why you took it and why you stopped
1.

2.
3.
4

Have you had any imaging done for your pain? |:| No |:| Yes If Yes, what was taken? [ ] X-rays [ ] CT’s [ ] MRI’s
Please list who prescribed the imaging, when it was taken, and if you have a copy of the imaging and/or report.

Do you have an attorney in regard to this pain? |:| No |:| Yes

If you do not have an attorney, do you plan to hire an attorney in regard to this pain? |:| No |:| Yes
If you have an attorney, or plan to hire one, please explain what the legal issues are.




Drs. Mintz & Abbott LLC
Jeremy J. Abbott, DDS
6010 Executive Blvd. Suite 500
Rockville, MD 20852
301-530-8570 Fax: 301-530-8572
www.sleep-tmj.com

BILLING PROCEDURES

We welcome you to our practice as either a new patient or returning patient and would like to review or update
you on our billing procedures.

1.

We ask all patients to provide their insurance card (unless self-pay) and a valid official photo ID at
every visit. If you do not provide current proof of insurance, you may be billed as an uninsured patient
(i.e. self-pay).

Currently, we are participating providers for Tricare (Prime and Select Plans), Medicare Part B (we do
not participate with Medicare Advantage Plans), and the local CareFirst BlueCross Blue Shield Plans
We do not participate with any dental insurance plans.

If you are covered under any other insurance carrier, you are expected to pay at the time of service. It
is your responsibility to verify with your insurance company if a referral, prior authorization, or prior
determination is needed. Our staff will help you by submitting claim forms to your insurance company
requesting reimbursement. We also offer payment arrangements, ask one of our staff members for
more information.

If you are covered under Tricare Prime, we must receive an authorization prior to your visit. For
Tricare Select plans, we will pre-authorize your visit and treatment. There is no co-pay due for Active-
Duty Tricare Prime beneficiaries. Retirees or dependents under Tricare Prime or Tricare Select are
subject to co-pay charges or co-insurance depending upon your specific plan. Co-pays or co-insurance
costs are due at the time of services rendered.

If you are covered under Medicare Part B, you will have to meet certain Medicare mandated
requirements for certain services. All necessary documentation will be requested prior to your visit. You
might have to pay a small portion if your secondary insurance does not cover a particular service.
Some procedures are not covered under Medicare, and you will need to sign an ABN form and make
payments.

Coverage for CareFirst and BlueCross BlueShield plans vary among each policy. You are

responsible for understanding the limitations of your insurance policy including:

o Referrals: Check with your plan if a referral or authorization is necessary for office visits or
services. (If it is required and you do not have the appropriate referral or authorization, you
may be billed as an uninsured patient).

e Any co-payment, co-insurance or deductible that may apply.

Patients or their legal representative are ultimately responsible for all charges for services provided. As
a convenience to you, we accept VISA, MasterCard, AMEX, Discover, checks, and cash.

I have read the above and accept financial responsibility for the services rendered.

Patient/Guardian Signature Date



DRS. MINTZ & ABBOTT LLC
JEREMY J. ABBOTT, DDS

TMJ AND FACIAL PAIN CONSENT FORM

You may shortly begin your treatment. As part of this therapy, it is important to monitor you at regular intervals.
Your scheduled appointments at our office are necessary for treatment to be successful. Cancellations are discouraged
because of possible problems in the management of your case, and difficulties in rescheduling. Your treatment may
involve the fabrication and maintenance of various appliances that may cover either the upper or lower teeth. In addition,
supplementary care may include various physical therapy modalities (at the office or by a physical therapist), trigger point
injections, exercises, and various medications. Adjunctive care by other practitioners may be indicated. Since stress is
commonly a contributing factor, stress management may also be indicated.

The purpose of this treatment is to relax various groups of muscles, to restore normal function as best as possible,
and provide a degree of pain relief. The treatment itself initially may include some discomfort.

Not treating these conditions may cause perpetuation of symptoms with concomitant degenerative joint changes,
alteration of tooth and muscle physiology and continued discomfort. On the other hand, it is difficult to give guarantees
or assurances of any sort as to the results that may be obtained. In the course of treatment, for example, during an
impression, already loose fillings or crowns maybe loosened further. In those situations, dentistry will have to be
performed by your dentist at your expense. Management of these issues will be explained as necessary at the time.

In the event the administration of anesthetics (injections) is used, you should be aware that there may be side
effects such as prolonged numbness of the area, nerve and tissue damage, hematomas, and discomfort following the
procedures.

If there is not an adequate initial response to this first phase, further medical diagnostics may be requested. These
fees will be in addition to those incurred at this office.

There may be certain shifts in the position of your teeth or the relationship of one jaw to another. Depending on
the nature of your original problem, these alterations of tooth or jaw position may not be reversible. Thus, additional care
may be necessary, for example bite adjustment, braces, bridgework, etc. It can be difficult to determine this until this
treatment is completed.

Long-term wearing of splints without professional guidance can be a detrimental situation. As long as the splint
is being used, observation by our office is mandatory. The fee for these dental devices is for the impressions, bite
registration and outside laboratory fabrication. Thereafter, there is a charge for each office visit.

PLEASE DISCUSS WITH THE DOCTOR ANY QUESTIONS OR RESERVATIONS YOU MAY HAVE ABOUT
YOUR TREATMENT. THIS FORM MUST BE SIGNED BEFORE DEFINITIVE TREATMENT BEGINS.

I have read the above information and understand the course of treatment as proposed. Please sign and date below:

PATIENT/GUARDIAN DATE

NOTICE OF PRIVACY PRACTICE ACKNOWLEDGEMENT
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.

Patient/Guardian Date



Notice of Privacy Practices

Drs. Mintz and Abbott, LLC 6010 Executive Boulevard #500, Rockville, MD 20852 (301) 530-8570 (301) 530-8572 Fax

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. THE PRIVACY OF YOUR MEDICAL INFORMATION IS IMPORTANT TO US.

Our Legal Duty

We are required by applicable federal and state laws to maintain the privacy of your protected health information. We are also
required to give you this notice about our privacy practices, our legal duties, and your rights concerning your protected health
information. We must follow the privacy practices that are described in this notice while it is in effect. This notice takes effect
August 10, 2011 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 that 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 protected health information that we maintain, including medical information we created or received before we
made the changes.

You may request a copy of our notice (or any subsequent revised 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 Protected Health Information

We will use and disclose your protected health information about you for treatment, payment, and health care operations.
Following are examples of the types of uses and disclosures of your protected health care information that may occur. These
examples are not meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our office.

Treatment: With patient’'s consent, we will use and disclose your protected health information to provide, coordinate or manage
your health care and any related services. This includes the coordination or management of your health care with a third party.
We will also disclose protected health information to other doctors who may be treating you. Your protected health information
may be provided to a doctor to whom you have been referred to ensure that the doctor has the necessary information to
diagnose or treat you.

In addition, we may disclose your protected health information from time to time to another doctor or health care provider (e.g.,
a specialist or laboratory) who, at the request of your doctor, becomes involved in your care by providing assistance with your
health care diagnosis or treatment to your doctor.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. This may
include certain activities that your health insurance plan may undertake before it approves or pays for the health care services
we recommend for you, such as: making a determination of eligibility or coverage for insurance benefits, reviewing services
provided to you for protected health necessity, and undertaking utilization review activities.

Health Care Operations: We may use or disclose, as needed, your protected health information in order to conduct certain
business and operational activities. These activities include, but are not limited to, quality assessment activities, employee
review activities, licensing, and conducting or arranging for other business activities. We will share your protected health
information with third party "business associates" that perform various activities (e.g., billing, transcription services) for the
practice.

For example, we may use a sign-in sheet at the registration desk where you will be asked to sign your name. We may also call
you by name in the waiting room when your doctor is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you by telephone or mail to remind you of your appointment. We may use or disclose
health information to notify or help notify: a family member, your personal representative or another person responsible for
your care. We will also use our professional judgment to make decisions in your best interest about allowing someone to pick
up medicine, dental supplies, x-ray or other dental information for you.

Uses and Disclosures Based On Your Written Authorization: Other uses and disclosures of your protected health information
will be made only with your authorization, unless otherwise permitted or required by law as described below.




You may give us written authorization to use your protected 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. Without your written authorization, we will not disclose your health care
information except as described in this notice.

Others Involved in Your Health Care: Unless you object, we may disclose to a member of your family, a relative, a close friend
or any other person you identify, your protected health information that directly relates to that person's involvement in your
health care. If you are unable to agree or object to such a disclosure, we may disclose such information as necessary if we
determine that it is in your best interest based on our professional judgment. We may use or disclose protected health
information to notify or assist in notifying a family member, personal representative or any other person that is responsible for
your care of your location, general condition or death.

Funeral Director, Coroner, and Medical Examiner: We may disclose the protected health information of a deceased person to
a coroner, protected health examiner, funeral director, or an organ procurement organization.

Public Health and Safety: We may disclose your protected health information to the extent necessary to avert a serious and
imminent threat to your health or safety, or the health or safety of others. We may disclose your protected health information to
a government agency authorized to oversee the health care system or government programs or its contractors, and to public
health authorities for public health purposes. We may disclose your protected health information to a person or company
required by the Food and Drug Administration to report adverse events, product defects or problems, biologic product
deviations; to track products; to enable product recalls; to make repairs or replacements; or to conduct post marketing
surveillance, as required.

Victims of Abuse, Neglect, or Domestic Violence: We may disclose your protected health information to a public health
authority that is authorized by law to receive reports of child abuse or neglect. In addition, we may disclose your protected
health information if we believe that you have been a victim of abuse, neglect or domestic violence to the governmental entity
or agency authorized to receive such information. We may share health information when necessary to prevent a serious
threat to your health or safety or the health or safety of others.

Health Oversight Activities: We may disclose protected health information to a health oversight agency for activities authorized
by law, such as audits, investigations and inspections. Oversight agencies seeking this information include government
agencies that oversee the health care system, government benefit programs, other government regulatory programs and civil
rights laws. We may use or disclose your protected health information when we are required to do so by law. For example, we
must disclose your protected health information to the U.S. Department of Health and Human Services upon request for
purposes of determining whether we are in compliance with federal privacy laws.

Workers Compensation: We may disclose your protected health information when authorized or necessary to comply with
workers' compensation or similar laws.

Criminal Activity: Consistent with applicable federal and state laws, we may disclose your protected health information, if we
believe that the use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a
person or the public. We may also disclose protected health information if it is necessary for law enforcement authorities to
identify or apprehend an individual.

Court Orders and Judicial and Administrative Proceedings: We may disclose your protected health information in response to
a court or administrative order, subpoena, discovery request or other lawful process, under certain circumstances. Under
limited circumstances, such as a court order, warrant or grand jury subpoena, we may disclose your protected health
information to law enforcement officials.

Law Enforcement: We may disclose limited information to a law enforcement official concerning the protected health
information of a suspect, fugitive, material witness, crime victim or missing person. We may disclose the protected health
information of an inmate or other person in lawful custody to a law enforcement official or correctional institution under certain
circumstances. We may disclose protected health information where necessary to assist law enforcement officials to capture
an individual who has admitted to participation in a crime or has escaped from lawful custody.

Patient Rights
Access: You have the right to look at or get copies of your protected health information, with limited exceptions. You must
make a request in writing to the contact person listed herein to obtain access to your protected health information. 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 to
locate, copy your protected health information, and to mail these copies to you.

Accounting of Disclosures: You have the right to receive a list of instances in which we or our business associates disclosed
your protected health information for purposes other than treatment, payment, health care operations and certain other
activities after August 10, 2011. If you request this list more than once in a 12-month period, we may charge you a
reasonable, cost-based fee for responding to these additional requests. Contact us using the information listed at the end of
this notice for a full explanation of our fee structure.

Restriction Requests: You have the right to request that we place additional restrictions on our use or disclosure of your
protected 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). Any agreement we may make to a request for additional restrictions must be in writing
signed by a person authorized to make such an agreement on our behalf. We will not be bound unless our agreement is so
memorialized in writing.

Confidential Communication: You have the right to request that we communicate with you in confidence about your protected
health information by alternative means or to an alternative location. You must make your request in writing. We must
accommodate your request if it is reasonable, specifies the alternative means or location, and continues to permit us to bill and
collect payment from you.

Amendment: You have the right to request that we amend your protected health information. Your request must be in writing,
and it must explain why the information should be amended. We may deny your request if we did not create the information
you want amended or for certain other reasons. If we deny your request, we will provide you a written explanation. You may
respond with a statement of disagreement to be appended to the information you wanted amended. If we accept your request
to amend the information, we will make reasonable efforts to inform others, including people or entities you name, of the
amendment and to include the changes in any future disclosures of that information.

Electronic Notice: If you receive this notice on our website or by electronic mail (e-mail), you are entitled to receive this notice
in written form. Please contact us using the information listed at the end of this notice to obtain 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 using the
information below. If you believe that we may have violated your privacy rights, or you disagree with a decision we made about
access to your protected health information or in response to a request you made, you may complain to us using the contact
information below. 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 protect the privacy of your protected 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
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