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W_e are pleased to welcome you and/or your child to our practice. Please take a few
minutes to fill out this form as completely as you can. If you have questions, we’ll be glad
to help you. We look forward to working with you in maintaining your dental health.

Date

SS/HIC/Patient ID #

Patient Name

Address

Occupation

Patient Employer/School

Employer/School Address

city

State Zip

E-mail

Sex M [IF Age

Birthdate

[ Married [ Widowed
[ Separated [ Divorced

[ Single

[ Partnered for

[J Minor
years

Employer/School Phone (

Spouse’s Name

Birthdate

Spouse’s Employer

Whom may we thank for referring you?

Subscriber's Name

Relationship to Patient

Birthdate

Insurance Co.

Group # Phone (

Is patient covered by secondary insurance? []Yes

Subscriber's Name

[0 No

Relationship to Patient

Birthdate

Insurance Co.

Group #

Phone (

Ext Alt. (

Home ( )

Spouse’s Work ( ) = = Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specify someone whé"dges not live in your household.)

Name 3 Relationship

Phone ( Work Phone (

Alt. Phone (

Reason for today'’s visit ~ Please check ([i*) “yes” or “no” to indicate if you have had any of the following:
Bad breath [JYes [ONo  Jaw pain or tiredness

- Bleeding gums Yes [ONo Lip or cheek biting
Blisgers on lips or mouth [JYes [JNo Loose teeth or broken fillings

Burning sensation on tongue [CYes [JNo Mouth breathing

[OYes
[Yes
[Yes
OYes

[ No
[ONo
O No
[JNo

Former Dentist

City/State
Date of last dental visit
Date of last dental X-rays
How often do you floss?
How often do you brush?

Do you wear contact lenses? []Yes [JNo

Rev. 3/2012

Chew on one side of mouth
Cigarette, pipe, or cigar smoking
Clicking or popping jaw

Food collection between the teeth
Foreign objects in mouth
Grinding teeth

Gums swollen or tender

~OVER->=

[Yes
Yes
OYes
[JYes
[JYes
[Yes
[Yes
[OYes
OYes

[ No
[0 No
[JNo
[ No
[JNo
[ No
[ No
[ No
[ No

Mouth pain

Orthodontic treatment
Pain around ear
Periodontal treatment
Sensitivity to cold
Sensitivity to heat
Sensitivity to sweets
Sensitivity when biting
Sores or growths in mouth

[ Yes
[Yes
OYes
O Yes
O Yes
OYes
[OYes
[ Yes
[ Yes

[JNo
[INo
[JNo
[JNo
[ No
[JNo
[J No
[ No
[ No
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Physician’s Name Date of last visit

Phone ( ) Pharmacy Phone (

Please check ([#) “yes” or “no” to indicate if you have had any of the following:
AIDS [OYes [INo High Blood Pressure [OYes [No Tonsillitis
Anemia [JYes [JNo HIV Positive [JYes [No Tuberculosis
Arthritis, Rheumatism CYes [JNo Jaundice [JYes [JNo Tumors or Growths
Asthma [JYes [No Jaw Pain OYes [INo Ulcer
Back Problems [OYes [1No Kidney Disease Yes [JNo Venereal Disease
Cancer [JYes [INo Liver Disease [JYes [JNo
Chemical Dependency Yes [JNo Low Blood Pressure [JYes [1No Have you ever had or been
Chemotherapy CYes []No Nervous Problems OYes [INo diagnosed with:
Circulatory Problems Yes [JNo Psychiatric Care [OYes [JNo Artificial Heart Valves [OYes
Cortisone Treatments COYes [JNo Radiation Treatment OYes [JNo Artificial Joints, Screws,
Cough, persistent or bloody OYes [JNo Respiratory Disease [Yes [No Pins, etc. CYes
Diabetes [Yes []No Scarlet Fever [OYes [1No Bleeding abnormally, with
Emphysema [JYes [INo Shortness of Breath [JYes [INo extractions or surgery O Yes
Epilepsy [Yes [No Sinus Trouble [Yes [No Blood Disease [ Yes
Fainting or dizziness CYes [No Skin Rash [ClYes [JNo Congenital Heart Lesions [ Yes
Glaucoma [JYes [INo Special Diet/Weight Loss [Yes [JINo Heart Murmur OYes
Headaches [Yes [No Stroke [JYes [JNo Hernia Repair [Yes
Heart Problems [JYes [JNo Swollen Feet or Ankles [JYes [JNo Mitral Valve Prolapse [ Yes
Hepatitis Type [JYes [INo Swollen Neck Glands [OYes [INo Pacemaker OYes
Herpes [CIYes [No Thyroid Problems [Yes [JINo Rheumatic Fever OYes

Have you ever had any complications Have you ever taken any of these Are you allergic to:
following dental treatment? [JYes [JNo medications? Aspirin [Yes
> Blood Thinners OYes [INo Barbiturates OYes
ltyes, please describe Coumadin [OYes []No Codeine [JYes
Warfarin Ibuprofen [JYes
Have you ever been hospitalized or do you have Diet Medications Latex [ Yes
any other health concerns? [OYes [ONo Dexfenfluramine i Local Anesthesia [Yes
Fen-phen Yes Metals (i.e. gold) Yes
Pondimin Penicillin OYes
Redux. Other

If yes, please describe

Women: Are you pregnant? ~ Levoxyl CYes [ONo

- Synthroid ClYes [INo Please PRINT all medications now taking:

Due date == 4

" F Have you ever used a bisphosphonate medication?
? %

Are you Aursing? T Yes: [lNo Common brand names are Fosamax, Actonel,

Taking birth control pills? [JYes [INo Atelvia, Didronel, Boniva. ClYes []No

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if 1, or my minor child, ever have a change in health.

Insurance Assignment: | certify that I, and/or my dependent(s), have insurance coverage with and assign directly to
Name of Insurance Company(ies)

Dr. _____allinsurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all

charges whether or not paid by;lnsurance. 1 authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of
obtaining payment for services and determining insurance benefits or the benefits payable for related services. This consent will end when my current treatment plan is completed or
one year from the date signed below. =

Authorization to Release Protected Health Information: | understand that there may be a need to consult with other health care providers. | voluntarily authorize

W, ___touse andlor disclose my Protected Health Information (PHI) related to
Name of Doctor Disclosing PHI ‘—Ls":‘if:t Describe in detail the Protected Health Information

. The information will be used and/or disclosed for the purpose of
you are authorizing to be used and/or disclosed. Describe each purpose for which you are authorizing

= to receive and use the information.
your Protected Health Information to be used and/or disclosed. Name of Doctor Receiving PHI
This authorization will end when my current treatment plan is comple(t;d oﬁ):ofe'&ﬁﬁ' from the date signed below. | understand that once the information is released it may be re-disclosed
by the recipient and may no longer be protected by federal privacy regulations. | understand that | may revoke this authorization at any time by notifying, in writing, the above-named
doctor disclosing the PHI. However, if | do revoke this authorization, it will not have any effect on any actions taken by the above-named doctor disclosing the PHI prior to their receipt of
the revocation. | understand that my treatment cannot be conditioned on whether | sign this authorization. | understand | may refuse to sign this authorization.

Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient

Medical Clearance Letter Sent to

Results.

Signature
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OTHER USES AND DISCLOSURES OF PHI

Your authorization is required, with a few exceptions, for disclosure
of psychotherapy notes, use or disclosure of PHI for marketing, and
for the sale of PHI. We will also obtain your written authorization
before using or disclosing your PHI for purposes other than those
provided for in this Notice (or as otherwise permitted or required by
law). You may revoke an authorization in writing at any time. Upon
receipt of the written revocation, we will stop using or disclosing
your PHI, except to the extent that we have already taken action

in reliance on the authorization.

YOUR HEALTH INFORMATION RIGHTS

Access. You have the right to look at or get copies of your health
information, with limited exceptions. You must make the request
in writing. You may obtain a form to request access by using the
contact information listed at the end of this Notice. You may also
request access by sending us a letter to the address at the end of
this Notice. If you request information that we maintain on paper,
we may provide photocopies. If you request information that we
maintain electronically, you have the right to an electronic copy.
We will use the form and format you request if readily producible.
We will charge you a reasonable cost-based fee for the cost of
supplies and labor of copying, and for postage if you want copies
mailed to you. Contact us using the information listad at the end
of this Notice for an explanation of our fee structure.

If you are denied a request for access, you have the right to
have the denial reviewed in accordance with the requirements
of applicable law.

Disclosure Accounting. With the exception of certain disclosures,
you have the right to receive an accounting of disclosures of

your health information in accordance with applicable laws and
regulations. To request an accounting of disclosures of your

health information, you must submit your request in writing to the
Privacy Official. If you request this accounting more than once in 2
12-month period, we may charge you a reasonable, cost-based fee
for responding to the additional requests.

Right to Request a Restriction. You have the right to request
additional restrictions on our use or disclosure of your PHI by
submitting a written request to the Privacy Official. Your written
request must include (1) what information you want to limit, (2)
whether you want to limit our use, disclosure or both, and (3) to
whom you want the limits to apply. We are not required to agree
to your request except in the case where the disclosure is to

ADA PRACTICAL GUIDE TO HIPAA COMPLIANCE

a health plan for purposes of carrying out payment or health
care operations, and the information pertains solely to a health care
item or service for which you, or a person on your behalf (other than
the health plan), has paid our practice in full.

Alternative Communication. You have the right to request

that we communicate with you about your health information by
alternative means or at alternative locations. You must make your
request in writing. Your request must specify the alternative means
or location, and provide satisfactory explanation of how payments
will be handled under the alternative means or location you request.
We will accommodate all reasonable requests. However, if we are
unable to contact you using the ways or locations you have requested
we may contact you using the information we have.

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. If we agree to your request,
we will amend your record(s) and notify you of such. If we deny
your request for an amendment, we will provide you with a written
explanation of why we denied it and explain your rights.

Right to Notification of a Breach. You will receive notifications
of breaches of your unsecured protected health information as
required by law.

Electronic Notice. You may receive a paper copy of this Notice
upon request, even if you have agreed to receive this Notice
electronically on our Web site or by electronic mail (email).

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 if 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 health
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.

Qur Privacy Official:

Telephone: éq/tf;d':lﬂw W"S(gl dl Fax:
Midland TX 7978_521 g

Address: 432-570-0236

Email:

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

Dental Association. This material is for general reference purposes only and does not constitute legal advice. It covers only HI

A, not other federal or state law.

Ch in I

qualified legal for legal advice, including advice pertaining to HIPAA

laws or r may require revision. D

compliance, the HITECH Act, and the U.S. Department of Health and Human Services rules and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved.
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Dedicated to your Family's Oral Health!

4410 N. MIDKIFF RD., STE. D-217
MIDLAND, TX 79705
432-570-0236

ﬁ' A. ANDREW WILSON III, D.D.S., P.A.

*You May Refuse to Sign This Acknowledgment*

| have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of
Privacy Practices, but acknowledgement could not be obtained because:

Individual refused to sign
Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

O FORQMIO;





