HIPAA Information and Consent Form

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
Implementation of HIPAA requirements officially began on April 14, 2003, Many of the policies have been our
practice for years. This form is a “friendly” version. A more complete text is posted in the office.

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your
Protected Health Information (PHI). These restrictions do not include the normal interchange of information
necessary to provide you with office services. HIPAA provides certain rights and protections to you as the
patient. We balance these needs with our goal of providing you with quality professional service and care.
Additional information is available from the U.S. Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open file racks and will not contain any coding which identifies a
patient’s condition or information which is not already a matter of public record. The normal course of providing
care means that such records may be left, at least temporarily, in administrative areas such as the front office,
examination room, etc. Those records will not be available to persons other than office staff . You agree to the
normal procedures utilized within the office for the handling of charts, patient records, PHI and other documents
or information,

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail,
U.S mail, or by any means convenient for the practice and/or as requested by you. We may send you other
communications informing you of changes to office policy and new technology that you might find valuable or
informative,

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manger or the
doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of preducts, goods
or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws,

8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the
practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change
in certain policies used within the office concerning your PHI. However, we are not obligated to alter internal
policies to conform to your request.

l, date do hereby consent and
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any
subsequent changes in office policy. | understand that this consent shall remain in force
from this time forward.




ID:
First Name:

Patient 15

Policy Holder

PATIENT REGISTRATION

Chan ID:

Last Name:
Preferred Name:

Respansible Party
Responsible Party (f someone other than the patient)

First Name:
Address:

City, State, Zip:
Home Phone:
Birth Date

O Respansible Panty is also a Policy Holder for Patiant

Patient Information

Last Mame:
Address 2;

Work Phone:
Soc Sec:

(O Primary Insurance Policy Holder

Middbe Intial:

Middle Initial:

Pager:
Ext: Cellular;

Drivers Lic:

() Secondary Insurance Policy Holder

Address. Address 2
City: State / Zip: Pager.
Home Phane: Work Phane: Ext: Cellular:
Seu: Male Famala Marital Status: Married Single Divorced Separated Widowed
Birth Date: Age Soc. Sec: B Drivers Lic:
E-mail; | would like to receive comespondances via e-mail.
Section 2 Section 3
Referred by;
Employment Status: Full Time Part Tima Retired !
! Place of employment:
Student Status: Full Time Part Time | -
Medicaid ID: Pref. Dentist:
Employer |D: Pref. Pharmacy.
Carriar 1D Pref. Hyq.:
Primary Insuranca Informatian
MName of Insuned: Relationship lo Insured:  Self Spouse  Chid Other
Insured Soc. Sec Insured Birth Date:
Employer Ins. Company:
Address Address.
Address 2. Address 2
City, State, Zip: City.State Zip:
Rem. Benefits: 00  Rem. Deduct: 00
Secondary Insurance Information
Mame aof Insured: Relationship to Insured:  Self Spouse Child Other

Insured Soc. Sec
Employer:
Address,

Address 2.

City, State Zip;
Rem. Benefits:

.00  Rem. Deduct:

Insured Birth Data:
Ins. Company:

Address;
Address 2

City, State Zip:
00



MEDICAL HISTORY

PATIENT NAME Birth Date

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

Are you under a physician's care now? Yos Mo If yes, please explain:

Have you ever been hospitalized or had a major operation? Yes Mo If yes, please explain:

Have you ever had a serous head or neck injury? Yes No If yes, please explain:

Are you taking any medications, pills, or drugs? Yes  No |fyes, please explain;

Do you take, or have you taken, Phen-Fen or Redux? Yes Mo

Are you on a special diet? Yes Mo

Do you use tobacco? Yes No
Do you use controlied substances? Yes Mo
Women, Are you - —
PregnantTrying lo get pregnant?  Yes Mo Taking oral contraceptives?  Yes No Mursing? Yes Mo

Arp you allergic to any of the follawing?
Aspinn Penicillin Codeing Acrylic | Metal Latex Local Anesthetics

Other I yes, please explain;

Do you have, or have you had, any of the following? -

AIDSHN Postva Yes Mo | Cortisone Medding Yes Mo Hemophita Yes Mo | Renal Dialysis Yes
Alrwirmer's Dsease Yes. ' Mo | Duabetes Yes HNo Hepatts A Yes Mo | Rheumatic Fever Yas
Anaphylaxs Yes: Mo Drug Addicton Yes Mo Hepatts Bor C Yes Mo | Rheumatism Yes
Anemia Yes. Mo | EasdyWinoed Yes'  No Herpes Yes Mo | Scarlet Fever Yis
Angina Yes ' Mo Emphysema Yes: Mo High Blood Pressure Yes - No s Yes
Arthnts'Gout Yes Mo Epdépsy of Selzures Yes:  No Hives or Rash Yes Mo | Sicke Cell Discase Yes
Artificial Heart Valve Yes Mo Exceasrvo Bleodng Yea: | Mo Hypeghycema Yos Ho | Sinus Trouble Yes
Artificial Joint Yos Ko Excessrve Thirst Yes (] Irregular Hoartbeat Yes MHa Spina Bingda Yes

. Asthma Yes No | Fantng SpelaDizriness Yes  No Kidney Probiems Yes Mo | Stomachirtestnal Disease Yes
Blood Drsease Yes Mo | Frequent Cough Yes Mo Leusemia Yes Mo Stroke Yirs
Biood Translusion Yes Mo | Freguent Diarhea Yes ' Mo Liver Diseasé Yes Mo | SwelEngof Limbs Yas
Breathing Problem Yo Mo Frequent Haadachis Yes ' Mo Low Bisod Pressure Yes Mo | Tmeoid Disease Yes
Bruise Easdy Yes Mo | Gental Herpes Yas:.  No Lung Disease Yes No | Tonsillts Yos
Cancer Yes Mo | Glavcoma Yes Mo Miral Vaive Protapse:  Yes  No | Tuberculous Yes
Chemgtheragy Yes Mo Hiry Fewet Yas:  No Pain in Jaw Joinis Yes  No Tumars of Growths Yes
Crast Paing Yos Mo Heart AttackFadure Yes Mo Parathyroid Dataase Yes Mo Uicers Yes
Cold SoreaFever Bhsters Yes  No | Heart Mutmur Yes' ' Ho | Psychiatic Care Yes Mo | Venereal Disease Yes
Congenital Hearl Disorder Yes  No Heart Pace Mako: Yes: | Mo Racasen Trealments Yes:  No Yolow Jaundice Yes
Convulsons Yes Mo Hear TroubleDisease Yo Ha Recent Wesght Loss Yes Na

Have you ever had any senous iiness not listed above?  Yes  No I yes, please explain:

FZF3T3EFEEEEEEEEFF

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, | understand that providing incorrect infarmation can be
dangerous to my (or patient's) health. It is my responsibility te inform the dental office of any changes in medical stalus.

SIGMATURE CF PATIENT, PARENT, or GUARDIAN DATE




