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Today’s Date

Cell Phone Work Phone

Cell Phone School Name School Phone

Insurance Company Group Number Policy Number

Home Address City State Zip Code

Insurance Company Address City State Zip Code

Address (If di�erent from the patient) City State Zip Code

Mailing Address City State Zip Code

Whom may we thank for referring you?

Email Address Employer

Do you have dental insurance for the minor / child?

Cell PhoneName of Person Financially Responsible for this Account Relationship to Patient

Nickname Hobbies Gender
Male  Female Age ______________________

Name of Minor / Child Social Security NumberBirth Date

Father / Guardian’s Name Social Security NumberBirth Date
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 Yes     No

Cell Phone Work Phone Do you have dental insurance for the minor / child?
 Yes     No

Insurance Company Group Number Policy Number

Insurance Company Address City State Zip Code

Address (If di�erent from the patient) City State Zip Code

Email Address Employer

Mother / Guardian’s Name Social Security NumberBirth Date

Is your child eligible for treatment under Medical Assistance?
 Yes     No Child Medical Assistance I.D. Number
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Previous Dentist / Location Date of Last Dental X-rays

Reason for today’s visit Date of Last Dental Exam

Has child complained about dental problems?
Does child brush teeth daily?
Does child use floss daily?
Is fluoride taken in any form?

   Yes      No
   Yes      No
   Yes      No
   Yes      No

Any injuries to mouth, teeth, head?
Any unhappy dental experiences?
Any mouth habits - thumb-sucking, nail biting, 
mouth breathing, pacifier, sleeping with bottle, etc?

   Yes      No
   Yes      No

   Yes      No



Parent / Guardian Signature                   Date

Minor / Child’s Physician’s Name Date of Last Visit
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Does the minor / child have any allergies?     Yes     No     If yes, please explain?

Has minor / child had any history of or di�culty with any of the following? If yes, please indicate.

Is Minor / Child under care of physician now?     Yes     No     If yes, please explain?

Receiving any medication or drugs?     Yes     No     If yes, please explain?

Ever been hospitalized?     Yes     No     If yes, please explain?

Ever had surgery?     Yes     No     If yes, please explain?

Is there excessive bleeding when cut?     Yes     No     If yes, please explain?

 AIDS/HIV Positive 
 Anemia
 Asthma
 Bladder Problems
 Cancer

 Cerebral Palsy 
 Chicken Pox
 Convulsions
 Diabetes
 Drug/Alcohol Abuse

 Epilepsy 
 Fainting
 Hearing Problems
 Heart Problems
 Hepatitis

 Kidney Disease
 Liver Disease
 Measles
 Mononucleosis
 Mumps

 Rhuematic Fever
 Sinus Problems
 Thyroid Disease
 Tuberculosis
 Other _______________________
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Is the patient taking any new medications?     Yes     No     If yes, please explain?

Has there been any changes in the patients health since their last dental appointment?     Yes     No
 If yes, please explain?

Doctors Signature                    Date
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City / State Physician’s Phone Number

Name Phone NumberRelationship

Name Phone NumberRelationship
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To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform the doctor if my minor child ever has a change in health. 

Minor / Child Consent
I am the parent, guardian, or personal representative of _____________________________________________________ (Please Print Name of Minor / Child) and there are no court 

orders now in e�ect that prohibit me from signing this consent. I do hereby request and authorize the dental sta� to preform necessary dental services for the child named above, 

including but not limited to x-rays, and administration of anesthetics, which are deemed advisable by the doctor, whether or not I am present when the treatment is rendered.

Insurance Assignment and Release
I certify that my dependent(s) is covered by insurance with _____________________________________________________ (Name of Insurance Company(ies) and assign directly to 

Dr. _____________________________________________________ all insurance bene�ts, if any, otherwise payable to me for services rendered. I understand that I am �nancially 

responsible for all charges whether or not paid by insurance. I 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 bene�ts or the bene�ts payable for related services. This consent will end when my current treatment plan is completed or one year from the date signed below.

______________________________________________________________                 ______________________________________________________________

       Signature of Patient, Parent, Guardian or Personal Representative                           Please print name of Patient, Parent, Guardian or Personal Representative 

______________________________________________________________                 ______________________________________________________________

         Relationship to Patient                                           Date
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© 2002 American Dental Association

A ll Rights Reserved

Reproduction and use of this form by dentists and their staff is perm itted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice , and covers only federal, not state , law (August 14, 2002).

H I P A A  P R I V A C Y  F O R M  2

Acknowledgement of
Receipt of Notice of

Privacy Practices
P urpose: Th is form is used to obta in acknow ledgemen t of rece ipt of our Not ice of Privacy

Practices or to document our good faith effort to obtain that acknowledgement.



I, _______________________________________________________, have rece ived a copy of th is
office’s Notice of Privacy Practices.

______________________________________________________________________________
Please 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

■ Communications barriers prohibited obtaining the acknowledgement

■ An emergency situation prevented us from obtaining acknowledgement

■ Other (Please Specify)

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

© 2002 American Dental Association

A ll Rights Reserved

Reproduction and use of this form by dentists and their staff is perm itted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice , and covers only federal, not state , law (August 14, 2002).
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P urpose: Th is form , Not ice of Privacy Prac t ices , presen ts the in forma t ion tha t federa l law

requ ires us to give our patients regarding our privacy practices. { Note: th is form may need to be

changed to reflect the dental practice’s particular privacy policies and/or stricter state laws. }

We must provide th is Notice to each patient beginn ing no later than the date of our first service

de l ivery to the pa t ien t , inc lud ing service de l ivered e lec tron ica l ly, a f ter Apri l 14, 2003. We must

make a good-fa ith attempt to obta in written acknowledgement of rece ipt of the Notice from the

patient. We must a lso have the Notice ava ilab le at the office for patients to request to take with

them . We must post the Notice in our office in a c lear and prom inent location where it is reason-

able to expect any patients seeking service from us to be able to read the Notice . Whenever the

Notice is revised, we must make the Notice available upon request on or after the effective date of

the revision in a manner consistent with the above instructions. Thereafter, we must distribute the

Notice to each new patient at the time of service delivery and to any person requesting a Notice.

We must also post the revised Notice in our office as discussed above.

© 2002 American Dental Association

A ll Rights Reserved

Reproduction and use of this form by dentists and their staff is perm itted. Any other use, duplication or distribution of this form by any other party requires the prior
written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice , and covers only federal, not state , law (August 14, 2002).
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Notice of Privacy
Practices



NOTICE OF PRIVACY PRACTICES
T HIS N O T ICE DESC RIBES H OW HEALT H INF O RM AT IO N A B O U T YO U M AY BE U SED A N D 

DISCLO SED A N D H OW YO U C A N GET A C CES S T O T HIS INF O RM AT IO N.

PLEA SE REVIEW I T C A REFULLY. 
T HE P RIVA CY O F YO UR HEALT H INF O RM AT IO N IS IM P O R TA N T T O U S.

OUR LEGAL DUTY
We are required by applicable federa l and state law to ma inta in the privacy of your hea lth information. We are a lso
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your hea lth
information. We must follow the privacy practices that are described in th is Notice wh ile it is in effect. Th is Notice
takes effect ______________, and will rema in in effect until we replace it.

We reserve the righ t to change our privacy prac t ices and the terms of th is Not ice a t any t ime , provided such
changes are perm itted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for a ll health information that we ma intain, including hea lth information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and hea lthcare operations. For example:

Treatment: We may use or disc lose your hea lth information to a physic ian or other hea lthcare provider pro-
viding treatment to you. 

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper-
ations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qua lifications of hea lthcare professiona ls, eva luating practitioner and provider performance, conducting tra in ing
programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare opera-
tions, you may give us written authorization to use your hea lth information or to disc lose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures perm itted 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.

To Your Famil y and Friends: We must d isc lose your hea lth in forma t ion to you , as descr ibed in the Pa t ien t
Rights section of th is Notice. We may disc lose your hea lth information to a fam ily member, friend or other person
to the extent necessary to help with your hea lthcare or with payment for your hea lthcare, but on ly if you agree that
we may do so.

Persons Involved In Care: We may use or d isc lose hea lth in forma tion to notify, or assist in the notif ica tion of
(including identifying or locating) a fam ily member, your persona l representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapac ity or emergency c ircumstances, we will disc lose hea lth information based on a determ ination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in a llowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other sim ilar forms of health information.

Marketing H ealth-Related S ervices: We will not use your hea lth informa tion for marketing commun ica tions
without your written authorization.

Required by Law: We may use or disclose your health information when we are requ ired to do so by law. 

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may dis-
close your hea lth information to the extent necessary to avert a serious threat to your hea lth or safety or the health
or safety of others.



National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federa l officials health information required for lawful intelli-
gence, counterintelligence, and other nationa l security activities. We may disclose to correctiona l institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-
stances.

A ppointment Reminders: We may use or d isc lose your hea lth in forma t ion to provide you w ith appo in tmen t
rem inders (such as voicema il messages, postcards, or letters).

PATIENT RIGHTS
Access: You have the right to look a t or get cop ies of your hea lth in forma tion, with lim ited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request un less we
cannot practicably do so. (You must make a request in writing to obtain access to your hea lth information. You may
obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
a letter to the address at the end of th is Notice. If you request copies, we will charge you $0.______ for each page,

$_______ per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
to you. If you request an a lternative format, we will charge a cost-based fee for providing your hea lth information in
that format. If you prefer, we will prepare a summary or an explanation of your hea lth information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to rece ive a list of instances in wh ich we or our business assoc iates
disc losed your hea lth information for purposes, other than treatment, payment, hea lthcare operations and certa in
other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once in a
12-month period, we may charge you a reasonable, cost-based fee for responding to these additiona l requests. 

Restriction: You have the right to request tha t we p lace add itiona l restrictions on our use or d isc losure of your
hea lth information. We are not requ ired to agree to these additiona l restrictions, but if we do, we will abide by our
agreement (except in an emergency). 

Alternative Communication: You have the right to request that we communicate with you about your health infor-
mation by a lternative means or to a lternative locations. (You must make your request in writing.) Your request must
specify the a lternative means or location, and provide satisfactory explanation how payments will be handled under
the a lternative means or location you request.

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.

Electronic N otice: If you rece ive th is Not ice on our Web s ite or by e lec tron ic ma i l (e-ma i l), you are en t it led to
receive 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.

If you are concerned that we may have violated your privacy rights, or 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 hea lth information or to have us commun icate with you by a lternative means or at a lternative locations, you
may compla in to us using the contact information listed at the end of th is Notice . You a lso may subm it a written
compla int to the U .S. Department of Hea lth and Human Services. We will provide you with the address to file your
complaint with the U .S. Department of Hea lth and Human Services upon request.

We support your right to the privacy of your hea lth information. We will not reta liate in any way if you choose to file
a complaint with us or with the U .S. Department of Hea lth and Human Services.

Contact O fficer: _____________________________________________________________________________________

Telephone: __________________________________________Fax: ___________________________________________

E-ma il:____________________________________________________________________________________________

Address: __________________________________________________________________________________________

© 2002 American Denta l Association
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