
The benefits of a happy, healthy smile are immeasurable!
reach and maintain maximum oral health. Please fill out

The better we communicate. the better we can

Our goal is to help you
this form completely.
care for you.

Todoy's Dote
Denlol Coverao"? I Y". I No

lnsuronce Co. Nome:

n,

lnsured's Employer:

Employer's Address:

Primory Insurqnce

E-Moil Address:

lnsuronce Co. Address:

Age: _ SS#:

Mi Mr Mrs [4s Dr

I Mol. I Femole
Insuronce Co. Phone #: ( )

Group # (Plon, Locol or Policy #):

lnsured's Nome: Relotion:

I Divorced I Widowed I Seporoted

Poger / Cell #:

Ext: DL #

Apl/Condo # , lnsured's Birthdoie: I I Insured's lD #:

Insured's Employer:

Ernployer's Address:

Secondory Insurqnce

Dentol Coveroo"? I Y", l No

lnsuronce Co. Nome:

. Insuronce Co. Address:

Insuronce Co. Phone #' (_)
Group # (Plon, Locol or Policy #):

Insured's Nome:

Insured's Birlhdoie:

Reloiion:

Insured's lD #:

Neighbor or Relatiue not liuing with you (for emergency).

His / Her Nome: Rel oiion

Wk #: (_)
Add ress:

Hm #: (_)

Do you hove o personol physicion? IY.r INo
Physicion's Nome:

Phone #: ( ) Dote of lost visit:

Are you currently under the core of o physicion? I y", I No

Employer

Hm #:(_)

Pleose exploin:



Why hove you come to the dentist todoy?Your currenf physicol heqlth is: I Good I Fqir I Poon

Do you smoke or use tobocco in ony other form? I y"r I No

Hove you hod ony metol rods, pins or implonts? E Y"r I No

Are you toking ony prescriplion / over-the-counter or herbol
supplementol drugs? I Yes E No

Pleose list eoch one:

Do you require ontibiolics before dentol treotment? I y"r I No

Are you currently in poin? I Y"r E No

Hove you ever hod o serious/difficult problem

Hove you ever loken Fosomox, or ony other bisphosphonote? L l Yes

Hove you been told thot you snore or hold your breoth while
sleeping or woke up gosping {or breoth? L l Yes

For Women: Are you using o prescribed method of birth control? I Yes

INo

INo
INo

ossocioted with ony previous deniol work?

Do you hove feors obout going io the dentist?

Hove you ever hod gum treoiment?

IY"t INo
IY"r INo
Iy"r INo

Are you pregnont? I Yes I No

Are you nursing? I Y", I No

Hove you ever hod ony of the following diseqses or medicol problems

Do you now or hove you ever experienced poin /
discomforf in your low ioint (TMJ / TMD)? I Ves I tto

Your current deniol heolth is: E Good I Foir I Poot

Doyou like yoursmile? I VI N Do yourgums ever bleed? I Y I N

How mony times o week do you floss? _ o doy do you brush?

Type of bristlesa I Sott I M.dirr I Hcrrd

How long do you use o loothbrush beiore replocing it?

Are your teeth sensiiive to heot, cold, or onylhing else?

Hove you lost ony teeth? I Yes I No lf yes, why?

I understond lhot lhe informolion thot I hove given lodoy is correct t,r lhe besi o{
my knowledge. I olso underslond thot lhis informolion will be held in the slriclest
confidence ond it is my responsibility to inform lhis office of ony chonges in my
medicql slotus. I oulhorize the dentol stoff lo perform ony necessory dentol services
thoi I moy need during diognosis ond treotment with my informed consent,

Sig noture Dote

Poymenl is due in full qt lhe lime of lreqtmenf
unless prior orrongements hove been opproved.

Weel< #:

Y N Abnormol Bleeding
Y N Alcohol / Drug Abuse
Y N Anemio
Y N Arthritis

Y N Herpes / Fever Blisters

Y N HiS Blood Pressure

Y N HIV /AIDS
Y N Hospitolized for Any Reoson

Y N Arlificiol Bones / Joinls / Volves Y N Kidney Problems

Y N Asthmo
Y N Blood Tronsfusion

Y N Concer/Chemotheropy
Y N Colitis
Y N Congenilol Heort Defect
Y N Diobetes
Y N Difficully Breolhing
Y N Emphysemo
Y N Epilepsy

Y N Fointing Spells

Y N Frequenl Heodoches
Y N Gloucomo
Y N Hoy Fever

Y N Hecll Attock
Y N Heort Murmur
Y N Heorl Surgery
Y N Hemophilio
Y N Hepolitis

Y N Liver Diseose

Y N Low Blood Pressure

Y N Lupus

Y N Milrcrl Volve Prolopse

Y N Osteoporosis / Poget's Diseose

Y N Pocemoker

Y N Psychiotric Treolment
Y N Rodiotion Treotmenl
Y N Rheumotic / Scorlet Fever

Y N Seizures

Y N Shingles

Y N Sickle Cell Diseose / Trons

Y N Sinus Problems

Y N Strol<e

Y N Thyroid Problems

Y N Tuberculosis (TB)

Y N Ulcers

Y N Venereol Diseose

Pleose list ony serious medicol condition(s) thot you hove ever hod:

Are you ollergic fo ony of the followinE?

lf this office occepts insuronce, I underslond thot I om responsible {or poyment
of services rendered ond olso responsible for poying ony co-poyment ond
deduclibles lhot my insuronce does not cover. I hereby oulhorize poyment
directly to the Dentol Office of the group insuronce benefils otherwise poyoble
to me. I understond thol I crm responsible for oll cosls of dentol treoiment.
I hereby outhorize releose of ony informolion, including the diognosis ond
records of treotment or exominotion rendered, to my insuronce compony.

Sig noture

Our office is HIPAA Complionl ond is commilted lo meeting or exceeding the
stondords of infection control mondoted bv OSHA, the CDC ond the ADA.

Y N Aspirin

Y N Codeine

Y N Dentol Aneslhetics

Y N Erythromycin

Y N Lolex

Y N Penicillin

YN
YN

Telrocycline

Other

DotePleose list ony other drugs/moleriols thot you ore ollergic 1o:

I verbolly reviewed the medicol / dentol informoiion obove with the potient nomed herein.

Docloros €onnenls:

I hove reod my medicol hi$ory doled

I hove reod my medicol hislory doted

I hove reod my medicol history dofed

MEDICAI HISTORY UPDATE

ond confirmed thot it stotes post ond present medicol condilions.
(innnirrra

ond confirmed lhot il sloles posl ond present medicol conditio;:
Sig nof ure

ond confirmed lhqt il stoies post ond present medicol condilions,

Signoture

www.informsonline.conr

Dole

Dole

O 2014 itiIoFir"4'rr 1 800 722-4884

Dote
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NOTICE OF PRIVACY PRACTICES
(Dental)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLE,ASE, REVIEW IT CARE,FULLY,

The Health Insurance Porlability & Accountability Act of 1996 ("HIPAA") is a federal program that
requires that alL medical records and other individually identifrable health information used or disclosed by
us in any form whether electronically, on paper, or orally, are kept properly confidential. This Act gives
you, the patient, significant new rights to understand and control how your health information is used.

"HIPAA" provides penalties for covered entities that misuse personal health information.

As required by "HIPAA", we have prepared this explanation of how we are required to maintain the
privacy of your health information and how we may use and disclose your health information.

We may use and disclose your medical records only for each of the following purposes: treatment,
payment, and health carg operations.

r Treatment means providing, coordinating, or managing health care and related services by one or
more health care providers. An example of this would include teeth cleaning services.

. Payment means such activities as obtaining reimbursement for services, confirming coverage,
billing or collection activities, and utilization review. An example of this would be sending a bill
for your visit to your insurance company for payment.

o Health care operations include the business aspects for running our practice, such as conducting
quality assessment and improvement activities, auditing functions, cost-management analysis, and
customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identihed health information by removing all references to
individually identifiable information.

We may contact you to provide appointment reminders or information about treatment alternatives or other
health-related benefits and services that may be of interest to you.

Any other uses and disclosures will be made only with your written authorization. You may revoke such
authorization in writing and we are required to honor and abide by that written request except to the extent
that we have already take actions relying on yow authorization,

You have the following rights with respect to you protected health information, which you can exercise by
presenting a written request to the Privacy Officer:

o The right to request restrictions on certain uses and disclosures ofprotected health information
including those related to disclosures to family members, other relatives, close personal friend or
any other person identified by you, We are, however, not required to agree to a requested
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to
remove it.

. The right to reasonable requests to receive confidential communications of protected health
information from us by alternative means or at alternative locations.

o The right to inspect and copy your protected health information.



. The right to amend your protected health information.

o The right to receive an accounting ofdisclosures ofprotected health information.

o The right to obtain a paper copy ofthis notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you
with notice of our legal duties and privacy practices with respect to protected health infomation.

The notice is effective as of Aptil 2;ZlQ3 and we are required to abide by the terms of the Notice of
Privacy Practices currently in effect. We reserve the right to change the terms of our Notice of Privacy
Practices and to make the new notice provisions effective for all protected health information that we
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from
the office.

You have recourse ifyou feel that your privacy protections have been violated. You have the right to file
written complaint with our office, or with the Depaftment of Health & Human Services, Office of Civil
Rights, about violations of the provisions of this notice or the policies and procedures of our office. We
will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA
Or to file a complaint:

McComb Family Dentistry The U.S. Department of Health & Human
269 Park Drive South Services Office of Civil Rights
P O Box 7BB 200Independence Avenue, S,W,
McComb OH 45858 Washington,D.C.2020l

(202) 6r9-02s7
Toll Free: l-877 -696-677 5



McCOMB
FAMlLY DL;N lAl-

Family Dental

Drive South, McComb, OH 45858

293-2335 - FAX: (419) 293-2512

McCo m b

269 Park

PH:(a19)

Patient

Patient

Name:

DOB:

HIPAA Cornmunication Form

Date: / _J

Relation

Relation

Relation

Please tell us your contact information"

Home Phone: (

Work Phone: (

Cell Phone: (

e-mail address:

)

)

)

**(******c*****(********(*rl.{.*rfc**rk**,1.{(*******{.*.*tF***{.**rFtlc*,l.ic:1.*rF****it{.****,ft**{(*{c**

Please indicate below who we are allowed to disclose your personal health information to. This

may include appointments, treatment performed, treatment diagnosed, etc, Please indicate

their name and relationship to you OR select "no one but rnyself" if applicaklle"

No one but myself

Name

Name

Name

{c**rk**(*****d.*(**r}<***.tc*{<{<rFrk:ft**c*rl.**rF*t€****rl.*******{(**{.{.{.*:t ******c{r*****.**{.**,k**

CONITINUED ON BACK->



lf at any time you wish to change the information provided on this form, please ask for a new

form prior to your appointment so your chart can be updated. lf you have any questions

regarding the HIPAA regulations, please do not hesitate to ask.

Please review the following and initial and sign where appropriate.

initial **l am presenting myself for diagnosis and treatment for ther dentists andlor
dental assistants and hygienists of McComb Family Dental. I voluntarily con:;ent to the
providing of such care including diagnostic procedures and dental treatments by providers and

staff as ffidy, in their judgement, be necessary or advisable to treat my condition.

initial **l understand that I am entitled to a copy of McComb Family Dental Notice of
Privacy Practices as set forth by HIPAA regulations if requested,

initial **l understand that it is my responsibilityto update my HIPA,A release of
information. I also understand that this can be done at any time by contacting the office
d irectly.

_initial **l authorize the release of medical/dental information to my primary care or
referring physician, to consultants if needed, and as necessary to process insurance claims and
prescriptions. I also authorize payment of dental benefits to the nendering dentist.

Patient/Gua rd ia n Signatu re Date

lf not signed by patient, please indicate relationship to patient


