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The benefits of a happy, healthy smile are immeasurable! Our goal is to help you
reach and maintain maximum oral health. Please fill out this form completely.
The better we communicate, the better we can care for you.
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ABOUT YOU - JJ
MY - . 7
Today’s Date: | Primary Insurance “-\
E-Mail Address: xé Dental Coverage? ~ Yes  No X,
Insurance Co. Name: B
Name: ‘
last Firs i M ms e D B Insurance Co. Address:
| prefer to be called: _IMdle  |Femdle | Insurance Co. Phone #:
Birthdate: Age: SS#: :‘?:‘ Group # (Plan, Local or Policy #): r:ac
Home Address: "” Insured’s Name: Relation: ;q!
; ppfcndet B Insured's Birthdate: Insured's ID #: ﬁ:
.-..:: ciy Stofe Zip B Insured’s Employer: E‘ e
:{. . Lsingle [IMarried [IDivorced [IWidowed [ Separated \ Employer’s Address: _"Sﬁ
- Hm# Pager / Cell #: Bt -4,
Wk #: Ext: DL #: S Secondary Insurance h
e Dental Coverage? ~ Yes  No e
&% Employer:
il e Add Insurance Co. Name:
’ . L]
mployers Acdress: 4 Insurance Co. Address:
How long there? Occupation: Insurance Co. Phone #:
Where & when are best times fo reach you?2 Group # (Plan, Local or Policy #): 2
Whom may we Thank for referring you? Insured’s Name: Relation: ’r :
Other family members seen by us: Insured'’s Birthdate: Insured's ID #:
<
Previous  Present Dentist: Insured's Employer: -
Employer’s Address:

Last Visit Date:

Necighbor or Relative not living with you.
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SPOUSE INFORMATION o \I-/i;(;Her Name: — Relaion: _
: m #: b
e Address: i
~ | His / Her Name: | 4
City State Zip
Employer: e AR T — ,‘;.
| wke Bt SS#: ¥ /BB — . e
= i /A MEDICAL HISTORY
Birthdate: DL #: o 5.

i - . "7'.‘ .
| Person Responsible for Account: ?; Do you have a personal physician? Yes  No :
v Wk #: o o | Physician’s Name: .
b ' * m Phone #: Date of last visit: s
- Billing Address: Are you currently under the care of a physician? Yes  No ;
~ Relationship: SS #: Please explain:
~ Employer: DL #: RO ..j}‘,{_"-% L3 41";;_%.'24 o "
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DENTAL HISTORY

. Your current physical health is: [ 1Good [Fair [ |Poor " Why have you come to the dentist today?
Do you smoke or use tobacco in any other form? [Yes [INo 3
| H had fal rods, pins or implants?2 CYes [IN : o
ave you .0 any meta .ro' S pins or impiants e © {1| Do you require antibiotics before dental treatment? ClYes CINo
Are you taking any prescription / over-the-counter or herbal .
supplemental drugs® CYes [INo & ‘ Are you currently in pain2 [Yes [INo
| Please list each one: Have you ever had a serious/ difficult problem
| Have you ever taken Fosamax, or any other bisphosphonate? [1Yes [INo . associated with any previous dental work? [JYes [INo
Have you been told that you snore or hold your breath while Do you have fears about going to the dentist2 [Yes [INo
sleeping or wake up gasping for breath? [1Yes [INo Have you ever had gum treatment? [Yes [INo
For Women: Are you using a prescribed method of birth control2 [ ] Yes []No Do you now or have you ever experienced pain / o
Avre you pregnant? [ | Yes No Week #: discomfort in your jaw joint (TMJ / TMD)? [Yes [INo e
Are you nursing?  [1Yes [INo Your current dental health is  [1Good [ Fair [ Poor i
-1 Have you ever had any of the following diseases or medical problems Do you like your smile2 [ 1Y [IN Do your gums ever bleed? [ 1Y [IN S
= OY ON Abnormal B|eeding OY ON Herpes / Fever Blisters " How many tim week d floss? dav d brush? ;‘.
" OY ONAlcohol / Drug Abuse OYON Higﬁ Blood Pressure ‘ ,& oW mary fimes d week do you Hoss: addydoyoubrushe _____ F¥2
8¥ 8Hﬁn<ﬁmif1 8$ 8H ||:1"V+_/ IAE:ISFo AR " Typeofbrisese  [JSoft [IMedium [JHard e
rthritis ospitaliz r Any Reason o .. |
8Y 8NAﬂﬁicia| Bones / Joints / Valves 8Y 8N Kidney Problems t-‘;x] How |ong do you use a toothbrush before rep|c1C|ng ite ﬁ'
Y ONAsthma Y ONiLiver Disease i it i 2 v,
O ONBed T anfusion O ON oo Bl e Are your teeth sensitive to heat, cold, or anything else? &
"4 OY ONCancer /Chemothercpy OY ON Lupus 5’» Have you lost any teethe  [1Yes [INo If yes, why? ,
gfj; QY ONColitis OY ON Mitral Valve Prolapse I — . - —
= OY ON Congenital Heart Defect OY ON Osteoporosis / Paget's Disease  [i L o o o N art
53;43 O Y ONDidbetes OY ON Pacemaker o | understand that the information that | have given today is correct fo the best of
1 OY ONDifficulty Breathing OY ON Psychiatric Treatment i my knowledge. I also understand that this information will be held in the strictest §"°<
. OY ONEmphysema OY ON Radiation Treatment £ confidence and it is my responsibility to inform this office of any changes inmy | &
' Qv Ok O ¥ ONRheumat | el ' s [
@ OY ON Epilepsy Y ON Rheumatic / Scarlet Fever ff. medical status. | authorize the dental staff to perform any necessary dental services [
2 O$ O'I:ll;?;:flzgfsl-rij:gzjgches 8¥ 8H gﬁ!ﬁ;ﬁ: . that| may need during diagnosis and treatment with my informed consent. ﬁ
H u | I 1>
| OY ONGlaucoma OY ON Sickle Cell Disease / Traits N zﬁ
OY ONHay Fever OY ON Sinus Problems = Signat Dat E
" Signature ate
OY ONHeart Attack OY ON Stroke {:V <™
| OY ONHeart Murmur QY ON Thyroid Problems = ; ; :
| O ONHemophilia OV ONUlcers s unless prior arrangements have been approved.
~ OY ONHepatits O ON Venereal Disease " Ifthis office accepts insurance, | understand that | am responsible for payment ;’f |
~ Please list any serious medical condition(s) that you have ever had: . of services rendered and also responsible for poyin%ony co-payment and <
| deductibles that my insurance does not cover. | hereby authorize payment a4
directly to the Dental Office of the grour insurance benefits otherwise payable =5
1 to me. | understand that | am responsible for all costs of dental treatment. | A
Y Are vou allergic to any of the following? = hereby authorize release of any information, including the diagnosis and ride
| y 9 y 9 s records of treatment or examination rendered, to my insurance company. —;«
O Y ON Aspirin OY ONErythromycin O Y O NTetracycline B i
OY ONCodeine OY ONlLatex O YONOther B
| OY ON Dental Anesthetics ~ OY ONPenicillin . P22
" Please list any other drugs/materials that you are allergic to: Signature Date 32
Our office is HIPAA Compliant and is committed to meefing or exceeding the ‘%J

standards of infection control mandated by OSHA, the CDC and the ADA.
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= " I verbally reviewed the medical / dental information above with the patient named herein. Initials: Date:
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%~ Doctor’s Commen‘s:

s MEDICAL HISTORY UPDATE
I have read my medical history dated and confirmed that it states past and present medical conditions.

4 Signature Date
" I'have read my medical history dated and confirmed that it stafes past and present medical conditions.
o Signature Date
- I have read my medical history dated and confirmed that it states past and present medical conditions.
x| Signature Date _
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Paul W. Skoglund DDS

10 W. Square Lake Rd. Suite 108

Bloomfield Hills, Ml 48302

248-334-4220

Your Information.

Your Rights.
Our Responsibilities.

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.

You have the right to:

e Get a copy of your health and claims records
e Correct your health and claims records

¢ Request confidential communication

e Ask us to limit the information we share

* Get a list of those with whom we've shared
your information

e Get a copy of this privacy notice
e Choose someone to act for you

e File a complaint if you believe your privacy
rights have been violated

~N

» See page 2 for
more information on
these rights and how
to exercise them

You have some choices in the way that we

use and share information as we:

* Answer coverage questions from your family and friends
e Provide disaster relief

* Market our services and sell your information

» See page 3 for
more information on
these choices and
how to exercise them

J

Our
Uses and
Disclosures

We may use and share your information as we:

e Help manage the health care treatment you receive
e Run our organization

e Pay for your health services

e Administer your health plan

e Help with public health and safety issues

e Do research

e Comply with the law

* Respond to organ and tissue donation requests and
work with a medical examiner or funeral director

¢ Address workers’ compensation, law enforcement,
and other government requests

* Respond to lawsuits and legal actions

~N

» See pages 3 and 4
for more information
on these uses and
disclosures
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When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get a copy of your ¢ You can ask to see or get a copy of your health and claims records and other health
health and claims information we have about you. Ask us how to do this.
records

e We will provide a copy or a summary of your health and claims records, usually within
30 days of your request. We may charge a reasonable, cost-based fee.

............................................................................................................

Ask us to correct e You can ask us to correct your health and claims records if you think they are
health and claims incorrect or incomplete. Ask us how to do this.
records

e \We may say “no” to your request, but we'll tell you why in writing within 60 days.
Request confidential ¢ You can ask us to contact you in a specific way (for example, home or office phone)
communications or to send mail to a different address.

e We will consider all reasonable requests, and must say “yes” if you tell us you would
be in danger if we do not.

............................................................................................................

Ask us to limit what * You can ask us not to use or share certain health information for treatment,

we use or share payment, or our operations.
¢ We are not required to agree to your request, and we may say “no” if it would affect
your care.
Get a list of those e You can ask for a list (accounting) of the times we've shared your health information
with whom we've for six years prior to the date you ask, who we shared it with, and why.

shared information » We will include all the disclosures except for those about treatment, payment, and

health care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

............................................................................................................

Get a copy of this ¢ You can ask for a paper copy of this notice at any time, even if you have agreed to
privacy notice receive the notice electronically. We will provide you with a paper copy promptly.
Choose someone e If you have given someone medical power of attorney or if someone is your legal
to act for you guardian, that person can exercise your rights and make choices about your health
information.
¢ We will make sure the person has this authority and can act for you before we take
any action.
File a complaint if * You can complain if you feel we have violated your rights by contacting us using the
you feel your rights information on page 1.

are violated * You can file a complaint with the U.S. Department of Health and Human Services

Office for Civil Rights by sending a letter to 200 Independence Avenue, S.\W.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.

¢ We will not retaliate against you for filing a complaint.

............................................................................................................
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For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

J

In these cases, you have
both the right and choice

to tell us to:

for your care

e Share information with your family, close friends, or others involved in payment

e Share information in a disaster relief situation

If you are not able to tell us your preference, for example if you are unconscious,
we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed to lessen a serious and imminent

threat to health or safety.

............................................................................................................

In these cases we never
share your information

unless you give us
written permission:

e Marketing purposes

e Sale of your information

............................................................................................................

Our
Uses and

Disclosures

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Help manage
the health care
treatment you
receive

e We can use your health information

and share it with professionals who are
treating you.

Example: A doctor sends us information
about your diagnosis and treatment plan

- so we can arrange additional services.

..........................................................................................................

Run our o

organization

We can use and disclose your information
to run our organization and contact you
when necessary.

We are not allowed to use genetic
information to decide whether we wiill
give you coverage and the price of that
coverage. This does not apply to long term
care plans.

Example: We use health information
about you to develop better services
for you.

..........................................................................................................

Pay for your o

health services

We can use and disclose your health
information as we pay for your health
services.

Example: We share information about

you with your dental plan to coordinate
. payment for your dental work.

...........................................................................................................

Administer °

your plan

We may disclose your health information
to your health plan sponsor for plan
administration.

Example: Your company contracts with us
to provide a health plan, and we provide

. your company with certain statistics to

explain the premiums we charge.

...........................................................................................................

Notice of Privacy Practices e Page 3

continued on next page




How else can we use or share your health information? We are allowed or required to share your
information in other ways — usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health
and safety issues

Respond to organ and tissue
donation requests and work
with a medical examiner or
funeral director

Address workers’
compensation, law
enforcement, and other
government requests

Respond to lawsuits and
legal actions

Notice of Privacy Practices e Page 4

e We can share health information about you for certain situations such as:
e Preventing disease
e Helping with product recalls
e Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
e Preventing or reducing a serious threat to anyone’s health or safety

e We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're complying with federal privacy law.

e We can share health information about you with organ procurement
organizations.

e \We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

e We can use or share health information about you:
e For workers' compensation claims
e For law enforcement purposes or with a law enforcement official
e With health oversight agencies for activities authorized by law
e For special government functions such as military, national security, and
presidential protective services

e We can share health information about you in response to a court or
administrative order, or in response to a subpoena.


www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Our Responsibilities

e We are required by law to maintain the privacy and security of your protected health information.

e We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

e We must follow the duties and privacy practices described in this notice and give you a copy of it.

e We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, on our web site, and we will mail a copy to you.

August 5, 2018

This Notice of Privacy Practices applies to the following organizations.

Paul W. Skoglund DDS, 248-334-4220
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www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html

NOTICE OF PRIVACY PRACTICES
ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA™), I
have certain rights to privacy regarding my protected health information. I understand that this
information can and will be used to:

e Conduct, plan, and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

¢ Obtain payment from third-party payers.

¢ Conduct normal healthcare operations such as quality assessments and physician
certifications.

I have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. I understand that this organization
has the right to change it Notice of Privacy practices from time to time and that I may contact this
organization at any time at the address above to obtain a current copy of the Notice of Private
Practices.

I understand that [ may request in writing that you restrict how my private information is used or
Disclosed to carry out treatment, payment or health care operations. I also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

Patient Name:

Relationship to Patient:

Signature:

Date:

OFFICE USE ONLY

I attempted to obtain the patients signature in acknowledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as documented below.

Date: Initials: Reason:




	Today’s Date: 
	Name: 
	I prefer to be called: 
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	Home Address 1: 
	Home Address 2: 
	Home Address 3: 
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	Pager  Cell: 
	Wk: 
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	Employer’s Address: 
	How long there: 
	Occupation: 
	Where & when are best times to reach you: 
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