
INSURANCE

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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MEDICAL HISTORY
Do you have a personal physician? Yes No
Physician’s Name: ________________________________________________
Phone #: _______________________ Date of last visit: _________________
Are you currently under the care of a physician? Yes No
Please explain:                                                                           

MEDICAL HISTORY

Primary Insurance

Dental Coverage?  Yes No
Insurance Co. Name: _____________________________________________
Insurance Co. Address: ___________________________________________
Insurance Co. Phone #: __________________________________________
Group #  (Plan, Local or Policy #): __________________________________
Insured’s Name: __________________ Relation: ______________________
Insured’s Birthdate: _______________ Insured’s ID #: ________________________
Insured’s Employer: ______________________________________________
Employer’s Address: ______________________________________________

INSURANCE

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.

SPOUSE INFORMATION
His / Her Name: _________________________________________________

Employer: _______________________________________________________

Wk #: ______________________ Ext: _____ SS #:_____________________

Birthdate: _______________   DL #: _________________________________

Person Responsible for Account: __________________________

Wk #: ______________________ Ext: _____ Hm #: ____________________

Billing Address: __________________________________________________

Relationship: _____________________ SS #: __________________________

Employer: ________________________ DL #:__________________________

Secondary Insurance

Dental Coverage?  Yes No
Insurance Co. Name: _____________________________________________
Insurance Co. Address: ___________________________________________
Insurance Co. Phone #: ___________________________________________
Group #  (Plan, Local or Policy #): __________________________________
Insured’s Name: __________________ Relation: ______________________
Insured’s Birthdate: _______________ Insured’s ID #: ________________________
Insured’s Employer: ______________________________________________
Employer’s Address: ______________________________________________

CONTINUED ON BACK

ABOUT YOU
Today’s Date: ____________________

E-Mail Address: _________________________________________________

Name: ________________________________________________________
Last First Mi               Mr    Mrs    Ms    Dr

I prefer to be called: ___________________________ Male Female

Birthdate: _______________ Age: _____  SS#: _______________________

Home Address: _______________________________________________________
Apt/Condo #

________________________________________________________________________
City State Zip

Single Married Divorced Widowed Separated

Hm #: ______________________ Pager / Cell #: ______________________

Wk #: ______________________ Ext: ______  DL #: ____________________

Employer: _____________________________________________________

Employer’s Address: ______________________________________________

How long there? _________ Occupation: _____________________________

Where & when are best times to reach you? __________________________

Whom may we Thank for referring you? _____________________________

Other family members seen by us: __________________________________

Previous Present Dentist: ______________________________________

Last Visit Date: ___________________________________________________
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1 ABOUT YOU

SPOUSE INFORMATION22
Neighbor or Relative not living with you.

His / Her Name: _____________________________ Relation:  ___________________
Wk #: ___________________________ Hm #: _______________________________
Address: _________________________________________________________
________________________________________________________________________

City State Zip

1



Your current physical health is: Good Fair Poor
Do you smoke or use tobacco in any other form? Yes No
Have you had any metal rods, pins or implants? Yes No
Are you taking any prescription / over-the-counter or herbal
supplemental drugs? Yes No

Please list each one:                                                                         
Have you ever taken Fosamax, or any other bisphosphonate? Yes No
Have you been told that you snore or hold your breath while 

sleeping or wake up gasping for breath? Yes No

Why have you come to the dentist today?

Do you require antibiotics before dental treatment? Yes No
Are you currently in pain? Yes No
Have you ever had a serious/ difficult problem

associated with any previous dental work? Yes No
Do you have fears about going to the dentist? Yes No
Have you ever had gum treatment? Yes No
Do you now or have you ever experienced pain / 

discomfort in your jaw joint (TMJ / TMD)? Yes No

Your current dental health is Good Fair Poor
Do you like your smile? Y N Do your gums ever bleed? Y N
How many times a week do you floss? _______ a day do you brush? _______
Type of bristles? Soft Medium Hard
How long do you use a toothbrush before replacing it?____________________
Are your teeth sensitive to heat, cold, or anything else? ___________________
Have you lost any teeth? Yes No   If yes, why? _________________

DENTAL HISTORYMEDICAL HISTORY  CONTINUED

Have you ever had any of the following diseases or medical problems

Please list any serious medical condition(s) that you have ever had:
                                                                                                 

  
Are you allergic to any of the following?

Y N Aspirin Y NErythromycin Y NTetracycline
Y N Codeine Y NLatex Y NOther
Y N Dental Anesthetics Y NPenicillin

Please list any other drugs/materials that you are allergic to:                              

I understand that the information that I have given today is correct to the best of
my knowledge. I also understand that this information will be held in the strictest
confidence and it is my responsibility to inform this office of any changes in my
medical status. I authorize the dental staff to perform any necessary dental services
that I may need during diagnosis and treatment with my informed consent.

                                                                                                  
Signature Date

I verbally reviewed the medical / dental information above with the patient named herein. Initials: __________________________ Date: ____________________________

MEDICAL HISTORY UPDATE

I have read my medical history dated _________ and confirmed that it states past and present medical conditions. ___________________________________________________
Signature Date

I have read my medical history dated _________ and confirmed that it states past and present medical conditions. ___________________________________________________
Signature Date

I have read my medical history dated _________ and confirmed that it states past and present medical conditions. ___________________________________________________
Signature Date

Doctor’s Comments: ____________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________

EMERALD GREETINGS     FORM #DDS-2A6 www.informsonline.com © 2014                       1-800-722-4884
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Y NAbnormal Bleeding
Y NAlcohol / Drug Abuse
Y NAnemia
Y NArthritis
Y NArtificial Bones / Joints / Valves
Y NAsthma 
Y NBlood Transfusion
Y NCancer /Chemotherapy
Y NColitis
Y NCongenital Heart Defect
Y NDiabetes
Y NDifficulty Breathing
Y NEmphysema 
Y NEpilepsy
Y NFainting Spells
Y NFrequent Headaches
Y NGlaucoma
Y NHay Fever
Y NHeart Attack
Y NHeart Murmur
Y NHeart Surgery
Y NHemophilia
Y NHepatitis

Y N Herpes / Fever Blisters
Y N High  Blood Pressure
Y N HIV+ / AIDS
Y N Hospitalized for Any Reason
Y N Kidney Problems
Y N Liver Disease
Y N Low Blood Pressure
Y N Lupus
Y N Mitral Valve Prolapse
Y N Osteoporosis / Paget’s Disease
Y N Pacemaker
Y N Psychiatric Treatment
Y N Radiation Treatment
Y N Rheumatic / Scarlet Fever
Y N Seizures
Y N Shingles
Y N Sickle Cell Disease / Traits
Y N Sinus Problems
Y N Stroke
Y N Thyroid Problems
Y N Tuberculosis (TB)
Y N Ulcers 
Y N Venereal Disease

Payment is due in full at the time of treatment
unless prior arrangements have been approved.

If this office accepts insurance, I understand that I am responsible for payment
of services rendered and also responsible for paying any co-payment and
deductibles that my insurance does not cover. I hereby authorize payment
directly to the Dental Office of the group insurance benefits otherwise payable
to me. I understand that I am responsible for all costs of dental treatment. I
hereby authorize release of any information, including the diagnosis and
records of treatment or examination rendered, to my insurance company.

                                                                                                  
Signature Date

For Women: Are you using a prescribed method of birth control? Yes No
Are you pregnant? Yes   No Week #:                    
Are you nursing? Yes   No

Our office is HIPAA Compliant and is committed to meeting or exceeding the
standards of infection control mandated by OSHA, the CDC and the ADA.



We may use and share your information as we: 
 Help manage the health care treatment you receive
 Run our organization
 Pay for your health services
 Administer your health plan
 Help with public health and safety issues
 Do research
  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

➤ See pages 3 and 4 
for more information  
on these uses and 
disclosures

You have the right to: 
Get a copy of your health and claims records
Correct your health and claims records
Request confidential communication
Ask us to limit the information we share
Get a list of those with whom we’ve shared  
your information
Get a copy of this privacy notice
Choose someone to act for you
File a complaint if you believe your privacy  
rights have been violated

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

Our  
Uses and  

Disclosures

Your  
Rights

➤ See page 3 for 
more information on 
these choices 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
Provide disaster relief
Market our services and sell your information

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.

Your Information.  
Your Rights.
Our Responsibilities.

Your 
Choices



When it comes to your health information, you have certain rights.  
This section explains your rights and some of our responsibilities to help you.

Your  
Rights

Get a copy of your 
health and claims 
records 

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

 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 
health and claims 
records

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

 We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential 
communications

 You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

 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 
we use or share

 You can ask us not to use or share certain health information for treatment, 
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 
with whom we’ve 
shared information

 You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why.

 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, 

Get a copy of this 
privacy notice

 You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone  
to act for you

 If you have given someone medical power of attorney or if someone is your legal 
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 feel your rights  
are violated

 You can complain if you feel we have violated your rights by contacting us using the 

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

www.hhs.gov/ocr/
privacy/hipaa/complaints/.

 We will not retaliate against you for filing a complaint.



In these cases, you have 
both the right and choice 
to tell us to:

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

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:

Marketing purposes

Sale of your information

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. 

Your 
Choices

Help manage 
the health care 
treatment you 
receive

 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 
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 will 
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 
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.

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

Our 
Uses and

Disclosures

continued on next page



Help with public health  
and safety issues

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

Do research  We can use or share your information for health research. 

Comply with the law  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.

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

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

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

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

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

Respond to lawsuits and 
legal actions

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

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.

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


Our Responsibilities

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

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

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

   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.

This Notice of Privacy Practices applies to the following organizations.

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: 

 
• 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 I 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: 
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