
We are pleased to welcome yoLr to our practice.
Please take a few minutes to fill out this form as complretely as you can. lf you have questions,

we'l l be glad to help you. We look forward to working with you in maintaining your dental health.

PerrENr INponmerroN
Soc. Sec. #

First Name Middle lni t ia l

Home Phone

City State __ Zip _ Email

Sex [v [ l r  Rg" Bi r thdate fJ singte E Manied n widowed E Separated E Divorced

Patient Empl,ryed by Occupation

Business Address Business Phone

Whom may we thank for referring you?

Notify in casr: of emergency

Cell  Phone

Honre Phone Work Phone

Business Ernai l

Pnruanv INsunnNcp
Person Respronsible for Account

Relation to Patient

Last Name First Name N/liddle Init iai

Bidhdate Soc. Sec. #

Address (if different from patient) Home Phone

City State __ Zip

Cel l  Phone

Person Responsible Employed by

Business Address

Occupation

Business Phone

Business

Insurance Cr:mpany

Contract # Group # Subscribeis #

Name(s) of other dependents under this plan

AmruoNAL INsunaNCE

ls patient co,,rered by additional insurance? n yes n ruo

Subscriber's Name Relation to Patient Birthdate

Address (if dlifferent from patient) Soc. Sec #

City State _ Zip _ Home Phone

Cell  Phone Business Phone

Business EmailSubscriber Employed by

Insurance Cr)mpanV lnsurance Email

Contract # Group #

Name(s) of other dependents under this plan

Please complele both sirles

Subscriber's #



What would you like us to do today?

Are you in dental discomfort today?

Former Dentrst

Dentist's Email

Address Phone

Date of last dental care

Check Y for yes or N for no if you have or have not had the following:

Date of last X-rays

N Y  N N

N Y  t r N
t r Y  N N

Peliodontal heatment E Y

Sensitivity to cold n Y

Sensitivity to hot tr Y

n N Sensitivity to sweets

n N Sensitivity when biting

E N Sores or growths in mouth

nY t rN Badbreath

trY lN Bloedinggums

! Y n N Food collection between teeth

n Y n N Grinding or clenching teeth

nY nN Clickingorpoppingjaw nY nN Loose reerhor brokenli l l ings

How often do you brush? How often do you floss?

How do you fee{ about the appearance of your teeth?

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? n y n N

Phone

Date of last visit

n Y  ! N  J a w p a i n

! Y ! N Kidney disease or rnallunction

!Y nN Liverdisease

!Y nN Material allergies

(lalex, wool, rnetal, chemicals)

!Y !N Mit ra l  valveprolapse

nY !N Nervousproblems

!Y !N Pacemaker'/Heartsurgery

nY nN Psychiatr iccare

n Y tr N Rapid weight gain or loss

! Y !N Radiation trcatment

nY !N Respiratory disease

nY !N Rheumat icfever

!Y nN Scar let fever

List  drug al lergies,  i f  any:

!Y !N Shingles

! Y tl N Shorhess of breath

n Y  E N  S k i n r a s h

nY nN Sp inaBi l ida

DY nN St roke

trY trN Surgical irnplant

!Y  IN Swel l ingo f fee tor

ankles

!Y nN Thyroiddiseaseor

malfunction

DY trN Tobaccohabit

nY !N Tonsi l l i t is

!Y nN Tuberculosis

!Y nN Ulcer/Coli t is

trY !N Venerealdisease

Physician's nilme

Physician's Email

Have you had any serious illnesses or operationsZ n V n ru tt ves, describe

Are you currently under physician care? n Y I N lf yes, describe

Have you ever had a blood transfusion? f] V E frf ll yes, give approximate dates

Haveyou evertaken Fen-Phen/ReduxZ nV nru

Women: Areyoupregnant?!v t rN Nurs ingZ nv nN Takingbi r thcontrot  p i i ls?nv I f . f
Check Y for yes or N for no if you have or have not had any of the following:

Mnnrcar Hrsrony
Address

NY trN AIDS/HIVPosi t ive !Y NN
trY nN Anaphylaxis trY nN
n Y n N  A n e m i a  n y n N
!Y t lN Arthl i t is,Rheurnatisrn !Y !N
!Y !N Art i l ic ialheartvalves !Y nN
nY !N Ar t i f i c ia l jo in rs  nY nN
! Y ! N  A s t h m a  n Y l N
!Y nN Atop ic (a l le rgyp lone)  !Y  nN
n Y l N  B a c k p r o b l e m s  n Y n N
n Y l N  B l o o d d i s e a s e  n Y n N

nY nN Cancer

nY nN Chemicaldependency trY nN
nY !N Chemotherapy !Y !N
nY !N Circulatoryproblems !Y nN
!Y !N Cort isonetreatments nY nN

List medications you are currently taking, if any:

Cough, persistent

Cough up blood

Diabetes

Epilepsy

Fainting

Food allergies

Glaucoma

Headaches

Heart murmur

Heart problems

Describe

Hemophilia/Abnormal bleeding

Herpes

Hepatitis

High blood pressure

AursoRrzATroN
I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information will be
used by the dentist to help determine appropriate and healthful dental treatment. lf there is any change in my medical status, I will inform the
dentist.

I authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for services rendered,
authorize the use of this signature on al l  insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefils. I understand that I am financially responsible for
all charges whether or not paid by insurance.

Signature Date

Payment is due in full at time of treatment unless prior anangements have been approved



AF|IZCINA STATE trIENTAL ASiSICICIATIC,N

FACTS VOU SI-{O[JLD KNOW AtsOIjT NENTAL INSURANICE

Denta l  insurance is  rap id ly  p lay ing  a  la rger  and la rger  ro le  in  he lp ing  peop le  ob ta in  denta l  t rea tment .
$ ince  we s l rong ly  l ' ee l  our  pa t ien ts  deserve  t l re  bes t  poss ib le  care  we can prov ide ,  anc l  in  an  e f fo r t  to
main ta in  the  h igh  qua l i t y  o f  care ,  we wou ld  l i ke  to  share  some fac ts  about  denta l  insurance w i th  you.

Fac t  # - l  Der r ta l  insurance is  NOT meant  to  be  a  PAY-AL.L ,  i t  i s  o r r l y  meant  to  ass is t  you  in  the  payment  o f
y o u r  d e n t a l  c a r e .

Fac I  #2  Metny  rou t ine  denta l  serv ices  are  NOT covered by  insurance car r ie rs ,  a l though they  may be
necessary.

Fac t  #3  Many p lans  s ta te  tha t  you  w i l l  be  covered "up  to  50o/o ,BAo/o  or  1000/0 . "  In  sp i te  o f  what  you ' re  to ld ,
we 've  founc l  in  ac tua l i t y  tha t  many p lans  may cover  les is  than tha t  depend ing  on  the i r  es tab l i shed usua l
and cus tomary  fees .  The benef  i t s  your  p lan  pays  is  la rge ly  de termined by  how much your  employer /un ion
pa id  fo r  the  p lan .  The less  he  pa id  fo r  the  insurance,  the  less  you ' l l  rece ive .

Fac l  #4 Insurance Compan ies '  es tab l i shed "Usua l  and Ouston la ry"  fee  schedu les  may or  may no t  have an
accura te  re la t ionsh ip  to  what  "usua l  and cus tomary"  fees  are  fo r  a  g iven area .  l t  has  been the  exper ience
of  some dent is ts  tha t  some insurance compan ies  te l l  the i r  insured  tha t  " fees  are  above the  usua l  ano
cus tomary  fees" - ra ther  than say ing  to  them tha t  "our  benef i t s  a re  low" .  Th is  may be  so  because there
are  var ious  ways  and ca lcu la t ions  by  wh ich  the  company er ; tab l i shes  the i r  usua l  and cus tomary  fees .
T 'here fore ,  i t  i s  poss ib le  tha t  d i f fe ren t  insurance comparn ies  w i l l  have d i f fe ren t  usua l  and cus tomary  fees
for  the  same geograph ica l  a rea .  The dent is t ' s  fees  may be  w i th in  one company 's ,  and no t  w i th in  another
company 's ,  usua l  and cus tomary  fees .  Remember  you on ly  ge t  back  what  your  employer /un ion  pu ts  in ,
less  the  pro f i t s  o f  the  insurance company.

P lease do  no t  be  hes i tan t  in  ask ing  us  any  ques t ions  about  our  o f f i ce  po l i c ies .  We want  you to  be
comfor tab le r  in  dea l ing  w i th  these mat te rs  and we urge  yo l l  to  consu l t  us  i f  you  have any  ques t ions
regard ing  our  serv ices  and/or  fees .  We wi l l  do  a l l  we can to  e rssure  you o f  max imum benef i t s .

l f  you  have any  ques t ions  regard ing  your  insurance,  w€)  can send in  a  p redeterminat ion  to  f ind  ou t  exacr
benef i t s  o r  r /ou  can contac t  your  company regard ing  the i  spec i f i cs  and de ta i l s  on  the  p lan  i t  i s  conduct ing
in  your  behr i r l f .

f  h a v e  r : ' e a d  a b o u L  a n d  u n d e r s L a n d  m y  : i n s u r a n c e  l i m i t a L i o n s .  f  a l s o
u n d e r s t a n d  t . h a t  I  a m  f i n a n c i a l l y  r e s p o n s j - b 1 e  f o r  m y  d e n t a l  t r e a t m e n t .

P a  b i  e n L  /  P a r e  n r  /  I n s u r e d

Pol i"cy adopted by the Ariz-ona Sfate Dental  Associot ion House of Delegates, May 16, 1.986
Dental  Crlre Resolut ian-H(1985-l9Bd)-J9: rrFocts YouShould. Know About Dental lnsurencet l
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IENT TO DENTAL TREATMEN_

1 . I reqrrest and authorize above listed provider: of service, andlor such other persons as he/she may
appoint, to pelform or assist in the performance of the dental treatment or procedures indicated
below, which consists of but is not lirnited to: treatment name. I understand that the purpose of
this trrrocedure is to remove decay restore optimal function and periodontal health.

I understand that there have been no guarantees given or implied of any sort by anyone as to the
results that may be obtained.

I understand that any recomrnended treatment or procedure involves the following risks:
possibility of root canal therapy.

As an alternative to this therapy, I may elect to non treatment,

I also understand that failure to treat this condition will result in non-treated outcome. with the
possibility of eventual tooth or bone loss.

Further, it is understood that unforeseen conditions or circumstances may arise during the course
of the above described procedure or alternate treatment. Therefore, I consent to and authorize
the performance of any care, procedure, or treatment not specified above that the dentist believes
necessary or advisable as a result ofthese unforeseen events or conditions.

I consent to the administration of any anesthetic that the dentist (or his appointees) deems
necessary to provide proper treatment.

I understand that there are risks involved with the adrninistration of anesthesia. The alternative
to the use of these anesthetics is no anesthesia.

8. I will be given an opportunity to refuse to consent to any and all treatment ol procedures
specified in this form and during the consultation. I have indicated my exclusions by drawing a
line through the objectionable word(s), sentence(s), or paragraph(s), and writing rny initials next
to the poltion to which I refuse to consent. I am also free to indicate at the end of this form
anything not mentioned herein, but to which I refuse to consent.

I certify that I have read and understand the above. I accept all risk of, if any, in hope of obtaining
the desired beneficial results. I acknowledge that the dentist has explained all of the above to me
in a manner to allow me to comprehend the consequences of my actions. Any questions about this
treatment plan and its attendant risks have been answered fully and to my complete satisfaction.

Patient or Guardian

2 .

a
J .

A
a .

5 ,

6 .

1 .

Witness Date



HEALTHY $MIIE$ DEI-ITAL GR0UP
iNAN/E OF PRACTTCEI

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

t, have received a copy of this
office's Notice of Privacv Practices,

Please Print Name

Signature

We attempted to obtain written acknowledgenrent of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

n Individual refused to sign

n communications barriers prohibited obtaining the acknowledgement

n An emergency situation prevented us from obtaining acknowledgement

tr Other (Please Specify)

O 2002 American Dental Association

A,ll Rights Reserued

Rep{duction and_use ofthis form by denlists and theil statf is permitted, Any other use, duplication or distribulion ofthis form byany other party requires the prior
written approval of the American Dental Assrciation,

This Form is educational only, does not constitute leqal advice, and covers onlyfederal, not state, law (Augusi 14, 2002).



HEALTHY SMILES DENTAL GROUP
{NAME OF PRr\CTICE}

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTII INFOFIMATION ABOUT YOU MAY BE USED AND

DISCLOSED AND HOW YOU CAhI GET I\CCESS TO THIS INFORMATION.

PLEASE RE'VI EW IT' CAREFU LLY.
THE PRIVACY OF YOUR HEALTI{ INFOITMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health infornration. We are also
required to g ive you th is  Not ice about  our  pr ivacy pract ices,  cur  legal  dut ies,  and your  r ights concerning your  heal th

We reserve the r ight  to  change our  pr ivacy pract i , :es and the terms of  th is  Not ice at  any t i rne,  prov ided such
changes are permi t ted by appl icable law We reserve the r ighi  to  make the changes in our  pr ivacy pract ices and the
new terms of our Notice effective for all health infornration that we maintain, including health iniormation we creat-
ed or  received before we made the changes.  Before we makr:  a s igni f icant  change in our  pr ivacy pract ices,  we wi l l
change th is  Not ice and make the new Not ice avai lable upon request ,

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
a l  copies of  th is  Not ice,  p lease contact  us us ing the jn format ion l is ted at  the end of  th is  Not ice,

USES AND DISCLOSURES OF HEALTH INFORMIATION
We use and d isc lose heal th in format ion about  you fc , r  t reatment ,  payment ,  and heal thcare operat ions,  For  example:

Treatment :  We may use or  d isc lose your  heal th in format ion to a physic ian or  other  heal thcare provider  pro-
v id ing t reatment  to you.

Payment: We may use and disclose your health information to obtain payment {or services we ltrovide to you,

Healthcare Operations: We may use and disclose your health inlormation in connection with our healthcare oper-
at ions.  Heal thcare operat ions inc lude qual i ty  assessment  an,C improvement  act iv i t ies,  rev iewing the competence or
qual i f  icat ions of  heal thcare professionals,  evaluat i r rg pract iL ioner  and provider  per formance,  conduct ing t ra in ing
programs,  accredi tat ion,  cer l i f  ica i ion,  l icensing or  c 'edent ia l ing act iv i t ies.

Your Authorization: In addition io or:r use of your heaith information for treatment, payment or healthcare opera-
t ions,  you may g ive us wr i i ten author izat ion to use '7our  heal th in format ion or  to  d isc lose i t  to  anyone for  any pur-
pose, If you give us an authorization, you may revoke, it in writ ing at any time. Your revocation wil l not affect any use
ordisc losures permi t ted byyourauthor izat ion whi le  l twas in  ef fect .  Unlessyou g ive usawr i t ten author izat ion,  we
cannot  use or  d isc lose your  heal th ln format ion for  any reason except  those descr ibed in th is  Not ice,

To  You r  Fami l y  and  F r i ends l  We  mus t  d rsc lose  you r  hea l t h  i n fo rma t i on  to  you ,  as  desc r i bed  i n  t he  Pa t i en t
Rights sect ion of  th is  Not ice,  We may d isc lose your  heal th l , r format ion to a fami ly  member,  f r iend or  other  person
to the extent  necessary to help wi th your  heal thcare or  wi th cayment  for  your  heal thcare,  but  only  i f  you agree that
we may do so,

Persons Involved In Care:  We may use or  d isc lose heal th in format ion to not i fy ,  or  ass is t  in  the not i f  icat ion of
( inc luding ident i fy ing or  locat ing)  a fami ly  member,  your  personal  representat ive or  another  person responsib le for
your care, of your location, your general condition, or death, l1'you are present, then prior to use or disclosure of your
health information, we wil l provide you with an opportunity to object to such uses or disclosures In the event of your
incapaci ty  or  emergency c i rcumstances,  we wi l l  d isc lose hr :a l th  in format ion based on a deternr inat ion us ing our
professional  judgment  d isc los ing only heal th in formiat ion that  is  d i rect ly  re levant  to  the person's  rnvolvement  in  your
heal thcare.  We wi l l  a lso use our  professional  judgment  and our  exper ience wi th common pract ice to make reason-
able in ferences of  your  best  i r terest  in  a l rowing a person to l t ick up f i l red prescr ipt ions,  medical  s"rppl ies,  x- rays,  o l
other  s lmi lar  forms of  heal th in format ion,

Market ing Heal th-Related Serv icesl  We wi l l  not  use your  heal th in format ion for  market ing communicat ions
without your written authorization.

Requited by Lawl We may use or disclose your health information when we are required to do so by law

Abuse or Neglect: We may disclose your health information to appropriate authorit ies if we reasonably believe that
you are a possib le v ic t im of  abuse,  neglect ,  or  domest ic  v io lence or  the possib le v ic t im of  other  cr imes,  We may c l is ,
close your health information to the extent necessary to averl a serious threat to your health or safety or the health
or safety oi others,



National Security: We maydiscloseto militaryauthorit iesthe health information of Armed Forces personnel under
cerlain circumstances. We may disclose to authorized federal officials health information required ior laMul intell i-
gence, cornterintell igence, and other national security actlvit ies. \ ive may,lisclose to correctional institution or law
enforcement off icial having lawful custody of protected health information of inmate or patient under certain circum-
stances,

Appoint rnent  Reminders:  We may use or  d isc lose your  heal th in format lon to prov ide you wi th appointment
reminders; (such as voicemail messages, postcards, or letters),

PATIENT RIGHTS
Access:  )bu have the r ight  to  look at  or  get  copies of  your  heal th in fornrat ion,  wi th l imi ted except ions.  YoLt  may
request that we provide copies in a format other than photocopies, We will use the format you request unless we
cannot practicably do so. (You must make a request in writ ing to obtain access to your health information, You may
obtain a form to request access by using the contact information l isted at 1.he end oJ this Notice, We will charge you
a reasonable cost-based fee for expenses such as copies and statf t ime, You may also request access by sending us
a letter to the address at the end of this Notice lf you request copies, we wrll charge you $0._ for each page,
$ 2 0 . per hour for staff t ime to locate and copy your health information, and postage if you want the copies mailed
to you. lf you request an alternative format, we wil l charge a cost-cased fee for providing your health information in
that format. lf you prefer, we wil l prepare a summary or an explaniation of lrour health information for a fee, Contact
us using Ihe information l isted at the end of this Notice for a f ull e,xplanati ' ln of our fee structure.)

Disc losure Account ing:  You have the r lght  to  receive a l is t  o{  instances,  in  which we or  our  business associates
disclosed your health information for purposes, other than treatnrent, pay,ment, healthcare operations and cedain
otheract iv i t ies,  for the last  6years,  but  not  beforeApr i l  14,2003.  11 'you request th is  account ing morethan once in a
'1 2-month period, we may charge you a reasonable, cost-based fet: for responding to these additional requests.

Restr ic t ion:  You have the r ight  to  request  that  we p lace addi t ional  rest r ic t ions on our  use or  d isc losure of  your
heal th in format ion,  We are not  requi red to agree to these addi t ional  rest r ic t ions,  but  i f  we do,  we wi l l  ab ide by our
agreemerrt (except in an emergency),

Alternative Communication: You have the right to request that rrve comrnunicate with you about your healih infor-
mation by alternative means or to alternative locations, (You must make your request in writ ing ) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments wil l be handled under
the alternative means or location you request,

Amendnrent: You have the right to request thai we amend your hr:alth jnformation. (Your request must be in writ ing,
and it must explain why the information should be amended,) We nray deny your request under certain circumstances,

Electronic  Not ice:  l f  you receive th is  Not lce on our  Web s i te or  by e lect ronic  mai l  (e-mai l ) ,  you are ent i t led to
recelve tl-ris Notice in written form.

QUESTIONS AND COMPLAINTS
lf you want more information about our privacy practices or have questiorrs or concerns, please contact us.

lf you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about
access tc, your health information or in response to a request you made to amend or restrict the use or disclosure of
your  heal th in format ion or  to  have us communicate wi th you by a l ternat  ve means or  at  a l ternat ive locat ions,  you
may compla in to us us ing the contact  in format ion l is ted at  the , :nd of  th ls  Not ice,  You a lso may submit  a vrr i t ten
compla i r t  to  the U.S Department  of  Heal th and Human Serv ices.  We wi l l  prov ide you wi th the address to f i le  your
compla int  wi th the U,S,  Depar lment  of  Heal th and Human Serv ices upon request .

We supp,3r-f your right to the privacy of your health information, We will nrrt retaliate in any way if you choose to fi le
a compla int  wi th us or  wi th the U.S,  Departmeni  of  Heal th and Human Se:rv ices

Contact OIJicer S H A R R I

( 4 8 0 ) 8 9 2 - 9 1 9 0 F a x :  (  4 B O  )  5 4 5  - 9 6 7  LTelephone

E-mai l :

Address 3 3 3 3  E A S T  t s A S E L I N E

GILEEBT , -__ APrI  ZOL{A 8523/+

@ 2002 American Dental Association

All Rights Reserved

Reproduc t ionanduseof th is fo rmbydent is tsandthe i rs ta t f i spermi t ted  Anyotheruse,du t ) l i ca t ionord is t rbu t ionof th is fo rmbyanyo iherpar ty requ l res thepr io r
written aDor)val of the American Dental Association

This Form is, educational only, does not constitule legal advice, and covers only federal, not state, la\i l  (August 14, 2002).


