
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  Welcome 
	
  

We are pleased to welcome you to our practice.  Please take a few minutes to fill out this form as completely as you can.  If you 
have questions we’ll be glad to help you.  We look forward to working with you in maintaining your dental health. 
 

Patient Information 
 

Name____________________________________________________________________Today’s Date_____________________________________ 
 Last Name              First Name              Initial 

Address:_______________________________________________________________ Soc Security #______________________________________ 
City_____________________________________State__________Zip____________HomePhone:_________________________________________ 
CellPhone________________________________________Email___________________________________________________________________ 
Sex  M/F  Age________________________ Birthday____________________                      Single              Married            Separated        Divorced 
Patient Employed by_______________________________________________Occupation________________________________________________ 
Business Address_______________________________________________ Business Phone______________________________________________ 
Whom may we thank for referring you?_________________________________________________________________________________________ 
Notify is case of emergency?__________________________________ Home phone_____________________________________________________ 
Cell phone__________________________________ Business phone_________________________________________________________________ 
 

Primary Insurance 
 
Person Responsible for the Account_____________________________________________________________________________________________________ 
             Last Name           First Name   Initial   
Relation to Patient_________________________Birthdate___________________Soc Security #__________________________________________ 
Address (If different from patient)________________________________________________Home Phone___________________________________ 
City___________________________________State_________Zip_______________________Cell Phone__________________________________ 
Person Responsible Employed by________________________________ Occupation___________________________________________________ 
Business Address_____________________________________________ Business Phone_______________________________________________ 
Insurance Company____________________________________________Phone______________________________________________________ 
Contract #_________________________Group #________________________Subscriber ID_____________________________________________ 
Name of other Dependents under this plan______________________________________________________________________________________ 
 
 

Additional Insurance 
 
 

Subscriber Name________________________________________ Relationship to Patient ________________________________Birthdate________________ 

Address (if Different)________________________________________________Soc. Security #__________________________________________ 
City_________________________________State________Zipcode___________Home Phone ________________Cell Phone___________________ 

Subscriber Employed by_____________________________________________ Business Phone_________________________________________ 
Insurance Company________________________________________________________Phone Number______________________________________ 

Contract #________________________________________________Group #_____________________Subscriber ID__________________________ 

Name of dependents under this plan__________________________________________________________________________________________________________________________	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  



Dental History 
 
What would you like us to do today?_________________________________________ Are you in dental discomfort today?_______________________ 
Former Dentist__________________________________________________________Address_____________________________________________ 
Dentist’s email__________________________________________________________ Phone______________________________________________ 
Date of last dental care___________________________________________________ Date of last x-rays_____________________________________ 
Circle if you have had problems with any of the following: 
 
Bad Breath   Food Collection between teeth Periodontal Treatment  Sensitivity to Sweets 
Bleeding Gums   Grinding or clenching teeth  Sensitivity to hot/cold  Sensitivity when biting 
Clicking or popping jaw  Loos teeth or broken fillings  Jaw Pain    Sores or growths in mouth 
 
How often do you brush?________________________________________ How often do you floss?__________________________________________ 
How do you feel about the appearance of your teeth?_______________________________________________________________________________ 
Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure?      Yes          No 
Are you missing any teeth?   Yes    No      Any other information about your dental health or previous treatment?_________________________________ 

                                                                 Medical History 
Physician’s name_________________________________________________Phone_____________________________________________________ 
Date of last visit__________________________________________________ Have you had any serious illnesses or operations?    Yes      No 
If yes, describe_____________________________________________________________________________________________________________ 
Are you currently under a physicians care?  Yes   No         If yes, describe_______________________________________________________________ 
Have you ever had a blood transfusion?    Yes    No         If yes, give approximate dates____________________________________________________ 
Have you ever taken IV or Oral Bisphosphonates?    Yes   No    Date of last treatment and frequency?_________________________________________ 
Woman:  Are you Pregnant?  Yes    No        Nursing?    Yes    No            Taking birth control pills?   Yes     No 
Do you have any artificial joints?  Yes   No         Date of replacement: __________________________________________________________________ 
Have you been told you need to pre-medicate before dental treatment?    Yes     No 
Please Circle Yes or No if you had problems with any of the following: 
 
Y  N   AID/HIV Positive  Y  N  Cough, Persistent  Y  N  Hepatitis   Y  N  Respiratory Disease 
Y  N   Anaphylaxis   Y  N  Cough up Blood  Y  N  High Blood Pressure  Y  N  Rheumatic/Scarlett Fever 
Y  N  Anemia   Y  N  Diabetes   Y  N  Jaw Pain   Y  N  Shingles 
Y  N  Arthritis, Rheumatism  Y  N  Epilepsy   Y  N  Kidney Disease  Y  N  Shortness of Breath 
Y  N  Artificial Heart Valves  Y  N  Fainting                                         or malfunction   Y  N  Skin Rash 
Y  N  Asthma   Y  N  Food Allergy   Y  N  Latex Allergy   Y  N  Spina Bifida 
Y  N  Atopic (allergy prone)  Y  N  Glaucoma   Y  N  Mitral Valve prolapse  Y  N  Stroke 
Y  N  Back Problems   Y  N  Headaches   Y  N  Nervous Problems  Y  N  Surgical Implant 
Y  N  Blood Disease   Y  N  Heart Murmur   Y  N  Pacemaker/   Y  N  Swelling of feet or ankles 
Y  N  Cancer   Y  N  Heart Problems                                      Heart surgery   Y  N  Thyroid disease or 
Y  N  Chemotherapy   Describe________________________ Y  N  Psychiatric Care           malfunction 
Y  N  Circulatory Problems  Y  N  Hemophilia/ Abnormal Bleeding Y  N  Rapid weight loss or gain Y  N  Tobacco Habit 
Y  N  Cortisone Treatments  Y  N  Herpes   Y  N  Radiation Treatment  Y  N  Ulcer/Colitis  

  
Is patient currently taking any medication?  Please list all:                                        Does patient have drug allergies?  Please List all: 
_______________________________________________________                     ____________________________________________________________ 
_______________________________________________________                     ____________________________________________________________ 

                                                                Authorization 
I have reviewed the information on the 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.  If there is any change in my medical status, I will inform the dentist.  I authorize the 
insurance company as indicated on this form to pay the dentist all insurance benefits otherwise payable to me for services rendered.  I authorize the use of 
this signature on all insurance submissions.  I authorize the dentist to release all information necessary to secure payment of benefits.  I understand that I 
am financially responsible for all charges whether or not paid by insurance. 
 
Signature_________________________________________________________    Date___________________________________________________ 

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



Financial Responsibility 
 

Thank you for choosing our office as your dental care health provider.  We are committed to your treatment being 
both a pleasant and successful experience.  Please understand that payment for treatment and services rendered 
is considered part of your treatment.  The following policy has been proved instrumental in keeping dental care 
costs down for our patients by eliminating costly administrative expenses associated with billing procedures. 
 
Fees for treatments are due at the time the treatment is provided.  A written estimate of treatment cost will be 
provided prior to provision of treatment.   Payment methods include, cash, check, credit card and a no-interest 
payment program (CareCredit).  A 5% discount will be offered for all payments by cash or check on the same day of 
service.  Returned checks will be assessed a $25 fee and must be paid by cash or money order. 
 
For most dental insurance plans, we will file the insurance for you and will accept payment directly from your dental 
insurance company.  However, dental insurance is a contract between you and your insurance company, and in 
most cases your dental insurance company will not pay for the entire cost of treatment.  Fees not covered by your 
dental insurance may include deductibles; co-payments or certain procedures deemed “non essential” or  “plan 
exclusions.” Through the years our office has learned the level of any dental plan is directly related to the level of 
payment made to the plan by the policyholder’s employer. 
 
We will estimate the benefits of your insurance before each treatment and may collect the estimated portion your 
insurance company is not expected to pay.  We are not responsible for how your dental insurance company 
processes its claims or for what benefits they pay on a claim.  We can only assist you in estimating your portion of 
the cost of treatment; we at no time guarantee what your insurance will or will not do with each claim.  Some dental 
insurance companies will not reimburse our office, but will pay dental insurance benefits to you.  In this instance, we 
will file your dental insurance claim for you, and you will be responsible for full payment when treatment is provided. 
 
If your dental company has not provided payment within 30 days after submission of a dental insurance claim, we 
will notify you in writing and allow you 30 days to complete payment.  A finance charge of 1.5% will be added to all 
invoices over 30 days old.  Any account balance remaining unpaid 90 days after provision of treatment may be 
forwarded to a collection agency and/or attorney for resolution.  All costs incurred in collecting unpaid fees will be 
charged to your account.   
 

Appointment Responsibility 
 

Please arrive at the start of your scheduled appointment time; if you are more than 10 minutes late, you may need 
to be rescheduled.  We allow, “pre-appointing” of routine checkups 6 months in advance of the appointment time if 
desired, and allow “multiple appointments” for families during the same day.  However, upon the first occurrence of 
failure to show for an appointment, or upon the first appointment change or cancellation less than 24 hours prior to 
an appointment, we may not allow “pre-appointing” or “multiple appointments” for future appointments.  Two or 
more occurrences of such failure to show for an appointment, or appointment changes or cancellations less than 24 
hours prior to the appointment, by an individual or member of the same family may result in dismissal from the 
practice.   

 
 

By signing below, I attest that I understand the Financial and Appointment Responsibility statements and 
agree to honor them. 
 
 
Signature___________________________________________________  Date_____________________ 



 
	
  

Notice of Privacy Practices 
 

This notice describes how health information about you may be used and disclosed and how you can get access 
to this information.  Please review it carefully.  The privacy of your health is important to us. 
 
OUR LEGAL DUTY 
We are required by applicable federal and state law to maintain the privacy of your health information.  We are 
also required to give you the Notice about our privacy practices, our legal duties, and your rights concerning your 
health information.  We just follow the privacy practices that are described in the Notice while it is in effect.  This 
Notice takes effect July 12, 2007 and will remain in effect until we replace it. 
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such 
changes are permitted by applicable law.  We reserve the right to make the changes in our privacy practices and 
the new terms of our Notice effective for all health information that we maintain, including health information we 
created 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. 
 
USES AND DISCLOSURES OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment and healthcare options:  For example: 
Treatment: We may use or disclose your health information to a physician or other health care provider providing 
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 
operations.  Healthcare operations include quality assessment and improvement activities, reviewing the 
competence or qualifications of healthcare professionals, evaluating practitioner performance, conducting training 
programs, accreditation, certifications, licensing or credentialing activities. 
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare 
operations, you  may give us written authorization to use your health information or to disclose it to anyone for any 
purpose.  If you give us an authorization you may revoke it in writing at any time.  You revocation will not affect 
any use or disclosures permitted by your authorization while it was in effect.  Unless you give us written 
authorization, we cannot use or disclose your health information for any reason except those described in this 
Notice. 
To Your Family and Friends: We must disclose your health information to you as described in the Patient Rights 
section of this Notice.  We may disclose your health information to a family member, friend or other persons to the 
extent necessary to help with your healthcare or with payment for your healthcare; but only if you agree that we 
may do so. 
Persons Involved in Care: We may use or disclose health information to notify or assist in the notification of 
(including identifying or locating) a family member, your personal 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 incapacity or emergency circumstances, we will disclose health information based on a determination 
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 reasonable inferences of your best interest in allowing us to pick up filled prescriptions, medical 
supplies, x-rays, or other similar forms of heath information.  



 
	
  

Marketing Health-Related Services: We will not use your health information for marketing communications without 
your written authorization. 
Required by Law 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 authorities if we reasonably believe 
that you are a possible victim of abuse, neglect, domestic violence, or the possible victim of other crimes.  We 
may disclose your health information to the extent necessary to avert a serious threat to your health 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 military authorized federal officials health information required for 
lawful intelligence, counterintelligence, and other national security activities.  We may disclose to correctional 
institutions or law enforcement officials having lawful custody of protected health information of inmate or patient 
under certain circumstances. 
Appointment Reminder We may use or disclose your health information to provide you with appointment 
reminders (such as voicemail messages, postcards or letters). 
 
PATIENT RIGHTS 
Access:  You have the right to look at or get copies of your health information, with limited exceptions.  You may 
request that we provide copies in a format other than photocopies.  We will use the format you request unless we 
cannot practically do so.  You must make a request in writing to obtain access to your health information.  We may 
charge you a reasonable cost-based fee for expenses such as copies and staff time.  If you request an alternate 
format, we will charge a cost-based fee for providing your health information in that format. 
Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates 
disclosed your health information for purposes, other than treatment, payment, healthcare options, and certain 
activities, but not before July 12, 2007.  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 additional requests. 
Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your 
health information.  We are not required to agree to these additional restrictions, but if we do, we will abide by our 
agreement, except in an emergency. 
Alternative Communication: You have the fight to request that we communicate with you about your health 
information by alternative means or to alternative locations.  (You must make the request in writing.)  Your request 
must specify alternative means or location, and provide satisfactory explanation how payments will be handled 
under the alternative 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 Notice:  If you receive this Notice on our website or by electronic mail (email), you are entitled to 
receive this Notice in written form. 
 
 
We support your right to the privacy of your health information.  We will not retaliate in any way if you choose to 
file a complaint with us or with the U.S. Department of Health and Human Services.  
 



 
	
  

 

1901 Chase Street                      Falls City, NE 68355                          402.245.2243   

	
  
 

Notice of Privacy Practices 
 

 
I understand that, under the Heath 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 (i.e. insurance, financing companies) 
Conduct normal health care operations such as quality assessments and physician certifications. 
 
I acknowledge that I have received a notice of 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 its Notice of Privacy Practices from time to time and that I may 
contact this organization at any time at the address listed below to obtain a current copy of the 
Notice of Privacy 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. 
 
 
 
Print Patient Name _______________________________________________ 
 
Patient/Guardian Signature_________________________________________ 
 
Relationship to Patient ____________________________________________ 
 
Date _______________________________ 
 
 
 
	
  
	
  
	
  
	
  
	
  


