New Patient Information Form

Name Date
First Middle Last
Address City State Zip
Cell # Home phone Birthdate
Email Soc. Security #
Check Appropriate Box L] Minor [] single L] married L] Divorced [] widowed [] separated
If college student, F.T/P.T., name of school City State
Patient or parent’'s employer Work phone
Business address City State Zip
Spouse or parent’'s name Employer Work phone
Whom may we thank for referring you
Person to contact in case of an emergency Phone
Responsible Party
Name of person responsible for this account Relationship to patient
Address Home phone
Driver’s license # Birth Date Soc. Security #
Email Address:
Employer Work phone
Is this person currently a patient in our office [J Yes [] No

Insurance Information

Name of insured

Birthdate

Soc. Security #

Name of employer

Employer address

Relationship to patient

Date employed

Insurance Co.

Union or local # Work phone
City State Zip
Tel. # Grp. # Policy/I.D.#

Do you have any additional insurance [ ] Yes [] No

Name of insured

If yes, complete the following:

Soc. Security #

Name of employer

Date employed

Employer address

Insurance Co.

Ins. Co. address

Union or local # Work phone

City State Zip
Tel. # Grp. # Policy/I.D. #
City State. Zip

How much is your deductible

How much have you used

X

Max annual benefit

Signature of patient (or parent, if minor)

Medical History

Patient number



Physician Date of Last Visit

Address Phone

Please circle Yes or No (If Yes, please fill in details)

Yes No Are you taking a blood thinner such as Coumadin or Plavix?

Yes No Are you taking or have you ever taken a Bisphosphonates, such as Fosomax, or  Boniva?
-If yes, when did you start and how long (years) did you/have you taken it?

Yes No Are you taking any medications? If Yes, please list:

Yes No Are you allergic to any medication?

Yes No Do you have a history of a major illness?

Yes No Have you had any operations?

Yes No Have you ever been involved in a serious accident?

Yes No Have seen a physician in the last 12 months? Why?

Yes No Do you smoke? How much per day on average and for how many years?

Yes No Have you ever smoked or used tobacco products? Please describe your tobacco history

Circle any of the medical conditions below that you have had or currently have.

Abnormal bleeding/Hemophilia Diabetes Hepatitis/Liver problems
Anemia Dizziness Herpes

Arthritis

Artificial Joints Epilepsy High Blood Pressure

Gastrointestinal Disorders HIV / Aids
Bone Disorders Heart Problems Kidney problems
Congenital Heart Defect Heart Murmur Nervous Disorders

Are there any medical conditions we have not discussed that you feel we should be aware of?

Asthma or Hayfever

Pneumonia
Prolonged Bleeding

Radiation/Chemotherapy
Rheumatic Fever
Tuberculosis

Tumor or Cancer

Dental History

General Dentist Date of last visit

What concerns you most about your teeth?

Yes No Are you presently in any dental pain?

Yes No Have you ever experienced any unfavorable reaction to dentistry?

Yes No Have you ever lost or chipped any teeth?

Yes No Have there been any injuries to face, mouth, or teeth?

Yes No Is any part of your mouth sensitive to temperature? Where?

Yes No Is any part of your mouth sensitive to pressure? Where?

Yes No Do your gums bleed when you brush?

Yes No Do you have any type of thumb or tongue habit?

Yes No Are you a mouth breather?

Yes No Do your teeth or jaws ever feel uncomfortable when you awake in the morning?
Yes No Have you ever been treated for TMJ/ jaw joint problems?

Yes No Are you aware of your jaw clicking or popping?

Yes No Are you aware of clenching your teeth during the day?

Yes No Have you ever been told that you grind your teeth?

Yes No Do you have “tension” headaches?

Yes No Have you ever had any treatment for gum disease? When? What?
What do you want Dr. Harvey to know about your prior dental and/or periodontal treatment?

What are you hoping that Dr. Harvey can do for you?

Signature: Date:




Privacy Policy/HIPAA Compliance

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.

We understand that medical information about you and your health is personal "Protected
Health Information™ ("PHI") and we are committed to protecting your medical
information. PHI includes individually identifiable information about your past, present,
or future health or condition, the provision of health care to you, or payment for such
health care.

We use and disclose PHI about you for treatment, payment, and health care operations.

Treatment:

We may disclose PHI to your insurance provider, our dentist(s), and other dental care
providers for treatment purposes. For example, your dentist may wish to provide a dental
service to you but first seeks information from your insurance provider as to whether the
service has been previously provided.

Payment:

We disclose your PHI in order to fulfill our duty to check your coverage, determine your
benefits, and secure payment for services provided to you. For example, we use your PHI
in order to request process of your claims by your insurance provider.

Health Care Operations:

We disclose your PHI as a part of certain operations, such as quality improvement. For
example, we may use your PHI to evaluate the quality of dental services that were
performed.

We may be asked by the sponsor of your health plan to provide your PHI to the sponsor.
If we are asked to do so, we intend to honor such requests unless we are prohibited by
law.

We may use or disclose your PHI without your authorization for several other reasons.
Subject to certain requirements, we may give out PHI without your authorization for
public health purposes, auditing purposes, research studies, and emergencies. We provide
PHI when otherwise required by law, such as for law enforcement in specific
circumstances, or for judicial or administrative proceedings. In any other situation, we
will ask for your written authorization before using or disclosing your PHI. If you choose
to sign an authorization to allow disclosure of your PHI, you can later revoke that



authorization to stop any future uses and disclosures (other than for treatment, payment,
and health care operations).

We may change our policies at any time. Before we make a significant change in our
policies, we will change our notice and send the new notice to you. You can also request
a copy of our notice at any time.

Individual Rights

In most cases, you have the right to view or get a copy of your PHI. You also have the
right to receive a list of instances where we have disclosed your PHI without your written
authorization for reasons other than treatment, payment, or health care operations. If you
believe that information in your record is incorrect or if important information is missing,
you have the right to request that we correct the existing information or add the missing
information. You may request in writing that we not use or disclose your PHI for
treatment, payment, and health care operations except when specifically authorized by
you, when required by law, or in emergency circumstances. We will consider your
request but are not legally required to accept it. You also have the right to receive
confidential communications of PHI by alternative means or at alternative locations, if
you clearly state that disclosure of all or part of your PHI could endanger you.

Complaints

If you are concerned that we have violated your privacy rights, or you disagree with a
decision we have made about access to your records, you may contact the address listed
below. You may also send a written complaint to the U.S. Department of Health and
Human Services. Customer Service can provide you with the appropriate address upon
request.

Our Legal Duty

We are required by law to protect the privacy of your information, provide this notice
about our information practices, and follow the information practices that are described in
this notice. If you wish to inspect your records, receive a listing of disclosures, or correct
or add to the information in your record, or if you have any questions, complaints, or
concerns, please contact our office.



	Dental History

