
PATIENT INFORMATION

Welcome to our offi ce.  We appreciate the confi dence you place with us to provide dental services.  To assist us in serving you, please 
complete the following form.  The information provided on this form is important to your dental health.  If there have been any changes 
in your health, please tell us.  If you have any questions, don’t hesitate to ask.

Patient name: ____________________________________________________ Date of birth: _______________  Sex: _________  Age: _______

Home address: ____________________________________________  City: ___________________  State: _______  Zip: ________________

Billing address (if different): _________________________________  City: ___________________  State: _______  Zip: ________________

Home phone: __________________ Cell: ____________ E-mail: __________________ Driver’s license #: ______________________  State: ______

SS #: ___________________________________  Employer/Occupation: ___________________________  Bus. Phone: _______________________

Spouse’s name & phone #: _____________________________________  Emergency phone # (other than spouse): ________________________

Primary dental insurance: ______________________________________  Group #: ___________________________________________________

Secondary dental insurance: ___________________________________  Group #: ___________________________________________________

Subscriber’s name: ___________________________________________  Date of birth: __________________ SS #: ______________________

Name of your medical doctor: ___________________________________ Date of last visit to medical doctor: ______________________________

Name of previous dentist: ______________________________________ Date of last visit to dentist: _____________________________________

Referred to us by:  ___________________________________________  __________________________________________________________

DENTAL HEALTH HISTORY
Yes No

How often do you brush?  ______________________________

 How often do you fl oss?  ______________________________

Does your jaw make noise so that it bothers you

 or others? ______________________________________ ■ ■

Do you clench or grind your jaws frequently? ____________ ■ ■

Do your jaws ever feel tired? __________________________ ■ ■

Does your jaw get stuck so that you can’t open freely? ____ ■ ■

Does it hurt when you chew or open wide to take a bite? __ ■ ■

Do you have earaches or pain in front of the ears? ________ ■ ■

Do you have any jaw symptoms or headaches

 upon awaking in the morning? _____________________ ■ ■

Does jaw pain or discomfort affect your appetite,

 sleep, daily routine, or other activities? ______________ ■ ■

Do you fi nd jaw pain or discomfort extremely

 frustrating or depressing? _________________________ ■ ■

Do you take medications or pills for pain or discomfort

(pain relievers, muscle relaxants, antidepressants)? ________ ■ ■

Do you have a temporomandibular (jaw) disorder

 (TMD)? ________________________________________ ■ ■

Do you have pain in the face, cheeks, jaws, joints,

 throat, or temples? _______________________________ ■ ■

Are you unable to open your mouth as far as you want? ___ ■ ■

Are you aware of an uncomfortable bite? ________________ ■ ■

Have you had a blow to the jaw (trauma)? _______________ ■ ■

Are you a habitual gum chewer or pipe smoker? _________ ■ ■

      Yes No

Are you apprehensive about dental treatment? ___________ ■ ■

Have you had problems with previous dental treatment? ___ ■ ■

Do you gag easily? __________________________________ ■ ■

Do you wear dentures? _______________________________ ■ ■

Does food catch between your teeth? ___________________ ■ ■

Do you have diffi culty in chewing your food? ____________ ■ ■

Do you chew on only one side of your mouth? ___________ ■ ■

Do you avoid brushing any part of your mouth

 because of pain? ________________________________ ■ ■

Do your gums bleed easily? ___________________________ ■ ■

Do your gums bleed when you fl oss? ___________________ ■ ■

Do your gums feel swollen or tender? ___________________ ■ ■

Have you ever noticed slow-healing sores in or

 about your mouth? _______________________________ ■ ■

Are your teeth sensitive? ______________________________ ■ ■

Do you feel twinges of pain when your teeth come in

 contact with:

  Hot foods or liquids? ___________________________ ■ ■
  Cold foods or liquids? __________________________ ■ ■
  Sours? _______________________________________ ■ ■
  Sweets? ______________________________________ ■ ■

Do you take fl uoride supplements? _____________________ ■ ■

Are you dissatisfi ed with the appearance of your teeth? ____ ■ ■

Do you prefer to save your teeth? ______________________ ■ ■

Do you want complete dental care? ____________________ ■ ■



MEDICAL HEALTH HISTORY:
Do you have, or have you had, any of the following?

  Yes No
Diabetes   ______________________________ ■ ■
   Urinate more than 6 times a day  ______ ■ ■

Thirsty or mouth is dry much of the time ■ ■
 Family history of diabetes  ____________ ■ ■

Tuberculosis or other respiratory disease  ____ ■ ■

Do you drink alcohol?  ___________________ ■ ■
 If so, how much?  _________________________

Do you smoke?  ________________________ ■ ■
 If so, how much? __________________________

Hepatitis, jaundice, or liver trouble  ________ ■ ■

Herpes or other STD   ___________________ ■ ■

HIV-positive/AIDS  ______________________ ■ ■

Glaucoma  _____________________________ ■ ■

Do you wear contact lenses?  _____________ ■ ■

History of head injury?  __________________ ■ ■

Epilepsy or other neurological disease?  ____ ■ ■

History of alcohol or drug abuse?  _________ ■ ■

Do you have any disease, condition, or problem not listed 
previously that you feel we should know about? 

If so, please describe:  ____________________________________

During the past 12 months, have you taken
any of the following? Yes No

Antibiotics or sulfa drugs ■ ■
Anticoagulants (e.g., Coumadin) ■ ■
High blood pressure medicine ■ ■
Tranquilizers ■ ■
Insulin, Orinase, or similar drug ■ ■
Aspirin ■ ■
Digitalis or drugs for heart trouble ■ ■
Nitroglycerin ■ ■
Cortisone (steroids) ■ ■
Natural remedies ■ ■
Nonprescription drug/supplements ■ ■
Other __________________________________________________

 ______________________________________________________

Women Yes No

Are you taking contraceptives or
 other hormones? ■ ■

Are you pregnant? ■ ■
If so, expected delivery date:  ____________________

Are you nursing? ■ ■

Have you reached menopause? ■ ■

 If so, do you have any symptoms?  _____________________

 __________________________________________
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   Yes No
Heart Problems  ________________________ ■ ■
 Chest pain  _________________________ ■ ■
 Shortness of breath  _________________ ■ ■
 Blood pressure problem  _____________ ■ ■
 Heart murmur  _____________________ ■ ■
 Heart valve problem  ________________ ■ ■
 Taking heart medication  _____________ ■ ■
 Rheumatic fever   ___________________ ■ ■

Pacemaker  ________________________ ■ ■
 Artifi cial heart valve  ________________ ■ ■

Blood Problems  ________________________ ■ ■
 Easy bruising  ______________________ ■ ■
 Frequent nosebleeds  ________________ ■ ■
 Abnormal bleeding  _________________ ■ ■
 Blood disease (anemia)  ______________ ■ ■
 Ever require a blood transfusion?  ______ ■ ■

Allergy Problems  _______________________ ■ ■
 Hay fever  _________________________ ■ ■
 Sinus problems  _____________________ ■ ■
 Skin rashes  ________________________ ■ ■
 Taking allergy medication  ___________ ■ ■
 Asthma  ___________________________ ■ ■

Intestinal Problems  _____________________ ■ ■
 Ulcers  ____________________________ ■ ■
   Weight gain or loss  _________________ ■ ■

Special diet  ________________________ ■ ■
 Constipation/Diarrhea  _______________ ■ ■
 Kidney or bladder problems  __________ ■ ■

Bone or Joint Problems  __________________ ■ ■
 Arthritis  ___________________________ ■ ■
   Back or neck pain  __________________ ■ ■

Joint replacement   __________________ ■ ■
 (e.g., total hip, pins, or implants)

Fainting Spells, Seizures, or Epilepsy  ______ ■ ■

Stroke(s)  ______________________________ ■ ■

Frequent or severe headaches  ____________ ■ ■

Thyroid problems  _______________________ ■ ■

Persistent cough or swollen glands  ________ ■ ■

Premedications required by physician  _____ ■ ■

Cancer/Tumor  _________________________ ■ ■

Are you allergic, or have you reacted adversely,
to any of the following? Yes No

Local anesthetics  (“Novocaine”) ■ ■
 Penicillin or other antibiotics ■ ■
 Sulfa drugs ■ ■
 Barbiturates, sedatives, or sleeping pills ■ ■
 Aspirin, Acetaminophen, or Ibuprofen ■ ■
 Codeine, Demerol, or other narcotics ■ ■
 Reaction to metals ■ ■
 Latex or rubber dam ■ ■
 Other __________________________________________________

  
   

       Other   Other Notes: _____________________________________________

Notes:  Notes:   ___________________________________________  __________________________________________________

_________________________________________________ Patient/Parent Signature: ________________________________

________________________________ Date: _____________ Dentist Initial: ______________________________________



Financial policy 
 

We are privileged that you have chosen Haltom Dental as your dental care provider. We are 

committed to providing you and your family with quality patient care. The following is a statement of 

our Financial Policy, which you need to understand prior to treatment. If you have any questions 

please feel free to ask us. 

Full payment is due at time of service. We accept cash, checks, and most major credit cards. There will 

be a $25 fee on all returned checks. Also, we reserve the right to charge for appointments canceled or 

broken without 24 hours’ notice. 

 

Insurance 
Your insurance policy is a contract between you and your insurance company. We have no control over 

their decisions and the amount they decide to pay. However, as a courtesy to our patients, we will file 

your primary insurance claims for you.  

Before treatment, we will verify your coverage and calculate your deductible and copayments as 

accurately as possible. Please understand that all treatment plans given are only an estimate based on 

the information your insurance company provides. All deductibles and copayments are due the day the 

treatment is rendered. Please be aware that your insurance company does not guarantee payment over 

the phone. We will not know the exact amount they will pay until they respond to the claim. Regardless 

of what your insurance company pays, you remain fully responsible for payment of your bill. Once the 

payment is received on your claim, we will send you a bill for any remaining balance on your account. 

 

Patient contact information 
Our office occasionally communicates with our patients to provide special promotions, discounts and 

newsletters from the doctor. By your signature, you are providing us the authorization to utilize all 

contact information you have provided in efforts to communicate with you in regard to your account, 

including the utilization of automatic telephone dialing systems.  

 

I have read and understand the above Financial Policy. By signing below, I acknowledge responsibility 

and agree to the terms above. 

 

___________________________________________________________________________________ 

Signature of Responsible Party        Date 



ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgement** 

 

Notice to Patient: 

We are required to provide you with a copy of our Notice of Privacy Practices, which stated 
how we may use and/or disclose your health information.  Please sign this form to 
acknowledge receipt of the Notice.   

 

 
I acknowledge that I have received a copy of this office’s Notice of Privacy Practices. 

 

  
Please Print Name 

  
Signature 

  
Date 
 

For Office Use Only 

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

 Individual refused to sign 

 Communications barriers prohibited obtaining the acknowledgement 

 An emergency situation prevented us from obtaining acknowledgement 

 Other (Please Specify) 

  

  

  

 

 

© 2002 American Dental Association 
All Rights Reserved 
 
Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires 
the prior written approval of the American Dental Association. 

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002). 
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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 INFORMATION 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 this Notice about our privacy practices, our legal duties, and your rights 
concerning your health information. We must follow the privacy practices that are described in this 
Notice while it is in effect. This Notice takes effect April 14, 2003, 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. In the event we make 
a material change in our privacy practices, we will change this Notice and provide it to you.  

You may request a copy of our Notice at any time. For more information about our privacy practices, or 
for additional copies of this Notice, please contact us using the information listed at the end of this 
Notice.  

 
USES AND DISCLOSURES OF HEALTH INFORMATION  

We use and disclose health information about you for treatment, payment, and healthcare operations. 
For example:  

Treatment: We may use or disclose your health information to a dentist or other healthcare provider 
providing treatment to you for: a) the provision, coordination, or management of health care and 
related services by health care providers; (b) consultation between health care providers relating to a 
patient; or (c) the referral of a patient for health care from one health care provider to another.  

Payment: We may use and disclose your health information to obtain payment for services we provide 
to you. This may include: (a) billing and collection activities and related data processing; (b) actions by a 
health plan or insurer to obtain premiums or to determine or fulfill its responsibilities for coverage and 
provision of benefits under its health plan or insurance agreement, determinations of eligibility or 
coverage, adjudication or subrogation of health benefit claims; (c) medical necessity and 
appropriateness of care reviews, utilization review activities; and (d) disclosure to consumer reporting 
agencies of information relating to collection of premiums or reimbursement.  

Healthcare Operations: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include things such as quality assessment and 
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improvement activities, reviewing the competence or qualifications of healthcare professionals, 
evaluating practitioner and provider performance, conducting training programs, accreditation, 
certification, 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. Your revocation will not affect any use or disclosures permitted by your authorization while it was 
in effect. Unless you give us a written authorization, we cannot use or disclose your health information 
for any reason except those described in this Notice.  

Marketing Health Products or Services: We will not use your health information for marketing 
communications without your prior written authorization. We may provide you with information 
regarding products or services that we offer related to your health care needs. We will never sell your 
health information without your prior authorization.  

To You, 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 person 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 or, if you are not able to agree, if it is necessary in 
our professional judgment.  

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 a person to pick up filled prescriptions, 
medical supplies, x-rays, or other similar forms of health information.  

Required by Law: We may use or disclose your health information when we are required to do so by 
law, including judicial and administrative proceedings.  

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, or 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 authorized federal officials health 
information required for lawful intelligence, counterintelligence, and other national security activities. 
We may disclose to correctional institution or law enforcement official having lawful custody of 
protected health information of inmate or patient under certain circumstances.  
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Appointment Reminders and Treatment Alternatives: We may use or disclose your health information 
to provide you with appointment reminders (such as voicemail messages, postcards, or letters) or 
information about treatment alternatives or other health-related benefits and services that may be of 
interest to you. 

 

PATIENT RIGHTS 

Access: You have the right to review 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 practicably do so. You must make a request in writing to obtain access to your 
health information. You may obtain a form to request access by using the contact information listed at 
the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and 
staff time. You may also request access by sending us a letter to the address at the end of this Notice. If 
you request an alternative format, we will charge a cost-based fee for providing your health information 
in that format. If you prefer, we will prepare a summary or an explanation of your health information for 
a fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee 
structure. [Need to discuss; state law dependent]  

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 
operations, where you have provided an authorization and certain other activities, for the last 6 years, 
but not for disclosure made prior to April14, 2003. 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.  

Restriction: 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 right to request in writing that we communicate with you 
about your health information by alternative means or to alternative locations. Your request must 
specify the 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 a Web site or by electronic mail (e-mail), you are 
entitled to receive this Notice in written form.  
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