Your information













Name








   Date






Address
  




City



  State

Zip code 


Day time phone



Cell phone



Home phone




Can we contact you by text message to confirm appoints

Yes 


No  

SS#





Birthdate





Check appropriate box

□Minor

□Single

□Married


Employer






Work phone






Business address



City



State

Zip code


Whom may we thank for referring you? 











Person to contact in case of an emergency 










Responsible Party

Name of person responsible for this account




Relationship to you 



Address






City 



State

Zip code

Birthdate




SS#






Employer






Work phone#






Insurance company




Group #







Medical information












Date of your last physical exam







Physician’s name








Address










Phone#










Have you hospitalized for any surgical operation or serious illness.  If so please explain
Please list medications you are taking


























Please list any herbal or nonprescription items you are taking 








Yes

     NO
Are you in good health












Have you ever taken Fen-Phen/Redux










Have you ever taken Fosamax, Boniva, Actonel, 









or medications containing Bisphosphonates










Do you use tobacco













Do you use controlled substances 











Women Only

Are you pregnant or think you may be pregnant









Are you nursing?













Are you taking birth control pills?











Are you allergic to any of the following:










Local anesthetics (Novacaine)

Penicillin or other antibiotics

Sulfa drugs

Iodine

Metals (Nickel, Gold,)

Aspirin

Other allergies please indicate below
Please complete the back of this sheet
Please Circle Any Conditions Affecting You 

Heart issue (heart attack, angina, CHF)

Shortness of breath

Chest pains

Pacemaker

Heart surgery

High or low blood pressure

Hepatitis, Jaundice or Liver disease
Stroke

Asthma or breathing problems

Fainting or dizzy spells

Diabetes

Transfusion/ Transplant

HIV or STD of HPV
Arthritis or rheumatism

Joint replacement or implant

Kidney trouble (kidney disease, kidney failure, dialysis)

Tuberculosis

Chemotherapy

Epilepsy or seizures

Glaucoma

Chemical dependency

Heart murmur, Mitral valve prolapse, heart defect

Cold sores/ fever blisters

Eating disorders

Do you have any disease, condition or problem not listed, if so provide details





















Dental information












Date of last dental visit





   What was done





Previous dentist













Reason for this visit













How often do you brush your teeth?











How often do you floss you teeth?











Is your drinking water fluorinated?











Do your gums bleeding when brushing or flossing?









Are your teeth sensitive to Hot or Cold or Sweets?









Are any of your teeth currently hurting, if so where – top/ bottom   left/ right    front/ back

Do any problems with your jaw – clicking, pain, difficulty opening or closing, chewing





Do you clench or grind your teeth?           










Do you have trouble swallowing? 











Have you ever been treated for gum disease (periodontal disease or pyorrhea?)






If so when?














Have you ever received instructions about caring for your teeth and gums? 






If you could change anything about your smile what would you change?






















I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and records of any treatment or examination rendered to me or my child during the period of dental care to third party payers and/ or health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for the payment of all services rendered on my behalf or my dependents.

Signature of Patient or parent/guardian if minor 








Financial policy

Payment is required on date of service.

Thank you for choosing Tyler Dental to serve you dental needs.  Please take the time to read the following - initial appropriate section, then sign and date the bottom of this form.

You do not have insurance

________
Full payment is due at time of service unless arrangements have been made.

________
Major services may require a deposit equal to at least ½ of the estimated 



portion at the time the appointment is made.

________
Any lab work not delivered within 45 days may incur an addition remake fee. 
________
There will be a $45 fee for any checks returned as Non-Sufficient Funds (NSF)

You have insurance

________
For your convenience, this office may release your information to your insurance

company, and receive payment directly from them.

________
Every effort will be made to help with insurance, including filing your claim for

your primary insurance at no cost to you as a courtesy.  However, if your 

insurance carrier does not pay as expected, you will be responsible.  Balances 

which are not paid within 60 days may be billed to you.  Please keep your 

statement and follow up with your insurance carrier in ensure prompt payment.

________
Major services may require a deposit equal to at least ½ of the estimated 



patient portion at the time the appointment is made.

________
Any lab work not delivered within 45 days may incur an addition remake fee.

________
There will be a $45 fee for any checks returned as Non-Sufficient Funds (NSF)

_______________________________________________      

________________________


Signature of Patient







Date

Tyler Dental

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 protected health information. We are also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your protected health information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice takes effect 01 /01/2012, 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 provide the new Notice at our practice location, and we will distribute it upon request.

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.

Your Authorization: In addition to our use of your health information for the following purposes, 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.
Uses and Disclosures of Health Information 

We use and disclose health information about you without authorization for the following purposes.

Treatment: We may use or disclose your health information for your treatment. For example, we may disclose your health information to a physician or other healthcare provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.  For example, we may send claims to your dental health plan containing certain health information.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. For example, healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.
To You Or Your Personal Representative: 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 your personal representative, 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 absence or incapacity or in 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.

Disaster Relief: We may use or disclose your health information to assist in disaster relief efforts.

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.

Public Health and Public Benefit: We may use or disclose your health information to report abuse, neglect, or domestic violence; to report disease, injury, and vital statistics; to report certain information to the Food and Drug Administration (FDA); to alert someone who may be at risk of contracting or spreading a disease; for health oversight activities; for certain judicial and administrative proceedings; for certain law enforcement purposes; to avert a serious threat to health or safety; and to comply with workers’ compensation or similar programs.

Decedents: We may disclose health information about a decedent as authorized or required by law. 

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 the protected health information of an inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, or letters).

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 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.  You may also request access by sending us a letter to the address at the end of this Notice.  We will charge you a reasonable cost-based fee for the cost of supplies and labor of copying.  If you request copies, we will charge you $0.___ for each page, $___ per hour for staff time to copy your health information, and postage if you want the copies mailed to you.  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.

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, and certain other activities, for the last 6 years, but not before April 14, 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. In most cases we are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in certain circumstances where disclosure is required or permitted, such as an emergency, for public health activities, or when disclosure is required by law). We must comply with a request to restrict the disclosure of protected health information to a health plan for purposes of carrying out payment or health care operations (as defined by HIPAA) if the protected health information pertains solely to a health care item or service for which we have been paid out of pocket in full.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or at alternative locations. (You must make your request in writing.) Your request must specify the alternative means or location, and provide satisfactory explanation of 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: You may receive a paper copy of this notice upon request, even if you have agreed to receive this notice electronically on our Web site or by electronic mail (e-mail).

Questions and Complaints

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

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.

Contact Officer:    Jeral Tyler
Telephone:  (301) 327-5087                       Fax:   (301) 327-5088              E-mail:    Jeral@drtylerdental.com
Address:    10420 Southern Maryland Blvd, Dunkirk, MD 20754
______________________________________________________________________________

Tyler Dental

Acknowledgement of Receipt of

Notice of Privacy Practices
* You May Refuse to Sign This Acknowledgment*

I, _______________________________________, have received a copy of this office’s Notice of Privacy Practices.

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)_____________________________________________________________________________

· _
















































Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended by your dentist.  Prior to consenting to treatment you should carefully consider the anticipated benefits and commonly known risks of the procedure, alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks and potential complications with your dentist and all your questions are answered.  By consenting to treatment you are acknowledging your willingness to accept know risks and complications, no matter how slight the probability of occurrence. 

As with all surgery, there are commonly known risks and potential complications associated with dental treatment.  No one can guarantee the success of the recommended treatment, or that you will not experience a complication or less than the optimal result.  Even though many of these complications are rare, they can and do occur occasionally.

Some of the more commonly known risks and complications of dental treatment include, but not limited to the following:

· Pain, swelling, and discomfort.

· Possible injury to the jaw joint and related structures requiring follow-up care and treatment, or consultation by dental specialist.

· Temporary or on rare occasion, permanent numbness, pain tingling and altered sensation of lip, face, chin, gums and tongue with possible loss of taste.

· Damage to adjacent teeth.

· An altered bite in need of adjustment.

· Possible deterioration of your condition which may result in tooth loss.

· Jaw fracture.

· Allergic, reaction to anesthetic

· A root tip, bone fragment, or a piece of dental instrument maybe left in your body and may need to be removed at a later date.

· If the upper teeth are treated, there is a chance of a sinus infection or opening between the mouth and sinus cavity resulting in infection or need for further treatment.

· Infection in need of medication, follow-up procedures or other treatment.

· The need for replacement of restorations, implant or other appliances in the future.

· Need for follow-up care and treatment, including surgery.

· Prolonged numbness

It is very important that you provide your dentist with accurate information before, during and after treatment.  It is equally important that you follow your dentist’s advice and recommendations regarding medication pre and post treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments.  If you fail to follow the advice of your dentist, you may increase the chances of poor outcome.

Certain heart conditions may create a risk of serious or fatal complications.  If you (or minor patient) have a heart condition or heart murmur, advise your dentist immediately so he/she can consult with your physician if needed.

You the patient are a very important part of the treatment team.  In addition to complying with the instructions given to you by this office, it is important to report any problems or complications you experience so they can be addressed by your dentist.

This form is intended to provide you with an overview of potential risks and complications.  DO NOT sign this form or agree to treatment until you have read and understood the above statements.  Be certain all of your concerns have been addressed to your satisfaction by your dentist before commencing treatment.

Patient’s signature






Date

