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WELCOME
Welcome to South Peek Dental Care! Our goal is to help you achieve and maintain your
maximum oral health and a smile you are proud to show off. Please fill out this form as
completely as possible. We want to make sure that we are well informed about your
medical history, current medications, and any other factors that might affect your dental
health and treatment. The better we communicate, the better we are able to take great care
of you.
General information
Today’s Date _________________________________
How did you hear about us?
☐ Facebook
☐ Google
☐ Website
☐ Email

☐ Mailer
☐ Walk in
☐ Word of Mouth:_______________________
☐ Other:____________________________

Name (First, Middle, Last): _______________________________________________ Circle one: M F
Birthdate: ____________________________ Age: ______________ SSN#: ___________________________
Address: ___________________________________________________ City: _____________________________
State: __________________ Zip:_________________
Email: ________________________________________________________________________
Home Phone: ________________________________ Cell Phone: ______________________________
Employer: ________________________________________ Occupation: _____________________________
Circle one: Single Married Widowed Divorced Separated Partnered Child
Emergency contact #: ________________________________ Relationship: _________________________
Dental Insurance (please leave us your insurance card)
Insured’s Name (If other than yourself): _________________________________________
Insured’s DOB: ___________________________________________________
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that under the Health Insurance Probability & Accountability Act or
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.
• Conduct normal healthcare operations such as quality assessments and
physicians certification.
I have received, read and understand your Notice of Privacy Practices containing a
more complete description of the uses and disclosure’s 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 above 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 healthcare
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.
Patient Name: _______________________________________________________________________
Signature: ____________________________________________________________________________
Date: __________________________________________________________________________________

Office Use Only
I attempt to obtain the patient’s signature in acknowledgment on this Notice of
Privacy Practices Acknowledgement, but was unable to do so as documented below:
Date: _________________ Initials: __________ Reason: _________________________________________
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REQUEST FOR RELEASE OF HEALTH INFORMATION

I, __________________________________________________ hereby grant permission to
(Print Name)

South Peek Dental Care to release information related to my health history, status,
and treatment, and copies of my health record, x-rays, and any test results
(Protected Health Information) to:
Name(s): ____________________________________________________________________________________
________________________________________________________________________________________________
Relationship to patient(s): __________________________________________________________________
_________________________________________________________________________________________________

Signature: _______________________________________________
(If minor, parent or guardian must sign)

Date: __________________________
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MEDICAL HISTORY
Patient Name: ________________________________ DOB: _________________________________
Although dental personnel primarily treat the areas in and around your mouth, your mouth is a part of your entire
body. Health problems that you may have, or medications that you may be taking, could have an important
interrelationship with the dentistry you will receive. Thank you.
Are you under a physician’s care? ☐ Yes ☐ No

If yes, ____________________________________________________

Have you ever been hospitalized or had a major operation? ☐ Yes ☐ No If yes, ________________________
________________________________________________________________________________________________________
Have you every had a serious neck injury? ☐ Yes ☐ No
Do you take, or have taken, Phen-Fen or Redux? ☐ Yes ☐ No
Have you ever taken Fosamax, Boniva, Actonel or any medications containing oral or
IV bisphosphonates? ☐ Yes ☐ No
Do you use any controlled substances? ☐ Yes ☐ No
Are you currently taking any blood thinners? ☐ Yes ☐ No
Are you taking any medications, pills or drugs? ☐ Yes ☐ No
List of medications: ___________________________________________________________________________________
________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
Pharmacy name and phone: ____________________________________________________________________________________
Are you on a special diet? _______________________________________________________________________________________
Do you use tobacco? ☐ Yes ☐ No
Women: Are you pregnant/Trying to get pregnant? ☐ Yes ☐ No

Nursing? ☐ Yes ☐ No

Taking oral contraceptives? ☐ Yes ☐ No
Are you allergic to any of the following?
☐ Aspirin

☐ Latex

☐ Penicillin

☐ Iodine

☐ Codeine

☐Milk products

☐ Barbiturates (sleeping pill)

☐ Local Anesthetic

☐ Sulfa Drugs

☐ Acrylics

☐ Metal

☐ Other ________________________________

☐ Epinephrine

☐ NSAIDS

☐Nuts

If yes, please explain: _____________________________________________________________________________________________
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AUTHORIZATION & RELEASE

AUTHORIZATION, RELEASE & PAYMENT OPTIONS
•

•
•

I authorize South Peek Dental Care to release any information including the
diagnosis and the records of any treatment or examination rendered to my
dependent or me during the period of such dental care to the third party
mayors and/or other health practitioners.
I authorize and request my insurance company to pay directly to South Peek
Dental Care, 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 payment of all services
rendered on my behalf or my dependent(s).

I understand that I may be charged a 1.5% finance charge per month (18%
annually) if my balance goes beyond 60 days. I also understand that I am
responsible for all fees pertaining to my unpaid balance and/or missed
appointments.
I give permission for my dentist and clinical team to take any necessary radiographs,
study models, and photographs to make a complete diagnosis of my dental needs.
I consent to the use and disclosure of my protected health information to obtain
payment information in connection with my dental claims.
Patient signature: ___________________________________________ Date: _____________________
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FINANCIAL ARRANGEMENTS

ALL PATIENTS PLEASE READ THE FOLLOWING:
Payment for services is expected at the time service is provided.
CANCELLATION POLICY
At South Peek Dental Care we respect all of our patient’s time. It is important to
understand that the doctor or hygienists have reserved their time to be there for
you. This time slot could have been given to someone who may desperately need his
or her care. Therefore, please have the courtesy to give us 24 hours notice if you are
unable to make your scheduled appointment.
IF YOU HAVE DENTAL INSURANCE
As a courtesy, we will file your claim for you. We may accept direct payment from
most insurance companies. We will estimate your deductible and the portion not
covered by your insurance, which is due at the time of treatment. Our estimate may
be different than your insurance company’s calculations; therefore, the amount due
to our office may be adjusted accordingly. You may find that our fees may be
different from the insurance company’s schedule of “ allowable” or “ UCR” fees. If
you have any questions about “ UCR” fees, please feel free to ask. All services
rendered are charged directly to the patient, and the patient is ultimately
responsible for the account regardless of insurance coverage. Any insurance claims
denied or remaining unpaid after 60 days will automatically become the
responsibility of the patient.
Signature: _________________________________________________________________
Date: ________________________________________________
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PERMISSION TO TAKE PHOTOGRAPHS, SLIDES & VIDEOS

I, (Print Name) ____________________________________________, hereby authorize South Peek
Dental Care to take my photographs, slides, and/or videos of my face, jaws, and
teeth.
I understand that the photographs, slides, and/or videos will be used as a record of
my care, and may be used for educational purposes in lectures, demonstrations, and
professional publications.

_______________________________________
Patient’s Signature

________________________________________________
Date

___________________________________________
If a minor, signature of Parent or Guardian
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ACKNOWLEDGEMENT & SIGNATURES

I acknowledge that the information I give in this form is correct to the best of my
knowledge, and I understand that this information will be held in the strictest confidence. I
also understand that it is my responsibility to inform this office of any changes in my
insurance or medical status. I understand that I will be required to pay my estimated
portion of South Peek Dental Care’s fees at the time of treatment unless prior arrangements
have been made. I also understand that I am ultimately responsible for payment of any and
all services rendered, regardless of insurance reimbursement.

Signature: ______________________________________________
Print Name: _____________________________________________
Date: _____________________________________________________

