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Dr. Bryan Dryden Family Dentistry, P.A.

PATIENT INFORMATION FORM
Patient Name:__________________________________________________________ Title:_______________

Preferred Name(Nickname)____________________________________________    Birthday:____/____/____

Mailing Address:____________________________________________________     SS#______-_____-______

City:______________________________________ State:_______ Zip ________     Sex:     M    F

Home Phone:(_____)_____________________ Marital Status:  Single   Married   Divorced    Widowed 

Spouse Name:____________________________ Children’s Names: __________________________________

Nearest Friend or Relative not residing with you: ____________________________ Phone:________________

Employer:__________________________________ Work Phone:________________May we call you at work?____ 

E-Mail Address:____________________________________       Referred by:___________________________

PRIMARY DENTAL INSURANCE COVERAGE
Subscriber Name:__________________________________ Relationship to Patient:______________________

Birthday:____/____/____ SS# ______-____-______ Employer:______________________________________

Insurance Company:_______________________________________________ Group # __________________

SECONDARY DENTAL INSURANCE COVERAGE
Subscriber Name:__________________________________ Relationship to Patient:______________________

Birthday:____/____/____ SS# ______-____-______ Employer:______________________________________

Insurance Company:_______________________________________________ Group # __________________

In our continued commitment to provide the highest quality of dental care available to all of our patients and to have those services comfortably affordable, we are pleased to offer you these alternatives for payment.  Please check one of the following. 



 Personal Credit Card
 Cash or Personal Check
    Outside financing is




Visa






        available through


                  Mastercard






        our office.

I agree that I am fully responsible for the total payment of all procedures performed in this office - this includes any treatment that is not a benefit of any dental insurance that I may have.  Estimated patient portion is due when services are rendered.

____________________________________________________   ____________________________________

                  Signature (Parent or Guardian if under 18)                                             Date

Name__________________________________________
MEDICAL HEALTH HISTORY

Do You Have or Have You Had Any of the Following?

HEART PROBLEMS

YES   NO
Chest Pain

YES   NO
Shortness of Breath

YES   NO
Blood Pressure Problems

YES   NO
Heart Murmur

YES   NO
Taking Heart Medication

YES   NO
Rheumatic Fever

YES   NO
Pacemaker

YES   NO
Artificial Heart Valve

BLOOD PROBLEMS

YES   NO
Stroke

YES   NO
Easy Bruising
YES   NO
Frequent Nose Bleeds
YES   NO
Abnormal Bleeding
YES   NO
Blood Disease (Anemia)
YES   NO
Ever Require a Blood Transfusion
YES   NO
Taking Blood Thinning Medication
ALLERGY PROBLEMS
YES   NO
Hay Fever
YES   NO
Sinus Problems
YES   NO
Skin Rashes
YES   NO
Taking Allergy Medication
YES   NO
Asthma
INTESTINAL PROBLEMS

YES   NO
Ulcer 
YES   NO
Unexplained Weight Gain or Loss
YES   NO
Special Diet
YES   NO
Kidney or Bladder Problems
BONE OR JOINT PROBLEMS

YES   NO
Arthritis
YES   NO
Back or Neck Pain
YES   NO
Join Replacement (e.g. total hip


knee, pins, implants)

DIABETES

YES   NO
Urinate more than six times a day
YES   NO
Thirsty or dry mouth much of the time
YES   NO
Family History of Diabetes
HISTORY OR HEAD INJURY

YES   NO
Fainting Spells, Seizures or Epilepsy
YES   NO
Frequent or Severe Headaches
What would you like to change about your teeth or

smile?______________________________________

OTHER INLLNESSES

YES   NO
Tuberculosis or Respiratory Disease
YES   NO
Cancer or Tumor

YES   NO
Thyroid Problem

YES   NO
Persistent Cough or Swollen Glands

YES   NO
A Smoker, ______pk/day

YES   NO
Chewing Tobacco
YES   NO
Hepatitis, Jaundice or Liver Trouble
YES   NO
History of Alcohol or Drug Abuse

YES   NO
Sexually Transmitted Disease
YES   NO
HIV – Positive / AIDS

YES   NO
Glaucoma

YES   NO
Do You Wear Contact Lenses

YES   NO
Have You Ever Taken the Appetite



Suppressant Redux, Fen-Phen or 


Redux-Phen

YES   NO
Any Disease, Condition or Problems not 



listed here that you feel we should 


know about.  If so, please describe:


________________________________


________________________________
ANY UNUSUAL REACTIONS TO:

YES   NO
Local Anesthetics

YES   NO
Penicillin or Other Antibiotic

YES   NO
Sulfa Drugs

YES   NO
Aspirin, Tylenol, Ibuprofen, Codeine,



Demerol or Other Narcotic

YES   NO
Metals

YES   NO
Latex or Rubber Dam

YES   NO
Other____________________________
WOMEN ONLY:

Are you taking contraceptives or other 

hormones? ________________________________

Are you pregnant or think you may be?__________

Are you nursing?________

Patient (Guardian)

Signature______________________________________






Date
DENTAL HEALTH HISTORY
❑ Are you dissatisfied with the appearance of your teeth?

❑ Are you unhappy with the color of your teeth?
❑ Do you have difficulty chewing you food?
❑ Are your teeth sensitive?
❑ Have you had problems with previous dental treatment?
❑ Do you prefer to save your teeth?

❑ Are you concerned with bad breath?

❑ Do you gag easily?

❑ Do you have sore or bleeding gums?

❑ Have you had an injury to your face or jaw?
❑ Do you clench or grind your teeth?

❑ Do you have sore or popping jaw joints?

❑ Have you had previous orthodontic treatment?

❑ Has your jaw been locked before?
❑ Do you get frequent cold sores?

❑ Are you concerned about snoring?
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 DR. BRYAN DRYDEN FAMILY DENTISTRY, P.A.
Full Name:__________________________________________ I prefer to be called:_____________________

Family Members: __________________________________________________________________________

Friend or Relative Not living with you: __________________________________ Phone: ________________

Agreement to Pay for Treatment:
The patient and responsible party hereby agree to pay all charges submitted by this office during the course of treatment.  The patient is responsible to know what their insurance company does and does not cover.  Some procedures may not be covered by the patient’s insurance plan.  Dr. Dryden’s office will assist the patient in understanding their insurance plan and obtaining payment from them.  The patient is responsible to pay any charges not paid by their insurance.

____________________________________________________

Signature                                                        Date

Release of Medical Information:

I, the undersigned patient or responsible party, hereby authorize this office, its agents/employees to release and disclose all or any part of the patient’s dental records to any entity which is, or may be liable for all or part of the provider charges.

I authorize the release and disclosure of any and all of my dental records to any other entity, including, but not limited to, referring doctors, hospitals, or other health care providers, which may be of assistance in the opinion of this office, in providing for the treatment of the patient.

I authorize the release of records necessary to assist in the reimbursement of benefits to which I may be entitled.  I authorize this office and/or its employees to release dental records which are needed in order to provide patient with the most appropriate dental care.

______________________________________________________

Signature                                                           Date
DR. BRYAN DRYDEN FAMILY DENTISTRY, P.A.

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.  Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice available 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.
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 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.

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 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.

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 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.

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.

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, 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.

Appointment Reminders:  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 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 copies, we will charge you $0.05 for each page, $10.00 per hour for staff time to locate and 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.  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 that we communicate with you about your health information by alternative means or to alternative locations. {You must make your request in writing.}  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 Web site or by electronic mail (e-mail), you are entitled to receive this Notice in written form.  


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:  Dr. Bryan Dryden


Telephone:  (208) 664-9506
            
Fax:  (208) 665-1598


E-mail:  info@drydenfamilydentistry.com


Address:  916 Ironwood Drive,  STE B  Coeur d’Alene,  Idaho  83814
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Dr. Bryan Dryden Family Dentistry, P.A

PATIENT CONSENT FOR USE AND DISCLOSURE

OF PROTECTED HEALTH INFORMATION
I understand that as part of my/my child’s healthcare, Dr. Bryan Dryden Family Dentistry, P.A. originates and maintains health records describing my/my child’s demographics, health history, symptoms, examinations, x-rays, diagnoses, treatment, procedures, and any plans for future care or treatment. I understand that this protected health information (PHI) serves as:

· A basis for planning my care and treatment

· A means of communication among health professionals who contribute to my care

· A source of information for applying my diagnosis and surgical information to my bill

· A means by which a third-party payer can verify that services billed were actually provided

· A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

These services are considered treatment, payment and healthcare operations (TPO).

I understand and have been provided with a Notice of Privacy Practices that provides a more complete description of information uses and disclosures.  I understand I have the right to review the notice prior to signing this consent.  The Notice of Privacy Practices is posted in the lobby of Dr. Bryan Dryden Family Dentistry, P.A.  Dr. Bryan Dryden Family Dentistry, P.A. reserves the right to revise its Notice of Privacy Practices at anytime.  A revised Notice of Privacy Practices may be obtained by forwarding a written request to Dr. Dryden’s Privacy Officer at 916 Ironwood Drive, STE B, Coeur d’Alene, Idaho 83814.

With my consent, Dr. Bryan Dryden Family Dentistry, P.A. may call my home or other designated location and leave a message on voice mail or in person in reference to any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call pertaining to my/my child’s clinical care.

With my consent, Dr. Bryan Dryden Family Dentistry, P.A. may mail to my home or other designated location any items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.

With my consent, during the course of treatment digital photos may be taken.  Dr. Bryan Dryden Family Dentistry, P.A. may use these photos for patient education and advertising.  I have the right to request that Dr. Bryan Dryden Family Dentistry, P.A. restrict how it uses and discloses my/my child’s PHI to carry out TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this agreement.

By signing this form, I am consenting to Dr. Bryan Dryden Family Dentistry, P.A.’s use and disclosure of my/my child’s PHI to carry out TPO.  I may revoke my consent in writing except to the extent that the practice has already made disclosures in reliance upon my prior consent.  If I do not sign this consent Dr. Bryan Dryden Family Dentistry, P.A. may decline to provide treatment to me/my child.

________________________________________________________                        __________________________

Signature of Patient or Legal Guardian                                                               Date

________________________________________________________
Patient’s Name

