Linda W. Smith, D.D.S.
5527Ohio River Road,

Point Pleasant, WV 25550

304-675-6012

AUTHORIZATION FOR TREATMENT AND RELEASE OF DENTAL/MEDICAL INFORMATION

I hereby authorize you to release my dental/medical records to:

Name:___________________________________________________________________________________________
Addrerss:_________________________________________________________________________________________ 

Please send a copy of the dental/medical records of:

Name: _________________________________________________________ D.O.B.:__________________________
Address: _________________________________________________________________________________________
Phone: __________________________________________________ SSN#:__________________________________
Covering the period from: ________________________________________________________________________
Signed: _____________________________________________      Date: ____________________________________

(Parent or Guardian)

Comments:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Permission to treat:  ________________________________________
Date:  _________________________




Signature (Parent or Guardian)

Linda W. Smith, D.D.S, Inc.
Section A:  The Patient.

Name: __________________________________________________________________________________________
Address: ________________________________________________________________________________________
Telephone #:_____________________________      E-Mail:_____________________________________________
Cell #:____________________________________      SS#:_______________________________________________
Section B:   Acknowledgement of Receipt of Privacy Practices Notice.

I, _____________________________________, acknowledge that I have received a Notice of Privacy Practices from the above-named practice.

Signature: ___________________________________     Date: ____________________________________________
If a personal representative signs this authorization of behalf of the individual, complete the following:       Personal Representative’s Name: _________________________________________________________________
Relationship to Individual: _________________________________________________________________________
Section C:  Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual’s signature on this form: __________________________________________________________________________________________________
__________________________________________________________________________________________________
Describe the reason why the individual would not sign this form:  ___________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Signature.
I attest that the above information is correct.

Signature: _________________________________________      Date: _____________________________________
Print Name: _______________________________________
Linda W. Smith, D.D.S., Inc.
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

Federal and state law requires us to maintain the privacy of your health information.  That law also requires us 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 we describes 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 notices at any time, provided such alpplicable law permits the changes.  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 out 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 health care operations:  For example:  
Treatment:  We may use your health information for treatment or disclose it to a dentist, physician, or other health care provider providing treatment to you.

Payment:  We may use and disclose your health information to obtain payment for services we provide to you.   We may also disclose your health informaiton to another health care rpovider or entitity that is subject to the federal Privacy Rules for its payment activities.
Health Care Operations:  We may use and disclose your health informaiton for our health care operations.  Health care operations include quality assessment and improvement activies, reviewing the competence or qualification of health care professions, evaluating practictioner and provider performance, conductinc training, programs, accreditation, certification, liscensing or credentialing activities.  We may disclose your health information to another health care provider or organization that is subject to the federal privacy rules and that has a relationship with you to support some of their health care operations.  We may disclose your information to help these organizations conduct quality assessment and improvement activies, review the competence or qualifications of health care professionals, or detect or prevent health care fraud and abuse.
On Your Authorization:  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 uses 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 may disclose your health information to a family member, friend or other person to the extent necessary to help with your health care or with payment for your health care.  Before we discuss your health information to these people, we will provide you with an opportunity to object to your use or disclosure.  If you are not present, or in the even of your incapacity or an emergency, we will disclose your medical information based on our profession judgment of whether the disclosure would be in your best interest.  We may 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.  We may use or disclose information about you to notify or assist in notifying a person involved in your care, of you location and general condition.

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

Disaster Relief:  We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster relief efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or benefit.

· As required by law;
· For public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding work-related illness or injury;

· To report adult abuse, neglect, or domestic violence;

· To health oversight agencies;

· In response to court and administrative orders and other lawful processes;

· To law enforcement official pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;

· To coroners, medical examiners, and funeral directors;

· To an organ procurement organization;

· To avert a serious threat to health or safety;

· In connection with certain research activities;

· To the military and to federal officials for lawful intelligence, counterintelligence, and national security activies;

· To correctional institutions regarding inmate; and

· As authorized by state worker’s compensation laws.

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 request access by sending us a letter to the address at the end of this notice.  If you request copies, we will charge you a reasonable cost-based fee that may include labor, copying costs, and postage.  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 may – but are not required to – prepare a summary or an explanation of your health information in that format.  Contact us using the information listed at the end of this notice for more information about fees.
Disclosure Accounting:  You have the right to receive a list of instances in which we or our business associates disclosed your health information over the last 6 years (but not before April 14, 2003).  That list will not include disclosures for treatment, payment, health care operations, as authorized by you, and for certain other activities.  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.  Contact us using the information listed at the end of this notice for more information about fees.
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).  Any agreement we may make to a request for additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf.  Your request is not binding unless our agreement is in writing.
Alternative Communication:  You have the right to request that we communicate with your about your health information  by alternative means or to alternative locations.  You must make your request in writing.  Your must specify in your request the alternative means or location, and provide satisfactory explanation how you will handle payment 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 we should amend the information.  We may deny your request under certain circumstances.

Question and Complaints

If you want more information about our privacy practices or have questions or concerns, please contact us using the information listed at the end of this notice.
If you believe that:
· We have violated your privacy rights,

· We made a decision about access to your health information incorrectly,

· Our response to a request you made to amend or restrict the use of disclosure of your health information was incorrect, or 

· We should communicate with you by alternative means or at alternative locations,         

You may contact us using the information listed below.  You may also submit a written complaine 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 complain with us or with the U.S. Department of Health and Human Services.


Linda W Smith DDS Inc
5527 Ohio River Road  I  POINT PLEASANT, WV 25550  I  304-675-6012

Financial Policy

Thank you for choosing Linda W Smith DDS Inc.  Our primary mission is to deliver the best and most comprehensive dental care available.  An important part of the mission is making the cost of optimal car as easy and manageable for our patients as possible by offering several payment options.

Payment Options:
You can choose from:

· Cash, Check, Visa, Mastercard, or Discover

· NO INTEREST(1) Payment Plans(2) from CareCredit

· Allow you to pay over time with NO INTERST(1)

· Convenient, low monthly payment plans(2) also available

· No annual fees or pre-payment penalties

Please note:
Linda W Smith DDS Inc requires payment prior to the completion of your treatment.  If you choose to discontinue care before treatment is complete, your refund will be determined upon review of your case.
For plans requiring multiple appointments, alternative payment arragements may be provided.

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly bill them for reimbursement for your treatment.(3)

A fee of $35.00 for patients who miss or cancel more than 1 time in a calendar year with out 24-hour notice.

Patient, Parent or Guardian Signature: _______________________________________Date:_____________

Patient Name (Please Print)__________________________________________________

(1) if paid withing the promotional period.  Othewise, interest assessed from treatment date.  Minimum month payment required.

(2) Subject to credit approval

(3) However, if we do not receive payment from your insurance  carrier within 60 day, you will be responsible for your treatment fees and collection of your benefits directly from your insurance carrier.

Patient Name:____________________________________________  
Date:__________________
MEDICAL HISTORY
Do you have, or have you ever had any of the following?  (Please Circle)

	- AIDS
	- Fainting Spells
	- Mitral Valve Prolapse

	- Allergies to Drugs
	- Chronic Cough
	- Pace Maker

	- Anemia 
	- Frequent Headaches
	- Parathyroid Disease

	- Arthritis
	- Genital Herpes
	- Psychiatric Care

	- Artificial joint
	- Glaucoma
	- Radiation Treatment

	- Asthma
	- Gout
	- Rheumatic Fever

	- Blood Disease
	- Hay Fever
	- Scarlet Fever

	- Breathing Difficulty
	- Heart attack/Failure
	- Sickle Cell Disease

	- Bruise/Bleed Easily
	- Heart Disease
	- Sinus Disease

	- Cancer
	- Heart Murmur
	- Stomach Disease

	- Chemotherapy
	- Heart Valve Replacement
	- Stroke

	- Chest Pains
	- High Blood Pressure
	-Thyroid Disease

	- Cold Sores
	- Hives/Rash
	- Tuberculosis

	- Diabetes Mellitus
	- Hypoglycemia
	- Tumors/Growths

	- Diarrhea (chronic)
	- Intestinal Disease
	- Ulcer/Colitis

	- Drug/Alcohol Addiction
	- Irregular Heart Beat
	- Venereal Disease

	- Drug Reaction
	- Kidney Disease
	- Vomiting (Chronic)

	- Emphysema
	- Leukemia/Lymphoma
	- Yellow Jaundice

	- Excessive Bleeding
	- Liver Disease/Hepatitis
	- OTHER ___________________

	- Excessive Thirst
	- Lung Disease
	(Anything not listed above)

	_______________________________
	______________________________
	___________________________

__sd


Are you being treated by a physician?___________________________________________________________
Have you ever been hospitalized or had major surgery?___________________________________________
Have you ever had a serious head or neck injury?_________________________________________________
Women:  Are you pregnant or trying to get pregnant?_____________________________________________

*Comments/Any medications currently taking?____________________________________________________

ORAL HABITS (Please circle)

- Alcohol Consumption


- Ice Chewing

- Tobacco Use__________________
- Cheek Biting



- Nail Biting


- Other_________________________

The information provided on this form is complete and accurate.  I understand that providing inaccurate information may be dangerous to my (the patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature_______________________________________       Date____________________________________

PATIENT INFORMATION
Date:_________________________________


SS#______________________________________
Patient’s Name_______________________________________________________________________________




Single

Married
Divorced
Separated
Widowed

Date of Birth__________________________

Patient’s Phone_________________________________

Person Responsible for this Account____________________________________________________________

Residence Address____________________________________________________________________________

Employed by__________________________________________________________________________________
Employer’s address____________________________________________________________________________

Employer’s Phone______________________________________   

Can we contact you at work?________________________________

Dental Insurance_______________________________________________________________________________
Referred by_____________________________________________________________________________________
APPOINTMENTS:  A charge will be made for failed or cancelled appointment without prior notification of 24 hours.  Once an appointment has been made, please remember that this time has been reserved for you.

INSURANCE:  To avoid misunderstandings regarding dental insurance, we wish our patients to know that all professional services rendered are charged directly to the patient.  Patients are personally responsible for payment of fees.  We will prepare necessary forms or reports and file them with your insurance company to help you obtain your benefits.  We do not render our services on the basis that insurance companies will pay all of your dental expenses.  Each fee is individual, for the individual patient.

Signature____________________________________________
Date_________________________________
Linda W. Smith, D.D.S.
5527 Ohio River Road
Point Pleasant, WV 25550

304-675-6012

Please provide the following information:

1.) List all dentists and physicians who are providing your care.

Name


Specialty

Address

Phone

________________
_________________
_________________
__________________

________________
_________________
_________________
__________________

________________
_________________
_________________
__________________

________________
_________________
_________________
__________________

2.) Preferred pharmacy and phone number​________________________________________

_______________________________________________________________________________

3.) Reason for seeking dental care with this office and/or concerns about oral health:

____________________________________________________________________________________

____________________________________________________________________________________
