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ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgement**  

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 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)              

Employee Name     Office Name       

Employee Signature    Date 

�

�

�

�

Rev 4/03
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PATIENTS DENTAL HEALTH
Why have you come in to see us today? (e.g.: pain, checkup, etc.)

Previous Dentist Last Visit Date of last cleaning

Reasons for changing dentists:

What problems have you had with past dental treatment?

Are you nervous about seeing a dentist?    Yes!     No  If yes, please tell us why:

How often do you brush? Do you floss?        Yes     No How often?

(please circle each) 
nellows ro rednet leef smug yMNY.gnipeels elihw ro yad eht gnirud hteet ym dnirg ro hcnelc INY

.gnitae smelborp evah INY.gnissolf ro gnihsurb elihw deelb smug yMNY
Y N I like my smile. Y N I have had orthodontics.

.yrujni waj ro laicaf a dah evah INY.sgnillif deroloc-htoot referp INY
.thgiarts hteet ym tnaw INY.niap ot eud htuom ym fo trap gnihsurb diova INY

Y N I want my teeth whiter.

What are your dental priorities?
(e.g.: appearance, dental health, financial considerations, etc.)

PATIENTS MEDICAL HISTORY

I consider my health to be (please check one)    Excellent    Good   Fair   Poor
Do you or have you had any of the following? please circle Y for yes or N for no.

esaesiD reviLNY.22esaesiD traeHNY.1
2. Y N Heart Murmur/Mitral Valve Prolapse 23. Y N Jaundice

epyT sititapeHNY.42ekortSNY.3        .
4. Y N Congenital Heart Lesions 25. Y N Diabetes

tsrihT ro/dna noitanirU evissecxENY.62reveF citamuehRNY.5
6. Y N Abnormal Blood Pressure 27. Y N Infectious Mononucleosis (Mono)

sepreHNY.82aimenANY.7
SDIANY.63sitirhtrANY.92redrosiD gnideelB degnolorPNY.8

9. Y N Tuberculosis or Lung Disease 30. Y N Sexually Transmitted/Venereal Disease 37. Y N Immune Suppressed Disorder
ssoL gniraeHNY.83esaesiD yendiKNY.13amhtsANY.01

sllepS gnitniaFNY.93ycnangilaM ro romuTNY.23reveF yaHNY.11
amocualGNY.04yparehtomehC/recnaCNY.33elbuorT suniSNY.21

 ro lanoitomE fo yrotsiHNY.14tnemtaerT noitaidaRNY.43seruzieS/yspelipENY.31
sredrosiD suovreNnoitciddA gurD fo yrotsiHNY.53sreclUNY.41

15. Y N Implants/Artificial Joints: Hip    Knee    Other WOMEN
16. Y N I smoke or use tobacco.  If yes, how much per day? How many years? 42. Y N Are you taking birth control medication?

rp eb uoy dluoc ro uoy erANY.34.sruoh 42 tsal eht nihtiw lohocla demusnoc evah INY.71 egnant or nursing?
18. Y N I usually take an antibiotic prior to dental treatment.
19. Y N Have you ever taken Fen-Phen or Redux?
20. Y N I have had major surgery: Year Type of operation: Year Type of operation:

21. Y N Do you have any other medical problem or medical history NOT listed on this form?
Are you allergic to any of the following? Please list all medications you are currently taking:
Please circle Y for yes or N for no
44. Y N Aspirin
45. Y N Ibuprofen
46. Y N Sulfa Drugs/Sulfites/Sulfides
47. Y N Penicillin
48. Y N Codeine
49. Y N Latex, Metals, Plastics
50. Y N Local Anesthetics (Novocaine)
51. Y N Other Medications - Which ones?

In the event of an emergency please contact:
Name Relationship Phone 
Name Relationship Phone 
Initial medical/dental health reviewed by:

/X / /X /
Doctor’s Signature                                                 Date                                                                                 Patient’s Signature                                               Date

Periodic medical/dental health reviewed by:
/X / /X /

Doctor’s Signature                                                 Date                                                       If patient is a minor: Parent/Guardian’s Signature                              Date

GETTING TO KNOW YOU AS OUR PATIENT

Doctor Notes Only:

Medicine Condition

Medicine Condition

Medicine Condition

Medicine Condition

Physician’s Name Phone

Address Fax 
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MyDentist 
Insurance Benefits, Medical Information Release and Financial Responsibility Agreement 

INSURANCE 
 
MyDentist is dedicated to helping you keep your smile healthy and beautiful for a lifetime. Our office will 
do everything possible to help you understand and make the most of your dental insurance benefits. As a 
courtesy, we will complete and submit dental insurance forms to your insurance company to achieve the 
maximum reimbursement to which you are entitled and will strive to make this happen as quickly as 
possible.  

We can only estimate the amount your insurance company will pay toward each dental procedure and are 
not able to guarantee what your insurance company will pay.  By signing this agreement, you are 
indicating that you understand and agree that you are solely responsible for all fees, including 
those not paid by your insurance company. We will file your insurance only under these terms.   

In some cases, your insurance company may have a maximum allowable charge for a procedure. This 
maximum allowable charge, as determined by the insurance company, does not determine the fee you 
are charged for dental services and may be less than our quoted fee. By signing this agreement, you are 
indicating that you understand and agree that you are solely responsible for all fees, including those not 
paid by your insurance company. 

In some cases, your insurance company may have a maximum yearly allowable. We will work with you to 
attempt to control your cost for the year to that amount, if requested. By signing this agreement, you are 
indicating that you understand and agree that you are solely responsible for all fees, including those not 
paid by your insurance company.  

Payment for dental/medical services must be made when your treatment plan is accepted, or at the time 
treatment is provided, unless prior financial arrangements have been made. 

By signing this agreement, you assign to MyDentist all payments for dental services rendered to you or 
your dependents. By signing this agreement, you are indicating that you understand and agree that you 
are solely responsible for all fees, including those not paid by your insurance company. These include 
any deductible amount, any amount that would be paid by co-insurance and insurance exclusions and/or 
limitations. 

RELEASE OF MEDICAL RECORDS  
 
You hereby authorize MyDentist to release copies of any and all information in your dental/medical 
records to other dental/medical providers or insurance carriers as a part of, or result of your treatment 
and/or to any other organization for the sole purpose of obtaining payment for dental/medical services 
provided to or for you or your dependent/s. 
 
You release MyDentist, its employees and all other persons caring for you at MyDentist from any liability 
connected with the use of these records or the information in them by anyone outside of MyDentist. 
 
You understand that this release will remain valid until revoked in writing by you.  
 
FINANCIAL RESPONSIBILITY 
 
By signing this agreement, you are indicating that you agree to the terms of this agreement, including 
being responsible for all legal fees, costs and an annual interest rate of 22% in the event that you 
breach this agreement. This agreement will be considered breached by you if MyDentist has not 
received payment in full within 30 days of your receipt of the final bill. In the event of breach of this 
agreement, all parties stipulate that Oklahoma County, OK will be the county of jurisdiction to hear any 
dispute arising hereto. 
 
You have read, or had read to you, all of the above and understand all parts of this document. 
 
Patient Signature: _____________________________________________ Date: ___________________ 

Custodial Parent or Legal Guardian must sign if Patient is a minor under the age of 18 or legally incapacitated. 

 

Witness Signature: ____________________________________________ Date: ___________________ 

 

A photocopy of this authorization and assignment shall be considered as valid as the original.                  Rev 8/06 
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MyDentist 
COMPLETE CARE DENTISTRY 

Periodontal Risk Assessment Questionnaire 
 

Blood Sugar 

http://www.mydentistinc.com


Revised 12-22-05 

O 
+ 



NOTICE OF PRIVACY PRACTICES

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
applicable law permits the terms of this Notice at any
time, provided such 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
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 dentist 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 writingat 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 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. 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. 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.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy
practices or have questions or concerns, please
contact us as follows:

Gene Gay, Compliance Officer
MyDentist
PO Box 21840
Oklahoma City, OK 73156
gene@mydentistinc.com

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.

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.

http://www.mydentistinc.com
mailto:gene@mydentistinc.com


NAME ______________________________________________ DATE _______________________

 1. What do you want to accomplish during your appointment  today?_________________________

_____________________________________________________________________________

 2. What could we do today to make this a positive experience for you? _______________________

_____________________________________________________________________________

 3. If you could change one thing about your smile, what would it be? _________________________

_____________________________________________________________________________

 4. Would you like your teeth to be whiter? ______________________________________________

 5. Do you grind or clinch your teeth?  If so, does your jaw hurt or give you headaches? __________

_____________________________________________________________________________

 6. Do your gums bleed when you brush or floss?_________________________________________

 7. Have you ever been treated for gum disease?_________________________________________

 8. Have you been unhappy with any previous dental care?  What happened? __________________

_____________________________________________________________________________

 9. How long has it been since you’ve seen a dentist?_____________________________________

10. Are you missing any teeth? ________ If so, how long have they been missing? ______________

11. Are you currently wearing any partials or dentures? ______ If so, how old are they? ___________

12. Do you have any crowns or bridges? _______ If so, how old are they? _____________________

13. How did you hear about MyDentist?___________________________________________

   Rev. 11/2004

Doctor’s/Hygienist’s Notes:___________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

EVALUATION

Welcome to MyDentist!
Our goal is to provide you the best dental
treatment possible. Please answer a few
questions to help us better meet your
dental needs.

http://www.mydentistinc.com
http://www.mydentistinc.com
http://www.mydentistinc.com
http://www.mydentistinc.com
http://www.mydentistinc.com
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