


  

Health History (please print) 
Have you ever had any of the following?  Please check those that apply: 

□ AIDS or HIV positive □ Diabetes □ Heart Stint □ Respiratory Problems 

□ Allergies □ Dizziness □ Hemophilia □ Rheumatic Fever 

□ Anemia □ Ear/Hearing Problems □ Hepatitis □ Rheumatism 

□ Arthritis □ Emphysema □ High Blood Pressure □ Seizures 

□ Artificial Heart Valve □ Epilepsy □ Jaundice □ Sinus Problems 

□ Artificial Joints, pins □ Epinephrine Sensitive □ Kidney Disease □ Skin Diseases 

□ Asthma □ Excessive Bleeding □ Latex Sensitivity □ Stomach Problems 

□ Blood Disease □ Eye/Vision Problems □ Liver Disease □ Stroke 

□ Blood Thinner □ Fainting □ Mental Disorders □ Thyroid Condition 

□ Blood Transfusion □ Gall Bladder Problems □ Mitral Valve Prolapse □ Tobacco Smoker 

□ Bone Disease □ Glaucoma □ Nervous/Anxious □ Tuberculosis 

□ Cancer □ Hay Fever □ Neurological Disorders □ Tumors 

□ Chemotherapy □ Head Injuries □ Penicillin Allergy □ Ulcers 

□ Cholesterol (High) □ Heart (Disease, Attack, Surgery) □ Pregnant-Due date: □ Venereal Disease (STD) 

□ Circulatory Problems □ Heart Murmur □ Psychiatric/Psychological Care  

□ Codeine Allergy □ Heart Pacemaker □ Radiation Treatment  

●Name of Physician 
●Are you now under the care of a physician?   
●Do you have or have you had any disease, condition, or problem not 
listed above? 
●Are you taking ANY medications, drugs or pills, including regular 
dosages of aspirin?   
 
●Have you ever had an allergic (or adverse) reaction to any medica-
tions?    
●Have you been admitted to a hospital or needed emergency care during 
the past two years?  
●Have you ever been advised by your physician that you need to be pre-
medicated before any dental procedures for the prevention of bacterial 
endocarditis or any other medical conditions?  
●Do you take or have you ever taken an osteoporosis medication (i.e. 
Fosamax, Boniva, Actonel, Aredia, Bonefos, Didronel, Ostac, Skelid 
and Zometa)?  
●Do your gums bleed while brushing?    
●Have you ever had periodontal treatments or gum surgery? 
●Does heat, cold or sweets cause pain in your mouth?   
●Have you ever had any difficult extractions in the past?   
●Approximate date of last dental visit?  
●How often do you: a) Brush your teeth 
●If you could change anything about your smile, what would it be? 
●Do you have other family members that have been patients here?      

Phone 
□Y □N  If yes, please explain  
□Y □N  If yes, please explain 
 
□Y □N  If yes, please explain 
 
 
□Y □N  If yes, please explain 
 
□Y □N If yes, please explain 
 
□Y □N  If yes, please explain 
 
 
□Y □N  If yes, please explain 
 
 
□Y □N  If yes, please explain 
□Y □N  If yes, please explain 
□Y □N  If yes, please explain 
□Y □N  If yes, please explain 
Reason for this visit 
b). Floss your teeth 
 
□Y □ N If yes, what are their names 

I understand the above information is necessary to provide me with dental care in a safe and efficient manner.  I have answered all questions to the best of my knowl-
edge.  Should further information be needed, you have my permission to ask the respective health care provider or agency, who may release such information to you.  I 
will inform the doctor of any changes in my health or medications.  Since the work to be done is explained to me before treatment is begun, I give Elgin Family Dental 
my consent to perform any needed dental treatment.  I authorize my insurance company to pay Elgin Family Dental all insurance benefits otherwise payable to me for 
services rendered.  I authorize the use of this signature on all insurance submissions.  I authorize Elgin Family Dental to release all information necessary to secure the 
payment of benefits. 
I understand that I am fully financially responsible for ALL charges whether covered or not covered or denied by my insurance company. 
 
 
Patient Signature (Parent or Guardian     Date 
 
Reviewed by Doctor      Date   BP 
 
 

PATIENT NAME     BIRTHDATE   SS# 



 
ELGIN FAMILY 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___/_2010___, 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). 
_____________________________________________________
___________________ 
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.  We may charge you a reasonable cost-based fee for the cost of 
supplies and labor of copying.  If you request an alternative format, we may 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. 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: Deborah Herring 
 
Telephone: 512-281-3321 Fax: 512-285-3447 E-mail: dherring@elginfamilydental.com 
 
Address: PO Box 32 Elgin TX 78621 
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ELGIN FAMILY DENTAL 
Acknowledgement	
  of	
  Receipt	
  of	
  HIPAA	
  

Privacy	
  Policies	
  and	
  Procedures	
  
	
  
	
  

I, _______________________________________________, have 

received and reviewed a copy of Elgin Family Dental’s health information 

privacy and security policies and procedures. 

 
Print 
Name_________________________________________________
____________ 
 
Signature_______________________________________________
_________________ 
 
Date__________________________________________________
__________________ 
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