
HICKS DENTAL GROUP

ID: Chart ID:

First Name: _

Patient Is: ] Policy Holder
Responsible Party

Responsible Party (if someone other than the patient) 

First Name:

Address:

PATIENT REGISTRATION

Last Name: Middle Initial:
Preferred Name:

Last Name: Middle Initial:

Address 2:

City, State, Zip: 

Home Phone: 

Birth Date:

Work Phone: 

Soc Sec:

Ext:

Pager:

Cellular:

Drivers Lie:

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

Patient Information 

Address:

C ity :___________

Address 2:

State / Zip: Pager:

Home Phone:

Sex: Male

Birth Date:

E-mail:

Work Phone: Ext: Cellular:

Female

Age:

Marital Status: 

Soc. Sec:

Married Single Divorced Separated Widowed 

Drivers Lie:

Section 2

Employment Status: Q i Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: 

Carrier ID:

Pref. Pharmacy: 

Pref Hyg.:

I would like to receive correspondences via e-mail.

Section 3
emergency contact: 

home phone: 

other phone: 

relation to patient: 

referred by: 

Physicians Name : 

Physicians phone#:

Primary Insurance Information 

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

Relationship to Insured: Self Spouse Child Other

Insured Birth Date:

City,State,Zip: 

Rem. Benefits:

Ins. Company:

Address: 

Address 2: 

City,State,Zip:

.00 Rem. Deduct: .00

Secondary Insurance Information 

Name of Insured:

Insured Soc. Sec:

Employer:

Relationship to Insured: Self Spouse Child Other

Insured Birth Date:

Address:

Address 2:

City,State,Zip: 

Rem. Benefits:

Ins. Company:

Address: 

Address 2: 

City.State.Zip:

.00 Rem. Deduct: .00





 

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION 

Background 

The HIPAA Privacy Rule gives individuals a fundamental new right to be informed of the privacy practices 

of their health plans and of most of their health care providers, as well as to be informed of their privacy 

rights with respect to their personal health information. Health plans and covered health care providers 

are required to develop and distribute a notice that provides a clear explanation of these rights and 

practices. The notice is intended to focus individuals on privacy issues and concerns, and to prompt 

them to have discussions with their health plans and health care providers and exercise their rights. 

How the Rule Works 

General Rule. The Privacy Rule provides that an individual has a right to adequate notice of how a 

covered entity may use and disclose protected health information about the individual, as well as his or 

her rights and the covered entity’s obligations with respect to that information. Most covered entities 

must develop and provide individuals with this notice of their privacy practices. 

The Privacy Rule does not require the following covered entities to develop a notice: 

Health care clearinghouses, if the only protected health information they create or receive is as a 

business associate of another covered entity. See 45 CFR 164.500(b)(1).                                                          

A correctional institution that is a covered entity (e.g., that has a covered health care provider 

component).                                                                                                                                                                   

A group health plan that provides benefits only through one or more contracts of insurance with health 

insurance issuers or HMOs, and that does not create or receive protected health information other than 

summary health information or enrollment or disenrollment information. 

See 45 CFR 164.520(a). 

Content of the Notice. Covered entities are required to provide a notice in plain language that describes: 
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How the covered entity may use and disclose protected health information about an individual. 



The individual’s rights with respect to the information and how the individual may exercise these rights, 

including how the individual may complain to the covered entity. 

The covered entity’s legal duties with respect to the information, including a statement that the covered 

entity is required by law to maintain the privacy of protected health information. 

Whom individuals can contact for further information about the covered entity’s privacy policies. 

The notice must include an effective date. See 45 CFR 164.520(b) for the specific requirements for 

developing the content of the notice. 

A covered entity is required to promptly revise and distribute its notice whenever it makes material 

changes to any of its privacy practices. See 45 CFR 164.520(b)(3), 164.520(c)(1)(i)(C) for health plans, and 

164.520(c)(2)(iv) for covered health care providers with direct treatment relationships with individuals. 

Providing the Notice. 

A covered entity must make its notice available to any person who asks for it. 

 A covered entity must prominently post and make available its notice on any web site it maintains that 

provides information about its customer services or benefits. 

Health Plans must also: 

< Provide the notice to individuals then covered by the plan no later than April 14, 2003 (April 14, 2004, 

for small health plans) and to new enrollees at the time of enrollment. 

< Provide a revised notice to individuals then covered by the plan within 60 days of a material revision. < 

Notify individuals then covered by the plan of the availability of and how to obtain the notice at least 

once every three years. 

Covered Direct Treatment Providers must also: 
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< Provide the notice to the individual no later than the date of first service delivery (after the April 14, 

2003 compliance date of the Privacy Rule) and, except in an emergency treatment situation, make a 

good faith effort to obtain the individual’s written acknowledgment of receipt of the notice. If an 

acknowledgment cannot be obtained, the provider must document his or her efforts to obtain the 

acknowledgment and the reason why it was not obtained. 

< When first service delivery to an individual is provided over the Internet, through e-mail, or otherwise 

electronically, the provider must send an electronic notice automatically and contemporaneously in 

response to the individual’s first request for service. The provider must make a good faith effort to 

obtain a return receipt or other transmission from the individual in response to receiving the notice. 



< In an emergency treatment situation, provide the notice as soon as it is reasonably practicable to do so 

after the emergency situation has ended. In these situations, providers are not required to make a good 

faith effort to obtain a written acknowledgment from individuals. 

< Make the latest notice (i.e., the one that reflects any changes in privacy policies) available at the 

provider’s office or facility for individuals to request to take with them, and post it in a clear and 

prominent location at the facility. 

C A covered entity may e-mail the notice to an individual if the individual agrees to receive an electronic 

notice. 

See 45 CFR 164.520(c) for the specific requirements for providing the notice. 

Organizational Options. 

C Any covered entity, including a hybrid entity or an affiliated covered entity, may choose to develop 

more than one notice, such as when an entity performs different types of covered functions (i.e., the 

functions that make it a health plan, a health care provider, or a health care clearinghouse) and there 

are variations in its privacy practices among these covered functions. Covered entities are encouraged 

to provide individuals with the most specific notice possible. 

C Covered entities that participate in an organized health care arrangement may choose to produce a 

single, joint notice if certain requirements are met. For example, the joint notice must describe the 

covered entities and the service 
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delivery sites to which it applies. If any one of the participating covered entities provides the joint notice 

to an individual, the notice distribution requirement with respect to that individual is met for all of the 

covered entities. See 45 CFR 164.520(d). 

Frequently Asked Questions 

To see Privacy Rule FAQs, click the desired link below: 

FAQs on Notice of Privacy Practices 

FAQs on ALL Privacy Rule Topics 

(You can also go to http://answers.hhs.gov/cgi-bin/hhs.cfg/php/enduser/std_alp.php, then select 

"Privacy of Health Information/HIPAA" from the Category drop down list and click the Search button.) 
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d HICKS DENTAL GROUP il
Medical History

PATIENT N A M E _____________________________________________________ Birth Date

Although dental personnel pnmarily treat the area in and around your mouth, your mouth Is a part of your entire body Health problems that you may 
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive Thank you for answenng the 

following questions.

Are you under a physician's care now? 
Have you ever been hospitalized or had a major operation? 

Have you ever had a serious head or neck injury? 

Are you taking any medications, pills, or drugs? 
Oo you take, or have you taken. Phen Fen or Redux? 
Have you ever taken Fosamax. Boniva. Actonel or any 

other medications containing bisphosphonates?

Are you on a special diet? 
Do you use tobacco? 

Do you use controlled substances?

Yes No
Yes No

Yes No
Yes No

Yes No

Yes No

Yes No

Yes No
Yes No

If yes. please explain: 
If yes. please explain: 

If yes. please explain: 
If yes. please explain:

Women: Are you
Pregnant/Trymg to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No

Are you alergic to any of the following?

Aspirin Penicillin Codeine

Other If yes. please explain:_____________

Local Anesthetics Acrylic Metal Latex Sulfa drugs

Do you have, or have you had. any i

AIDS/HIV Positive Yes No
Atzhemei's Disease Yes No
Anaphylaxis Yes No
Anemia Yes No
Angina Yes No
ArthritivGoul Yes NO
Artroal Heart Valve Yes No
Anrciai Joint Yes No
Asthma Yes NO
8tood Disease Yes No
Blood Transfusion Yes NO
Breathing Problem Yes NO
Bruise Easily Ye* NO
Cancer Yes NO
Chemotherapy Yes No
Chest Pams Yes No
Cold SoresiFever Bisters Yes No
Con genual Heart Disorder Yes NO
Convulsions Yes No

any of the following?

Cortisone Medicine Yes No Hemophaa Yes No Radiation Treatments Ye* No
Oiabetes Yes NO HcpaUisA Yes No Recent Wegtit Loss Yes No
Orug Addiction Yes NO Hepatcrs B or C Yes No Renal O iaysi* Yes NO
Easay Winded Yes No Herpes Yes No Rheumatic Fever Yes NO
Emphysema Yes NO Hgh Blood Pressure Yes No Rheumatism Yes No
Epilepsy or Seizures Yes NO Hgh Cholesterol Yes No Scarlet Fever Yes No
Excessive Bleed ng Yes No Hives or Rash Yes No Shingles Yes No
Excessive Thirst Yes NO Hypoglycerraa Yes No Sickle Ce» Oisease Yes No
Fanting SpellsrDizzmess Yes No Irregular Heartbeat Yes No Sinus Trouble Yes No
Frequent Cough Yes No Kidney Problems Yes No Spma BY<da Yes NO
Frequent Oiantiea Yes NO Leukemia Yes NO Stomachiintestinal Oisease Yes NO

Frequent Headaches Yes NO Liver Disease Yes No Stroke Yes NO

Genital Herpes Yes NO Low Blood Pressure Ye* NO Swehng of Limb* Yes No
Glaucoma Yes No Lung Disease Yes NO Thyroid Disease Yes NO

Hay Fever Yes No MCral valve Prolapse Yes NO Tonsillitis Yes No

Heart AttackiFarlure Yes NO Osteoporosis Yes NO Tuberculosis YCS No

Heart Murmur Yes No Pan n  Jaw Joints Yes NO Tumors or Growths Yes No

Heart Pacemaker Yes NO Parathyroid Disease Yes NO
Utews
Venereal Disease Yes No

Heart TroubleiOisease Yes No Psychiatric Care Yes NO Yellow Jaundme Yes No

s s  not listed above? Yes No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered l understand that providing incorrect information can be 
dangerous to my (or patient's) health It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT. PARENT, or G U A R D IA N ________________________________________________________ DATE



 

 

 

 

 

UNDERSTANDING OFFICE POLICY AND INSURANCE RESPONSIBILITIES:  
First and most important, we are pleased you have chosen us to care for your dental health. Our goal is to provide the best 

dental care possible.  

 It is important we are “up front” with each other as to what our mutual responsibilities are. 

OUR PAYMENT POLICIES: 
We accept the following forms of payment: cash, check, credit and debit cards.  FULL PAYMENT IS DUE AT THE 

TIME THAT SERVICES ARE RENDERED, unless we are billing your insurance company or prior arrangements have 

been made.  Please understand that you, the client or other responsible party are liable for all charges and balances on your 

account. There will be a $30.00 fee charged for all returned checks, plus the face value of the check. Should it be 

necessary to refer your account to collections, you agree to pay all the collection costs involved including attorney fees. 

 

If we are contracted with your insurance company, we will honor all of our provisions of that contract.  To do this, 

however, we need your help.  If you have changed companies and policies, we must be advised prior to the date we 

provide service, and give current insurance identification cards and addresses for insurance submission.  Otherwise, 

insurance benefits may be denied or delayed by your insurance company and you there by, immediately become 

financially responsible for the provided services. 

My signature indicates I understand all of the above and I agree to abide by the agreement.  

Signature_____________________________________Date________________ 

 

WE WILL PROCESS YOUR CLAIM AS A COURTESY TO YOU based on the information provided to us by 

you and your insurance company. You need to be familiar with your policy coverage, benefits, and eligibility. 

 

Deductible amount and fees for non-covered services as determined by your insurance company are the financial 

responsibility of you, as well as unpaid claims due to lapse or termination of coverage, or delayed payments if incorrect 

information is provided, or if your insurance company does not process your claims within 30 days.  

 

January 1, 2012, you are responsible for payment after your primary insurance pays. As a courtesy to you, we 

will still submit primary and secondary insurance and have the secondary insurance pay you directly.                             
 

Your insurance policy is a contract between you and your insurance company.  We cannot guarantee that your insurance 

company will pay your claim.  You are responsible for payment of your account in full at the end of 30 days after date of 

service.   

 

I understand that I am financially responsible for the charges not covered by my insurance. I hereby authorize 

Hicks Dental Group to release any information acquired in the course of my examination and treatment to my 

insurance company upon their request. 

I authorize assignment of benefits from my insurance to be paid directly to Hicks Dental Group.  

Signature__________________________________________ Date_______________ 

  

                ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY POLICY RIGHTS 

      I have been made aware of Hicks Dental Group privacy rights policy.  

X  Signature                                                             Date:                        

___________________________________________________________________________ 

Print name:                                          Relationship to Patient               
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