NOTICE OF PRIVACY PRACTICE 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1966 (HIPAA) requires all health care records and other individually identifiable health information used or disclosed to us in any form, whether electronically, on paper, be kept confidential  This federal law gives you, the patient, significant new rights to understand and control how your health information is used.  HIPAA provides penalties for covered entities that misuse personal health information.  As required by HIPAA we have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and disclose your health information.   

Without specific written authorization, we are permitted to use and disclose your healthcare records for the purpose of treatment, payment and healthcare operations.

· Treatment means providing, coordinating or managing healthcare and related services by one or more healthcare providers.  For example, we may need to share information with other providers or specialists involved in the continuation of your care.

· Payments mean such activities as obtaining reimbursement for services, confirming coverage, billing or collection activities, and utilization review.  For example, we disclose treatment information when billing a dental plan for dental services or to collection agencies for collection of debt owed.
· Healthcare operations include the business aspects of running our practice.  For example, patient information may be used for training purposes, or quality assessment.

Unless you request otherwise, we may use or disclose health information to a family, friend or other personal representative to the extent necessary to help with your health or with payment for your healthcare.  In addition, we may use your confidential information to remind you of appointments by sending reminder appointment postcards and/or leaving a message at home and/or work.  Any other uses and disclosures will be made only with your written authorization.  You may revoke such authorization in writing and we are required to honor and abide by that written request, except to the extent that we have already taken actions relying on your authorization.

You have certain rights in regards to your protected health information, which you can exercise by resending a written request to our Privacy Office at the practice address listed below:

· The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosure to family members, other relatives, close personal friends, or any other person identified by you.  We are, however, not required to agree to a requested restriction.  If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.

· The right to request to receive confidential communication of protected health information from us by alternative means or at alternative locations.

· The right to access, inspect and copy your protected health information.

· The right to request an amendment to your protected health information.

· The right to receive an accounting of disclosures of protected health information outside of treatment, payment and healthcare operations.

· The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your protected health information and to provide you notice of our legal duties and privacy practices with respect to protected health information.

This notice is effective March 2019 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect.  We reserve the right to change the terms of our Notice of Privacy Practice and to make new notice provisions effective for protected health information that we maintain.  Revisions to our Notice of Privacy Practice will be posted on the effective date and you may request a written copy of the Revised Notice from this office.
You have the right to file a formal, written complaint with us at the address below, or with the Department of Health & Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated.  We will not retaliate against you for filing a complaint.

For more information about our Privacy Practice, please contact:
              For more information about HIPAA or to file a complaint:









US Department of Health & Human Services
The Burkitt Center for Comprehensive Dentistry



Office of Civil Rights

7024 Nolensville Rd





200 Independent Avenue, SW

Nolensville, TN 3715





Washington, DC  20201

(615) 941-3368






(800) 696-6775
I have read and understand the above Notice of Privacy Practice

_______________________________________________________________________
Date:  ___________________________

Patient/Guarantor/Legal Guardian
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Patient Name:  
_________________________________________

Date of Birth:  __________________


Although dental personnel primarily 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 relationship with the dentistry you will receive.  Thank you for answering the following questions.  

Height:  ____________
Weight:  _____________

Name of Primary Care Physician and phone number__________________________________________________________________

Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates?      

If yes, when___________________________________________________________________________________________

Has a doctor ever advised you to take antibiotics prior to dental treatment?      ( Yes  ( No   
Please list ALL medications, pills or drugs __________________________________________________________________________

____________________________________________________________________________________________________________

Do you use tobacco/e-cigarettes?  ( Yes  ( No   


If yes, what kind and how much?  _________________________________________________________________________

Are you:  ( Pregnant or trying to get pregnant
     ( Nursing
 ( Taking oral contraceptives

Are you allergic to any of the following?


( Aspirin
( Codeine
( Local Anesthesia
( Penicillin

( Dogs 

( Acrylic
( Latex

( Metal


( Sulfa Drugs

Do you have, or have you had, any of the following?


    







	
	    Yes   No
	
	    Yes   No
	
	    Yes   No

	AIDS/HIV Positive
	          
	Drug Addiction
	          
	Liver Problems/Disease
	          

	Alzheimer’s Disease
	          
	Epilepsy or Seizures
	          
	Lung Problems/Disease
	          

	Anaphylaxis
	          
	Excessive Bleeding
	          
	Osteoporosis
	          

	Angina
	          
	Fainting/Dizzy spells
	          
	Pain in Jaw Joints
	          

	Anxiety
	          
	Glaucoma
	          
	Psychiatric Care
	          

	Artificial Heart Valve
	          
	GERD/Acid Reflux
	          
	Shingles
	          

	Artificial Joint
	          
	Heart Problem/Disease/
	    
	Sleep/Snoring Problems
	          

	Asthma
	          
	      Pacemaker
	          
	Stomach/Intestinal Disease    
	          

	Blood Problems/Disease
	          
	Hepatitis A
	          
	Stomach Ulcers
	          

	Cancer
	          
	Hepatitis B or C
	          
	Stroke
	          

	Chemotherapy/Radiation
	          
	Herpes
	          
	Thyroid Disease
	          

	Chest Pains
	          
	High Blood Pressure
	          
	Tonsillitis 
	          

	Depression
	          
	High Cholesterol
	          
	Tuberculosis
	          

	Diabetes
	          
	Kidney Problems/Disease
	          
	Venereal Disease
	          


Have you ever had any serious illness not listed?  ( Yes    (  No   If yes, please describe____________________________________

____________________________________________________________________________________________________________

Has a doctor ever recommended a CPAP?  ( Yes   ( No    If yes, are you currently using a CPAP?  ( Yes   ( No
Do you feel fatigued throughout the day?  ( Yes   ( No    If so, how many days/week?​​​​​​​​​ ​___________
Reason for today’s visit  ________________________________________________________________________________________

Comments/Concerns  __________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

______________________________________________________




_____________________

Signature of Patient/Guardian








Date
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First Name:  ___________________________
Last Name:  _________________________

Middle Initial:  ____________

Address:  _______________________________________________________________________________________________________

City:  __________________________________________
State:  ______
ZIP:  __________________

Home Phone:  ________________________
          Work Phone:  _______________________          Cell Phone:  ____________________

Date of Birth:  ________________________          Soc Security No:  _______________________          

Sex (circle one):  
 Male     Female
           Marital Status (circle one):       Married        Single         Divorced         Separated         Widowed

Email:  _____________________________________________  
Permission for email and text communication: Yes/ No

Occupation:__________________________________EmergencyContact:(Name+Number):____________________________________

Have you traveled outside the U.S. in the last 12 months? Yes/ No If so, where? ____________________________________________


First Name:  ___________________________
Last Name:  _________________________

Middle Initial:  ____________

Address:  _______________________________________________________________________________________________________

City:  __________________________________________
State:  ______
ZIP:  __________________

Home Phone:  ________________________
          Work Phone:  _______________________          Cell Phone:  ____________________

Date of Birth:  ________________________          Soc Security No:  _______________________          

Employer:  _____________________________________________________________________________________________________

Is there anyone whom you would like for us to share your information with in case of emergency? Yes/ No

If so, whom:________________________________________________________________


Primary Insurance:  __________________________________

Secondary Insurance:  ____________________________________

Insured Name:   ______________________________________
Insured Name:  __________________________________________

Date of Birth:  _______________________________________
Date of Birth:  ___________________________________________

ID/Policy Number:  ___________________________________
ID/Policy Number:  _______________________________________

Employer:  __________________________________________
Employer:  _____________________________________________


Primary Insurance:  __________________________________

Secondary Insurance:  ____________________________________

Insured Name:   ______________________________________
Insured Name:  __________________________________________

Date of Birth:  _______________________________________
Date of Birth:  ___________________________________________

ID/Policy Number:  ___________________________________
ID/Policy Number:  _______________________________________

Employer:  __________________________________________
Employer:  _____________________________________________
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PATIENT INFORMATION





RESPONSIBLE PARTY/GUARANTOR





DENTAL INSURANCE INFORMATION





MEDICAL INSURANCE INFORMATION





WHO MAY WE THANK FOR REFERRING YOU?








