
CONFIDENTIAL INFORMATION QUESTIONNAIRE

EMERGENCY CONTACT INFORMATION

REQUEST FOR CONFIDENTIAL COMMUNICATION

M A R I TA L STAT U S

S
UNDER AGE 18

PATIENT’S LEGAL NAME          LAST,                          FIRST                       MI

PREFER TO BE CALLED HOME PHONE # CELL PHONE #

�ͳD�/>

OCCUPATION

OCCUPATION

PATIENT’S / GUARDIAN’S EMPLOYER

WORK PHONE #

WORK PHONE #

WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE

SPOUSE’S EMPLOYER

DATE OF BIRTH

P L E A S E     P R I N T

SOCIAL SECURITY #SEX

SPOUSE’S NAME                        LAST,                          FIRST                       MI

PATIENT’S ADDRESS                  STREET                     APT#           CITY                                   STATE               ZIP                              

WORK ADDRESS                         STREET                     APT#           CITY                                   STATE               ZIP                              

SPOUSE’S  WORK ADDRESS    STREET                     APT#           CITY                                   STATE               ZIP                              

M W D

W�Z^KE�t��D�z��KEd��d�/E���^��K&��E��D�Z'�E�z��ΈKd,�Z�d,�E�zKhZ�&�D/>z�,KD�Ή

RELATIONSHIPNAME

HOME PHONE #

�^�Dz���Ed�>���Z��WZKs/��Z͕�zKh�D�z��K�d,��&K>>Kt/E'�t/d,�Dz�W�ZD/^^/KE͗
YES            NO

Contact me at home
Contact me via cell phone

Contact me at work
Contact me via e-mail

Leave messages on my home voicemail / answering machine
Leave messages on my cell phone voicemail

Leave messages on my work voicemail / answering machine

WORK PHONE # CELL PHONE #
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P L E A S E     P R I N T

INSURANCE AND FINANCIAL INFORMATION

ASSIGNMENT & RELEASE

I N S U R A N C E  

COV E R AG E

S ECO N DA RY  

COV E R AG E

YES

SELF

SELF

SPOUSE

SPOUSE

DEPENDENT

DEPENDENT

YES

INSURANCE COMPANY NAME

INSURANCE COMPANY NAME

SUBSCRIBER’S NAME

SUBSCRIBER’S NAME

GROUP / PROGRAM NUMBER

GROUP / PROGRAM NUMBER

^/'E�dhZ��ͳ�PATIENT / GUARDIAN

WITNESS SIGNATURE DATE

DATE

EMPLOYER  Έ/&��/&&�Z�Ed�&ZKD���Ks�Ή

EMPLOYER  Έ/&��/&&�Z�Ed�&ZKD���Ks�Ή

SUBSCRIBER’S BIRTHDAY

SUBSCRIBER’S BIRTHDAY

EMPLOYER’S ADDRESS

EMPLOYER’S ADDRESS

SUBSCRIBER’S SSN / ID #

SUBSCRIBER’S SSN / ID #

INSURANCE ADDRESS

PATIENT’S RELATIONSHIP TO SUBSCRIBER

PATIENT’S RELATIONSHIP TO SUBSCRIBER

INSURANCE ADDRESS

INSURANCE PHONE

INSURANCE PHONE

NO

NO

/�ŚĞƌĞďǇ�ĂƵƚŚŽƌŝǌĞ�ŵǇ�ŝŶƐƵƌĂŶĐĞ�ďĞŶĞĮƚƐ�ƚŽ�ďĞ�ƉĂŝĚ�ĚŝƌĞĐƚůǇ�ƚŽ�ƚŚĞ�ĚĞŶƟƐƚƐ͘�/�Ăŵ�ĮŶĂŶĐŝĂůůǇ�ƌĞƐƉŽŶƐŝďůĞ�ĨŽƌ�ĂŶǇ�
ďĂůĂŶĐĞƐ�ĚƵĞ�ĂŶĚ�ĂƵƚŚŽƌŝǌĞ�ƚŚĞ�ĚĞŶƟƐƚƐ�ƚŽ�ƌĞůĞĂƐĞ�ĂŶǇ�ŝŶĨŽƌŵĂƟŽŶ�ĨŽƌ�ƚŚŝƐ�ĐůĂŝŵ͘�/�ĂƵƚŚŽƌŝǌĞ�ƚŚĂƚ�ŵǇ�ƌĞĐŽƌĚƐ�ĐĂŶ�ďĞ�
ƵƐĞĚ�ďǇ�ƚŚĞ�ĚŽĐƚŽƌ�ŝĨ�ŚĞ�ƐŽ�ĚĞƚĞƌŵŝŶĞƐ͘��/Ŷ�ĐŽŶƐŝĚĞƌĂƟŽŶ�ŽĨ�ƚŚĞ�ƐĞƌǀŝĐĞƐ�ƌĞŶĚĞƌĞĚ�ƚŽ�ŵĞ�ďǇ�ƚŚŝƐ�ĚĞŶƚĂů�ŽĸĐĞ͕�/�Ăŵ�
ŽďůŝŐĂƚĞĚ�ƚŽ�ƉĂǇ�ƐĂŝĚ�ŽĸĐĞ�ŝŶ�ĂĐĐŽƌĚĂŶĐĞ�ǁŝƚŚ�ŝƚƐ�ĐƌĞĚŝƚ�ƚĞƌŵƐ�ĂŶĚ�ƉŽůŝĐǇ͘��

/�ĐŽŶƐĞŶƚ�ƚŽ�ŵĂŬŝŶŐ�ŽĨ�ǀŝĚĞŽƚĂƉĞƐ͕�ƉŚŽƚŽŐƌĂƉŚƐ͕�ĂŶĚ�ǆͲƌĂǇƐ�ďĞĨŽƌĞ͕�ĚƵƌŝŶŐ͕�ĂŶĚ�ĂŌĞƌ�ƚƌĞĂƚŵĞŶƚ͕�ĂŶĚ�ƚŽ�ƵƐĞ�ƚŚĞ�ƐĂŵĞ�
ďǇ�ƚŚĞ�ĚŽĐƚŽƌ�ŝŶ�ƐĐŝĞŶƟĮĐ�ƉĂƉĞƌƐ�Žƌ�ĚĞŵŽŶƐƚƌĂƟŽŶƐ͘

/�ĐĞƌƟĨǇ�ƚŚĂƚ�/�ŚĂǀĞ�ƌĞĂĚ�Žƌ�ŚĂĚ�ƌĞĂĚ�ƚŽ�ŵĞ�ƚŚĞ�ĐŽŶƚĞŶƚƐ�ŽĨ�ƚŚŝƐ�ĨŽƌŵ�ĂŶĚ�ĚŽ�ƌĞĂůŝǌĞ�ƚŚĞ�ƌŝƐŬƐ�ĂŶĚ�ůŝŵŝƚĂƟŽŶƐ�ŝŶǀŽůǀĞĚ͘

RELEASE INFORMATION

CONFIRMATIONS

zKh�D�z��/^�h^^�Dz�,��>d,��Z��t/d,

DO YOU PREFER A CONFIRMATION CALL

Kd,�Z^��ΈW>��^��WZ/EdΉ
YES            NO

Health Care Providers
Insurance Companies

No, it is unnecessary zĞƐ͕�ŝƚ�ŝƐ�Ă�ŚĞůƉĨƵů�ƌĞŵŝŶĚĞƌ�

1.

2.

�
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EĂŵĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�EŝĐŬŶĂŵĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ���ŐĞͺͺͺͺͺͺͺͺͺ
ZĞĨĞƌƌĞĚ�ďǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,Žǁ�ǁŽƵůĚ�ǇŽƵ�ƌĂƚĞ�ƚŚĞ�ĐŽŶĚŝƟŽŶ�ŽĨ�ǇŽƵƌ�ŵŽƵƚŚ͍����������ǆĐĞůůĞŶƚ���������'ŽŽĚ���������&Ăŝƌ���������WŽŽƌ
WƌĞǀŝŽƵƐ��ĞŶƟƐƚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,Žǁ�ůŽŶŐ�ŚĂǀĞ�ǇŽƵ�ďĞĞŶ�Ă�ƉĂƟĞŶƚ͍ͺͺͺͺͺͺͺͺͺͺͺDŽŶƚŚƐͬzĞĂƌƐ
�ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ĚĞŶƚĂů�ĞǆĂŵ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ��ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ǆͲƌĂǇƐ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ�
�ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ƚƌĞĂƚŵĞŶƚ�;ŽƚŚĞƌ�ƚŚĂŶ�Ă�ĐůĞĂŶŝŶŐͿ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ
/�ƌŽƵƟŶĞůǇ�ƐĞĞ�ŵǇ�ĚĞŶƟƐƚ�ĞǀĞƌǇ͗�����������ϯ�ŵŽ͘����������ϰ�ŵŽ͘����������ϲ�ŵŽ͘����������ϭϮ�ŵŽ͘����������EŽƚ�ƌŽƵƟŶĞůǇ

WHAT IS YOUR IMMEDIATE CONCERN?� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
 
PLEASE ANSWER YES OR NO TO THE FOLLOWING:     YES      NO

ϭ �͘ �ƌĞ�ǇŽƵ�ĨĞĂƌĨƵů�ŽĨ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͍ ���,Žǁ�ĨĞĂƌĨƵů͕ �ŽŶ�Ă�ƐĐĂůĞ�ŽĨ�ϭ�;ůĞĂƐƚͿ�ƚŽ�ϭϬ�;ŵŽƐƚͿ�΀ͅ ͺͺ ΁ͅ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯ �͘ ,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶ�ƵŶĨĂǀŽƌĂďůĞ�ĚĞŶƚĂů�ĞǆƉĞƌŝĞŶĐĞ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĐŽŵƉůŝĐĂƚŝŽŶƐ�ĨƌŽŵ�ƉĂƐƚ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͍ �ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ƚƌŽƵďůĞ�ŐĞƚƚŝŶŐ�ŶƵŵď�Žƌ�ŚĂĚ�ĂŶǇ�ƌĞĂĐƚŝŽŶƐ�ƚŽ�ůŽĐĂů�ĂŶĞƐƚŚĞƚŝĐ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱ �͘ �ŝĚ�ǇŽƵ�ĞǀĞƌ�ŚĂǀĞ�ďƌĂĐĞƐ͕ �ŽƌƚŚŽĚŽŶƚŝĐ�ƚƌĞĂƚŵĞŶƚ�Žƌ�ŚĂĚ�ǇŽƵƌ�ďŝƚĞ�ĂĚũƵƐƚĞĚ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϲ �͘ ,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ƚĞĞƚŚ�ƌĞŵŽǀĞĚ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
�

ϳ �͘ /Ɛ�ƚŚĞƌĞ�ĂŶǇƚŚŝŶŐ�ĂďŽƵƚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ�ƚŚĂƚ�ǇŽƵ�ǁŽƵůĚ�ůŝŬĞ�ƚŽ�ĐŚĂŶŐĞ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϴ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ǁŚŝƚĞŶĞĚ�;ďůĞĂĐŚĞĚͿ�ǇŽƵƌ�ƚĞĞƚŚ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϵ �͘ ,ĂǀĞ�ǇŽƵ�ĨĞůƚ�ƵŶĐŽŵĨŽƌƚĂďůĞ�Žƌ�ƐĞůĨ�ĐŽŶƐĐŝŽƵƐ�ĂďŽƵƚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ� ,ĂǀĞ�ǇŽƵ�ďĞĞŶ�ĚŝƐĂƉƉŽŝŶƚĞĚ�ǁŝƚŚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ƉƌĞǀŝŽƵƐ�ĚĞŶƚĂů�ǁŽƌŬ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

 ���
ϭϭ �͘ �Ž�ǇŽƵ�ŚĂǀĞ�ƉƌŽďůĞŵƐ�ǁŝƚŚ�ǇŽƵƌ�ũĂǁ�ũŽŝŶƚ͍ ��;ƉĂŝŶ �͕ƐŽƵŶĚƐ͕ �ůŝŵŝƚĞĚ�ŽƉĞŶŝŶŐ �͕ůŽĐŬŝŶŐ �͕ƉŽƉƉŝŶŐͿ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϮ �͘ �Ž�ǇŽƵ�ͬ �ǁŽƵůĚ�ǇŽƵ�ŚĂǀĞ�ĂŶǇ�ƉƌŽďůĞŵƐ�ĐŚĞǁŝŶŐ�ŐƵŵ �͍�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϯ �͘ �Ž�ǇŽƵ�ͬ �ǁŽƵůĚ�ǇŽƵ�ŚĂǀĞ�ĂŶǇ�ƉƌŽďůĞŵƐ�ĐŚĞǁŝŶŐ�ďĂŐĞůƐ͕ �ďĂŐƵĞƚƚĞƐ�͕ �ƉƌŽƚĞŝŶ�ďĂƌƐ͕ �Žƌ�ŽƚŚĞƌ�ŚĂƌĚ�ĨŽŽĚƐ͍ �� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϰ �͘ ,ĂǀĞ�ǇŽƵƌ�ƚĞĞƚŚ�ĐŚĂŶŐĞĚ�ŝŶ�ƚŚĞ�ůĂƐƚ�ϱ�ǇĞĂƌƐ͕ �ďĞĐŽŵĞ�ƐŚŽƌƚĞƌ͕�ƚŚŝŶŶĞƌ�Žƌ�ǁŽƌŶ �͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϱ �͘ �ƌĞ�ǇŽƵƌ�ƚĞĞƚŚ�ĐƌŽǁĚŝŶŐ�Žƌ�ĚĞǀĞůŽƉŝŶŐ�ƐƉĂĐĞƐ͍ ���ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϲ �͘ �Ž�ǇŽƵ�ŚĂǀĞ�ŵŽƌĞ�ƚŚĂŶ�ŽŶĞ�ďŝƚĞ�ĂŶĚ�ƐƋƵĞĞǌĞ�ƚŽ�ŵĂŬĞ�ǇŽƵƌ�ƚĞĞƚŚ�Ĩŝƚ�ƚŽŐĞƚŚĞƌ͍ �ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϳ �͘ �Ž�ǇŽƵ�ĐŚĞǁ�ŝĐĞ �͕ďŝƚĞ�ǇŽƵƌ�ŶĂŝůƐ͕ �ƵƐĞ�ǇŽƵƌ�ƚĞĞƚŚ�ƚŽ�ŚŽůĚ�ŽďũĞĐƚƐ͕ �Žƌ�ŚĂǀĞ�ĂŶǇ�ŽƚŚĞƌ�ŽƌĂů�ŚĂďŝƚƐ͍ ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϴ �͘ �Ž�ǇŽƵ�ĐůĞŶĐŚ�ǇŽƵƌ�ƚĞĞƚŚ�ŝŶ�ƚŚĞ�ĚĂǇƚŝŵĞ�Žƌ�ŵĂŬĞ�ƚŚĞŵ�ƐŽƌĞ �͍�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϵ �͘� �Ž�ǇŽƵ�ŚĂǀĞ�ĂŶǇ�ƉƌŽďůĞŵƐ�ǁŝƚŚ�ƐůĞĞƉ�Žƌ�ǁĂŬĞ�ƵƉ�ǁŝƚŚ�ĂŶ�ĂǁĂƌĞŶĞƐƐ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� �
ϮϬ �͘ �Ž�ǇŽƵ�ǁĞĂƌ�Žƌ�ŚĂǀĞ�ǇŽƵ�ĞǀĞƌ�ǁŽƌŶ�Ă�ďŝƚĞ�ĂƉƉůŝĂŶĐĞ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�
Ϯϭ �͘ ,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ĐĂǀŝƚŝĞƐ�ǁŝƚŚŝŶ�ƚŚĞ�ƉĂƐƚ�ϯ�ǇĞĂƌƐ͍ �ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϮ �͘ �ŽĞƐ�ƚŚĞ�ĂŵŽƵŶƚ�ŽĨ�ƐĂůŝǀĂ�ŝŶ�ǇŽƵƌ�ŵŽƵƚŚ�ƐĞĞŵ�ƚŽŽ�ůŝƚƚůĞ�Žƌ�ĚŽ�ǇŽƵ�ŚĂǀĞ�ĚŝĨĨŝĐƵůƚǇ�ƐǁĂůůŽǁŝŶŐ�ĂŶǇ�ĨŽŽĚ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϯ �͘ �Ž�ǇŽƵ�ĨĞĞů�Žƌ�ŶŽƚŝĐĞ�ĂŶǇ�ŚŽůĞƐ�;ŝ͘ Ğ �͘ƉŝƚƚŝŶŐ �͕ĐƌĂƚĞƌƐͿ�ŽŶ�ƚŚĞ�ďŝƚŝŶŐ�ƐƵƌĨĂĐĞ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ �͍�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϰ �͘ �ƌĞ�ĂŶǇ�ƚĞĞƚŚ�ƐĞŶƐŝƚŝǀĞ�ƚŽ�ŚŽƚ͕ �ĐŽůĚ �͕ďŝƚŝŶŐ �͕ƐǁĞĞƚƐ͕ �Žƌ�ĂǀŽŝĚ�ďƌƵƐŚŝŶŐ�ĂŶǇ�ƉĂƌƚ�ŽĨ�ǇŽƵƌ�ŵŽƵƚŚ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϱ �͘ �Ž�ǇŽƵ�ŚĂǀĞ�ŐƌŽŽǀĞƐ�Žƌ�ŶŽƚĐŚĞƐ�ŽŶ�ǇŽƵƌ�ƚĞĞƚŚ�ŶĞĂƌ�ƚŚĞ�ŐƵŵ�ůŝŶĞ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
Ϯϲ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ďƌŽŬĞŶ�ƚĞĞƚŚ �͕ĐŚŝƉƉĞĚ�ƚĞĞƚŚ �͕Žƌ�ŚĂĚ�Ă�ƚŽŽƚŚĂĐŚĞ�Žƌ�ĐƌĂĐŬĞĚ�ĨŝůůŝŶŐ �͍�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϳ �͘ �Ž�ǇŽƵ�ĨƌĞƋƵĞŶƚůǇ�ŐĞƚ�ĨŽŽĚ�ĐĂƵŐŚƚ�ďĞƚǁĞĞŶ�ĂŶǇ�ƚĞĞƚŚ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Ϯϴ �͘ �Ž�ǇŽƵƌ�ŐƵŵƐ�ďůĞĞĚ�Žƌ�ĂƌĞ�ƚŚĞǇ�ƉĂŝŶĨƵů�ǁŚĞŶ�ďƌƵƐŚŝŶŐ�Žƌ�ĨůŽƐƐŝŶŐ �͍�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϵ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ďĞĞŶ�ƚƌĞĂƚĞĚ�ĨŽƌ�ŐƵŵ�ĚŝƐĞĂƐĞ�Žƌ�ďĞĞŶ�ƚŽůĚ�ǇŽƵ�ŚĂǀĞ�ůŽƐƚ�ďŽŶĞ�ĂƌŽƵŶĚ�ǇŽƵƌ�ƚĞĞƚŚ �͍� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϬ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŶŽƚŝĐĞĚ�ĂŶ�ƵŶƉůĞĂƐĂŶƚ�ƚĂƐƚĞ�Žƌ�ŽĚŽƌ�ŝŶ�ǇŽƵƌ�ŵŽƵƚŚ �͍ͅ �ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϭ �͘ /Ɛ�ƚŚĞƌĞ�ĂŶǇŽŶĞ�ǁŝƚŚ�Ă�ŚŝƐƚŽƌǇ�ŽĨ�ƉĞƌŝŽĚŽŶƚĂů�ĚŝƐĞĂƐĞ�ŝŶ�ǇŽƵƌ�ĨĂŵŝůǇ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϯϮ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ĞǆƉĞƌŝĞŶĐĞĚ�ŐƵŵ�ƌĞĐĞƐƐŝŽŶ �͍� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϯ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĂŶǇ�ƚĞĞƚŚ�ďĞĐŽŵĞ�ůŽŽƐĞ�ŽŶ�ƚŚĞŝƌ�ŽǁŶ�;ǁŝƚŚŽƵƚ�ĂŶ�ŝŶũƵƌǇͿ͕ �Žƌ�ĚŽ�ǇŽƵ�ŚĂǀĞ�ĚŝĨĨŝĐƵůƚǇ�ĞĂƚŝŶŐ�ĂŶ�ĂƉƉůĞ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϰ �͘ ,ĂǀĞ�ǇŽƵ�ĞǆƉĞƌŝĞŶĐĞĚ�Ă�ďƵƌŶŝŶŐ�ƐĞŶƐĂƚŝŽŶ�ŝŶ�ǇŽƵƌ�ŵŽƵƚŚ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

WĂƟĞŶƚ Ɛ͛�^ŝŐŶĂƚƵƌĞ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ĂƚĞ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ŽĐƚŽƌ Ɛ͛�^ŝŐŶĂƚƵƌĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�ĂƚĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
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SMILE CHARACTERISTICS

BITE AND JAW JOINT

TOOTH STRUCTURE

GUM AND BONE
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MEDICAL HISTORY
WĂƟĞŶƚ�EĂŵĞ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ EŝĐŬŶĂŵĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ��ŐĞ�ͅ ͺͺͺͺͺͺͺ
EĂŵĞ�ŽĨ�WŚǇƐŝĐŝĂŶͬĂŶĚ�ƚŚĞŝƌ�ƐƉĞĐŝĂůƚǇ�� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DŽƐƚ�ƌĞĐĞŶƚ�ƉŚǇƐŝĐĂů�ĞǆĂŵŝŶĂƟŽŶ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ WƵƌƉŽƐĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
tŚĂƚ�ŝƐ�ǇŽƵƌ�ĞƐƟŵĂƚĞ�ŽĨ�ǇŽƵƌ�ŐĞŶĞƌĂů�ŚĞĂůƚŚ͍���������ǆĐĞůůĞŶƚ��������'ŽŽĚ���������&Ăŝƌ��������WŽŽƌ

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
ϭ �͘ ŚŽƐƉŝƚĂůŝǌĂƚŝŽŶ�ĨŽƌ�ŝůůŶĞƐƐ�Žƌ�ŝŶũƵƌǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯ �͘ ĂŶ�ĂůůĞƌŐŝĐ�ƌĞĂĐƚŝŽŶ�ƚŽ
� � ĂƐƉŝƌŝŶ �͕ŝďƵƉƌŽĨĞŶ �͕ĂĐĞƚĂŵŝŶŽƉŚĞŶ �͕ĐŽĚĞŝŶĞ
� � ƉĞŶŝĐŝůůŝŶ
� � ĞƌǇƚŚƌŽŵǇĐŝŶ
� � ƚĞƚƌĂĐǇĐůŝŶĞ
� � ƐƵůĨĂ
� � ůŽĐĂů�ĂŶĞƐƚŚĞƚŝĐ
� � ĨůƵŽƌŝĚĞ
� � ŵĞƚĂůƐ�;ŶŝĐŬĞů͕ �ŐŽůĚ �͕ƐŝůǀĞƌ͕�ͅ ͺͺͺͺͺͺͺͺͺͺ Ϳͅ
� � ůĂƚĞǆ
� � ŽƚŚĞƌ���ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯ �͘ ŚĞĂƌƚ�ƉƌŽďůĞŵƐ͕ �Žƌ�ĐĂƌĚŝĂĐ�ƐƚĞŶƚ�ǁŝƚŚŝŶ�ƚŚĞ�ůĂƐƚ�Ɛŝǆ�ŵŽŶƚŚƐ�ͺͺ
ϰ �͘ ŚŝƐƚŽƌǇ�ŽĨ�ŝŶĨĞĐƚŝǀĞ�ĞŶĚŽĐĂƌĚŝƚŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱ �͘ ĂƌƚŝĨŝĐŝĂů�ŚĞĂƌƚ�ǀĂůǀĞ �͕ƌĞƉĂŝƌĞĚ�ŚĞĂƌƚ�ĚĞĨĞĐƚ�;W&KͿ�ͺͺͺͺͺͺͺͺͺͺ
ϲ �͘ ƉĂĐĞŵĂŬĞƌ�Žƌ�ŝŵƉůĂŶƚĂďůĞ�ĚĞĨŝďƌŝůůĂƚŽƌ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϳ �͘ ĂƌƚŝĨŝĐŝĂů�ƉƌŽƐƚŚĞƐŝƐ�;ŚĞĂƌƚ�ǀĂůǀĞ�Žƌ�ũŽŝŶƚƐͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϴ �͘ ƌŚĞƵŵĂƚŝĐ�Žƌ�ƐĐĂƌůĞƚ�ĨĞǀĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϵ �͘ ŚŝŐŚ�Žƌ�ůŽǁ�ďůŽŽĚ�ƉƌĞƐƐƵƌĞ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ �͘ Ă�ƐƚƌŽŬĞ�;ƚĂŬŝŶŐ�ďůŽŽĚ�ƚŚŝŶŶĞƌƐͿ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϭ �͘ ĂŶĞŵŝĂ�Žƌ�ŽƚŚĞƌ�ďůŽŽĚ�ĚŝƐŽƌĚĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϮ �͘ ƉƌŽůŽŶŐĞĚ�ďůĞĞĚŝŶŐ�ĚƵĞ�ƚŽ�Ă�ƐůŝŐŚƚ�ĐƵƚ�;/EZ�х�ϯ͘ϱͿ� ͺͺͺͺͺͺͺͺͺ
ϭϯ �͘� ĞŵƉŚǇƐĞŵĂ �͕ƐĂƌĐŽŝĚŽƐŝƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϰ �͘ ƚƵďĞƌĐƵůŽƐŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϱ �͘� ĂƐƚŚŵĂ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϲ �͘ ďƌĞĂƚŚŝŶŐ�Žƌ�ƐůĞĞƉ�ƉƌŽďůĞŵƐ�;ŝ͘ Ğ �͘ƐŶŽƌŝŶŐ �͕ƐŝŶƵƐͿ�ͅ ͺͺͺͺͺͺͺͺͺͺ
ϭϳ �͘ ŬŝĚŶĞǇ�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϴ �͘ ůŝǀĞƌ�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϵ �͘ ũĂƵŶĚŝĐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϬ �͘� ƚŚǇƌŽŝĚ �͕ƉĂƌĂƚŚǇƌŽŝĚ�ĚŝƐĞĂƐĞ �͕Žƌ�ĐĂůĐŝƵŵ�ĚĞĨŝĐŝĞŶĐǇ� ͺͺͺͺͺͺͺͺ
Ϯϭ �͘� ŚŽƌŵŽŶĞ�ĚĞĨŝĐŝĞŶĐǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϮ �͘� ŚŝŐŚ�ĐŚŽůĞƐƚĞƌŽů�Žƌ�ƚĂŬŝŶŐ�ƐƚĂƚŝŶ�ĚƌƵŐƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϯ �͘ ĚŝĂďĞƚĞƐ�;,ď�ϭĐ�сͺͺͺͺͺͺ Ϳͅ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϰ �͘� ƐƚŽŵĂĐŚ�Žƌ�ĚƵŽĚĞŶĂů�ƵůĐĞƌ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϱ �͘ ĚŝŐĞƐƚŝǀĞ�ĚŝƐŽƌĚĞƌƐ�;ŝ͘ Ğ �͘�ŐĂƐƚƌŝĐ�ƌĞĨůƵǆͿ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Ϯϲ �͘ ŽƐƚĞŽƉŽƌŽƐŝƐͬ ŽƐƚĞŽƉĞŶŝĂ��;ŝ͘ Ğ �͘ƚĂŬŝŶŐ�ďŝƐƉŚŽƐƉŚŽŶĂƚĞƐͿ� ͺͺ
Ϯϳ �͘ ĂƌƚŚƌŝƚŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϴ �͘ ŐůĂƵĐŽŵĂ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϵ �͘ ĐŽŶƚĂĐƚ�ůĞŶƐĞƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϬ �͘ ŚĞĂĚ�Žƌ�ŶĞĐŬ�ŝŶũƵƌŝĞƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϭ �͘ ĞƉŝůĞƉƐǇ͕�ĐŽŶǀƵůƐŝŽŶƐ�;ƐĞŝǌƵƌĞƐͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϮ �͘ ŶĞƵƌŽůŽŐŝĐ�ƉƌŽďůĞŵƐ�;ĂƚƚĞŶƚŝŽŶ�ĚĞĨŝĐŝƚ�ĚŝƐŽƌĚĞƌͿ�ͅ ͺͺͺͺͺͺͺ
ϯϯ �͘ ǀŝƌĂů�ŝŶĨĞĐƚŝŽŶƐ�ĂŶĚ�ĐŽůĚ�ƐŽƌĞƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϰ �͘ ĂŶǇ�ůƵŵƉƐ�Žƌ�ƐǁĞůůŝŶŐ�ŝŶ�ƚŚĞ�ŵŽƵƚŚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϱ �͘ ŚŝǀĞƐ͕ �ƐŬŝŶ�ƌĂƐŚ �͕ŚĂǇ�ĨĞǀĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϲ �͘ ǀĞŶĞƌĞĂů�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϳ �͘ ŚĞƉĂƚŝƚŝƐ�;ƚǇƉĞ�ͅ ͺ Ϳͅ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϴ �͘ ,/s�ͬ ��/� �̂ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϵ �͘ ƚƵŵŽƌ͕�ĂďŶŽƌŵĂů�ŐƌŽǁƚŚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϬ �͘ ƌĂĚŝĂƚŝŽŶ�ƚŚĞƌĂƉǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϭ �͘ ĐŚĞŵŽƚŚĞƌĂƉǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϮ �͘ ĞŵŽƚŝŽŶĂů�ƉƌŽďůĞŵƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϯ �͘ ƉƐǇĐŚŝĂƚƌŝĐ�ƚƌĞĂƚŵĞŶƚͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϰ �͘ ĂŶƚŝĚĞƉƌĞƐƐĂŶƚ�ŵĞĚŝĐĂƚŝŽŶ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϱ �͘ ĂůĐŽŚŽů�ͬ �ƐƚƌĞĞƚ�ĚƌƵŐ�ƵƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ARE YOU:
ϰϲ �͘ ƉƌĞƐĞŶƚůǇ�ďĞŝŶŐ�ƚƌĞĂƚĞĚ�ĨŽƌ�ĂŶǇ�ŽƚŚĞƌ�ŝůůŶĞƐƐ�ͺͺͺͺͺͺͺͺͺͺͺ
ϰϳ �͘ ĂǁĂƌĞ�ŽĨ�Ă�ĐŚĂŶŐĞ�ŝŶ�ǇŽƵƌ�ŚĞĂůƚŚ�;ŝ͘ Ğ �͘ĨĞǀĞƌ͕�ŶĞǁ�ĐŽƵŐŚͿ�ͅ ͺ
ϰϴ �͘ ƚĂŬŝŶŐ�ŵĞĚŝĐĂƚŝŽŶ�ĨŽƌ�ǁĞŝŐŚƚ�ŵĂŶĂŐĞŵĞŶƚ�;ŝ͘ Ğ �͘ĨĞŶͲƉŚĞŶͿ�
ϰϵ �͘ ƚĂŬŝŶŐ�ĚŝĞƚĂƌǇ�ƐƵƉƉůĞŵĞŶƚƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �
ϱϬ �͘ ŽĨƚĞŶ�ĞǆŚĂƵƐƚĞĚ�Žƌ�ĨĂƚŝŐƵĞĚ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϭ �͘ ĞǆƉĞƌŝĞŶĐŝŶŐ�ĨƌĞƋƵĞŶƚ�ŚĞĂĚĂĐŚĞƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϮ �͘ Ă�ƐŵŽŬĞƌ͕�ƐŵŽŬĞĚ�ƉƌĞǀŝŽƵƐůǇ�Žƌ�ƵƐĞ�ƐŵŽŬĞůĞƐƐ�ƚŽďĂĐĐŽ�� ͺ
ϱϯ �͘ ĐŽŶƐŝĚĞƌĞĚ�Ă�ƚŽƵĐŚǇ�ƉĞƌƐŽŶ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϰ �͘ ŽĨƚĞŶ�ƵŶŚĂƉƉǇ�Žƌ�ĚĞƉƌĞƐƐĞĚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϱ �͘ &�D�>��Ͳ�ƚĂŬŝŶŐ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ƉŝůůƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϲ �͘ &�D�>��Ͳ�ƉƌĞŐŶĂŶƚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϳ �͘ D�>��Ͳ�ƉƌŽƐƚĂƚĞ�ĚŝƐŽƌĚĞƌƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ĞƐĐƌŝďĞ�ĂŶǇ�ĐƵƌƌĞŶƚ�ŵĞĚŝĐĂů�ƚƌĞĂƚŵĞŶƚ͕�ŝŵƉĞŶĚŝŶŐ�ƐƵƌŐĞƌǇ͕ �Žƌ�ŽƚŚĞƌ�ƚƌĞĂƚŵĞŶƚ�ƚŚĂƚ�ŵĂǇ�ƉŽƐƐŝďůǇ�ĂīĞĐƚ�ǇŽƵƌ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͘�;ŝ͘Ğ͘��ŽƚŽǆ͕��ŽůůĂŐĞŶ�/ŶũĞĐƟŽŶƐͿ
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

>ŝƐƚ�Ăůů�ŵĞĚŝĐĂƟŽŶƐ͕�ƐƵƉƉůĞŵĞŶƚƐ͕�ĂŶĚ�Žƌ�ǀŝƚĂŵŝŶƐ�ƚĂŬĞŶ�ǁŝƚŚŝŶ�ƚŚĞ�ůĂƐƚ�ƚǁŽ�ǇĞĂƌƐ

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

WĂƟĞŶƚ Ɛ͛�^ŝŐŶĂƚƵƌĞ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �ĂƚĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ŽĐƚŽƌ Ɛ͛�^ŝŐŶĂƚƵƌĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �ĂƚĞ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

YES   NO

�ƐŬ�ĨŽƌ�ĂŶ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ�ŝĨ�ǇŽƵ�ĂƌĞ�ƚĂŬŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϲ�ŵĞĚŝĐĂƟŽŶƐ

������������������ƌƵŐ� � � �������������WƵƌƉŽƐĞ ������������������ƌƵŐ� � �� �����������WƵƌƉŽƐĞ

ǀϮ͘Ϯ��Ͳ��ϮϬϭϭ���<ŽŝƐ��ĞŶƚĞƌ͕ �>>� dŽ�ƌĞŽƌĚĞƌ͕ �ƉůĞĂƐĞ�ǀŝƐŝƚ͗��www.koiscenter.com



  
CRISAFULLI DENTAL 

HIPPA:  Health Insurance Portability and Accountability Act 
NOTICE OF PRIVACY PRACTICES 

This notice describes how health information about you maybe 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 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 as of April 10, 2003 and will remain in effect until we replace it.  We reserve the right to make the changes in our privacy practices and the new 
terms of our Notice at any time.  This Notice affects all health information that we maintain, including health information we created or received before this Notice has 
been put into effect.  Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request. 
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, physician or other healthcare provider providing treatment. 
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 writing at any time.  Unless you give us 
written authorization, we cannot use or disclose your health information for any reason except those described in the Notice. 
TO YOUR FAMILY AND FRIENDS:  We will use or disclose 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 payment for your healthcare, but we can only 
do this if you agree to let us do this. 
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 or location or in the case your 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 situation, we 
will disclose health information based on our professional judgment disclosing  that  is  directly  relevant  to  the  person’s  involvement  in  your  care  which  might  include  
prescriptions, medical supplies, 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. 
NATIONAL SECURITY:  We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.  We may disclose to 
authorize federal officials health information required for lawful intelligence, counterintelligence, and other nation 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. 
 
 
ABUSE OR NEGLECT:  We may disclose your health information to appropriate authorities if we reasonably believe that you are possible victim of abuse, neglect, or 
domestic violence, or any other crime.  We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health 
and safety of others. 
APPOINTMENT REMINDERS:  We may use or disclose your health information to provide you with appointment reminders, such as voicemail messages, postcards, 
letters, or computerized voicemail from our office. 
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 (e.g. fax).  We will use the format you request unless it is not practical to do so, for example, we cannot fax x-rays.  You may obtain a form to request 
access by using the contact information listed at the end of this Notice.  A request for records and/or x-rays will be available for mail or pick up within 15 days.  If you 
request copies of your chart notes, a charge of $3.00 per page, and $25 for duplicate x-rays, if more than 6 months old will apply.  If these x-rays are taken within the 
last 6 months, there will not be a charge.  If you are having someone other than yourself pick up these records, you must inform us before they arrive.  You or your 
representative must sign a record of release form prior to pick up. 
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 fee for responding to these additional requests. 
Restrictions:  You have the right to ask us to place restrictions on our use or disclosure of your health information.  By law we do not have to agree to these additional 
restrictions, but if we do, we will abide by our agreement, an exception would be 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 and allow us 15 days after your request to provide the information.  Your request must specify the alternative means 
or location, and provide satisfactory explanation of how payments will be handled under the alternative means or locations, and provide satisfactory explanation of how 
payments will be handled under the alternative means or locations your request. 
Amendment:  You have the right to ask us that we amend your health information.  Your request must also be in writing and it must explain why the information 
should be amended.  We may deny your request under certain circumstances. 
 
QUESTIONS AND CONCERNS:  If you want more information about our privacy practices or has questions or concerns, please contact us. 
Complaints can also be written and mailed to us, or the US Department of Health and Human Services.  Their website is www.hhs.gov/ocr/hipaa.  We support your 
right to the privacy of your health information. 
 
Contact Office:  Dr. Wendy B. Crisafulli 
Telephone:  425-483-5838 
Email:  drwendy.c@gentledds.com 
Address:  Crisafulli Dental 
   18920 Bothell Way NE, #200 
   Bothell, WA 98011 
 

mailto:drwendy.c@gentledds.com


CRISAFULLI DENTAL 
 

OFFICE POLICIES 
 
 
I, _________________, acknowledge receipt of Crisafulli Dentals Health 
Insurance Portability and Accountability Act (HIPAA). 
         Initial _______ 
 
I acknowledge payment is due at time of service. We accept all major  
credit/debit cards, FSA debit cards, personal check or cash. 

Initial _______ 
 
I acknowledge Crisafulli Dental requires 48 hours notice for any dental 
cancellations to avoid a $35.00 fee.  Charges will be applied for broken 
appointments.          

Initial ________ 
 
 

OFFICE STATEMENT 
 
As our community service project, this office team is raising a Labrador puppy to 
be in the Canine Companions for Independence Program. With much TLC, this 
dog will go on to assist someone that is disabled. This puppy, although under our 
supervision, is not fully trained yet. This dog may be either in the front lobby or in 
the clinical area.  
 
I acknowledge that there is a dog in this office. If I have a fear of dogs or an 
extreme allergy to dogs, I am to let the receptionist know so that arrangements 
can  be  made  to  put  the  puppy  in  Dr.  Crisafulli’s  private  office  during  my  
appointment. 
          Initial________ 
 
 
Signature ___________________   Date _______________ 
 
For Office Use Only 
 
We attempted to obtain written acknowledgement of receipt of our Notice Privacy 
Practices, but acknowledgement could not be obtained because:  
 
____ The individual refused to sign 
____ Communication barriers prohibited obtaining the acknowledgement 
____ An emergency situation prevented us from obtaining acknowledgement  
____ Other (please specify) ________________________ 
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