
Name Birthdate:

Address: Cily/State/Zip

Home Phone:

E-mai1

Work Cell

Social Sccurity #

Place of Employment

Name of person responsible for payment:

Address:

Sex: M F Are you Married Y N

Phone:

Method of payment: Cash Check MCA/isa/Discover

DO YOU HAVE DENTAL INSURANCE: Y N (lf yes, complete back side)

Whom may we thank for referring you:

Has any member of your family been here:

GENERAL HEALTH:
Y N l. Have you had any illnesses requiring a physicians care during the last year?

Y N 2. Do you presently take any medication?
Y N 3. Have you ever taken cortisone'l If so, when
Y N 4. Has a Dr. ever told you that you have heart trouble? Tlpe:
Y N 5. Has a Dr. ever told you that you have had rheumatic fever or a hcafl murmur?
Y N 6. Do you wear a pacemaker?

Y N 7. Have you ever had Hepatitis (A or B or C)
Y N 8. Have you been tested for AID/HM Date of lest: 

-Pos. 

Neg.

Y N 9. Do you have abnonnal blood pressure? Low High
Y N 10. Do you ever have fainting or dizry spells?
Y N I l. Have you ever had any convulsions or seizures (epi!epsy)?
Y N 12. Have you ever had diabetes, kidney or liver disease'l (circle)
Y N 13. Have you ever had any serious illnesses or operations?
Y N 14. Did you ever have tuberculosis'i
Y N 15. Do you have any allergies or asthma'?

Y N 16. Are you allergic to any mcdication?
Y N 17. Women: fue you pregnant? Due Date:

DENTAL HISTORY:
Y N l. Are you in pain?

Y N 2. Have you visited a dentist during the past year?

Y N 3. Have you ever had abnormal bleeding frorn a cut or tooth ext?
Y N 4. Have you ever experienced any reaction to dental anesthetics?
Y N 5. Did you ever have a jaw or mouth injury?
Y N 6. Do you know of any growth or sores in your mouth'/
Y N 7. Do your gurns bleed?
Y N 8. Are any of your teeth loose?
Y N 9. Do you notice if you have bad breath?

Y N 10. Is there something about your teeth that you do not like or concerns you?

Explain
In casc of emergency notifu: Phonc:

The patleni (guardien) sgre€s to be and hereby is fully responsible for totel psyment ofprocedurcr
performed in this office including eny anrount which sre not covered by any dental insurence or
prepeyment progrcm thst the patient may have, Accounts psst due more than 60 days are essetscd a

2oh frnance charge.

Signature Date:



As a courtesy to you we will submit insurance claims and accept assignment of benefit
payments from most insurance companies. However, your dental insurance is your
responsibility. Regardless of what we might calculate as your dental benefit in dollars,
we must stress the fact that you, the patient / guardian, are responsible for the total
treatment fee.

REFERRALS

Whom may we thank for referring you:

Has any member of your family been here:

PAYMENT

Method of Payment: Visa MC Discover (circle one)

INSURAI.ICE INFORMATION :

Patient Narne:

Patient Relationship to Insured:

If full tioe studeor' scbool & city

4. Insured's nane and address:

Insured"s SSN: Date of Birth:

6, Employer and address:

Insurancc Company: Group #:

Address: Tel. #:

TF YOU HAVE DUAL INSTJRANCE, PLEASE CONTINTIE:

t. Insured"s full name:

Address: Tel. #:

Patient's Relationship to Insured:

Insured's SSN:

4. Employer:

Address:

5. Insurance ComPany: Group #

Address: Tel. #:

I agthorize relase of ary information relating to my insumnce claims. I understand that t am responsible

for all costs of dental treatment.

I hereby authorize paym€nt of benefits to be paid directly to Stephen P' Mattingly, DMD.

l.

)

3.

2.

3.

Signature

Date:



Dr. Stephen P. Mattingly, D.M.D.

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.

We are required by law to maintain the privacy of protected health information, to provide
individuals with notice of our legal duties and privacy practices with respect to protected health
information, and to notify affected individuals following a breach of unsecured protected
health information. We must follow the privacy practices that are described in this Notice while
it is in effect. This Noticetakes effectg/23113 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, and to make new Notice provisions
effective for all protected health information that we maintain. When we make a significant
change in our privacy practices, we will change this Notice and post the new Notice clearly and
prominently at our practice location, and we will provide copies of the new Notice upon
req ueSt.

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.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

We may use and disclose your health information for different purposes, including treatment,
payment, and health care operations. For each of these categories, we have provided a

description and an example. Some information, such as HIV-related information, genetic
information, alcohol andlor substance abuse records, and mental health records may be
entitled to special confidentiality protections under applicable state or federal law. We will
abide by these special protections as they pertain to applicable cases involving these types of
reco rds.

Treatment. We may use and disclose your health information for your treatment. For example,
we may disclose your health information to a specialist providing treatment to you.

Payment. We may use and disclose your health information to obtain reimbursement for the
treatment and services you receive from us or another entity involved with your care. Payment
activities include billing, collections, claims management, and determinations of eligibility and



coverage to obtain payment from you, an insurance company, or another third party. 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, conducting training programs, and licensing activities.

Individuals lnvolved in Your Care or Payment for Your Care. We may disclose your health
information to your family or friends or any other individual identified by you when they are
involved in your care or in the payment for your care. Additionally, we may disclose information
about you to a patient representative. lf a person has the authority by law to make health care
decisions for you, we will treat that patient representative the same way we would treat you
with respect to your health information.

Disaster Relief. We may use or disclose your health information to assist in disaster relief
efforts.

Required by Law. We may use or disclose your health information when we are required to do
so by law.

Public Health Activities. We may disclose your health information for public health activities,
including disclosures to:

o Prevent or controldisease, injury or disability;
o Report child abuse or neglect;
o Repdrt reactions to medications or problems with products or devices;
o Notify a person of a recall, repair, or replacement of products or devices;
o Notify a person who may have been exposed to a disease or condition; or
o Notify the appropriate government authority if we believe a patient has been

the victim of abuse, neglect, or domestic violence.

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.

Secretary of HHS. We will disclose your health information to the Secretary of the U.S.
Department of Health and Human Services when required to investigate or determine
compliance with HIPAA.

Worker's Compensation. We may disclose your PHI to the extent authorized by and to the
extent necessary to comply with laws relating to worker's compensation or other similar
programs established by law.



Law Enforcement. we may disclose your PHI for law enforcement purposes as permitted by
HIPAA, as required by law, or in response to a subpoena or court order.

Health oversight Activities. we may disclose your PHI to an oversight agency for activities
authorized by law. These oversight activities include audits, investigitionr, inrp".tions, and
credentialing, as necessary for licensure and for the government to monitor the health care
system, government programs, and compriance with civir rights raws.

Judicial and Administrative Proceedings. lf you are involved in a lawsuit or a dispute, we may
disclose your PHI in response to a court or administrative order. we may also disclose health
information about you in response to a subpoena, discovery request, or other lawful process
instituted by someone else involved in the dispute, but only if efforts have been made, either
by the requesting party or us, to tell you about the request or to obtain an order protecting the
information requested.

Research' we may disclose your PHI to researchers when their research has been approved by
an institutional review board or privacy board that has reviewed the research proposal and
established protocols to ensure the privacy of your information.

coroners, Medical Examiners, and Funerat Directors. we may release your pHl to a coroner or
medical examiner' This may be necessary, for example, to identify a deceased person or
determine the cause of death. We may also disclose PHI to funeral directors consistent with
applicable law to enable them to carry out their duties.

Fundraising. We nlay contagt you to provide you with information about our sponsored
activities, including fundraising programs, as permitted by applicable law. lf you do not wish to
receive such information from us, you may opt out of receiving the communications.

Other Uses and Disclosures of pHl

Your authorization is required, with a few exceptions, for disclosure of psychotherapy notes,
use or disclosure of PHI for marketing, and for the sale of PHl. we will also obtain your written
authorization before using or disclosing your PHI for purposes other than those provided for in
this Notice (or as otherwise permitted or required by law). you may revoke an authorization in
writing at any time. Upon receipt of the written revocation, we will stop using or disclosing your
PHl, except to the extent that we have already taken action in reliance on the authorization.

Your Health lnformation Riehts

Access' You have the right to look at or get copies of your health information, with limited
exceptions' You must make the request in writing. 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. lf you request information that we
maintain on paper, we may provide photocopies. lf you request information that we maintain



electronically, you have the right to an electronic copy. we will use the form and format yourequest if readily producible. we will charge you a ieasonabre cost-based fee for the cost ofsupplies and labor of copying, and for porirg. if you want copies mailed to you. contact ususing the information listed at the end of this Notice for an explanation of our fee structure.

lf you are denied a request for access, you have the right to have the denial reviewed inaccordance with the requirements of applicable law.

Disclosure Accounting' with the exception of certain discrosures, you have the right to receivean accounting of disclosures of your health information in accordance with applicable laws andregulations' To request an accounting of disclosures of your health information, you mustsubmit your request in writing to the Privacy official. lf you request this accounting more thanonce in a L2-month period, we may charge you a reasonable, cost-based fee for responding tothe additional requests.

Right to Request a Restriction. You have the right to request additional restrictions on our useor disclosure of your PHI by submitting a written request to the privacy official. your writtenrequest must include (1) what information you want to limit, (2) whether you want to limit ouruse' disclosure or both, and (3) to whom you want the limits to apply. we are not required toagree to your request except in the case where the disclosure is to a health plan for purposes ofcarrying out payment or health care operations, and the information pertains solely to a healthcare item or service for which you, or a person on your behalf (other than the health plan), haspaid our practice in full.

Alternative communication. You have the right to request that we communicate with youabout your health information by alternative means or at alternative locations. you must makeyour request in writing. Your request must specify the alternative means or location, andprovide satisfactory explanation of how payments will be handred under the alternative meansor location you request. we will accommodate all reasonable requests. However, if we areunable to contact you using the ways or locations you have requested we may contact youusing the information we have.

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. Wemay deny your request under certain circumstances. lf we agree to your request, we will amendyour record(s) and notify you of such. lf we deny your request for an amendment, we willprovide you with a written explanation of why we denied it and explain your rights.

Right to Notification of a Breach. You will receive notifications of breaches of your unsecuredprotected health information as required by law.

Electronic Notice' You may receive a paper copy of this Notice upon request, even if you haveagreed to receive this Notice electronically on our web site or by electronic mail (e-mail).



Questions and Complaints

lf you want more information about our privacy practices or have questions or concerns, pleasecontact us.

lf you are concerned that we may have violated your privacy rights, or if you disagree with adecision we made about access to your health information or in response to a request youmade to amend or restrict the use or disclosure of your health information or to have uscommunicate with you by alternative means or at alternative locations, you may complain to ususing the contact information listed at the end of this Notice. you also may submit a writtencomplaint to the U's' Department of Health and Human services. we will provide you with theaddress to file your complaint with the U.s. Department of Health and Human services uponrequest.

we support your right to the privacy of your health information. we will not retaliate in anyway.if you choose to file a complaint with us or with the U.s. Department of Health and Human
5ervtces.

Our Privacy Official: jamie Josselyn
Telephone: 859-623-02 22 Fax: g59-624_3440

Address: 805 Eastern By-pass, Suite 4, Richmond, Ky 4}4ls

E-mail: stevemattingly@richm.twcbc.com

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires theprior written approval of the American Dental Association. This material is educational only, does not constitute legal advice, and covers onlyfederal' not state' law' changes in appllcable laws or regulations may requlre revislon. Dentlsts should €ontact their personal attorneys forlegal advice pertaining to HIPM compliance, the HlrECi Act, and the u,s. Department of Health and Human services rures and regulations.

O 2010, 2013 Amerlcan Dental Association. All Rights Reserved.



Stephen p. Mattingly, D.M.D.
{

* You May Refuse to Sign This Acknowledgment*

I have received a copy of this office's Notice of privacy practices.

Print Name:

Signature:

Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of privacy practices,
but acknowledgement could not be obtained because:

tl lndividual refused to sign

u communications barriers prohibited obtaining the acknowledgement

E An emergency situation prevented us from obtaining acknowledgement

n Other (Please Specify)

Reproduction ofthis material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the
prior written approval of the American Dental Association. This material is for general reference purposes only and does not constitute legal
advice' lt covers only HIPAA, not other federal or state law. changes in applicable laws or regulations may require revision. Dentists should
contact qualified legal counsel for legal advice, including advice pertainint to HIpAA compllance, the HlrEcH Act, and the u.s. Department ol
Health and Human Services rules and regulations.

@ 2010, 2013 American Dental Association. All Rights Reserved.



Authorization Form for Use or Disclosure of Patient lnformation

This form illustrates how our dental practice obtains and documents authorization for a use or
disclosure of patient information that is not permitted or required by HIPAA.

Patient Name:

Patient's Date of Birth: Patient's Chart No.:

I hereby authorize the use and disclosure of the patient information as described below. I

understand that information disclosed pursuant to this authorization may be subject to
redisclosure by the recipient and may no longer be protected by HIPAA Privacy regulations.

Specific description of the patient information to be used or disclosed:

Purpose(s) of this use or disclosure:

[f the patient or the patient's personal representative is requesting the use or disclosure, you
may write "at the request of the individual" for the purpose.l

I authorize the following person(s) to make this use or disclosure:

The following person(s) may receive this patient information:

[lf this authorization is required for a use or disclosure of patient information for a subsidized

marketing communication, add "l understand that the dental practice will receive financial

remuneration for making this marketing communication."]

[lf this authorization is required for a sale of patient information, add "l understand that this

disctosure will result in remuneration to the dental practice."]



I understand that I may revoke this authorization at any time, and that my revocation is not
effective unless it is in writing and received by the dental practice's Privacy Official at

. [lnsert address of the Privacy Official (or other person
at the dental office responsible for patient authorizations). lf the description of how to
revoke an authorization is in the Notice of Privacy Practice, replace the first sentence of this
paragraph with "! understand that I may revoke this authorization at any time by following
the directions in the Notice of Privacy Practices. I understand that my revocation must be in
writing."] lf I revoke this authorization, my revocation will not affect any actions taken by the
dental practice before receiving my written revocation.

I understand that I may refuse to sign this authorization, and that my refusal to sign in no way

affects my treatment, payment, enrollment in a health plan, or eligibility for benefits. [f an

exception to the prohibition on conditioning authorizations applies, delete this sentence and

insert a description of the consequences to the patient of a refusal to sign the authorization.l

This authorization expires on the following date, or when the following event occurs:

[Expiration events must relate to the patient or to the purpose of the use or disclosure. ]f the
authorization is for research, the expiration may state "end of the research study," "none," or
similar language.l

Signature of Patient or Patient's Personal Representative:

Date

lf Personal Representative:

Print Name:

Signature: Relationship to Patient:

For office use only:
Date:

Copy of signed authorization provided to the individual:

ln itials

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the

prior written approval of the American Dental Association. This material is for general reference purposes only and does not constitute legal

advice. lt covers only HIPAA, not other federal or state law. Changes ln applicable laws or retulations may require revision. Dentists should

contact qualifled legal counsel for legal advice, includlng advice pertainlnt to HIPAA compliance, the HITECH Act, and the U.5. Department of

Health and Human Services rules and regulations.

@ 2010, 2013American Dental Association. All Rights Reserved.


