ADA. American Dental Association®

America’s leading advocate for oral health : Today's Date:

Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

PATIENT INFORMATION
Last Name: First Name: ) Middle Name:
Home Phone: Cell Phone: Work Phone:

Email Address:

Mailing Address: City: State: Zip:
Date of Birth: / / Gender:

Occupation:

Emergency Contact: Name: Relationship: Phone:

If you are completing this form for another person, what is your name and relationship to that person? Name: Relationship:

If executing this form as the patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any procedure(s) on this
patient. If for any reason | no longer have such legal right and authority, | will immediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS

What is the reason for your visit today?

Are you currently experiencing any dental pain or discomfort? OYes ONo If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Iﬁleasé mark an “X” in the box ONLY if this applies to you.

s R B S b A bl B i s L T R DS R e S S oG

Is Tt hard to open your MOUER?' vuu: e o s sormrn + sssace o aiuie o asorain o sisios s aime s sisse's o sinss O | Have you ever had a serious injury to your head or mouth? ........................ £l

Does it hurt to chew, bite or SWAllOW? ... ...ttt O | f yes, please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? .......................0. O
H T — " d root planing? O Have you ever had problems with dental treatment in the past?.................... O
ave you ever had periodontal (gum) treatments like scaling and root planing? ........ If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... O
Do you clench or grind your teeth? ... O | Have you ever had a reaction to, or problem with, dental anesthesia? ............... O
Does your jaw click, POP OF RUFE? .. . ...ttt O | Ifyes, please describe what happened:
Do you have earaches or neck Pains? . ..........ovuvviiiiiiiiiiiiioniinais O
Does dental treatment Make You NErVOUS? ... .. ...t ueeuiuteeeeiiieeeiiieenes O | Are you unhappy with your smile?. ..............oooiiinii t
i ) q fth | stad brasthing dissriars - If yes, why? Please mark all that apply:
aée you e;et: exp§r|ence‘:‘ any 0 t e; ST eepb-ll'e bate h‘reati ing '5|°" CISEERE=EELE O The color of your teeth [0 The shape of your teeth [ The position of your teeth
Mouth breathing Snoring rouble breathing during sleep 00 Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Coumadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? ............. 0O0oao

If yes, what medication are you taking?

Are you taking any medication to treat 0steoporosis or Paget’s diSease? ... .. .. ... ...l [ o
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).

If yes, what medication are you taking?

Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,
multiple Myeloma or MEtaStAtIc CANCEIP . . .« v st vuvusr et rie s ueaue e o ue s e aie s e e s s biea s s 68l 86 e & sl b s b e s e s g e e e e e Ooag
Some commonly-prescribed drugs include denosumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).

If yes, what medication are you taking? How many years have you been taking it?
Are you taking hormonal replacements?. . . .. .. .o . tueutn ettt el i i I |
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, DICIS)RE % v ot o 5 5 mos o1 o s w n o ir ot n o ss o Bolnes 0 8 SRRV 35 B 8 AOORD B8 B 0 O0oag
DO.YOUUSE VAPING PIOGUECESD . . .« oo v v s e woiimoin s simin e wimcn s o o ausis 55 805 65 5 46505 0 8636008 3 4 4T0 §13 & W50 & 0 W0 & &b ot e e R Oooao
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational reasons? .. .............oo i Oooag
If yes, what substances? If yes, how often is your use? [0 Daily [ Several times per week [JWeekly [ Occasionally
Was the substance prescribed by adoctor? [ Yes [ No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or:SUPPIEMENES . ...« .« wom s o v v w oo e o o ven w0 0 iy 2 Oooao
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
Taking IFERiCONERONPUIS? v & sy« sy 5 s o wrsens v ohacin st w saosns w sevc = wdvind o sseinaTcnsess s snibin omne  ssosh 8150005 AT ¥ S00935 ¥ T4 X ST WECSPR BB o B S0 s oo i oor [m
Pregnant? If yes, NUMbEr OF WEEKS: e e e 000
NUPSING? If yes, NUMDEr OF WEBKS: ittt ie e et e e e s [

© 2021 American Dental Association
Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



ALLERGIES Please use an “X” to mark your answers to the following questions.
Are you allergic to or have you had an allergic reaction to: Yes No ? Yes No ?
DSPIFIN 5 5 5 avis 3 s7siass & st & S0 ¥ S19%8 5 5 56516 & G0N WIREHH ¥ dFesie WaSETH 8 ShuuRie ¥ RIS 4 aiece o s 0 O O  Sulfadrugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
Barbiturates, sedatives or sleeping pills. . ... O O O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
COdeiNeIOr OtHEr NAICOtICS o s vvite » fuee b viais & 4 F0cs & F4is & 655 § Faesd & w003 Suslofa 4 4 0O O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabeta, Glynase PresTabs),
Hay fever/seasonal allergies . .............ooooiiiiiiiiiiiiii i, O O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
[OINE ¢ v s viaivs s viis s ot s asiuie s simians o siaie s armione o aiaia s sisiainss oo ain sinios o aiaiaie s aimis o s O O O (Microzide) and furosemide (Lasix)
Liatex (rubBer): s s & swins v 5 s & sgoes sums 5 5500 55008 & 495 5 S1iaats 3 waise ¥ siwversls 0O0odg PO e+ sk ot s s 6t s st = Tt Sesotnnecin s ez 4 b B
LIOCAl ARESTREEICS, . « vioive + isse s simon s suiie s 4358 5 570005 400 5 Hi6E8 & HG0608 & ot 3 st 3 5 Oooao | describ - PR o ,
MABEAIS oo O O O Peasedescribeany "Yes” answers and include in ormation about your experience.
Benicillin oriother:antibIOtICSs: ; ;i ¢ s o o smssss » sisnurs sugsein © oo s vaesese o soss o « Oooo
MEDICAL & SURGICAL HISTORY
Date of last physical exam: / / What is your normal blood pressure (systolic, diastolic)?
Doctor’s Name: Phone:
Please use an “X” to mark your answers to the following questions. Yes No ?
Are you in good PhySICal REAILN? . . .. ... u ettt e OBl O
Are you currently being seen or treated by @ PRYSICIBN? ... ... ...t o oottt 0.8 0o
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? ... Oooa
Have you had a serious illness, operation or been hospitalized in the past 5years?.............. ..o [ |
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger, etc.)? ... i
Have you had a heart valve replacement or heart SUFGery? ... ... .. .. ... ittt Oooao
Have you had an organ or bone marrow/stem cell transplant? .............. ... 0O 0O
Have you traveled internationally within the last 30 days 00
Have you had a fever (100.4°F or above) in the 135t 72 hOUIS? . ... ... .u ittt ettt ettt ettt Ooood
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health CaNCEF. ..o\t o000 Digestive Health
Pacemaker/implanted defibrillator ........... 000 Type: Gastrointestinal disease .................... Oooa
Artificial (prosthetic) heart valve ............ 0 8.8 Date of diagnosis: G.E. reflux/persistent heartburn (GERD). . . ... Oooa
Previous infective endocarditis .............. oo Chemotherapy: Stomach UlCersizss: sum s v 3 Sty P s o 5 R
Congenita] heart disea;e (CHD) .. Ooa Radiation treatment: Eye (Vision) Health
Unrepaired, cyanotic CHD................ O O Biood (Circulatory) Health GlaUCOMA. . . ottt ooog
Repaired (completely) inlast 6 months ... 00 OO0 O Anemia. .. .oooooro OO0
Repaired CHD with residual defects ....... O-8.-0 fsedianstision ooo Other
) a s e R ey e e PRSI GIEIOURE Selk £ i R T st e ACEREIES ., 5 oa s 555 5 s # Sem v weves visiss § 3068 ¢ 5 o
ATLEHIOSCIBYOSISU 1 v sovss o wsasrs viwnens w sosrens wissets o 3es 00 ifves: date: EAE
: yesicate: ChIORIC PAIN &« «viti & sisie's sisisis s sraion o St o wiabiis o E E-E
Coronary artery disease 0 0 .Hemophilia Oooo :
GonaectvelFeart Failure oo SIMOPHINGLE S el g b Hrinte s ante iaiatsinfasiveese Diabetes (type [or l1) .....vvvvveeiineenns &.0.0
ongestive.neayt fa Ll o High or low blood pressure. ................. ooo 00 di
Damaged heart valves ..................... . Eating disorder .................coeeinn, ooo
Heart attack oo Brain (Neurological)/Mental Health Frequentinfections . v s s s o ¢ v s v » Oo0ogd
""""" BONICEY: ¢ 5ks 5 aass v s & o sele « swoeems s il 1) [ Type of infection:
Heart r/rhythm disorder ... oo ¥ yP
AL SR O O Depression............o Oooo Hepatitis, jaundice or liver disease ........... ooag
OO Eplepsy....coooooviiiii O OO0  Immune deficiency:  seis ¢ svin s s v ssvis o siw + 0
. . Mental health disorders .................... O O O Kidney problems......... it vuivite e Oooao
Breathing (Respiratory) Health Neurological disorders. ..................... OO O  MaIRUEEON o vpess s st sias & st s s s ooao
Asthma (COPD) ... O O O post-traumatic stress disorder .............. B OO0 O+ Osteoporosisss: s 5 s s s gams < ss Ooo
Eronrc]hltls = g E] Traumatic brain injury or concussion. ......... 0O O O  Rheumatoid arthritis .............ooovvenn.. 0OoDo
MPHYSEINL:: ¢ o v sstie o wwven e« shiese Borwiv o o ; ; Sexually transmitted infection (STI).......... Oooo
SIAUSETOUBIE., | 1oiere + «ios o weamon o vinss & ¥ & b6 3 & OO Qg Autoimmune Dlsgase Thyroici/problems ...................... 0o o
TIBETEUIDSIS : + scsior * st » ssiie 65wt s a0t & o558 5 5 0O o0 g ADbSorHV InfeGHION s & s 5 ssics » s s poaves s a.no0 o
LIPS s 6 e s oo tous el nusioy Sovage aionily o i g i
Do you have any disease, condition, or problem that's not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an “X” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... 0 O O | foundit hard to catch your breath? .......... 0O O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooao
lasted longer than 3 weeks? ................ [ B CU || NO-reasom? s dum: » s = s s v smmnss o sisss o wszae O O O | had migraines or severe headaches? ......... (|
been exposed to anyone with tuberculosis?... 0 [ O | noticed a change in your vision?............. (|
had a rapid or irregular heart beat? .......... O O O |faintedfornoreason?...................... Ooo0oao
NOTE: It’s important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
| have answered the above questions completely, accurately and to the best of my ability.
Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST
Comments:
Office Use Only: [0 Medical Alert [0 Premedication O Allergies [0 Anesthesia
Reviewed by: Date:

© 2021 American Dental Association
Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.



Star Dental
INSURANCE
Primary Insurance
Dental Coverage? _ Yes ___ No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone#.

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

Insured’s Birthdate: __ /_ / Insured’s ID #

Insured’s Employer:

Employer’'s Address:

Secondary Insurance

Dental Coverage? Yes No

Insurance Co. Name:

Insurance Co. Address:

Insurance Co. Phone#.

Group # (Plan, Local or Policy #):

Insured’s Name: Relation:

Insured’s Birthdate: _ /  / Insured’s ID #

Insured’s Employer:

Employer’'s Address:

Whom may we Thank for referring you?

www.delawarestardental.com ,



PATIENT AUTHORIZATION FORM

Authorization to Release Information to Family Members

Many of our patients allow family members such as their spouse, significant
other, parents or children to call and request the result of test, procedures and financial
information. Under the requirements for H.I.P.P.A. we are not allowed to give this
information to anyone without the patient’'s consent. If you wish to have your dental
information, any diagnostic test results and/or financial information released to any
family members you must sign this form.

You have the right to revoke this consent, in writing, except where we have
already made disclosures in reliance on your prior consent.

| authorize Delaware Star Dental to release my records and any information
requested to the following individuals.

1. Relation to Patient:
2, Relation to Patient:
3. Relation to Patient:
4. ' Relation to Patient:

Authorization Regarding Messages
(please check all that apply)

| authorize you to leave a detailed message on my home or cell humber
regarding appointments.

| authorize you to leave a message with anyone who answers the phone

Patient Name (PLEASE PRINT) Date

Patient Signature




FINANCIAL POLICY

Thank you for choosing our office for your superior dental care. We are committed to providing
you with the best possible care. We are pleased to discuss our service with you at any time.
Your clear understanding of our financial and liability policies is important to our professional
relationship. By signing below, you are in agreement with our policies.

Insurance

Insurance is a contract between you and your insurance company. We file claims on your
behalf as a courtesy to our patients. We will not become involved in any disputes between you
and your insurance company regarding deductibles, co-payments, covered charges, “usual &
customary” charges, other than to supply factual information as necessary. You are responsible
for a timely payment of your account. Not all necessary services are covered benefits in all
contracts. The majority of carriers have a dental maximum that they will pay in any benefit year.
Any fees not covered by your insurance company are due at the time of treatment. A dental
benefit estimate will be made when services are provided.

Self Pay

If you do not have dental insurance, payment is expected in full at the time of your visit. If a
payment plan is necessary, arrangements must be made prior to beginning any treatment. Any
balances that extend over 90 days are subject to a monthly finance charge. We accept Cash
and Checks, Visa, Mastercard, and Discover.

Cancellation Policy

A minimum of 24 hours notice is required for all cancellations. A charge will be made in the
second violation of this policy.

Professional Liability

| understand that dentistry is not an exact science and therefore, reputable practitioners cannot
fully guarantee results. | acknowledge that no guarantee or assurance has been made by
anyone regarding dental treatment, which | have requested or had been recommended to me. |
understand that | have the opportunity to ask any questions prior to any dental treatment.

| have read the above policies and fully understand this agreement.

Patient's Name Date




_DELAWARE

1.
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No Show, or Missed Appointment Office Policy

When our staff books your appointment, we are setting aside a
dedicated time slot just for you. Your materials are ordered, and
we make special arrangements to be ready for your visit. Except
for emergency treatment for another patient, you can expect us
to be prompt.

We ask that if you must reschedule your appointment, that you
please provide us with at least 24 hours notice. This courtesy
makes it possible to give your reserved time slot to another
patient who would be more than happy to accept.

Delaware Star Dental will charge $50.00 for not providing us with
at least 24 hours notice to cancel an appointment, or any missed
scheduled appointments.

Repeated cancellations or missed appointments will result in
loss of future appointment privileges.

Name Date




PHOTOGRAPH RELEASE FORM

I, give Delaware Star
Dental the right to use photographs of me. | authorize Delaware
Star Dental to use and publish images in print and/or
electronically. | agree that Delaware Star Dental may use such
photographs of me with or without my name and
for any marketing purpose, including but not limited to publicity,
illustration, advertising, brochures, office displays, and web
content, etc.

| have read and understand the above:

Signature:

Print Name:

Date:

Witness:




Delaware Star 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 health information.
We are also reguired 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 (MM/DD/YR) 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 make the new
Notice available upon request.

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.

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 physician or other healthcare
provider providing treatment to you.

Payments: We may use and disclose your health information to obtain payment for service 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. Your revocation will not affect any use or disclosures permitted by your authorization while

Pagelof4



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 the Notice.

To Your Family and Friends: 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 a family member,

friend or other person to the extent necessary to help with your healthcare or with payment for your
healthcare, 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 location) 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 incapacity or 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.

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.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the
possible victim of other crimes. We may disclose your health information to the extent necessary to
avert a serious threat to your health or safety or the health or safety of others.

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 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.

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. We will charge you a reasonable cost-based fee for
expenses such as copies and staff time. You may also request access by sending us a letter to the
address at the end of this Notice. If you request copies, we will charge you $ for each page,
$ per hour for staff time to locate and copy your health information, and postage if you want the
copies mailed to you. If you request an alternative format, we will charge a cost-based fee for
providing your health information in that format. If you prefer, we will prepare a summary or an

Page 2 of 4



explanation o your health information for a fee. 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. We are not required to agree to these additional restrictions,
but if we do, we will abide by our agreement (Except 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.) Your request must specify the alternative means or location and provide
satisfactory explanation 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: If you receive this Notice on our Website or by electronic mail (e-mail), you are
entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practice 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 may submit a written 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: Dawn Flannagan

Telephone: 302-994-3093 Fax: 302-994-5699

E-mail: dawn.drsyed@gmail.com

Address: 5507 Kirkwood Highway, Wilmington, DE 19808

2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this
form by any other party requires the prior written approval of the American Dental Association.

This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF
PRIVACY/SECURITY PRACTICES
DELAWARE STAR DENTAL

** You May Refuse to Sign This Acknowledgement **

1, , have reviewed and understand this office

Notice of privacy Practices. | agree with the policies and procedures outlined and
have been given an opportunity to select alternative methods of communication/
payment and/or restricting communication.

(Please Print Name)

(Signature)

(Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, acknowledgement could not be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement

Other (Please Specify)

2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution form by any
other party requires the prior written approval of the American Dental Association.

This form is education only, does not constitute legal advice, and covers only federal, not state, law.



