




Dental	
  History	
  
	
  

	
  
Name	
  of	
  Patient:	
  _______________________________________________________________________	
  
	
  
Reason	
  for	
  today’s	
  visit:	
  _________________________________________________________________	
  
	
  
Former	
  Dentist:	
  ___________________________________	
  City/State:	
  ___________________________	
  
	
  
Date	
  of	
  last	
  dental	
  visit:	
  _______________________	
  Date	
  of	
  last	
  dental	
  x-­‐rays:	
  ____________________	
  
	
  
Circle	
  if	
  you	
  have	
  had	
  any	
  of	
  the	
  following:	
  
	
   	
   	
   	
   	
   	
   	
   IF	
  YES,	
  please	
  explain:	
  
	
  
Bad	
  breath	
   	
   	
   	
   YES	
   NO	
   __________________________________	
  
Bleeding	
  gums	
   	
   	
   	
   YES	
   NO	
   __________________________________	
  
Blisters	
  on	
  lips	
  or	
  mouth	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Burning	
  sensation	
  on	
  tongue	
   	
   YES	
   NO	
   __________________________________	
  
Chew	
  on	
  one	
  side	
  of	
  mouth	
   	
   YES	
   NO	
   __________________________________	
  
Cigarette,	
  pipe,	
  or	
  cigar	
  smoking	
   	
   YES	
   NO	
   Amount	
  used	
  per	
  day:	
  ________________	
  
Chewing	
  or	
  smokeless	
  tobacco	
   	
   YES	
   NO	
   Amount	
  used	
  per	
  day:	
  ________________	
  
Clicking	
  or	
  popping	
  jaw	
   	
   	
   YES	
   NO	
   __________________________________	
  
Dry	
  mouth	
   	
   	
   	
   YES	
   NO	
   __________________________________	
  
Fingernail	
  biting	
   	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Food	
  collecting	
  between	
  teeth	
   	
   YES	
   NO	
   __________________________________	
  
Foreign	
  objects	
   	
   	
   	
   YES	
   NO	
   __________________________________	
  
Grinding	
  teeth	
   	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Gums	
  swollen	
  or	
  tender	
   	
   	
   YES	
   NO	
   __________________________________	
  
Jaw	
  pain	
  or	
  tiredness	
   	
   	
   YES	
   NO	
   __________________________________	
  
Lip	
  or	
  cheek	
  biting	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Loose	
  teeth	
  or	
  broken	
  fillings	
   	
   YES	
   NO	
   __________________________________	
  
Mouth	
  breathing	
  	
  	
   	
   	
   YES	
   NO	
   __________________________________	
  
Orthodontic	
  treatment	
   	
   	
   YES	
   NO	
   __________________________________	
  
Pain	
  when	
  brushing/flossing	
   	
   YES	
   NO	
   __________________________________	
  
Pain	
  around	
  ear	
   	
   	
   	
   YES	
   NO	
   __________________________________	
  
Periodontal	
  treatment	
   	
   	
   YES	
   NO	
   __________________________________	
  
Sensitivity	
  to	
  cold	
  	
   	
   	
   YES	
   NO	
   __________________________________	
  
Sensitivity	
  to	
  heat	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Sensitivity	
  to	
  sweets	
   	
   	
   YES	
  	
   NO	
   __________________________________	
  
Sensitivity	
  when	
  biting	
   	
   	
   YES	
   NO	
   __________________________________	
  
Sores	
  or	
  growths	
  in	
  your	
  mouth	
   	
   YES	
   NO	
   __________________________________	
  
	
  
How	
  often	
  do	
  you	
  brush?	
  _______________________	
  How	
  often	
  do	
  you	
  floss?	
  ____________________	
  
	
  
Is	
  there	
  anything	
  you	
  would	
  like	
  to	
  change	
  about	
  your	
  smile?	
  __________________________________	
  	
  
	
  
_____________________________________________________________________________________	
  
	
  

IF	
  THE	
  PATIENT	
  IS	
  YOUR	
  CHILD…	
  
Child’s	
  Name:	
  _________________________________________________________________________	
  

Child’s	
  Address	
  (resides	
  at):	
  ______________________________________________________________	
  
	
  
City:	
  ____________________________	
  State:	
  ______________________	
  Zip:	
  _____________________	
  
	
  
Child	
  resides	
  with:	
  Both	
  parents	
  ________	
  Father	
  ________	
  Mother	
  ________	
  Legal	
  Guardian	
  ________	
  
	
  
Name	
  of	
  Parents/Legal	
  Guardian:	
  _________________________________________________________	
  



The Smile Shoppe 
Financial Policy 

 
We appreciate the opportunity to serve you!  Our primary goal is that you receive the optimal 
treatments needed to restore and maintain your dental health.  We have found that a clear 
understanding of our financial policy helps to relieve some of the anxiety associated with 
dental visits.  Please read the following carefully and ask us any questions you might 
have. 
 
Patients WITH insurance coverage need to know… 

• The estimated patient co-pay and deductible is to be paid on the day treatment is 
provided. 

• Your insurance policy is a contract between you, your employer and your insurance 
company.  Should you have concerns with your policy, you will need to contact your 
insurance company. 

• All fees are your responsibility whether your insurance company pays or not.  Please 
note:  not all services are covered benefits.  Covered benefits are determined by your 
employer and insurance company. 

• You must pay for services rendered, in full, at the time of service if your insurance 
company remits payment to you (i.e. Blue Cross Blue Shield Federal). 

• The Smile Shoppe is currently in network with Delta Dental Premier and a limited 
number of companies within the DHA network.  For ALL others, we would be 
considered out of network (this means you are responsible for all fees your insurance 
does not cover). 

 
Patients WITHOUT insurance coverage need to know… 

• The fee for services rendered is due at the time of service unless other arrangements 
have been made prior to treatment. 

 
IN THE SITUATION OF DIVORCE, WE REQUIRE THE PARENT MAKING AN 
APPOINTMENT FOR A CHILD TO BRING THE CHILD AND TO PAY FOR ANY/ALL FEES 
AT THE TIME OF SERVICE. 
 
We accept cash, checks, Visa, MasterCard, Discover and American Express.  For your 
convenience, we also offer interest free financing through Care Credit (WAC). 
 
We understand temporary financial problems may affect timely payment of your balance and 
we encourage you to communicate should such issues arise so that we may assist you in the 
management of your account. 
 
Returned checks will have an additional fee of $25. A FEE OF $50 WILL BE CHARGED FOR 
FAILED OR CANCELLED APPOINTMENTS WITHOUT 48 HRS NOTICE. 
 
A finance charge will be imposed on any unpaid balances in excess of ninety (90) days.  
IF YOU HAVE INSURANCE THE UNPAID BALANCE WILL START CALCULATING FROM 
THE DATE THE INSURANCE PAYS. The FINANCE CHARGE will be computed at the rate 
of 1.17% per month or an ANNUAL PERCENTAGE RATE of fourteen (14%) percent. 
 
Patient’s Name:  ________________________________________________________________ 
 
Responsible Party (if other than patient):  ____________________________________________ 
 
Signature:  ______________________________________________ Date:  ________________ 



	
  

THE	
  SMILE	
  SHOPPE	
  
DR.	
  BYRON	
  BARKER	
  AND	
  DR.	
  DARREN	
  ALTADONNA	
  

	
  
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	
  protected	
  health	
  information.	
  We	
  are	
  also	
  required	
  to	
  give	
  you	
  
this	
  Notice	
  about	
  our	
  privacy	
  practices,	
  our	
  legal	
  duties,	
  and	
  your	
  rights	
  concerning	
  your	
  protected	
  health	
  information.	
  We	
  must	
  follow	
  the	
  privacy	
  
practices	
  that	
  are	
  described	
  in	
  this	
  Notice	
  while	
  it	
  is	
  in	
  effect.	
  This	
  Notice	
  takes	
  effect	
  3/15/2013,	
  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	
  provide	
  the	
  new	
  Notice	
  at	
  our	
  practice	
  location,	
  and	
  we	
  will	
  distribute	
  it	
  upon	
  request.	
  
	
  
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.	
  

Your	
  Authorization:	
  In	
  addition	
  to	
  our	
  use	
  of	
  your	
  health	
  information	
  for	
  the	
  following	
  purposes,	
  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	
  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	
  this	
  Notice.	
  
	
  
Security:	
  	
  You	
  will	
  be	
  notified	
  as	
  soon	
  as	
  possible	
  if	
  the	
  security	
  of	
  your	
  personal	
  health	
  information	
  is	
  breached.	
  
	
  

Uses	
  and	
  Disclosures	
  of	
  Health	
  Information	
  
	
  
We	
  use	
  and	
  disclose	
  health	
  information	
  about	
  you	
  without	
  authorization	
  for	
  the	
  following	
  purposes.	
  
	
  
Treatment:	
  We	
  may	
  use	
  or	
  disclose	
  your	
  health	
  information	
  for	
  your	
  treatment.	
  For	
  example,	
  we	
  may	
  disclose	
  your	
  health	
  information	
  to	
  a	
  
physician,	
  pharmacist,	
  or	
  other	
  healthcare	
  provider	
  providing	
  treatment	
  to	
  you.	
  
	
  
Payment:	
  We	
  may	
  use	
  and	
  disclose	
  your	
  health	
  information	
  to	
  obtain	
  payment	
  for	
  services	
  we	
  provide	
  to	
  you.	
  	
  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,	
  reviewing	
  the	
  competence	
  or	
  qualifications	
  of	
  healthcare	
  professionals,	
  
evaluating	
  practitioner	
  and	
  provider	
  performance,	
  conducting	
  training	
  programs,	
  accreditation,	
  certification,	
  licensing	
  or	
  credentialing	
  activities.	
  
	
  
To	
  You	
  Or	
  Your	
  Personal	
  Representative:	
  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	
  your	
  personal	
  representative,	
  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	
  locating)	
  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	
  absence	
  or	
  incapacity	
  or	
  in	
  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.	
  
	
  
Disaster	
  Relief:	
  We	
  may	
  use	
  or	
  disclose	
  your	
  health	
  information	
  to	
  assist	
  in	
  disaster	
  relief	
  efforts.	
  
	
  
Marketing	
  Health-­‐Related	
  Services:	
  	
  We	
  will	
  not	
  use	
  your	
  health	
  information	
  for	
  marketing	
  communications	
  without	
  your	
  written	
  authorization.	
  	
  
We	
  will	
  not	
  use	
  your	
  information	
  for	
  fundraising	
  purposes	
  without	
  authorization.	
  We	
  will	
  disclose	
  any	
  financial	
  conflicts	
  of	
  interests	
  that	
  may	
  be	
  
involved	
  with	
  your	
  treatment.	
  
	
  
Required	
  by	
  Law:	
  	
  We	
  may	
  use	
  or	
  disclose	
  your	
  health	
  information	
  when	
  we	
  are	
  required	
  to	
  do	
  so	
  by	
  law.	
  
	
  
	
  



Public	
  Health	
  and	
  Public	
  Benefit:	
  We	
  may	
  use	
  or	
  disclose	
  your	
  health	
  information	
  to	
  report	
  abuse,	
  neglect,	
  or	
  domestic	
  violence;	
  to	
  report	
  disease,	
  
injury,	
  and	
  vital	
  statistics;	
  to	
  report	
  certain	
  information	
  to	
  the	
  Food	
  and	
  Drug	
  Administration	
  (FDA);	
  to	
  alert	
  someone	
  who	
  may	
  be	
  at	
  risk	
  of	
  
contracting	
  or	
  spreading	
  a	
  disease;	
  for	
  health	
  oversight	
  activities;	
  for	
  certain	
  judicial	
  and	
  administrative	
  proceedings;	
  for	
  certain	
  law	
  enforcement	
  
purposes;	
  to	
  avert	
  a	
  serious	
  threat	
  to	
  health	
  or	
  safety;	
  and	
  to	
  comply	
  with	
  workers’	
  compensation	
  or	
  similar	
  programs.	
  
	
  
Decedents:	
  We	
  may	
  disclose	
  health	
  information	
  about	
  a	
  decedent	
  as	
  authorized	
  or	
  required	
  by	
  law.	
  	
  
	
  
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	
  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).	
  
	
  
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.	
  	
  
You	
  may	
  also	
  request	
  access	
  by	
  sending	
  us	
  a	
  letter	
  to	
  the	
  address	
  at	
  the	
  end	
  of	
  this	
  Notice.	
  	
  We	
  will	
  charge	
  you	
  a	
  reasonable	
  cost-­‐based	
  fee	
  for	
  the	
  
cost	
  of	
  supplies	
  and	
  labor	
  of	
  copying.	
  	
  If	
  you	
  request	
  copies,	
  we	
  will	
  charge	
  you	
  $0.25	
  for	
  each	
  page	
  to	
  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	
  explanation	
  of	
  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.	
  In	
  most	
  cases	
  
we	
  are	
  not	
  required	
  to	
  agree	
  to	
  these	
  additional	
  restrictions,	
  but	
  if	
  we	
  do,	
  we	
  will	
  abide	
  by	
  our	
  agreement	
  (except	
  in	
  certain	
  circumstances	
  where	
  
disclosure	
  is	
  required	
  or	
  permitted,	
  such	
  as	
  an	
  emergency,	
  for	
  public	
  health	
  activities,	
  or	
  when	
  disclosure	
  is	
  required	
  by	
  law).	
  We	
  must	
  comply	
  with	
  
a	
  request	
  to	
  restrict	
  the	
  disclosure	
  of	
  protected	
  health	
  information	
  to	
  a	
  health	
  plan	
  for	
  purposes	
  of	
  carrying	
  out	
  payment	
  or	
  health	
  care	
  operations	
  
(as	
  defined	
  by	
  HIPAA)	
  if	
  the	
  protected	
  health	
  information	
  pertains	
  solely	
  to	
  a	
  health	
  care	
  item	
  or	
  service	
  for	
  which	
  we	
  have	
  been	
  paid	
  out	
  of	
  pocket	
  
in	
  full.	
  
	
  
Alternative	
  Communication:	
  You	
  have	
  the	
  right	
  to	
  request	
  that	
  we	
  communicate	
  with	
  you	
  about	
  your	
  health	
  information	
  by	
  alternative	
  means	
  or	
  
at	
  alternative	
  locations.	
  (You	
  must	
  make	
  your	
  request	
  in	
  writing.)	
  Your	
  request	
  must	
  specify	
  the	
  alternative	
  means	
  or	
  location,	
  and	
  provide	
  
satisfactory	
  explanation	
  of	
  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.	
  
	
  
Non-­‐disclosure	
  to	
  insurance	
  company:	
  	
  If	
  you	
  pay	
  out	
  of	
  pocket,	
  in	
  full,	
  for	
  a	
  service	
  or	
  a	
  procedure	
  or	
  service;	
  we	
  will	
  not	
  submit	
  the	
  claim	
  for	
  that	
  
service	
  to	
  your	
  insurance	
  company	
  upon	
  your	
  request.	
  
	
  
Electronic	
  Notice:	
  	
  If	
  you	
  received	
  this	
  notice	
  on	
  our	
  website	
  or	
  by	
  electronic	
  mail	
  (e-­‐mail),	
  you	
  are	
  entitled	
  to	
  receive	
  this	
  notice	
  in	
  paper	
  form.	
  	
  
	
  

Questions	
  and	
  Complaints	
  
	
  

If	
  you	
  want	
  more	
  information	
  about	
  our	
  privacy	
  practices	
  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	
  
also	
  may	
  submit	
  a	
  written	
  complaint	
  to	
  the	
  U.S.	
  Department	
  of	
  Health	
  and	
  Human	
  Services.	
  We	
  will	
  provide	
  you	
  with	
  the	
  address	
  to	
  file	
  your	
  
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:	
  Karen	
  Barker	
   	
   Telephone:	
  	
  (618)	
  654-­‐9866	
   	
   	
   E-­‐mail:	
  karen.barker@yahoo.com	
  



 

 

__________________________________________________________________________________________________________________ 

 
The Smile Shoppe 

 
ACKNOWLEDGEMENT OF RECEIPT OF  

NOTICE OF PRIVACY PRACTICES 
 

*** YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGEMENT *** 
 

 I, ________________________________, have received a copy of this office's Notice of Privacy   
 Practices. 
 
  _____________________________________________ 
     Please Print Your Name 
 
  _____________________________________________ 
     Please Sign Your Name 
 
  _____________________________________________ 
      Date 
 
_______________________________________________________________________________________ 
      FOR OFFICE USE ONLY 
___________________________________________________________________________ 
 
 We attempted to obtain written acknowledgement of receipt of our Notice or Privacy Practices, but 
 acknowledgement could not be obtained because: 
 
   � Individual refused to sign 
    
   � Communication barriers prohibited obtaining this acknowledgement 
    
   � An emergency situation prevented us from obtaining acknowledgement 
   
   � Other (Please Specify) 
 
 ____________________________________________________________________________ 
 
 ____________________________________________________________________________ 
 
 ____________________________________________________________________________ 
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