
FILIPPINI FAMILY DENTISTRY 

Financial Policy Requirements: 

FULL PAYMENT IS DUE AT TIME OF SERVICE 

• MINORS ACCOMPANIED BY AN ADULT 

The adult accompanying a minor, and his/her parents (or guardians), are responsible 
for full payment at time of service. 

• UNACCOMPANIED MINORS 

The parents (or guardians) are responsible for full payment. 

• WE ACCEPT CASH. CHECK. MASTERCARD. VISA. DISCOVER & CARE CREDIT 

Pre-approved payment contracts & payment schedules may be arranged 
prior to dental treatment. 

REGARDING INSURANCE 

FULL PAYMENT IS DUE AT TIME OF SERVICE 

• We will be happy to process your insurance claim for your reimbursement at no 
additional charge. 

• Insurance is a contract between you and your insurance company. We are NOT a 
party to this contract. We will NOT become involved in disputes between you and your 
insurance company regarding deductibles. co-payments. covered charges. secondary 
insurance. "usual and customary" charges. etc .. other than to supply factual information 
as necessary. 

RETURNED CHECKS 

• ANY AND ALL BANK CHARGES INCURRED ON A RETURNED CHECK IS THE FULL 
RESPONSIBILITY OF THE PATIENT 

We realize that temporary financial problems may effect timely payment of your account. If such 
problems do arise, we encourage you to contact us promptly for assistance in the 
management of your account. If you have any questions regarding our financial policy, please 
do not hesitate to ask us. We are here to help you. 



FILIPPINI FAMILY DENTISTRY 

NOTICE OF PRIVACY PRACTICES 
-----

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOS-ED 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 m4intain 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 __ ! __ ! __ , 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 creal· 
ed 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. 

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition· 
al 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 pro
viding treatment to you. 

Payment: We may use and disclose your healtb information to obtain payment for services we provide to you. 

Healthcare Operations: We may use and disGiose your health information in connection with our healthcare oper
ations. 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 opera
tions, you may give us written authorization to use-your health information or to disclose it to anyone for any pur
pose. 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. 

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 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 
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 reason
able 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-Relate'd 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 dis- (' 
close 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 intelli
gence, counterintelligence, and other national 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 circum
stances. 

Appointment RerrJinders: 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 $0._· __ 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 explanation of your health information for a fee. Contac:t 
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 April14, 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 plcl'ce 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 infor
mation 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 Web site 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 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:-----------------------------------~ 

Telephone: __________________ Fax:------------------

E-mail:------------------------------,-----------

Address: _____________________________________ ~ 

© 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). 

(' 



FILIPPINI FAMILY DENTISTRY 

------"--·-------------------------

CONSENT FOR USE AND DISCLOSURE 
OF·- HEALTH INFORMATION· 

----

SECTION A: PATIENT GIVING CONSENT 

Name: ________________________________________________________________________ _ 

Address: ------------------------------------------------------------------------

Telephone: ---------------------------------E-mail: ______________________________ _ 

Patient #: _________________________ Social Security #: _______________________________ _ 

SECTION 8: TO THE PATIENT- PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor
mation to carry out treatment. payment activities, and healthcare operations. 

Notice of Privacy Practices: You have the right to read our Ndtice of Privacy Practices before you decide whether 
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper
ations, of the uses and disclosures we may make of your protected health information, and of other important mat
ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to 
read it carefully and completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change 
our p1·ivacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes" Those 
changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, inclua1ng any rev1s1ons of our Notice, at any time by contacting: 

Contact Person: ------------------,---"---------:--------------------------------

Telephone: ------------------------,---~Fax:--------------------------------

E-mail:------------------------------------------------------------------

Address: -------------------------------------------------

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will not 
affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to 
treat you or to continue treating you if you revoke this Consent. 

SIGNATURE 

I, , have had full opportunity to read and consider the 
contents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consent 
form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, 
payment activities and health care operations. 

Signature: ________________________ Date: __ ~------------------

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative's Name: ______ ~'------''----------------------

Relationship to Patient: --------------------------------

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT. 

Include completed Consent in the patient's chart. 



REVOCATION OF CONSENT 

I revoke my Consent for your use and disclosure of my protected health information for treatment. payment 
activities, and healthcare operations. 

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you 
received this written Notice of Revocation. I also understand that you may decline to treat or to continue to treat me 
after I have revoked my Consent. 

Signature:------------------------Date:----------------

© 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). 



I, 

FILIPPINI FAMILY DENTISTRY 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

* You May Refuse to Sign This Acknowledgement* 

------------------------'have received a copy of this 
office's Notice of Privacy Practices. 

Please 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: 

0 Individual refused to sign 

0 Communications barriers prohibited obtaining the acknowledgement 

D An emergency situation prevented us from obtaining acknowledgement 

D 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 of this form by any other pariy requires the prior f' 
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). 



Medical History Form 
Date --------------

Name ~L.~.,----------------~F;~,.,~-----------~M~i~~.------- Home Phone _,__ __ ___!_ ______ _ 

Address ~,--=c--,---------------------------------
Number. Slreel 

Business Phone _,__ __ ___!_ ________ _ 

City State ---------- ZipCode ________ _ 

Occupation ------------------------------------------------ Social Security No. _______________ _ 

Date of Birth ----,----
day yr 

Sex M F Height -~---- Weight _____ _ Single __ _ Married ___ _ 

NameofSpouse ___________ __ Closest Relative ------------ Phone .l.( -----'----------

If you are completing this form for another person, what is your relationship to that person? ----------------------

Referred by ----------------------------------------------------------

For the following questions, circle yes or no, which~ver applies. Your answers are for our records only and will be 
considered confidential. Please note that during your initial visit you will be asked some questions about your 
responses to this questionnaire and there may be additional questions concerning your health. 

1. Are you in good health? . . . . . . . . . . . . . . . • . . 

2. Has there been any change in your general health within the past year? . 

3. My last physical examination was on --------------------------------

4. Are you now under the care of a physician? . . . . . . . . 
If so, what is the condition being treated? ---------------,---------------------------------

5. The name and address of my physician(s) is -------------------------

6. Have you had any serious illness, operation, or been hospitalized in the past 5 years? 
If so, what was the illness or problem? ------------------------ --------------

7. Are you.taking any medicine(s) including non-prescription medicine?. . 
If so, what medicine(s) are you taking? --------------------------------

8. Do you have or have you had any of the following diseases or problems? 
a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease . . . . . . 
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood 

pressure, arteriosclerosis, stroke) . . . . . . . . . . . . . . 
1. Do you have chest pain upon exertion? . . . . . . . . . . . 
2. Are you ever short of breath after mild exercise or when lying down?. 
3. Do your ankles swell? . . . . . 
4. Do you have inborn heart defects? . 
5. Do you have a cardiac pacemaker? 

c. Allergy . . . . . 
d. Sinus trouble . . . . . 
e. Asthma or hay fever . . . 
f. Fainting spells or seizures . 
g. Persistent diarrhea or recent weight loss 
h. Diabetes . . . . . . . . . . 
i. Hepatitis, jaundice or liver disease . 
j. AIDS or HIV infection . . . . . 
k. Thyroid problems . . . . . . . 
I. Respiratory problems, emphysema, bronchitis, etc. 
m. Arthritis or painful swollen joints . 
n. Stomach ulcer or hyperacidity 
o. Kidney trouble . . . . . . . 
p. Tuberculosis . . . . . . . 
q. Persistent cough or cough that produces blood 
r. Persistent swollen glands in neck 
s. Low blood pressure . . . . . . . 
t. Sexually transmitted disease . . . . 
u. Epilepsy or other neurological disease 
v. Problems with mental health . . 
w. Cancer ........ . 
x. Problems of the immune system 
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9. Have you had abnormal bleeding?. . . . . . 
a. Have you ever required a blood transfusion? . 

10. Do you have any blood disorder such as anemia? 

11. Have you ever had any treatment for a tumor or growth? . 

12. Are you allergic or have you had a reaction to: 
a. Local anesthetics . . . . 
b. Penicillin or other antibiotics . . . . 
c. Sulfa drugs . . . . . . . . . . . 
d. Barbiturates, sedatives, or sleeping pills 
e. Aspirin . . . . . . . 
f. Iodine . . . . . . . 
g. Codeine or other narcotics 

h. Other ----------------------------------------------------------------------
13. Have you had any serious trouble associated with any previous dental treatment? 

If so, explain ---------------------------------------

14. Do you have any disease, condition, or problem not listed above that you think I should know about? . 

If so, explain 

15. Are you wearing contact lenses? 

16. Are you wearing removable dental appliances? 

Women 

17. Are you pregnant? . . . . . . . . . . . . . . . . . . 

18. Do you have any problems associated with your menstrual period? . 

19. Are you nursing? . . . . . . 

20. Are you taking birth control pills? 
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Chief Dental Complaint -------------------------------------------

For completion by the dentist. 

I certify that I have read and understand the above. I acknowledge that my ques
tions, if any, about the inquiries set forth above have been answered to my satis
faction. I will not hold my dentist, or any other member of his/her staff, responsible 
for any errors or omissions that I may have made in the completion of this form. 

Signature of Patient 

Comments on patient interview concerning medical history: ---------------------------------

Significantlindings from questionnaire or oral interview: ---------------------------------

Dental management considerations: ----------------------------------------

(Date) Signature of Dentist 

Medical history update: 

Date Comments Signature 

' 
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