
Kluth Richardson Family and Cosmetic Dentistry
PTEASE PRINT

Male: _ Female: _Child:- Single: Divorced:

Patient lnfo:

M a rried:

state, zip: Employer:

Cell#: Work#:

How did vou hear about our office?

ls anyone in your household a current patient at our office? YES NO

Na me

Emergency Contact Phone

Emergency Contact Name/Relationship to you

Name:

Add ress:

state, zip: Best Phone #:

lnsurance Pimaryi (Ptesent your lnsurunce Cord ond Photo lD to Front Desk.)

lnsured Name: lnsured Date of Birth:-
Relationship to patient:

lnsu ra nce Company Name:

Place of Employment of the insured:

Last Visit How would you rate your smile 1-1.0?

Medical History:

Name of physician: Phone#:

Last visit with Physicia n: Add ress:

Do you smoke? YES NO Do you use chewing tobacco:

Do you vape? YES NO Do you use a nicotine pouches?

Do you or have you ever been told you snore? YES No

Are you currently taking prescription or no n- prescription medication? : YES

lnsured Social Security Number:

lnsurance lD#:

Phone number for insured's employer:

Previous Dentist Name & Address:

What would you change about your smile?

YES

YES

NO

NO

NO

lf yes, please list: 
'

Preferred Name:N"-o 

-

Birthdate: SocialsecuritY Number:

nuu.^.. aitrr. _

Home#: 

- 

Email:

Wherecanwecontactyoubetweenthehour5of8-5?

Responsible Partv lnfo:

Birthdate:
City:



Have you ever had, or been treated for any of the following:' CIRCLE ALL THAT APPLY

PsychiatricProblems Tuberculosis HeartAttack
Cancer Aids/HlV Hea rt Murmur
High Blood Pressure Diabetes Abnormal Bleeding

Stroke Hepatitis Epilepsy

Anemia Kidney problems

DrugAlcoholabuse ArtificialJoints

Are Vou pregnant? YES

Are you nursing at this time?

Con n for Treatment
1

2

No Due Date:

Areyoutakin8anyhormonereplacementtherapY?

I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and any other

diagnostic aids deemed appropriate by the doctor to make a thorough dia8nosis for my dental needs.

Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by

me and to employ such assistance as required to provide proper care.

I agree to use all anesthetics, sedatives and other medications as the doctor deems necessary. lfully

understand that using anesthetic agents embodies certain risks. I understand that I can ask for a complete

copy of any possible complications

I agree to be responsible for payment of all services rendered on mine or my dependents behalf. I

understand payment is due upon time of service. I understand if insurance has not paid within 90 days, the

balance is my responsibility. I understand interest and a late fee could be assessed to any outstanding

balance on my account. I also agree that should it be needed, lwill be responsible for any and all collection

costs, which may include but are not limited to attorney fees, collection costs and court costs.

I understand that a 48 hour notice must be given to cancel or reschedule an appointment. I realize that a

550.00 fee may be assessed to my account if I fail to give proper notice. I realize that the doctor has the riSht

to refuse to save time for me again in the schedule if I fail to give a 48 hour notice. lf more than 3

appointments are missed or rescheduled on short notice the doctor reserves the riSht to dismiss you as a

patient from this office. lf this does happen your records will be sent to another dentist of your choice.

I also give permission for the doctor or his staffto use any photos they may take for lecturing, education or

promotional purposes.

PIEASE UNDERSTAND THAT YOU ARE RESPONSIBLE FOR KNOWING AND UNDERSTANDING YOUR

INSURANCE LIMITATIONS AND BEN E FITS.

Printed Name of Patient:

3

4

5

6

7

Signature

Date:

Have you been treated for any other illness not listed? YES NO

lf ves. Dlease exolain further:

Have you been instructed by your physician to take a pre-medication (antibiotic) before dental appointments? (For

medicalconditions such as, artificial joint, heart problems, etc.) YES NO

lfye5,whatantibioticdoesyourphysicianrequireyoutotake:
Do you take medication that are Bisphosphates/ or medication for osteoporosis? 

-

Would you be interested in receivinB information about medication we can give you before a procedure to relax you or

make your anxiety less severe? (Some do require a driverl YES NO

Allergies: (Circle all that apply) Penicillin Aspirin Codeine Erythromycin

Latex Sulfa DentalAnesthetic

Please list other allergies:

Women only:



NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCNBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED ANDHOII YOU CAN

GET ACCESS TO THlS INFORMATION.
PLEASE REVIE'I/ IT CAREFULLY THE PRIVACY OF YOUR HEALTH INFORMATION

IS IMPORT,4NT TO US,

OUR I,EGAL DUTY
We are required by applicable federal and state law to maintain the privacy ofyour health information. We are also required to give
you this Noticc 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 (07101/09), and will remain in effect
until we replace it.
We reserve the right to change our privacy pmctices and the terms ofthis Notice at any time, provided such changes are permitted by
applicable law. We reserve the dght to make the changes in our privacy practices and the new terms ofour Notice effective for all
health information that we maintain, including health information we created or received before we made the changes. Bcforc we
make a significant change in our privacy practices, we will change this Notice and make the new Notice availablc upon request.
You may rcqucst a copy of our Notice at any time. For more information about our privacy practiccs, or for additional copies ofthis
Notice, please contact us using the information listed at the cnd of this Notice.
USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for teatment, payment, and healthcare operations. For example:

Trcatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.

Your Authorization and Consent: In addition to our use ofyour health information for treatment, payment or hcalthcare operations,
you may give us written authodzation to use your hcalth information or to disclose it to anyone tbr any purpose. Ifyou give us an

authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures pcrmitted 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.
Treatmenr; We may use or disclose your health information to another dentist, physician or other healthcare provider providing
treatment to you.
Payment: We may use or disclose your health information as necessary for payment purposes. During the normal business course of
business operations, rve may forward information regarding your medical procedures and treatment to your insurance company to

arrange payment for the services provided to you. We may also use information to prepare a bill to send to you or to the person

responsible for your payment.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare

operations include quality assessment and improvement activitics, reviewing the contpetence or qualifications of healthcare

professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, certification, licensing or
credentialing activities.
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 penonal representative or another person responsible for your care, ofyour location, your general

condition, or death. Ifyou are present, then prior to usc or disclosure ofyour health information, we will provide you with an

opponunity to object to such uses or disclosures. In the event ofyour incapacity or emergency circumstances, we will disclose health

infomation based on a determination using our professional judgment disclosing only health information that is directly releYant to

the person's involvement in your healthcare. We will also use our professiona) judgment and our experience with common practice to

make reasonable inferences ofyour best interest in allowing a person to pick up filled prescriptions, medical supplies, x- rays, or other

similar forms of health information.
Appointments and Services: We may contact you to proyidc appointment updates or information about your trcatment or other health-

related benefits and sewices that may be ofinterest to you. You have the right to request, and we will accommodate reasonable

requests by you to receive communications regarding your protected health information from us by altemative means or altemative

locations, For example: ifyou wish appointment reminders to not be left on voice mail or sent to a particular address, we will
accomnodate reasonable requests. With such a request, you must provide an approp ate altemative address or method ofcontact. You

also have the right to rcquest that we no send you any future marketing materials and we will use or best efforts to honor such request

You must make requests in writing, including your name and address, and send such writing to thc Privacy Officer at the address

below.
Business Associates: Aspects and components ofour services are performed through contracts with outside persons or organizations,

such as auditing, accreditation. outcomes data collection, legal services, etc. At times it may be necessary for us to provide your

protected healtir information to one or more of outsidc people or organization who assist us with our health care operations ln all

cases, we require these associations to appropriately safeguard the privacy of your information.

Marketing Hialth-Related Services: We will not use your health information for markcting communications without your written

authorization.
Fundraising: We may use your information to contact you for fundraising purposes. We may disclose this contact information to a

related foundation so that the foundation may contacl you for similar purposes. lt you do not want us or the foundation to contact you

for fundraising cfforts, you must send such a request in writing to the Privacy Officer at the address below.

Research: In limited circumstances, we may use and disclose your protected health information for research purposes. In all cases

where your specific authorization is not obtained, your privacy rvill be protected by strict confidentiality requiremcnts applied by an



Institutional Review Board which oversees that research or by representations ofthe researchers that limit their use and disclosure of
your information.
tequired by Law: We may usc or disclose your health information when we are requircd to do so by law.

Abuse or Neglect: We may disclose your hialth information to appropriate authorities if we reasonably believc that you are a possible

victim ofabuie, neglect, or domestic violence or the possible victim ofother crimes. We may disclose your health information to the

extent necessary to avert a se ous threat to your health or safety oI the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain

circumstances. *c may diiclose to authorized federal officials health information required for lawful intelligence, counterintclligence,

and other national security activities. We may disclose to correctional institution or larv enforcement official having lawful custody of
protected health information of inmate
RIGHTS THAT YOU HAVE REGA

or patient undcr certa
RDING YOUR PRO

in circumstanccs.
TECTED HEALTH INFORMATION

Access to Your Protected Health lnformation: You have the right to copy and/or inspect a lot ofthe protected health information that

wc retain on your behalf. For protected health information that wc maintain in any electronic designated record set, you may request a

copy of such health information in a reasonable elcctronic format, ifreadily producible. Requests for access must be made in writing

ani-signed by you or your lcgal represcntative. You may obtain a "Patient's Access to Health Information Form" form the front office

p".rorl You *ill b. charged i reasonable copying fee and actual postage and supply costs for your protectcd health information. Ifyou
request additional copies, you will be charged a I'ee for copying and postage

Amendments to Your Protected Health lnformation: You have the right to request in wdting that protected health information that we

maintain about you be amended or corrected. We are not obliged to makc the requested arnendments, but we will give each request

careful consideiation. Al1 amendment requests must be in writing, signed by you or legal representative, and must state the reasons for

the amcndment/correction request. If an amendmcnt or correction request is made, we may notifr orhers who u'ork with us if we

believe that such notification is necessary. You may obtain an "Amendment Request Form" from the front ofticc person or individual

responsible for dental records.
Reitrictions on Use and Disclosures ofYour Protected Health Information: You have the right to request restrictions on use and

disclosures ofyour protected health information for treatment, payment or healthcare opcrations. We are not required to agree to most

restrictions requestsbut will attempt to accommodate reasonablc requests whcn appropriate. You do, however, havc the right to restrict

disclosure ofyour protected health information to a health plan. Ifthe disclosure is for the purpose of calrying out payment or

healthcare opirations and is not otherwise required by law, and the protected health information penains solely to a healthcare item or

services ofwhich you, or someone other than the health plan on your behalf, has paid Kluth Richardson Family & Cosmetic Dentistry

in full. If wc agree to any discretionary rcstrictions, wc rcserve the right to remove such restrictions as appropriate. We will notiry you

if we remove a restriction imposcd in accordance with this paragaph. You also have the right to withdraw, in writing or orally, any

restriction by communication your desire to do so to the individual responsible for dental records.

Right to Notice ofBreach: We take very scriously the confidentiality of your patient's information, and we are required by law to

protect the privacy and security ofyour protected health inlbrmation through appropriate safeguards. We will notify you in the event

ofa breach occurs involving or potentiatly involving your unsecured health information and inform you ofwhat steps you may need to

take to protect yoursell
Paper Copy ofthis Notice: You have the right, even ifyou havc agreed to receive notices electronically, to obtain a paper copy of this

Notice. To do so, please submit a request to the Privacy O{Ice at the address below
Disclosure Accounting: You have the right to receive a list ofinstances in which we or our business associates disclosed your health

information for purposes, other than trcatment, payment, healthcare operations and certain other activities, for the Iast 6 years, but not

beforeApril l4,2003.Ifyou request this accounting more than once in a l2-month period, we may charge you a reasonable, cost-

based fee for responding to thesc additional requests.

QUESTIONS AND COMPLAINTS Ilyou want more information about our privacy practices or have questions or concems, plcase

contact us.
lfyou are concemed 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 rest ct the use or disclosure of your health information or to have

us communicate with you by altemative means or at altemative 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
providc 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 ofyour 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: Toric Richardson or Kelly Janell
Tclcphonc
Email:

31'.7 -',7',7 0- | 050 Fax: 317-770-1645
noblesville@kluthrichardsondental.com

lnitial Date
Updatcd Datc

Address: 16000 Prosperity Drive Suite 400. Noblesville. lndiana 46060



l(R,
KLUTH I RICHARDSON

16000 Prosplrly Di!e. Sun.400
Nobl.svill.. IN 46060

diklulh coh
l1? 7?0 l0t0

FAMILY & COSMET C DENT STRY

ACKNOWLEDGEMENT OF RECEIPT
OF NOTICE OF PRIVACY PRACTICES

You may refuse to sign this acknowledgement

t, have received a copy of this
office's Notice of Privacy Practices.

Patient's Printed Name

Signature of perSOn completing this form (and rerationship to patient)

Date:

Name of person's/or entities who are allowed to inquire
about patients treatment. (PLEASE PRINT)

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:

. lndividual refused to sign

. Communication barriers prohibited obtaining the acknowledgement

. An emergency situation prevented us from obtaining
acknowledgement

o Other:


