
Patient Information     

First Name: _____________________________ Last Name: _________________________Middle Initial: ______ 

Preferred Name: ________________________ Title (Circle One):    Miss    Mrs.    Ms.    Mr.    Dr.    Rev.    Prof.  

Birth Date: __________________ Age: ____________ Social Security: ______________________ 

Sex:      M     F   Trans    Prefer not to respond

Marital Status: _______________________     Spouse’s name: _______________________________ 

Address: __________________________________________ 

City: ________________________ State/Zip: _______________________ 

Home Phone: _________________Work Phone: ___________________ext.: ______ 

Cell Phone: ____________________ Email address: ____________________________________ 

Circle how you would like to be contacted for your appointments:   Home    Cell    Work   Email   Text     

Employment Status: Full-Time     Part-Time     Retired     Student     Unemployed 

Job Title: _____________________________     Place of Work: _________________________ 

How did you hear about us? __________________________________ 

Emergency contact information 

Name: ______________________________     Phone Number: _______________________ 

Relationship to patient: ________________________ 

Previous Dentist_____________________________________________________________
Responsible Party (if someone other than patient)     

First Name: ____________________________ Last Name: ________________________ Middle Initial: ____ 

Birth Date: ____________________ Age: ___________ Social Security: ________________________

Address: ___________________________________________________________________________ 

City: _____________________ State/Zip: ______________________

Primary Insurance Information     

Name of Policyholder: ________________________________________ 

Relationship to patient: ____________________________ 

Birth Date: _______________________ Social Security or Member ID#: ____________________________ 

Insurance company name: ______________________________ Telephone number: __________________________ 

Company Address: ________________________________________ City/State/Zip: _______________________ 

Group number: ____________________________     Employer: _________________________________________



Atkins Dentistry - Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW YOUR HEALTH INFORMATION MAY BE USED AND DISCLOSED BY  ATKINS
DENTISTRY AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

YOUR RIGHTS: When it comes to your health information you have certain rights. This section explains your rights.

Upon written request:

 Ask to see or get an electronic or a paper copy of your health record or other information we have about you. We will also 
provide a summary of your health information if requested. We will charge a reasonable, cost based fee. We will provide this 
information as soon as possible but no later than 30 working days of the request.

 Ask us to correct your health information you think is incorrect or incomplete. We may say “no” but will tell you why in 
writing within 60 days.

 You can ask us to communicate with you in a certain way (for example, home or office phone) or to send mail to a different 
address. We will accommodate all reasonable requests.

 Ask us not to use or share certain health information for treatment, payment or our operations. We are not required to agree 
with your request and may say “no” if it would affect your care.

 If you pay for a service or health care item out of pocket in full and you ask us not to share that information for payment or our
operations with your health insurer we will agree unless we are required by law to share that information.

 Ask us for a list or an accounting of the times we have shared your health information for reasons other than treatment, 
payment, healthcare operations, and when you have asked us to share information. We will provide a list for the past six 
years for the request. One request per year will be provided free of charge. For additional requests we will charge a 
reasonable, cost based fee.

 Revoke an authorization to use or disclose PHI at any time except where action has already been taken.

You may also:

 Choose someone to act on your behalf. If you have given someone medical power of attorney or they are your legal guardian, 
that person can exercise your rights and make choices about your health information. We will ask for proof of this relationship 
before we take any action.

 Ask for a paper copy of this document even if you have agreed to receive the notice electronically. We will provide that copy 
promptly.

 File a complaint. If you feel your rights have been violated you may contact the designated Privacy Officer, [Practice officer, 
address, phone number and email address]  

 File a complaint with the US Department of Health and Human Services Office for Civil Rights by sending a letter to 200 
Independence Ave, S.W., Washington, D.C. 20201, calling 1.877.696.6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints. 

 We will not retaliate for filing a complaint.

OUR RESPONSIBILITIES: The law requires us to:
 Maintain the privacy and security of your protected health information.
 Notify you promptly if a breach occurs that may compromise the privacy or security of your information.
 Follow the duties and privacy practices described in this notice and give you a copy of it.
 Not to use or share you information other what is described in this notice unless you tell us we can in writing. If you tell 

us we can and then change your mind, just let us know in writing you have changed your mind.

Dr. Vishal Patel    Dr. Kevin Atkins
50130 Governors Drive, Chapel Hill, NC  27517 1000 Old Raleigh Rd, Apex, NC  27502
(P) 919-537-8337 (F) 919-537-8340 (P) 919-303-5990 (F) 919-303-1930
ChapelHill@AtkinsDentistryNC.com Apex@AtkinsDentistryNC.com

 

http://www.hhs.gov/ocr/privacy/hipaa/complaints


YOUR CHOICES - For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in situations described below, talk to us. 

 In these cases you have both the right and the choice to tell us to: share information with your family, close friends, or others 
involved in your care and share information in a disaster relief situation. 

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we 
believe it is in your best interest. We may also share your information when needed to lessen a serious and imminent threat to health 
or safety.                                                                            

 In these cases we never share your information unless you give us written permission:
 Marketing purposes

 Sale of your information

 Most sharing of psychotherapy notes

 In the case of fundraising, we may contact you for fundraising efforts, but you can tell us not to contact you again.

OUR USES AND DISCLOSURE – We typically use or share your health information in the following ways:

Treatment: We can use your health information and share it with other professionals who are treating you. Example: we may 
share your health information to an outside doctor for referral. We will also provide your health care providers with copies of 
various reports to assist them in your treatment.

Payment: We can use or share your health information to bill and get payment from health plans or other entities. Example: we 
give information about you to your health insurance plan so it will pay for your healthcare.

Health Care Operations: We can use and share your health information to run our practice, improve your care, and contact you 
when necessary. Example: we use health information about you to manage your treatment and services.

Other ways we can use or share your health information – We are allowed or required to share your information in other ways – 
usually in ways that contribute to the public good, such as public health and research. We have to meet many conditions in the law 
before we can share your information for these purposes.

 Help with public health and safety  issues:  We can share  health  information about  you for  certain situations such as:
preventing disease, helping with product recalls, reporting adverse reactions to medication, reporting suspected abuse, neglect,
or domestic violence, and preventing or reducing a serious threat to anyone’s health and safety.

 Comply with the law: We will share information about you if state or federal laws require it, including with the 
Department of Health and Human Services if it wants to see if we are complying with federal privacy law.

 Respond to organ and tissue donation requests: We will share health information about you with organ procurement 
organizations.

 Work with a medical examiner or funeral director: We can share health information with a coroner, medical examiner, 
or funeral director when you die.

 Address workers’ compensation, law enforcement, and other government requests: 
 For workers’ compensation claims
 For law enforcement purposes or with a law enforcement official
 With health oversight agencies for activities authorized by law
 For special government functions such as military, national security, and presidential protective services

 Respond to lawsuits and legal actions: We can share your health information to respond to a court or administrative 
order, or in response to a subpoena.

 Research: We can use or share your information for health research.

CHANGES TO THIS NOTICE - We can change the terms of this notice, and the changes will apply to all information we have about 
you. The new notice will be available upon request, in our office and on our website.

Dr. Vishal Patel    Dr. Kevin Atkins
50130 Governors Drive, Chapel Hill, NC  27517 1000 Old Raleigh Rd, Apex, NC  27502
(P) 919-537-8337 (F) 919-537-8340 (P) 919-303-5990 (F) 919-303-1930
ChapelHill@AtkinsDentistryNC.com Apex@AtkinsDentistryNC.com

 



Atkins Dentistry Office Policies

Fee for Service
Atkins Dentistry is a fee for service office.  Payment is due and collected at the time that service is rendered.  If a 
patient has Dental insurance, the fee collected will be the estimated portion of the Patients Responsibility (Co-
Insurance), including any deductibles and/or co-pays.  Atkins Dentistry currently accepts; Checks, Cash, Major 
Credit Cards and Care Credit. A financial agreement may be discussed.  

Failed/No show/late appointment policy
Your appointment times are reserved especially for you. When you book your appointment, you are holding a space 
on our calendar that is no longer available to our other patients. If you are unable to keep your appointment, please 
notify us at least 24 hours prior to your appointment time. As a courtesy to you, we will attempt to confirm your 
appointment, but it is your (or guardians) sole responsibility to keep and confirm scheduled appointments. Please 
feel free to opt into our automated service which will send a save the date, a 4-day reminder and a day of reminder 
via text, email or phone. Any Failed appointments, with less than 24 hours’ notice will be subject to a Failed appoint 
Fee.  A fee of $50.00 will be assessed for a Failed Hygiene appointment.  A fee of $150.00 will be assessed for a 
Failed restorative appointment with the Dentist.  

Insurance Information
Insurance is filed as a courtesy to our patients.  Atkins Dentistry will make every attempt to file claims on the 
patient’s behalf but cannot guarantee cooperation from the insurance company.  In the case that we are unable to 
receive payment, the assigned responsible party, will be required to pay any, and all remaining balances of services 
provided.
There is no direct relationship between Atkins Dentistry and your insurance company.  The types of plans chosen by
you and/or your employer will determine your insurance benefits; Dental insurance policies vary.  While it is your 
responsibility to understand your insurance policy, we will do what we can to help you understand and maximize 
your insurance benefits.  
Atkins Dentistry will accept payment directly from your primary insurance company in most cases.  Prior to 
treatment, Atkins Dentistry may attempt to contact your insurance company to estimate/pre-determine available 
benefits.  This will inform our office what your insurance company is estimating to cover.  This will only be an 
estimate of benefits and not a guarantee of payment.  We suggest that you contact your insurance company to verify 
benefits as well.  You or the assigned responsible party will be responsible for payment of the balance not covered by
your primary insurance (your estimated portion) at the time of treatment.  If finance arrangements for the patients; 
portion for the fee are necessary, they must be arranged prior to treatment.  

Insurance/communication authorization/scope of care
I authorize the release of any information obtained in my dental files for the purpose of treatment, billing and 
processing of insurance claims.  I permit a copy of this signature if needed, to be used in place of original on all my 
insurance submissions.  In addition, I authorize release of any information contained in my dental files to the 
referring dentist(s) and/or treating dentists and/or physician(s).  Also, I authorized my medical physician to release 
any or all information/lab work that is pertinent to my dental treatment with Atkins Dentistry.

Overdue/unpaid accounts will be subjected to collections.  
After 45 days, any unpaid balance not covered by insurance company will be billed to you and due within 15 days.  
Overdue accounts (balance due over 60 days) may be subject to finance charges of 1.5% monthly (18% annually) or 
sent to collections after 90 days. The patient or assigned responsible party will be responsible all associated fees 
incurred by Atkins Dentistry

Returned Check Fee
A fee of $35.00 along with any additional fees assessed by Atkins Dentistry’s financial institution may be charged for
insufficient funds/returned checks.  After examination an initial treatment plan will be established and fees will be 
reviewed.  During treatment, unexpected situations may be discovered.  The actual fee(s) charged will be dependent 
on services rendered in order to correct periodontal/other destruction/damage/disease.  
I understand and agree to these office guidelines as stated above.

Signature of Patient or Guardian/Responsible Party:

X_______________________________________________    Date_____________________________           Revised 01/2022



Authorization for Release of Information – Compound Release
 

Name of Patient: _____________________________________________    Date of Birth: ______________ 

_______Atkins Dentistry______________________________________ is authorized to release PHI about 
the above-named patient in the following manner and/or to selected persons.

CHECK EACH PERSON/ENTITY APPROVED 
TO RECEIVE INFORMATION.

CHECK TYPE OF INFORMATION THAT 
CAN BE GIVEN TO PERSON/ENTITY ON 
THE LEFT IN THE SAME SECTION.

 Email communication-Provide email address* 
____________________________________

*For email communication to occur, please accept the 
disclosure below:

 Financial

 Medical 

 Appointment reminders

 Breach notification

 Text/Voicemail communication – Provide number * 
____________________________________

*For text/email communication to occur, accept the 
disclosure below:

 Appointment reminder

 Other: 
____________________________________

 For email and/or text communication I understand that if information is not sent in an encrypted (secure) 
manner, there is a risk it could be accessed inappropriately. I still elect to receive email and/or text 
communication as selected.

 Photo of patient received by patient or legal guardian

 Photo taken by staff (Example: pre/post procedure)

 Other:                                                                   

 May be posted in office

 May be posted on website

 Other:                                                                   

 Who can we speak to regarding your information 
(provide name and phone number)

 _____________________________________

 Financial  (What can we speak to them about?)

 Medical

Patient’s Rights:
 I have the right to revoke this authorization at any time by contacting this office.
 I may inspect or copy the protected health information to be disclosed as described in this document.
 Revocation is not effective in cases where the information has already been disclosed but will be effective going forward. 
 Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may no longer be 

protected by federal or state law.  
 I have the right to refuse to sign this authorization and that my treatment will not be conditioned on signing.

This authorization will remain in effect until revoked by the patient.

Signature of Patient or Personal Representative:                                                                                      Date:                   

*Description of Personal Representative’s Authority (attach necessary documentation) 

 Revoked by patient or personal representative on                                                  . 
(DATE)

How revoked:   orally (in person or via phone)  in writing (place copy in patient’s file) 

V2022.1             Rev. 2022



Authorization to Release Health Information

Patient Information:

Name of Patient:                                                                                    Date of Birth:                                              

Address:                                                                                                                                                                       

City, State, Zip:                                                                                      Phone:                                                         

 ____________________________________________ may release the following information:
                              (Name of the entity)
Phone:________________________________ Address:__________________________________________________

 Entire record  Financial records  Office visit notes
 Marketing* 
 Psychotherapy notes – if this box is checked only psychotherapy notes may be released.
 Diagnostic studies (list):

X   Other as listed:  All X-Rays on file to include:  Bitewings, PA’s, Panoramic Images, FMX  ______  

*Financial compensation is received for this communication.

Entity or person who will receive the information:

Dr. Vishal Patel    Dr. Kevin Atkins
50130 Governors Drive, Chapel Hill, NC  27517 1000 Old Raleigh Rd, Apex, NC  27502
(P) 919-537-8337 (F) 919-537-8340 (P) 919-303-5990 (F) 919-303-1930
ChapelHill@AtkinsDentistryNC.com                                                          Apex@AtkinsDentistryNC.com  

X    Send the information electronically.

X    For email communication I understand that if information is not sent in an encrypted manner there is a 
risk it could be accessed inappropriately. I still elect to move forward to allow email communications to occur.

This authorization shall be in effect until the information has been forwarded as requested or until the 
course of treatment is complete.

Patient Rights:
 I have the right to revoke this authorization at any time by contacting our office.
 I may inspect or copy the protected health information to be disclosed as described in this document.
 Revocation is not effective in cases where the information has already been disclosed but will be effective going 

forward. 
 Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient and may

no longer be protected by federal or state law.  
 I may refuse to sign this authorization and that my treatment will not be conditioned on signing.
 I understand released information may include a communicable disease diagnosis such as HIV.

This authorization will remain in effect until revoked by the patient.

Signature of Patient or Personal Representative:                                                                        Date:                   

*Description of Personal Representative’s Authority (attach necessary documentation) 

 Revoked by patient or personal representative on                                                  . 
DATE

How revoked:   orally (in person or via phone)  in writing (place copy in patient’s file) 

V2022.01 Rev. 2022



       

Dr. Vishal Patel    Dr. Kevin Atkins
50130 Governors Drive, Chapel Hill, NC  27517 1000 Old Raleigh Rd, Apex, NC  27502
(P) 919-537-8337 (F) 919-537-8340 (P) 919-303-5990 (F) 919-303-1930
ChapelHill@AtkinsDentistryNC.com Apex@AtkinsDentistryNC.com

Date: _____________________

Patient Name: ________________________________________ Telephone Number: ______________________________

DOB: _____________________

Physicians Name: ______________________________________ Contact Number: ________________________________

Fax Number: __________________________________________ Email Address: __________________________________

Planned dental procedures for both Preventative and/or Restorative appointments may include x-rays, subgingival cleanings,
fillings, root canals, and extractions but not limited to.  

Is the patient an acceptable candidate for the listed procedures?
Yes___________ No__________

Should prophylactic antibiotics be prescribed?
Yes___________     No__________

If Yes, List Medication and Dosage _______________________________________________________________

Can Local Anesthesia with Epinephrine (1:100,000) be used?
Yes___________      No__________

If the patient is taking Anticoulglant Drugs:  (Example: Plavix, Coumadin, Ext.)

Anticouglant medicine can be discontinued ___________Days before the Dental Procedure and resumed within _________days
after the dental procedure.

Any other precautions to be taken:  __________________________________________________________________________
____________________________________________________________________________________________________

________________________________________________ ______________________
Physician Signature Date

Thank you for your correspondence as we work together for the care and health of our mutual patient.



Patient Information (Confidential) 

Full Name________________________________________ Today’s Date: ________________________ 

___Male    ___Female       SS#____________________________ 

Birthdate: __________________ Home Phone____________________ Cell Phone: ___________________ 

Address______________________________ City: ________________________ State _______ Zip_________ 

E-mail________________________ I would like my reminders via:        E-mail          Text          Both

Check Appropriate Box: ___Minor ___Single ___Married ___Divorced ___Widowed ___Separated 

If Student, Name of School/College: _______________________________   City:  ____________________ 

Patient’s or Parent’s Employer: __________________________________ Work phone: ______________ 

Business Address: __________________________ City: _________________ State: ________ Zip: _______ 

Spouse or Parent’s Name (circle one): ___________________ Employer: ________________Work Phone: ___________ 

How did you hear about our practice? ___________________________________________________ 

Person to Contact in Case Of Emergency: ________________________  Relationship: __________Phone: ___________ 

How Can We Contact You Directly? _______________________________ (cell, home, work, e-mail, etc.) 

Responsible Party 

Name of person responsible for this account: _____________________________Relationship:_________ 

Address: _______________________________________________________________ Home phone: ___________ 

Drivers License #: _____________________ Birthdate: ___________ SS#: ___________________ 

Employer___________________________________Work Phone: _______________  

Is this person currently a patient in our practice?  ___Yes   ___No 

*For your convenience, we offer the following methods of payment: Cash, Check, Visa, MasterCard, American Express,

Discover, and Care Credit (interest free credit plan - ask us for details) 

Insurance  Information 

Name of Insured: ____________________________________________________Relationship:____________ 

Birthdate of Insured: ______________________________           Social Security # ______________________ 

Name of Employer: ____________________________________ Work number: ________________________ 

Address of Employer:   __________________________ City: ________________State: _______ Zip: _______ 

Insurance Company: ____________________________ Group #: _____________ ID #: __________________ 

Ins. Co. Address: _____________________________City: _________________ State: ________ Zip: _______ 



Health History Form 2022 Atkins Dentistry | Apex, NC and Chapel Hill, NC

MEDICAL HISTORY

PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Do you have, or have you had, any of the following?

Yes No

Are you allergic to any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be
dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:
Yes No If yes, please explain:
Yes No If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

HerpesAnemia
Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatic Fever
Renal Dialysis

Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No

Hepatitis B or C

High Blood Pressure

Yes No
Yes No
Yes No
Yes No

Hemophilia
Hepatitis A

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Yes No
Yes No
Yes No

Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women: Are you

Are you on a special diet? Yes No
Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No


	Patient Registration Form
	Atkins Dentistry Notice of Privacy Practices
	YOUR RIGHTS: When it comes to your health information you have certain rights. This section explains your rights.
	Upon written request:
	OUR RESPONSIBILITIES: The law requires us to:

	Atkins Dentistry Office Policies
	HIPAA Compound Release Form
	_______Atkins Dentistry______________________________________ is authorized to release PHI about the above-named patient in the following manner and/or to selected persons.
	Patient’s Rights:

	This authorization will remain in effect until revoked by the patient.

	New Patient Release of Records Form
	____________________________________________ may release the following information:
	Patient Rights:

	This authorization will remain in effect until revoked by the patient.

	PREMED Release Form
	Medical History Atkins Dentistry 2022

	First Name: 
	Last Name: 
	MiddleInitial: 
	Preferred Name: 
	Age: 
	Marital Status: 
	Spousesname: 
	StateZip: 
	ext: 
	Emailaddress: 
	Job Title: 
	Place of Work: 
	How did you hearaboutus: 
	Name: 
	Phone Number: 
	Relationship to patient: 
	First Name_2: 
	Last Name_2: 
	Middle Initial: 
	Birth Date_2: 
	Age_2: 
	Social Security_2: 
	StateZip_2: 
	Name of Policyholder: 
	Relationship to patient_2: 
	Birth Date_3: 
	Social Security or Member ID: 
	Insurance companyname: 
	Telephonenumber: 
	Company Address: 
	CityStateZip: 
	Group number: 
	Group10: Off
	CHECK EACH PERSONENTITY APPROVED TO RECEIVE INFORMATION: 
	Email communicationProvide email address: Off
	For email communication to occur please accept the: 
	Financial: Off
	Medical: Off
	Appointment reminders: Off
	Breach notification: Off
	TextVoicemail communication  Provide number: Off
	Appointment reminder: Off
	undefined_2: 
	For emailandortextcommunicationI understand that if information is not sent in an encrypted secure: Off
	Photo of patient received by patient or legal guardian: Off
	Photo taken by staff Example prepost procedure: Off
	Other_2: Off
	undefined_3: 
	May be posted in office: Off
	May be posted on website: Off
	Other_3: Off
	undefined_4: 
	Who can we speak to regarding your information: Off
	Financial What can we speak to them about: Off
	undefined_5: Off
	undefined_6: 
	This authorization will remain in effect until revoked by the patient: 
	Description of Personal Representatives Authority attach necessary documentation: 
	Name of Patient: 
	Date of Birth: 
	Address: 
	City State Zip: 
	Name of the entity: 
	Address_2: 
	Office visit notes: Off
	Date: 
	Revoked by patient or personal representative on: Off
	undefined: 
	orally in person or via phone: Off
	in writing place copy in patients file: Off
	Phone: 
	Chapel Hill Location: Off
	Apex Location: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	PatientName: 
	TelephoneNumber: 
	DOB: 
	PhysiciansName: 
	ContactNumber: 
	Fax Number: 
	EmailAddress: 
	Yes: 
	No: 
	Yes_2: 
	No_2: 
	IfYesListMedicationandDosage: 
	Yes_3: 
	No_3: 
	Anticouglantmedicinecanbediscontinued: 
	DaysbeforetheDentalProcedureandresumedwithin: 
	Anyotherprecautionstobetaken 1: 
	Anyotherprecautionstobetaken 2: 
	Date_2: 
	Text11: 
	Full Name: 
	Todays Date: 
	Sex: Off
	SS: 
	Birthdate: 
	Home Phone: 
	Cell Phone: 
	City: 
	State: 
	Zip: 
	Email: 
	Check Box1: Off
	If Student Name of SchoolCollege: 
	City_2: 
	Patients or Parents Employer: 
	Work phone: 
	Business Address: 
	City_3: 
	State_2: 
	Zip_2: 
	Spouse or Parents Name circle one: 
	Employer: 
	Work Phone: 
	How did you hear about our practice: 
	Person to Contact in Case Of Emergency: 
	Relationship: 
	How Can We Contact You Directly: 
	Name of person responsible for this account: 
	Relationship_2: 
	Home phone: 
	Drivers License: 
	Birthdate_2: 
	SS_2: 
	Employer_2: 
	Work Phone_2: 
	current patient: Off
	Name of Insured: 
	Relationship_3: 
	Birthdate of Insured: 
	Social Security: 
	Name of Employer: 
	Work number: 
	Address of Employer: 
	City_4: 
	State_3: 
	Zip_3: 
	Insurance Company: 
	Group: 
	ID: 
	Ins Co Address: 
	City_5: 
	State_4: 
	Zip_4: 
	PATIENT NAME: 
	Birth Date: 
	Medical History1: Off
	If yes please explain: 
	Medical History2: Off
	If yes please explain_2: 
	Medical History3: Off
	If yes please explain_3: 
	Medical History4: Off
	If yes please explain 1: 
	Medical History5: Off
	Medical History6: Off
	Medical History7: Off
	Medical History8: Off
	Medical History9: Off
	women1: Off
	women2: Off
	women3: Off
	Aspirin: Off
	Penicillin: Off
	Codeine: Off
	Local: Off
	Acrylic: Off
	Metal: Off
	Latex: Off
	Sulfa: Off
	Other: Off
	If yes please explain_4: 
	a: Off
	b: Off
	c: Off
	d: Off
	e: Off
	f: Off
	g: Off
	h: Off
	i: Off
	j: Off
	k: Off
	l: Off
	m: Off
	n: Off
	o: Off
	p: Off
	q: Off
	r: Off
	s: Off
	aa: Off
	bb: Off
	cc: Off
	dd: Off
	ee: Off
	ff: Off
	gg: Off
	hh: Off
	ii: Off
	jj: Off
	kk: Off
	ll: Off
	mm: Off
	nn: Off
	oo: Off
	pp: Off
	qq: Off
	rr: Off
	ss: Off
	aaa: Off
	bbb: Off
	ccc: Off
	ddd: Off
	eee: Off
	fff: Off
	ggg: Off
	hhh: Off
	iii: Off
	jjj: Off
	kkk: Off
	lll: Off
	mmm: Off
	nnn: Off
	ooo: Off
	ppp: Off
	qqq: Off
	rrr: Off
	sss: Off
	aaaa: Off
	bbbb: Off
	cccc: Off
	dddd: Off
	eeee: Off
	ffff: Off
	gggg: Off
	hhhh: Off
	iiii: Off
	jjjj: Off
	kkkk: Off
	llll: Off
	mmmm: Off
	nnnn: Off
	oooo: Off
	pppp: Off
	qqqq: Off
	rrrr: Off
	ssss: Off
	tttt: Off
	illness: Off
	If yes please explain_5: 
	Comments 1: 
	signature of patient: 
	DATE: 


