
                                                            All About You Dental 
 
PATIENT INFORMATION                                                                                  TODAY’S DATE ______________ 
 
 
Name: _________________________________________________ Birth date: ____________________________ 
 
Address: ___________________________ City: _____________________ State: ___________Zip: ____________ 
 
Telephone: ____________________ Cell # _______________________ Social Security # ____________________ 
 
Patient Employer: _______________________ Work # __________________ E-Mail Address: _______________ 
 
Spouse: _______________________Spouse’s Employer: ______________________ Work # ________________ 
 
Emergency Contact: ______________________ Relationship: ____________________ Phone # ______________ 
 
Personal Reference: (friend or family member not living with you) ___________________________Phone # ______________ 
  
If patient is a minor, who is legally responsible? Please list the name, complete address and phone numbers of the 
responsible party. ______________________________________________________________________________ 
 
Whom may we thank for referring you? __________________________________________________________ 
 
 
INSURANCE INFORMATION 
 
Name of primary insurance: ____________________________ Name of policy holder: ______________________ 
 
Relationship to policy holder: __________________________ Policy holder DOB: _________________________ 
 
Policy holder’s social security #__________________________ Subscriber ID # ___________________________ 
 
Policy holder’s employer: _______________________ Insurance policy group # ___________________________ 
 
                                                                    Authorization for treatment 
 
The undersigned hereby authorize Dr. Taylor Clark, Dr. Bryan Dille, Dr. Jayson Clark to take x-rays, study models, 
photographs, or any other diagnostic aids deemed appropriate to make a thorough diagnosis of the patient’s dental 
needs. I also authorize Dr. Clark, Dr. Dille, Dr. Jayson Clark to perform any and all forms of treatment, medication 
and therapy that may be indicated in connection with the patient and further authorize and consent that Dr. Clark, 
Dr. Dille, Dr. Jayson Clark choose and employ such assistants as deemed fit. I also understand the use of anesthetic 
agents embodies a certain risk. 
 
Signature of patient or legal guardian: ______________________________________ Date: __________________ 
Signature of witness: ____________________________________________________Date: __________________ 



 

DENTAL HISTORY 
         

Patient Name_________________________ 
 
       Yes No        Yes No   
Are your teeth sensitive to: 
 Heat      □ □ When was your last dental exam_____________________ 

 Cold      □ □ Do you have any general health problems □ □ 

 Sweets      □ □ If so, please specify:_______________________________ 

 Pressure      □ □ _______________________________________________ 

Does food catch between your teeth    □ □ Have you had surgery   □ □ 

Do your gums bleed when brushing    □ □ If so, please specify:______________________________ 

Have you noticed any gum swelling around teeth  □ □ _______________________________________________ 

Do you have an unpleasant taste/odor in your mouth  □ □ Are you currently under physician’s care □ □ 

Problems of the Jaw:       Reason_________________________________________ 

 Clicking      □ □ Medications_____________________________________ 

 Pain (joints, ear, side of face)   □ □ _______________________________________________ 

Difficulty opening/closing    □ □ To the best of your knowledge, are/have you ever been  

 Difficulty chewing    □ □ afflicted with: 

Do you avoid any part of the mouth while brushing  □ □ Heart Ailment____________________ □ □ 

Have you had a reaction to a local anesthetic   □ □ Diabetes     □ □ 

Are you dissatisfied with your teeth and their appearance □ □ Rheumatic Fever    □ □ 

If so, please specify:_________________________________   Epilepsy     □ □ 

Are you concerned about the finances required to return your   Artificial joints/pins   □ □ 

teeth to excellent dental health    □ □ High Blood Pressure   □ □ 

Do you smoke      □ □ Respiratory Disease   □ □ 

Have you ever had any teeth removed   □ □ Hepatitis    □ □ 

How long have they been missing________________________  HIV positive    □ □ 

Do you feel you will eventually wear artificial dentures □ □ Prolonged bleeding   □ □ 

Do you have any dental fears    □ □ Healing Complications   □ □ 

Do you have any present dental concerns__________________  Allergies To any Drugs   □ □ 

___________________________________________________  If so, please specify:______________________________ 

Why did you leave your last dentist ______________________  _______ ________________________________________ 

___________________________________________________  Are you pregnant?   □ □ 

 
Signature of Patient__________________________  Date ________________    
 

Office Use Only 
Date_____________________________BP___________________________P_____________________________ 
 
Notes_____________________________________________________     Medications:         Allergies: 
__________________________________________________________     __________________       __________________ 
__________________________________________________________     __________________       __________________ 
 
Signature of Dr or RDH________________________________   ________________      ________________ 



 
 
 

 
 
Dear Valued Patient; 
 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that 
requires all medical record and other individually identifiable healthy information used or disclosed by us 
in any form, whether electronically, on paper, or orally, are kept properly confidential.  This Act gives you, 
the patient, significant new rights to understand and control how your health information is used.  
“HIPAA” provides penalties for covered entities that misuse personal health information. 
 
We have prepared this explanation of how we are required to maintain the privacy of your health 
information and how we may use and disclose your health information. 
 
The most common reason why we use or disclose your health information is for treatment, payment, or 
specialty referrals.  For treatment purposes we may disclose information for scheduling your appointments, 
treatment planning, prescribing prescriptions, referring you to a specialist, or getting your health 
information from another healthcare provider.  For payment purposes we may disclose information when 
asking for information on your dental plans or other types of payment options, sending statements or 
claims, and collecting money (whether collection action through our office or an official collection 
agency).  For specialty referral purposes we may disclose information when finding and informing an 
additional healthcare provider of needed treatment and concerns. 
 
We routinely use your health information inside our office for these purposes without any special 
permission.  If we need to disclose your health information outside of our office for these reasons, we 
generally will not ask you for special written permission. 
 
In limited situations, the law allows or requires us to disclose your health information without your 
permission.  Not all situations listed will apply in our office; however, we are still obligated to let you know 
all rights. 

• When a state/federal law mandates certain health information be reported 
• For public health purposes, such as contagious disease reporting, investigation or surveillance, and 

notices from the Federal Food and Drug administration 
• Disclosures to government authorities about victims of abuse or violence 
• Disclosures for health oversight activities, such as the licensing of doctors, audits, or possible 

violations of health care laws 
• Disclosures of judicial and administrative proceedings, such as in response to subpoenas or court 

orders 
• Disclosures for law enforcement purposes, such as providing information about someone who is a 

victim of a crime, to provide information about a crime at our office or to report a crime that 
happened somewhere else 

• Disclosure to a medical examiner to identify a dead person or to determine the cause of death, to 
funeral directors, or organizations that handle organ/tissue donations 

• Uses or disclosures for health related research 
• Uses or disclosures to prevent a serious threat to health or safety 
• Disclosures relating to worker’s compensation programs  



• Uses or disclosures for specialized government functions, such as protection of president or high 
ranking government officials, military personnel, or evaluation of health of members of the 
foreign services 

• Incidental disclosures that are unavoidable by-products of permitted uses or disclosures 
• Disclosures to “business associates” who perform healthcare operations for us and who commit to 

respect the privacy of your health information 
 
APPOINTMENT CONFIRMATION:  We may call or write you in regard to scheduling appointments.  We 
may also call or write to notify you of further treatment or service available to you and your healthcare 
needs.   
 
AUTHORIZATIONS:  We may not make any other uses or disclosures of your health information without 
a written authorization from you.  The content of the appropriate authorized form is determined by federal 
law.  Both you and our office are authorized to initiate the authorization process.  If we initiate the process 
and ask you to sign an authorization form, you do not have to sign it.  If you do not sign the authorization 
form, we can not make the disclosure.  If you do sign one, you may revoke it at any time unless we have 
already acted upon the request.  When revoking a prior authorization we must receive written notice, which 
will then be kept in your file. 
 
YOUR RIGHTS:  The law gives you many rights regarding your health information 

• You may inspect and obtain a copy of your health information that is used to make decisions about 
your care, including medical and billing records.  We may charge you a reasonable cost-based fee 
for providing these records.  By law there are a few limited situations in which we can refuse to 
permit access or copying. 

• Ask us to restrict our uses and disclosures for purposes of treatment (except emergency).  We do 
not have to agree with this, but if we agree, we must honor the restrictions that you want.  To ask 
for a restriction requires a written authorization to our office on your behalf.   

• Ask us to communicate with you in a confidential way, such as by phoning you at work rather 
than at home or by mailing health information to a different address.  We will accommodate these 
requests if they are reasonable.   

• Ask us to amend your health information.  We require that you provide a reason to support to 
requested amendment, and we may deny your request if we did not create the record, if you do not 
have a right to access the record, or if we determine the record is accurate and complete. 

• You have the right to request and receive an accounting of disclosures we have made of your 
health information for certain purposes after April 14, 2003.  The right does not extend to 
disclosures made to you; for treatment, payment, or healthcare operations, to family members or to 
others involved in your healthcare or payment.   

• To get additional paper copies of this Privacy Notice upon request. 
 
CHANGE TO THIS NOTICE:  We reserve the right to change this notice, and to make the revised or 
changed notice effective for medical information we already have about you as well as any information we 
receive in the future.  If we do change our notice, we will post the new notice in our office and have copies 
available in our office. 
 
COMPLAINTS:  You may complain to us or the Secretary of Health and Human Services if you believe 
your privacy rights have been violated.  You may file a complaint in writing with us by notifying our 
Privacy Officer, and we will not retaliate against you for filing a complaint. 
 
I have been given the chance to read/obtain the privacy policy, and any concerns have been addressed. 
  Signature_____________________________ Date______________ 
  Relationship to Patient__________________ 



 

                 
                                    FINANCIAL INFORMATION AND AGREEMENT

We offer several financial options for your convenience. Knowing this ahead of time allows us both to arrange
for completion of your treatment. If after reviewing the following information, please let us know if you have any 
questions.

    
 DENTAL INSURANCE 

We want you to receive the full benefit of your insurance. We
      will verify coverage and file all claims on your behalf. You will be responsible for your
      deductible and estimated portion, these fees are due the day services are provided. 

      Our estimate is based on limited information obtained from your insurance company.
      Regardless of what we might calculate as your dental benefits in dollars, we must stress
      the fact that you, the patient, are responsible for the entire fee. By choosing this option
      it can help reduce your immediate out-of-pocket expenditures.                        

 

 CASH AND PERSONAL CHECKS  
We accept cash and personal checks the day your treatment is provided.

 VISA, MASTERCARD, DISCOVER AND AMERICAN EXPRESS  

 CARE CREDIT & CHASE HEALTH CARD 

For long term or extended payments, we offer a healthcare financing program, which 
allows you to make monthly payments extending over a 6 month to 60 month time 
period, interest free options also available.* On Approved Credit*

     I understand the responsibility for payment of services provided in this office for myself or any dependents is 
     mine, due and payable in full at the time of service. I also understand there are no in house financing options
     and I must use one of the options listed above. I do understand all delinquent accounts will be released to an

  outside collection agency and assessed a $50 charge. A 24 hour notice is required for all cancelled 

appointments. Missed appointments without the required 24 hour notice are subject to a $59 charge. 

Returned checks will be assessed a $25 charge. I hereby authorize payment of dental benefits directly to All 
About You Dental.

.
    Signature required_________________________________________________ Date _______________________
 
   Witness _________________________________________________________ Date _______________________



 
 

Our Office Announces A New Scanning Technology With The   
 Pharmanex Biophotonic Scanner 

 
Dear Valued Friends, 
  
Current dental literature suggests that antioxidants can improve oral and overall health. It 
is as important as knowing your cholesterol and blood pressure. Antioxidants can 
decrease your risk of cancer, heart disease, inflammation conditions and complications 
related to diabetes. They can boost your immune system and speed recovery times while 
decreasing pain and inflammation. Since most Americans do not eat 8-12 servings of 
fruits and vegetables daily, it is important that you increase your fruit and vegetable 
intake and consider taking a nutritional supplement that can provide optimal nutritional 
support and effectively raise your overall antioxidant level. 
 
Antioxidant levels can now be determined with a quick and painless $20 scan. Should 
your antioxidant level be low, we will discuss recommendations so you can be on a better 
path to health and wellness. In the past we have been reluctant to make specific 
supplement recommendations since we had no way to measure their effectiveness. We 
strongly recommend this scan so we can help you achieve your optimal dental and full 
body health. Keep in mind that an ounce of prevention is worth more than a pound of 
cure! 
 
Sincerely,  
 
Dr. Taylor Clark, DDS, Dr. Bryan Dille, DDS and Dr. Jayson Clark, DDS 
 
� I am interested in getting scanned to find out if I have adequate antioxidant 
protection and/or would like to know how well my vitamins are working. 
 
� No thanks, not at this time.  
 
 
 
 
Signature:____________________________  Date:__________________ 


