JC Goodawin, DMD
A Dental Fitness Center

PATIENT INFORMATION (Please Print)
NAME W Dr.d Mr. 3 Mrs. L1 Ms.

| ast First Middle
J Child W Single U Married  Age Date of Birth
Home Address City State Zip
Mailing Address if Different
Home T Business © Ext. # Social Security#
Employer Occupation
Guardian / Spouse’s Name Person Responsible for Bill
Dental Insurance (d Yes (1 No If Yes Group Carrier Group#
Name of Primary Insured SS# & DOB of Primary insured

Employer of Primary Insured ___.
Has any member of your family been treated in our office? d Yes W No Name
Whom may we thank for referring you to our office?

Call in case of emergency Relationship Phone
MEDICAL HEALTH

Name and address of Physician

Physician’s Phone Last complete physical

Please check those conditions that now or have ever pertained to you:

DizZINESS OR FAINTING SPELLS LOCAL ANAESTHETICS LIKE

YES NO YES NO
1 O ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN? d Qa GLAUCOMA
1 O HEART MURMUR OR CONGENITAL HEART DEFECT d Q4 ULCERS
1 [ HEART SURGERY OR HEART DISEASE Jd O ARTHRITIS
1 0O MITRAL VALVE PROLAPSE d O BLooD DISEASE IE ANEMIA
] 0O HEART PACEMAKER d O SINuS TROUBLE
0 O ABNORMAL BLooOD PRESSURE HIGH / Low @ Qa ARE YOU PREGNANT?
1 [3 DBLEEDING PROBLEMS d O HAVE YOU EVER TAKEN ANY DRUGS FOR
1 [ DIABETES ' OSTEOPOROSIS SUCH AS FOSOMAX, BONIVA
1 O KIDNEY DISEASE OR |.V. ZOMETIA OR AREDIA?
1 O JAUNDICE OR LIVER DISEASE ARE YOU ALLERGIC OR SENSITIVE TO:
1 1O CANCER 1 Q4 PENICILLIN 4
1 O HEPATITIS 1 @ ASPIRIN
1 O HAve you EVER TESTED H.1.V. POSITIVE? d 4 CODEINE
1 O JOINT REPLACEMENT d O DEMEROL
1 0O CONVULSIONS OR EPILEPSY 2 O LATEX RUBBER
J O H .
] ) STROKE 1 4 NOVACAINE

1 1 LUNG PROBLEMS OR TUBERCULOSIS ALLERGIES NOT LISTED

1 O THYROID DISEASE d O

] O Drug Addiction d U

List all prescription medications you are currently taking:
Medication Purpose




1. What are some questions about dentistry and oral health that you have not had answered?

2. Are you satisfied with the present state of health of your mouth, and what would you change?

3. Are you satisfied with the appearance of your teeth and what would you like to change?

4. What might you change regarding your experience with past dental treatments?

OFFICE USE
DATE MEDICAL CHANGES _ SIGN

<
M
o

DDDDDDD%

Have You worN BRACES ON YOUR TEETH? (ORTHODONTICS)

Do you HAVE DISCOLORED TEETH THAT BOTHER YOU?
Woutb You LIKE YOUR SMILE TO LOOK BETTER or DIFFERENT?

Do you REGULARLY use DENTAL FLOSS?

Do you weaAr DENTURES? (PARTIALS OR FULL)

HAVE You HAD ANY PERIODONTAL (GUM) TREATMENTS?

ARE YOU AWARE OF GRINDING or CLENCHING YOUR TEETH?

HOW LONG SINCE YOU HAVE SEEN A DENTIST?

OO0 0000

OTHER MEDICAL PROBLEMS NOT PREVIOUSLY LISTED?

Please give 24 hr notice to cancel an appointment to avoid a $25.00 fee to cover lost time.

You are ultimately responsible to pay for services rendered. We will assist you in filing a claim for dental
insurance reimbursement, however, disputes regarding payment are between you and your insurance company.

| accept these conditions.

Signature Date



To better coordinate your treatment, please list the professionals you have
consulted regarding your present symptoms. Please be sure to list your
primary physician and family dentist. Please initial if you want us to send
them a report from your visit.

_ FAMILY PHYSICIAN Initial DENTIST
Name Name

Address Address
Phone Phone

Initial CHIROPRACTOR itial PHYSICAL THERAPIST
Name Name

Address Address
Phone Phone

Initial ENT fniteand CARDIOLOGIST
Name Name

Address Address
Phone Phone

Fitial ALLERGIST NEUROLOGIST
Name Name

Address Address -
Phone Phone

PSYCHIATRIST PSYCHOLOGIST
Name Name

Address Address
Phone Phone _

Initial PULMONOLOGIST Initial OTHER
Name Name

Address Address
Phone Phone

O I understand and agree to have the indicated professionals I have listed above be sent
initial information and ongoing updates regarding my diagnoses and treatment.

O 1 do not wish to have my records sent at this time.

I certify that the above information is correct io the best of my knowledge.
PATIENT/GUARDIAN SIGNATURE

DATE




JC GOODWIN, DMD

NOTICE OF PRIVACY PRACTICES

THIS HUTII.:.EDESCHIBES 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 haalth 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 the Notice while it is in effect. This Notics takes effect 04/01/2003 and will remain in effect until we replace it.

-VTe-r!sawe 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 heaith information that we
maintain, including health information we created or received before we made the changes. Before we make significant change in our privacy
practices, we will change this Notice and make the new Notice available upon request.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose heaith 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 providing treatment to you.
PAYMENT: we may use and disclose your health information to obtain payment for services we provide to you. :
HEALTHCARE OPERATIONS: We may use and disclose your health information in connection with our healthcare operations. 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 heaithcare operations, 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 is 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 Patients 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 involvemnent in your healthcare. We will also use
our professional judgment and our expertise 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.

MARKETING HEALTH-RELATED 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 disclose 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 intelligence, 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 circumstances.

APPOINTMENT REMINDERS: 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 copied
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 $0.25 for each page, £&18.00 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 heatth information in that format. if you prefer, we will prepare a summary or an explanation of 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. Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information.
We are not required to agree to these ‘additinnal restrictions, but if we do, we will abide by our agreement (except in an emergency).

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.

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 healith information or to have us communicate
with you by alternative means or at alternative locations, you may complain 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: Rose Savona 3185 Clearwater Dr. #B
Prescott, AZ. 86305

928-708-5444



JC Goodwin, DMD
3185 Clearwater Dr. Suite B
Prescott, AZ. 86305
028-708-9444

Acknowledgement of Receipt
Notice of Privacy Practices

**You may decline signing this acknowledgement should you choose**

l, have received/reviewed a copy of this office’s
Notice of Privacy Practices.

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:

U Individual Refused to Sign

[0 Communication barriers prohibited obtaining the acknowledgement
[J Other




	NewPatientInformationForm
	general-medical-history_Page_1
	general-medical-history_Page_2

	NPIF-pg3
	NPIF-pg4
	NPIF-pg5
	NPIF-pg6

