
Date:

Welcome to Hamilton Family Dentistry. Would you please be kind enough to answer the following questions? Thank you so 
much for being our guest!
						       			   M F 	   S M D W
Name (Last)		   (First) 		 (Middle)    Date of Birth 	 Sex 	 Marital Status	            Social Security Number

How would you like to be addressed?			   Email Address					          Cell Phone Number

Home Address (Street) 			   (City)		  (State) 		 (Zip Code) 		  Home Phone Number

Name of Employer 					     Occupation 				             Driver’s License Number

Business Address (Street) 			   (City) 		  (State) 		 (Zip Code) 	           Business Phone Number

Person Responsible for Account
Who is responsible for account?       self     spouse    parent/guardian     other
(Please fill in the following information if the person responsible is different from self.)

Name (Last)		   (First) 		 (Middle)						                 Social Security Number

Home Address (Street) 			   (City)		  (State) 		 (Zip Code) 		  Home Phone Number

Name of Employer 					     Occupation 				              Business Phone Number

Insurance Information

Insured Member (Last)		  (First) 		 (Middle)		  Relationship 		  SSN 		  Date of Birth 	

Name of Employer 					     Occupation 				              Business Phone Number

Business Address (Street) 			   (City) 		  (State) 		 (Zip Code) 		     Dental Insurance Co. 

Group Number					     ID Number

What are your hobbies? Special interests? 

How did you hear of Hamilton Family Dentistry? 										        

If patient was assisted with this form, 						    
Enter name of person assisting: 						      Patient:

Print name 		  Sign name 	     		  Date 			   Sign name 			   Date

Patient Registration

2422 Springhill Road • Bryant, AR 72022 • (501) 653-2422
www.HamiltonFamilyDentistry.com



MEDICAL HISTORY

PATIENT NAME

, following questbns.

Are you undcr a physician's ca.e no',l/? O Ye3 O No

Have you eve. beon hospilalized or had a maior operation?O ves Q t'to

H.ve you sver had a serious hsad or neck iniu.y? O Yes O No

Are you taking any mcdic.tions' pills or drugs? Q Yes O No

Do you take, or have you tsken' Phon-Fen or Redux? O Yes O No

Hava vou ever taken FoE6max Boniva Acton€lor anyr-\ v-- /1 rr^
othor mgdic€tlon3 containing blsphosphonates? \-'7 te' !/ 'tv

Are You on a special diet? O Ye3 O No

Do You use tobacco? Q ves Q t'to

Do you use controlled substances? C Y€s O No

Birth Oate

Atthough dental pe.sonnel pnmarily t.c8t the arsa in snd sround your mguft, your mouth is s parl ol your entirg body Hoalth problems tiat you may
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lf ye$, pteasc exp|alnl

lf ycs. pleage sxplaln:

Women: Are you

PrggnanvTrying to get prcgn.nt?O Yes O Taking oral contracoptives? C Y€s O No Nursi.g? Q. ves Q tto

Are you allergic to any ot the followrng?

I Aspirin n Penicillln f] Cooeine [--'] Local Anrslhetica ll ecrytic I trletat L_ Latex ]-.') sutfa drugs

fl other lf yes. pleasa oxplein:

'Oo you have, or havc you had, any of the follo*ing? - '
ArDS/Hlv Positive I ves Q t'to I corusone mccionc O Yes O No I ncmoprlls Q vcs Q lo I Radraddt Trcattncnt' O Yet
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".-";",- "*- i"-ii""l r.*,.n,r.,n*". Ov..r]l"l Liver o'aearo OYca O No I stroko ) Yes

on*o"i*."nun* !v".iruol ricessrve ereeo'ng Q v"" I r|o I HivrsorRash O Yrs O No I shlnsrss OYe3
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Hav€ you evcr had any 3erious illnres not listed above?O Y€s O No

Commcnts:

lo thc begt of my knowledga, tho quostions on this form haw bccn accurately answared. I undeastsnd that providing inconect infomalion can b€
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SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE



DENTAL HEALTH AND APPEARANCE
Reason for visit: 						      Approximate date of last dental visit:
What is your primary concern that you would like us to address first?
When would you like us to start treatment?
Have you ever had any serious problem associated with previous dental treatment or any dental emergencies?		  Yes ❏ No ❏
If so, explain:
What, if anything, has happened in previous experiences at the dentist that was reason not to return?

Do you have missing teeth? 	 If yes, have you had them replaced? 
If you have had missing teeth replaced, are you happy with the results?
If not, would you like to learn about your options to replace them?
Do you ever feel (or have you ever been told) that you don’t have fresh breath?
How often do you brush your teeth?	 How often do you floss?		  What type of brush do you use? Manual ❏ Powered ❏
Do you avoid brushing any part of your mouth because of pain? Yes ❏ No ❏ If yes, what part?
Which foods cause you twinges of pain: hot ❏ cold ❏ sweet ❏ sour ❏ none ❏ Do you lose fillings or break fillings? 		 Yes ❏ No ❏
Do you chew on only one side of your mouth?			   Yes ❏ No ❏ If yes, explain:
Do your gums feel tender or swollen?				    Yes ❏ No ❏ Do you usually have many cavities?	 Yes ❏ No ❏
Do you clench or grind your jaws while sleeping or during the day?	 Yes ❏ No ❏ Do your jaws ever feel tired?		  Yes ❏ No ❏

We respect your right to choose the level of care that fits your needs. We’ve found that many adults are unaware that problems even exist. There 
are rarely symptoms (pain, bleeding) associated with the aging and deterioration of teeth and gums – until it is far too late. According to the 
ADA, more than 80% of adult Americans have some level of gum disease. With your permission we would like to explain the choices available 
to achieve long-term health and beauty for your existing natural teeth. Please check all that apply:
❏ I desire to keep my own teeth for life, if possible. I want my teeth to look good, feel good, and last for a long time.
❏ Spreading payments out over time may help me to achieve the excellent results I desire.
❏ Phasing treatment, by priority, over a few years may make it feasible for me to achieve the excellent results I desire.
❏ I am interested in a plan for long-term dental health. However, I am currently unable to pursue this, and would appreciate help with 		
    emergencies and cleanings for now.
❏ Although I am not interested in a plan for long-term dental health, I do desire an office who will treat teeth in need of immediate/			 
    emergency attention, as well as keep me up to date on cleanings.

2422 Springhill Road • Bryant, AR 72022 • (501) 653-2422
www.HamiltonFamilyDentistry.com



CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

Name: 
Address: 
Telephone: 						      Social Security # 

SECTION B: 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
information to carry out treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether
to sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare
operations, of the uses and disclosures we may make of your protected health information, and of other important
matters about your protected health information. 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 privacy 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, including any revisions of our Notice, at any time by contacting 
our office at (501) 653-2422 or by mailing us at 2422 Springhill Road, Bryant, AR 72022.

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 address above. Please understand that revocation of this Consent will not affect any
action we took 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: 

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

2422 Springhill Road • Bryant, AR 72022 • (501) 653-2422
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Here at Hamilton Family Dentistry, our office policy regarding financing is as follows: As a condition of the treatment 
performed by the providers of the office, financial arrangements must be made in advance for the full cost of proposed 
treatment. The practice’s vitality depends upon payment for services as rendered and it is the responsibility of the patient/
patient’s parent/guardian to satisfy the costs incurred in dental care. Financial arrangements on the part of each individual 
must be determined prior to treatment completion.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for at 
the time services are rendered. Additionally, a discount can be extended, at the management’s discretion, for payments in full 
with cash or money order. (Inquire for more details.)

Individuals who carry dental insurance understand that all dental services furnished are charged directly to the patient 
and that said patient is personally responsible for payment of all dental services provided, regardless of dental insurance 
reimbursement. As a customer courtesy, this office will help prepare and submit patients’ insurance forms as well as assist 
in making collections from insurance companies. We will credit any such collections to the appropriate account. (Please 
understand that the amount to be paid by your particular policy is pre-determined and agreed to by your employer and the 
insurance company. If you have any questions about the amount the plan will pay or the treatments your plan will cover, you 
should refer these questions to your employer.) Additionally, there may be a deductible, a co-insurance factor, and a yearly 
maximum to be considered. Most policies cover what they consider a “usual and customary fee.” However, the insurance 
company sets these fees, and they are not always the same as the fees that may be charged in this or any office. All these 
factors may combine to reduce the benefits you will ultimately receive. We will do our best to see that you receive your full 
benefits within the structure of your particular dental plan.

A service charge of 2% per month (24% per annum) on any unpaid balance will be charged on all accounts exceeding 60 
days from date of service, unless previously written financial arrangements are agreed upon and satisfied. I understand that 
the fee estimate listed for any proposed dental care can only be extended for a period of six months from the date of diagnosis 
and/or examination. I further acknowledge that the proposed treatment plan can shift and/or change from the diagnosed 
treatment plan once treatment is begun due to unforeseen circumstances beyond the doctors’ control.

In consideration for the professional services rendered to me by the doctor, at the provider’s recommendation, or at my 
own request, I agree to pay the reasonable value of said services to said doctor, or his assignee, at the time said services are 
rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services 
shall be as billed unless objected to, by me, in writing, within the time allotted for payment thereof. I further agree that a 
waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition, and I 
further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

I grant my permission to Hamilton Family Dentistry and/or Hamilton Family Dentistry’s financial coordinator to telephone 
me at home or at my place of business to discuss matters related to this form.
I have read the above conditions of treatment and payment and agree to their content.

							       Date: 			   Relationship to Patient:			 
Signature of patient, parent or guardian

							       Date: 			   Relationship to Patient:			 
Signature of guarantor of payment/responsible party
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NOTICE OF PRIVACY PRACTICES 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAYBE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical records and other individually 
identifiable health 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. As required by HIPAA, 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.

We may use and disclose your medical records only for each of the following purposes:

Treatment•	  means providing, coordinating, or managing health care and related services by one or more health care providers. Examples would be 
teeth cleaning services, extraction letters, and periodontal or endodontic referrals.
Payment•	  means such activities as obtaining reimbursement for services, confirming coverage, and obtaining specific benefit information such as 
benefit maximums and deductibles met, etc., billing or collection activities, and utilization review.
Health care operations•	  include the business aspects of running our practice, such as conducting quality assessment and improvement activities, 
auditing functions, cost management analysis, and customer service. An example would be an internal quality assessment review.

We may also create and distribute de-identified health information by removing all references to individual identifiable information. We may contact you to 
provide appointment reminders or information about treatment alternatives or other health-related benefits and services that may be of interest to you. Any 
other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing and we are required to honor 
and abide by that written request, except to the extent that we have already taken actions relying on your authorization.

You have the following rights with respect to your protected health information, which you can exercise by presenting a written request to the Privacy 
Officer:

The right to request restrictions on certain uses and disclosures of protected health information, including those related to disclosures to family •	
members, other relatives, close personal friends, or any other person identified by you. We are, however, not required to agree to a requested 
restriction. If we do agree to a restriction, we must abide by it unless you agree in writing to remove it.
The right to reasonable requests to receive confidential communications of protected health information from us by alternative means or at •	
alternative locations.
The right to inspect and copy your protected health information.•	
The right to amend your protected health information.•	
The right to receive an accounting of disclosures of protected health information.•	
The right to obtain—and we have the obligation to provide—a paper copy of this notice from us at your first delivery of services date.•	
The right to provide—and we are obligated to receive—a written acknowledgement that you have received a copy of our Notice of Privacy •	
Protection Practices.

We are required by law to maintain the privacy of your protected health information and to provide you with notice of our legal duties and privacy 
practices with respect to protected health.

This notice is effective as of April 2003 and we are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the 
right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all protected health information that we 
maintain. We will post and you may request a written copy of a revised Notice of Privacy Practices from this office.

You have recourse if you feel that our privacy protections have been violated. You have the right to file a formal, written complaint with us at the address 
below, or with the Department of Health & Human Services, Office of Civil Rights, about violations of their provisions of this notice or the policies and 
procedures of our office. We will not retaliate against you for filing a complaint.

Please contact us for more information: For more information about HIPAA or to file a complaint:
The U. S. Department of Health & Human Services
Office of Civil Rights
200 Independence Avenue, SW
Washington, DC 20201
202-619-0257
Toll Free: 1-877-696-6775

Hamilton Family Dentistry
2422 Springhill Road
Bryant, AR 72022
(501) 653-2422
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