Kirkwood Dental Care Patient Information

Patient Name (print): ______________________________________________________________

Responsible Parent for Minor Patient: ______________________________________________

Address of responsible party: ______________________________________________________ 
City: ______________ State: _______ Zip: _________

Home Phone: _________________Cell: ________________Work:  _______________ Age: ____
Date of Birth: _____________ Marital Status: _______ Social Security #:________________
E-mail address: ___________________________________________________________________

Employer: ___________________ Occupation: ______________ Dental Insurance: ________

How did you hear about us? (Please be specific) ___________________________________

Emergency Contact Name: ____________________________ Phone: _____________________
Acknowledgement of Receipt, Notice of Privacy Policies (CHOOSE ONE)
· I would like a copy of Kirkwood Dental Care’s Notice of Privacy Policies.

Patient Signature: _____________________________________________ Date: __________________
(or Parent/Guardian if minor)
· I do not need a copy of Kirkwood Dental Care’s Notice of Privacy Policies. (you can request a copy anytime should you change your mind)
Patient Signature: _____________________________________________ Date: __________________
(or Parent/Guardian if minor)

Consent for Use and Disclosure of Personal Health Information

This form authorizes us to use and disclose your protected health information (PHI) for the purposes of healthcare operations (includes submitting claims to your insurance company), treatment and payment activities.

I consent to your use of my PHI for the purposes of healthcare operations, treatment and payment activities.

Patient Signature: ____________________________________________ Date: ___________________

(or Parent/Guardian if minor)

