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lsex M or F

I Email
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I.t,_,.,.
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Relerral lnformation
Whom may we thank for referring you to our practice?

Health History
Date of last dental visit: Reason for today's visit:

Hove you ever had any of the following? {please check all that apply)

n AIDS n Asthma n Heart Murmur
r Allergies: (pleose circle) I Blood Disease I Hepatitis

n Rheumatic Fever

r Sinus Problems

r High Blood Pressure I Stomach ProblemsLatex

Codeine
Penicillin
Seasonal

Other

n Cancer
n Diabetes
r Dizziness

n Epilepsy

n Jaundice
r Kidney Disease

n Liver Disease

n Stroke

r Thyroid Disorder
n Tuberculosis

r Excessive Bleeding a Mental Disorders n Tumors

r Fainting r Pacemaker n Ulcers

n Anemia I Glaucoma n Pregnancy (currently) n Venereal Disease

n Anxiety/ Depression I Growths Due date: I Other:

I Arthritis/Rheumatism n Head lnjuries n Radiation Treatment

r ArtificialJoints n Heart Disease I Respiratory Problems

.Have you been admitted to a hospital or required emergency care during the past two years? Yes fl ruoE
lf "yes," please explain:
.Are you currently under the care of a physician? Yes n ruo n Name/Pltane /{ ol Physician:

lf "yes," please explain:
.Are you taking medications? ves ! rrro ! Please list:

Dental History
.Do you currently have any concerns/pain with your teeth or mouth? Yes f NoI
lf "yes," please describe:
.Do your gums bleed while brushing or flossing?.................
.Are your teeth sensitive to hot or cold liquids/foods? ................
.Do you feel pain to any of your teeth?
.Have you ever had any complications following dental treatment?.

.Please check the box if you have any of the following {if so, inrlicate the area of your mouth snd when

I Crowns ("caps")............... Area af mouth& vthen?

! Aridge/eartial .................. Area aJ mouth& when?

! Dentures .......................... Area af mauth& when?"

Yes E llo f]
Yes I ruoI
Yes ! NoI
ves ! NoI

wark was done):

f wissing Teeth/Extraction Area of mouth& when?.



TMI/ H e ad ache Assessme nt
.Have you ever experienced any of the following problems in your jaw?

! Ctict ing or popping ! eain (joint, ear, side of face) [ oifficulty opening or closing [oifficulty Chewing

.Have you been in any car accidents or experienced trauma to your head and/or neck? .......... Yes ! ruo I
lf "yes," when?_-*

.Do you have migraines or chronic headaches? Ves ! No I
lf "yes," haw often'?

.Do you clench or grind your teeth? Yes I No I Unsure !
Cosmetic
.Have you ever had orthodontic work? ves I No I lf "y*s," when'?

.What would you like to change about your smile?

Dental lnSufdnCe lnfOfmatiott (Please present insurctnee card trs frant desk persr:nnel)

Primary
lnsurance Company Name

Name of lnsured

Patient's Relationship to lnsuted I tocial Security *

I

tD#

lnsured's Address

lnsured's Employer's Name i Employer's Address

lnsurance Claims Phone # lnsurance Claims Address

Secondary
lnsurance Group/Plan Name

lnsured's Date of Birth

GrouP #

Both doctor and potient are encouraged to discuss ony and all relevant patient heolth issues priar to treatment.

lcertify that t have read and understand the abave. tacknowledge that it is my responsibility to sssert any questions ar concerns

about my dental treatment and/or health history, and that my inquiries set forth have been answered to my satisfaction prior to

treatment. I will not hald Dr. John F. Lann, DDS ar ony other member of his staff, responsible for any action they take or do not tqke

becouse of errors or omissions thot t may have made in the completion of this farm.

To the best of my knowledge, all preceding onswers ond information provided are true and correct. lf ever I have any chonges in my

heolth, t witl inform Dr. Lqnn ond stoff ot the next oppointment without fail.

Patient Signature Date



tmportdnt Information You Need To Know About Your Dental lnsurance Benefits

. As a courtesy to our patients with dental insurance, we are happy to file claims on your behalf with your

insurance provider; however, it is ultimatelv vour responsibilitv to know vour dental insurance benefits. Your

insurance contracts onty with you and not Dr. John F. Lonn, DDS, therefore services that are not covered, or

any balance due after your insurance pays their portion, is your responsibility. lf for any reason we have not

received an insurance payment within 60 days after the date of service, the balance will be due and payable

by you.

. Be aware that r insurance

maximum allowable amount. not necessarily Dr. Lann's fees. Unless we are in-network with that insurance

provider, we do not always know what those maximum allowable amounts are. Not all plans are created

equally and some out-of-network providers will reimburse at Dr. Lann's full fee amount, or close to, and

others may pay at a much lower rate, or not at all. Again, it is your responsibility to know your dental benefits,

and pay any balance not covered by your insurance provider.

. We are pleased to provide you an estimate of your benefits prior to your dental treatment. Anv estimate
provided bv us is not a Ruarantee of pavment by your insurance carrier, and is based on the information we

have been able to obtain from your insurance carrier. Of course we do our best to obtain the most up-to-date,

accurate benefit information, but there are many variables involved in this process and the information

available to us is sometimes limited. lf you are concerned about your out-of-pocket expense for future

treatment, we highly recommend one or both of the following options:
1) We may send a formal request (or "predetermination") to your insurance company, for a benefits

quote directly from them. Having this quote in writing is your safest option, as it serves as a pre-

approval from your insurance provider following their review of our provided x-rays and other

supporting documentation. This may take anywhere from 2 or more weeks.

2l lf you are unable or do not wish to wait for a predetermination to be processed by your insurance

provider, you have a second, but less reliable option: you may call your insurance carrier, provide

them with the dental codes on your treatment plan, and ask for the maximum dollar amount they

will pay for each service. They may provide you those numbers, but they are not based on any

provided evidence from our office and it is not a pre-approval of coverage.

. A copy of this page is available upon request.

I have read and understand the above information about my dental insurance. I explicitly understand thdt I
crm responsible for the payment of my treatment, regardless of whether or not my insurance occepts or
denies pdyment of a claim.

Patient Signature Date



Ad ditio nd I I nform ation

I acknowledge that payment is due at the time of treatment. lagree that parents, guardians or personalrepresentatives

are responsible for all fees and services rendered of a minor/child. Our office does not get involved with divorce/custody

arrangements.

I understand that filing a claim with my insurance company does not relieve me from my responsibility for the payment

of all charges.

I have read and understand the above information about payment.
lnitiol

Ca n cell ation G ui del i nes
I acknowledge there is a penalty fee for cancellations made within 24 hours of appointment time, starting at S25.

I have read and understand the above information about cancellations.
lnitial

***

Release of lnformdtion

-|authorizethereleaseofmydentalrecordsandotherdentalinformationto:

lnitial
1) My insurance provider for the processing of all insurance claims and predeterminations.

2) Other dental offices and/or specialists for purposes related to my dentalcare.
3) I authorize the release of my dental records and/or information regarding my dental care to the following

person/s:

I have read and understand the guidelines stated above and agree to accept responsibility as described.

Patient Signature Date



John F. Lann, DDS

Notice of Privacy Practices

This notice descrlbes how heatth information about you may be used and dlsc/osed, and how you can gef access to this information. Please review carefully. lf you

have any questions about this Notice, please contact our Pivacy Officer.

This Notice of privacy practices describes how we may use and disclose your protected health information to carry out treatment, payment or health care

operations and for oth'er purposes that are permitted or required by law. lt also describes your rights to access and control your protected health information. We

aie required by Federal Law to give you this Notice and to maintain the privacy of your health information. We must also abide by the terms of this Notice while it is

in effect. We ieserve the rightlo c-hang" our privacy practices and the terms of this Notice at any time. Before we make significant changes in our privacy

practices, we will change this Notice and make the new Notice available upon request.

Uses and Disclosures of protected Health lnformation You will be asked to sign an Acknowledgement of Receipt of Notice of Privacy Practices' Once you have

ryourprotectedhealthinformationWillbeusedfortreatment,paymentandhealthcareoperations.Your
protected health information_may be used and disclosed by our office staff and others outside of our office that are involved in your care and treatment for the

purpose of providing_health &reiervices to you. Your protetted health information may also be used and disclosed to pay your health care bills and to support the

operation of our priltice. Following are eximples of ihe types of uses and disclosures of your protected health care information that our office is-permitted to

make:

Treatment - We will use and disclose your protected health care information to other dentists and physicians to provide, coordinate, or manage your health care.

for exarnple, your protected health caie information may be provided to another dentist to whom you have been referred to ensure that the necessary information

is available to diagnose or treat you. ln addition, we may disclose your health information at times to a dental laboratory or specialist.

pavment - Your protected health information will be used to obtain payment for services we provide to you. This may include certain activities that your insurance

plan may undertake before it approves or pays for the services we recommend.

Healthcare Operations - We may use or disclose your protected health information in order to support the business activities of our practice. These activities

business activities. For example, we may use a sign-in sheet at the front desk where you will be asked to sign your name when you arrive. We may also call you

by name in the waiting room when youi doctor is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to
remind you of your appointment.

Business Associates - We will share your protected health information with third party Business Associates that perform various activities (billing or laboratory

servicesl tor tfre practice. Whenever-an arrangement between our office and a business associate involves the use or disclosure of your protected health

information, we will have a written contract that contains terms that will protect the privacy of your protected health information.

We may use or disclose your protected health information, as necessary, to provide you with information about treatment alternatives or other health-related

benefits and services that may'be of interest to you. We may also use and disclose your protected health information for other marketing activities. For example,

your name and address may be used to send you a newsletter about our practice and the services we offer. We may also send you information about products or

iervices that we believe may be beneficial to you. You may contact our Privacy Officer to request that these materials not be sent to you.

Uses and Disclosures of Protected Health lnformation Based Upon Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written authorization, unless permitted or required by

law as described below. You may revoke this authorization, at any time, in writing, except to the extent that our practice has already taken an action as provided

for in ihe authorization.

Other Permitted and Required Uses and Disclosures that May be Made with Your Consent, Authorization or Opportunity to Object

We may use and disclose your protected health information in the following instances. You have the opportunity to agree or object to the use or

disclosure of all or part of youi protected health information. lf you are not present or able to agree or object to the use or disclosure of the protected health

information, then we may, uiing professional judgment, determine whether the disclosure is in your best interest. ln this case, only the protected health information

that is relevant to your health care will be disclosed.

Familv and Friends: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify, your protected

fteattn intorrnation to the extent necessary to help with your healthcare or with payment for your healthcare. We will also use our professional judgment to make

reasonable decisions in your best interest in allowing a person to pick up filled prescriptions, dental supplies, x-rays or other similar forms of health information.



Other Permitted and Required Uses and Disclosures that May be Made without Your Consent

When Required bv Law: We may use or disclose your protected health information when we are required to do so by law.

Emergencies: We may disclose your health information in an emergency treatment situation. lf this happens, we will try to obtain your

AcknJwledgement of iteceipt of Notice of Privacy Practices as soon as reasonably practicable after the delivery of treatment. ln 'the event of your incapacity or an

emergencyl we will disclose health information based on a determination using our professional judgement disclosing only health information that is directly

relevant to the person's involvement in your health care.

Abuse or Neolect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of

abrrse, *gbct or domestic violence or the possible victim of othercrimes. We may disclose your health information to the extent necessary to avert a serious

threat to the health or safety of others.

Militarv Activitv and National Securitv: We may disclose to military authorities the health information of Armed Forces personnel under certain

@uthorizedFederalofficialshealthinformationrequiredforlawfulintelligence,counterintelligenceandother
national security activities. We may disclose to conectional institutions or law enforcement officials having lawful custody, the protected health

information of inmates or patients under certain circumstances.

Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human

Services to investigate or determine compliance.

Your Rights

you have the riqht to inspect and copv vour protected health information. You have the right to look at or get copies of your health information, with limited

ineiirranphotocopies.Wewillusetheformatyourequestunlesswecannotpracticallydoso.
you must make the 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 chaige a reasonable cosi-based fee for expenses such as copies and staff time. You may also request access by sending a lefter

to the address at the end of this Notice. lf you prefer, we will prepare a summary of an explanation of your health information, for a fee.

you have the riqht to request a restriction of vour protected health information. You have the right to request that we place additional restrictions on our use and

@Wearenotrequiredtoagreetotheseadditionalrestrictions,butifwedo,wewillabidebyouragreement,exceptinan
emergency.
you h-ave ihe rioht to reouest alternative communications from us. You have the right to request that we communicate with you about your health information by an

alternatNre means or io itternatirre toca ou must mat<e your request in writing. Your request must specify the alternative means or location, and provide

satisfactory explanation how payments will be handled under the alternative means or location you request.

you have the riqht to request an amendment to vour health information. You have the right to request that we amend your health information. Your request must

be in writing. The request must explain why the information should be amended. We may deny your request under certain circumstances.

you have the rioht to receive an accountinq of disclosures we have made of vour health information. This right applies to disclosures for purposes other than

inthisNotice.ltexcludesdisclosureswemayhavemadetoyou,tofamilymembersorfriendsinvolved
in your care, or for notification purposes. You have the right to receive specific information regarding these disclosures that occurred after April 14,2003 The right

to receive this information is suUject to certain explanations, restrictions and limitations. lf you request this accounting more than once in a 12 month period, we

may charge you a reasonable, cost based fee for responding to these additional requests.

you have the riqht to make a complaint about our privacv policies. lf you are concerned that we have violated your privacy rights, you may file a complaint with our

Pri\,acyoff@nlistedattneendofthisNotice.YoumayalsofileaWrittencomplaintwiththeDepartmentofHealthandHuman
Servicis. We will provide you with their address upon request. We will not retaliate against you for making a complaint to either our office or the Department of

Health and Human Services.

You have a riqht to obtain a paper copv of this notice from us, upon request, even if you have agreed to accept this Notice electronically.

have received a copy of Dr. Lann's Notice of Privacy Practices.
(print name)

Signature

Date: For Office Use OnlY
Our office attempted to obtain written acknowledgement of receipt of our
Notice of Privacy Practices, but acknowledgement could not be obtained
for the following reason:

_ Patient refused to sign

- 
Communication barriers prohibited obtaining the acknowledgement

-An 
emergency situation prevented us from obtaining acknowledgement


