
PATIENT INFORMATION 

NAME: Last Fint Middle Initial 

Sex: M F Birthdate Age Social Mcurlt~- # 

If patient is a minor give Parent's or Guardian's namt' 

Whom ma~' we thank for referring you to our office Rel!Son for this \-islt 

In order to confinn your appointments "'e must haH' a DAYTIME PHO~E NUMBER from which you can be reached: # 

-
RESPONSIBLE PARTY INFORMATION 

NAME: Last Fint _. Middle Initial 

RESIDENCE: Street J'ity 
----,-~. 

State Zip 

Home Phone Cell Phone ---"1ariM Stam~ 

Social Security # Birthdak Relation to the patiellf 

Employer Occupation _____, ______Number of ~-ears employed 

RESPONSIBLE PARTY'S SPOUSE 

Name .-Homl' Phone _.. 

Social Security It --­ 8u1Male _._--- Cen Phone 

Employer Ocmpation ___ 

EMERGENCY INFORMATION: RElATiVE NOT LIVING WITH YOU, 

Name ___Hdiltloltihlp 

Address -­ (~tty, Statc_ 

Hom... Phone Cen Phone---­ --~_.._------ Work Phone ­._. -
.,...".....,.,......--.-----_..._-....,..-.,.....---

nENTAL1NSlJRANCEINFORMATI()N-PR'[MA~YC{)VERACi: 

. ,., . ., 

insttted·$S.S./t""-.·""."'-",.;,.,...---_'""­

,', . 

S£{:'ONJ)ARYINSURANCEC:OvERAG1>lfy()lihavedouble_<k{jtal.~()verage!c~mpretetbisfortbesecoud.l:llrrier
 
lnsl1red'sNaBie~'~~""'-...;.,-~,..,...... 

lnsuraneeCofAPan)',-.,.",,'~~~-' 
;.-;.",. ;.: ,"." ":" "" 

~uriUl£eC~PlU1Y·sM1drc~ ........."..".----,-,....;~,.;..;.~-....;...,.,..:....... __.:.,­



DENTAI. HISTORY 

How long since you have seen a denti'lt?_, _ Last COMPLETE dent:.d nam, Date?__. 

Last HiLL :WOrTH X-RAYS or P-'-NOREX, Date? 

Name of Previous Iknti'lt: C'ity:__, . State: 

Are you having dental problems now? If so, what are they? . . 

(Please circlE the appr()pnat~response to thefoUowj-rig questions: 

_ 

_ 

_ 

What is your present dental eondition? poor fair good excellent 

rr )'es, rank your anxiety on a scale from #1 (no anxi.ly) to #10 (Uncontrollable fear) 

no you wear dentures? 

If so, are you unhappy with your dentures? 

Would you like to know more 

about permanent replaeements? 

Have you had an)' periodontal (gum) treatment'!? 

no your RUm.. bleed, or feel tender" 

Have you "'om braces on your teeth? 

Would you like for )'our teeth to be whiter? 

Would you like for your smiJP to look better" 

Are you anxious about dental treatment? 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

'-es 

Yes 

No 

No 

No 

No 

No 

No 

No 

No 

No 

2 3 5 6 7 8 9 10 

Do you ha.." l~ tefOth? 

Are any of your fillings broken? 

Do you navp any areas where food 

collecrs boctween your teeth? 

no yOIl have tllcadadu's, earaehes, or ne-'k pain? 

Does your jaw ,"'tel" pop? 

no you "v ..r wak.. up with a sore jaw? 

Are yOll gl'lndlfi!! nr dim:hIng your teeth? 

Hav.. )'ou notic..a 1m)' sores 

or growths in )'onr mouth ';' 

Art' your teeth sclL'litive? 

If YM. t<;, what? Hot Cold Sweets 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Biting 

No 

No 

No 

~o 

No 

No 

No 

No 

~o 

Please rank the following iNms in order in which the)' would 
ket!p you from having d.mtal frearmffl! (IiJ=most #4=least): 

Fear of pain # _ Lack of concern # _ Cost of treatnu~nt # _ 1\fissing work time # _ 

Are you under a PHYSICIANS CARI£ ,VOW? Yes No 

lfso, for what condition?_, 

General Physician's Nam":_________.___,_
 

List any major illnesses or op<'rations:
 

Are you PREG.....ANT? Yes Nn Are you NUf~SING?
 

Has )'our medkal doc'tor toid you to premedicate before dental appointmNlts? 

PLEASE CHECK ALL nIP; FOLLOWiNG 1'0[' HA I E HAD OR PkESENTL \' HA IE: -­
Abnormal IIleeding D Ci ....·ulalory Prohlems a Hepatitis a 
Aids/HI\' Posilive 0 COrtiS6f1t.' ]'n'atrnents D H.rl't>' U 
Anaphylaxis a C"ugh (persistent) lJ H~~h Blood Pressun;' 0 
Anemia D Cough up Blood 0 Kidnt.'y Disease [] 

Arthritis 0 Di"lxte. U Lh'c-r Dise~\f' U 
Artificial Heart Valve a Epilepsy a ~'1~tnd \'::.:.1\-'(' Prolar~ CJ 
Artificial Joint 0 Fainting LJ Nervous ProM~ni.s CJ 
Asthma 0 r';'!aucama II Pacemaker U 
Allergy (1-", 101.<1, food) 0 Headaorhes D Psychiatric ('are U 

(lid) H('~t":, l\turmur lJ lupid weight fl'~in!loss 0 

Rlood Di"'a"" 0 Heac1 Pn,hlcms (H':it) a Respiratory D':;.C"a~c II 

Cancer 0 --------- ­ Rheumatic Ft"\-t.>r U 

Chemical Dependency 0 H".rt Surg'''y 0 Scarlet J4"'ever 0 

Chemotherapy 0 Hemophilia a 

Ust An)' MEDICAnONS You Are CLTRRKNTLY TAKING; 

Is there any other Modica! or Dental information that you feel we should !mo.. ahout? 

-
MEDICAL HISTORY 

-
City-, State______"_________Phone #: 

YC'S No 

Yes No 

Shingles D 
Shortness of Breath D 
Skin Rash D 
Spina Bifida 0 
Stroke 0 
<'urgkallmplant 0 
S..elling of FeeUAnkJes 0 
Thyroid Disease 0 
Tobae<o Habit 0 
Tonsillitis 0 
Tuberculos.is 0 
llIcerlColiti. [) 

Venereal Disease 0 

List An) MEDICATIONS Yoa Are ALU:RGIC TO; 

----------,-,- ­

-

-
Signature: - J),,!<; 



OUR APPOINTMENT POLICY
 

Our practice is dedicated to quality care and exceptional dental services. 
We respect the importance of your time and work very hard to schedule 
appointments that accommodate the busy scheduling needs of all of our patients. 
In return, we ask that patients make every effort not to change reserved dental 
appointments or hygiene appointments. 

We pride ourselves in providing promptly scheduled, excellent dental care 
for you and your family. We strive to ensure you are seen promptly and tha~ you 
have no more than a 10 minute appointment wait. In the event that the doctor or 
hygienist is running behind due to an emergency, we will make every effort to 
contact you in advance so as to minimize the chances of any wait. 

As we have pre-appointed and reserved time for you in the doctor or 
hygiene schedule, it goes without saying that other patients (who may have 
wanted that time) were not able to be accommodated. Thus, a broken and 
missed appointments creates scheduling problems for other patients as well as 
the practice. Without sufficient notification from you we are unable to offer this 
time to another patient. 

If you find that you must change your pre-appointed time, we require a 
minimum of 48 hours notice so that we may offer this appointment time to 
another patient. Noti"f1cation must be made directly to our staff. We generally do 
not accept messages left on the machine as notification, we require that you 
actually speak with one of our designated schedulers or front office staff. 

A charge of $35.00 will be applied to your account for broken and missed 
appointments without advance notification. If you are running late, we ask that 
you please call and give us your advised arrival time, so that we can do what we 
can to fit you into the schedule, while still accommodating other pre-scheduled 
patients. 

As a courtesy to our patients we will confirm your appointment in advance 
by card, phone call or email. As a courtesy to our practice and other patients 
who may be waiting for an appointment, we appreciate a return call or notification 
from you that you will be at your appointment. 

In the event that we do not receive a notification from you concerning your 
pre-appointed dental or hygiene visit, we may not be able to continue to reserve 
your scheduled time for your appointment. Oftentimes, because of the number of 
patients waiting for appointments, we are forced to release the appointment to 
another patient unless we hear back from you within 24 hours of the· 
appointment. 

In summary, we do understand that occasionally there are extenuating 
circumstances or emergencies that occur in life. We make every effort to 
accommodate our patients needs. We ask only that you make every effort to 
give us advance notice and work with us to re-schedule your appointment. 

Patient Date 



Sean M. Hamilton, D.D.S., P.L.L.C.
 
1506-A Wayne Memorial Drive
 

Goldsboro, NC 27534
 

NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE 
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, 
payment, and health care operations 

• Treatment means providing, coordinating, or managing health care and related services by one 
or more health care providers. An example of this would include teeth cleaning services. 

• Payment means such activities as obtaining reimbursement for services, confirming coverage, 
billing or collection activities, and utilization review. An example of this would be sending a 
bill for your visit to your insurance company for payment. 

• Health care operations include the business aspect 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 request, except to the extent that 
we have already taken action 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 re 
move it. 

+The right to reasonably request 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 to you a paper copy of this notice 
from us at your frrst service delivery 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 Practices. 

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

This notice is effective as of April 14, 2003 and we are required abide by the terms ofthe Notice ofPri­
vacy 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 ofa revised Notice of Privacy Practices from 
this office. 

You have recourse if you feel that your 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 the provisions ofthis notice or the policies and proce­
dures 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: 

Sean M. Hamilton 
1506-A Wayne Memorial Drive The U.S. Department of Health & Human services 
Goldsboro, NC 27534 Office of Civil Rights 
919-731-4447 200 Independence avenue, S.W. 

Washington, D.C. 20201 
202-619-0257 
toll free: 1-877-696-6775 



Sean M. Hamilton, D.D.S., P.L.L.C.
 
1506·AWayne Memorial Drive
 

Goldsboro, He 27534
 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

I understand that, under the Health Insurance Portability & Accountability Act of 1996
 
(HIPAA), I have certain rights to privacy regarding my protected heahh information.
 
I understand that this information can and will be used to:
 

.Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly or indirectly 

.Obtain payment from third-party payers 

.Conduct normal heahhcare operations such as quality assessments and physician 
certifications 

I acknowledge that I have received your Notice ofPrivacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this organization has 
the right to change its Notice ofPrivacy Practices from time to time and that I may contact this 
organization at any time at the address above to obtain a current copy of the Notice ofPrivacy Practices. 

I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or health care operations. I also understand you are not 
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such 
restrictions. 

Patient Name: Date: 

Relationship to patient: _ 

Signature: 

OffIce use only 

I attempted to obtain the patient's signature in acknowledgement on this Notice of Privacy Practices 
Acknowledgement, but was unable to do so as documented below: 

Date initials IReason 


