
T I M E  1 1 : 4 6  A M Burgher Family Dentistry

MEDICAL HISTORY

DATE 8t17t2009

PATIENT NAME Birth Date

A l t h o u g h d e n t a l  p e r s o n n e l  p r i m a r i l y t r e a t t h e a r e a i n a n d a r o u n d y o u r m o u t h , y o u r m o u t h i s a p a r t o f y o u r e n t i r e b o d y .  H e a l t h p r o b l e m s t h a t y o u m a y

have, or medication that you may be taking, could have an important interrelat ionship with the dentistry you wil l  receive. Thank you for answering the

fol lowing questions.

Are you under a physician's care now? Yes No l f  yes, please explain

Have you ever been hospital ized or had a major operation? Yes No l f  yes, please explain

Have you ever had a serious head or neck injury? Yes No l f  yes, please explain

Are you taking any medications, pi l ls, or drugs? Yes No l f  yes, please explain

Do vou take, or have vou taken, Phen-Fen or Redux? Yes No

Are you on a special diet? Yes No

Do you use lobacco? Yes No Women. Are you
Do you use control led substances? Yes No pregnant/Trying to get pregnant? Nursrng?

Taking oral contraceptives?

Are you al lergic to any of the fol lowing?

Aspir in Penici l l in Codeine Acryl ic Metal Latex Local Anesthetics

Other l f  yes, please explain:

Do you have, or have you had, any of the fol lowing?
AIDS/HIV Positive Chest Pains Frequent Headaches lrregular Heartbeat Scarlet Fever

Alzheimeas Disease Cold Sores/Fever Blisters Genital Herpes Kidney Problems Shingles

Anaphylaxis Congeni ta l  Heart  Disorder Glaucoma Leukemia Sickle Cel l  Disease
Anemia Convuls ions Hay Fever Lrver Disease Sinus Trouble

Angina Corljsone MedJcrne Heart Attack/Failure Low Blood Pressure Sptna Brfida
Arthritis/Gout Diabetes Heart Murmur Lung Drsease Stomachilntestinal Disease

Artifacial Heart Valve Drug Addiction Heart Pace Maker Mrtral Valve Prolapse Stroke
Artificial Joint Easily Winded Heart Trouble/Disease Pain in Jaw Joints Swelling of Limbs
Asthma Emphysema Hemophilia Parathyrotd Disease Thyrord Disease

Blood Disease Eprlepsy or Seizures Hepatitis A Psychratflc Care Tonsillitis

Blood Transfusion Excessive Bleedrng Hepatitis B or C Radratton Trealments Tuberculosis

Breathing Problem Excessive Thirst Herpes Recent Weight Loss Tumors or GroMhs

Bruise Easily Fainting Spells/Drzziness Hrgh Blood Pressure Renal Dialysis Ulcers

Cancer Frequent Cough Hives or Rash Rheumatic Fever Venereal Disease

Chemotherapy Frequ€nt Dtarrhea Hypoglycemra Rheumatrsm Yellow Jaundice

Have you ever had any ser ious i l lness not  l is ted above? Yes No l f  yes,  p lease explain

Comments

To the best of my knowledge, the questlons on this form have been accurately answered. I  understand that providing incorrect information can be
dangerous to my (or patient 's) health. l t  is my responsibi l i ty to inform the dental off ice of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, oT GUARDIAN DATE



T I M E  1 1 : 4 7  A M

lD:  Char t  lD :

First Name.

Patient ls: Pol icy Holder

Responsible Party

Responsible Party ( i f  someone other than the patient)

PATIENT REGISTRATION

Last Name:

Preferred Name:

Last Name

Address 2

Work Phone

Soc Sec:

Address 2.

State / ZiP:

Work Phone: Ext

DATE 8t17/2009

Midd le  l n i t i a l

Middle lnrt ialFirst Name:

Address:

City, State, Zip

Home Phone:

Birth Date:

Address:

City:

Home Phone:

Sex. Male Female

Birth Date:

E-mai l .

Medicaid lD:

Employer  lD :

Carrier lD.

Primary Insurance Information

Name of Insured:

lnsured Soc. Sec'

Employer:

Address

Address 2:

City,State,Zip.

Rem. Benefi ts:

Secondary Insurance Information

Name of Insured:

lnsured Soc. Sec:

Employer:

Address.

Address 2:

City,State Zip:

Rem. Benefi ts:

Paget

Ext. Cellular:

Drivers Lic:

O Responsible Party is also a Policy Holder for Patient Q erimary Insurance Policy Holder O Secondary Insurance Policy Holder

Patient Information

Section 2

Employment status: Ful l  Time Part Time Retired

Student Status: Ful l  Time part Time

Age: Soc. Sec.

Pref. Dentist:

Pref. Pharmacy

Pref. Hyg.:

lnsured Birth Date

00 Rem Deduct

lnsured Birth Date

D ; a a r '

Cel lu la r

Drivers Lic:

I  would l ike to receive correspondences via e-mail

Section 3
EMERGENCY CONTACT

NAME

PHONE

REFERRED BY

PHYSICIANS NAME & #

Relationship to Insured: Self Spouse Child Other

Ins  Company:

Address.

Address 2

City,State,Zip:

Relat ionship to Insured: Self Spouse Child Other

Ins .  Company:

Address.

Address 2:

City,State,Zip:

Marital Status: Married Single Divorced Separated Widowed

00

00 Rem. Deduct 00



BURGHER FAMILY DENTISTRY

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIAES 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 INFORMATTON IS IMPORTANT TO US,

OUR LEGAL OUTY
we are required Dy applrcable federal  and state law to marnta 'n the pf lvacy of  your heal t r r  informatron we are also
required to grve you th is Not ice about our prvacy prac(rces our l€al  dutres,  and your r rgrr ts concernrng your heal th
informatron We must fo l low the pf lvacy practrces (hat  are descrb€d In thts Notrce wht le t (  rs In ef fect  Thrs Notrce
takes ef fect  APRIL 1a,2003 ,  and wt l t  remarn In ef fect  untr t  we reptace r t

We  rese rve  t he  ngh t  ( o  change  ou r  p i l vacy  p rac t r ces  and  t he  t e rmS o f  t h r s  No t r ce  a l  any  t ime ,  p rov rded  such
changes are permitteo by applrcable law. we reserve the flght (o make the changes In our pflvacy practtces and the
nenff  term5 of  our No( ice ef fect(ve for  a l l  heal th rnForma(ion that  we maintarn.  inc ludrng heal th informat ion we creat
ed or  received Oefore v, ib made the changes Before we make a srgnrf rcant  change In our pnvacy pracuces we wr l l
change th is Not ice and make the new Notrce avai lable upon request

You may request  a copy of  our Notrce at  any t ime. For more informat ion about our pnvacy practrces.  or  lor  addrtron
al  copres of  th is Not ice,  p lease contact  us usrng the informatron l is led at  ihe end of  thrs Notrce

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information abou( you for treatment. payment and heal(hcare operatrons For example

Troatmcnt; We may use or disclose your health informatron Io a physician or other healthcare provider pro.
vidinq trearment to you

Payment: We may use and drsclose your heal lh intormation to obtain payrnent for servrces we provrde to you

Hcalthcarc Opcretlons: We may use anct drsclose you( health rnforrnatton in connectron with our healthcare op€,
atlons. Healrhcare operations Include quali ty asSessment and rmprovemenl actrvrtreS, revrewrng the competence or
qua l i f i ca t tons  o f  hea l (hcarc  p ro fess iona ls ,  eva lua t ing  prac t r t toner  and prov ider  per fo rmance conduct rng  t ra rnrng
programs,  accredr ta t ion .  cenr f  rca t ron .  l i censrng  or  c reoent ra l rng  ac( rv r t ies

YourAuthorizatlon: In addrtton to our u5e of your healtn rnformatron for treatment. payment or heal lhcare opera
tlons. you may gtveuS wn(!en aulhorrzatton to u5e your heal(h informatron or to drSclose rt  to anyone lo( an,! put
pose. l f  you grve us an authoflzation, yo! may revoke i t  in writrng at any t ime. Yoqr revocatron wrl l  not affect any use
or disclosures permrtted by your authoflzatron whrle rt  was In effec( Uniess you grve us a wric(en authoflzatron, wc
cannot use or disclose your health tnfermat@n tor any reason except those described In thrs No(rce.

To Your  Faml ly  and Fr ignds :  We must  d rsc lose  your  hea l th  rn fo rmat ron  to  you,  as  descr ibed rn  (he  Pat ren t
Righls section of thrs Notrce. We may drsc/ose your health informatron to a fam j ly mernber, fr  jend or other person
to th€ extent necessary (o help with your healthcare or with payment for your healthcare, but only i f  you agree that
we may do so.

Persons lnvolved ln Carer We may use or drsclose health Informatron to noti fy. or assr5l.  In the norifrcal ion of
( incfucting iden(ifying or locatrng) a lamny member, your personal representative or another person responstble lor
your care, of your locatron. your general cond,tron. or dea(h l f  you are present, then prior to use or drsclosure of your
heali.h information, we wrll provrde you wr(h an opportuntty to obJect (o such uses or drsclosures In the event of pur
Incapacity or emergency circumstances. we wrl l  drsclose heal(h informatlon based on a determinatron using out
professional judgmen( disclosrng only health informa(jon that is direct ly relevant to the person s Involvement rn your
Dealthcare. we wtl l  also use our professional judgment and our experience wrth common practice to make reason.
able inferences of your beSt rnteresl In al lowrng a person to prck up fr l led prescflpttonS, medical Supplres, x ray5. or
other srmllar forms of health tnformatron

Marke t lng  Hga l th -Re la ted  Sorv icos :  We wr l l  no t  use  your  hea l th  In fo rmat ron  lo r  marke l rng  communrca t rons
wrthoLrr vo;r wrr(ten er:th6r6^6n '

Regulred by Law: We may use or drsclose your nealtn rnformatron when we are requrreo (o oo so Dy law

Abuso or Neglect: We may drsclose your health rnformaf ron to appropflate authofltres rf we reasonably believe that
you ate a possible vict im of abuse, neglect. or domesrrc violence or the possrble vic(rm of other cnmes We may drs.
close your health information to the extent necessary to ave( a Serrous threa( to your heal(h or safety or lhe heal(h
or safety of others

F



Nat ional  Secur i ty :  We may disc lose to mi l i tary authort ies the heal th informa(ron of  Armed Forces personnel  under
cenain c i rcurnstances We may diSclose to authof lzed federal  of f rcrals heal th rnformatron requrred for  lawful  rn(el i r .
gence counter inte l l igence,  and other nat ional  secur i ty  act iv i t ies We may disc lose !o correct ional  Inst i tut ron or  taw
enforcement official having lawful custody of protected health information of inmate or patient under certarn Orcum
s!ance5

Appolntment Remlnders:  We may use or  drsclose your heal(h tnformat ion to provicte you wrth apporntment
reminders (such as vorcemai l  messages,  postcards.  or  teners)

PATIEttT RIGHTS
Access:  You haye the lght  to look at  or  get  copies of  your heal th rnformatron.  wt th l imr led exceptron5 You may
request  that  we provide copies ,n a format other than photocopres We wr l l  use the format you reguest  untess we
cannot pract icably do so [You must make a request  rn wntrng (o obtarn access to your heal th rnformat ion You may
obtain a form !o request  access by usrng the conlaci  rnformat lon l ts ted at  the end of  thrs Notrce We wi l l  charge you
a reasonable cost .based fee for  expenses such as copres and staf t  t ime You may also request  access by sending us
a l e t t e r t o f h e a d d r e s s a t t h e e n d o f  t h , s N o t r c e  l f  y o u r e g u e s t c o p r e s . w e w r l l  c h a r g e y o u $ 0 0  f o r e a c h p a g e ,
t  0 per hour for  staf f  t rme to locale and copy your heal th informatron and posla3e r f  you wan( the copres mai led
to you.  l f  you reguesl  an al ternatrve tormat.  we wi l l  charge a cost  based lee for  providrng your heat th rnformatron rn
tha t t o fma t  l t yOup re fe r ,  wew i l l  p repa reasummaryo ranexp lana t i gno f  you rhea l t h rn fo rmar ron fo ra fee .Con tac r
us using the informat ion l is ted aI  the end of  th ls No( ice for  a fu l l  explanat ion of  our fee structure )

Disclosuro Account ing:  You have the r ight  to recerve a l is(  of  instances In whtch we or our busrness assocra(es
disclosed your heal th informat ion for  purposes,  other than t reatment,  payment,  heal(hcare opcrairons and cenarn
other ac( iv i t ies.  for  the last  6 years,  bu( not  before Aprr l  14.  2003. l f  you request  th is accountrng more ( f lan once rn a
1Z.month per iod,  we may charge you a reasonable,  cost .based fee for  respondrng to these addrtronat  requests

Rcst t lc t lon:  YOu have (he r ight  (O reques( that  we place addrt ional  restnctron5 On our use Or dr5Clo5ure of  your
heal th informat iOn. We are nO( requrred to agree {o these addir ional  restr ic t rons but  i t  we do,  we wr l l  abroe by our
agreement (except rn an emergency)

Alt tttltlvc Communlcatlon: You have the rlght (o request tha( we communicate wrth you about your health infor.
mation by alternative mean5 or to alternative locations. (You must make your reques( In writrng ) Your request must
speci fy the al ternat ive means or  local ion,  and provrde sat is factory explanatron how paymen(s wr l l  be handled under
the alternative means or locatton you reques(

Arnondmont: You have the flght to request that we amend your health rnForma(lon (Your request mus{ be in wr|trng
and it must explain v,/hy the rnforma(ron Should be amended ) We may deny your request under ce(arn crrcumsGnces

€ loc t r on l c  No t l ce :  l f  you  rece rve  t h r s  No t i ce  on  ou r  Web  5 r t e  o r  bv  e l ec t r on rc  ma r l  ( e .ma r l ) .  you  a re  en t r ( l ed  ( o

receive this Notice in written form

QUESTIOI'JS AND COMPUI NTS
ftyou want more jnformation about our privacy practrces or have questrons or concerns, please con(ac( us

lf you are concerned that we may have violated your privacy nghts, or you drsagree wrth a declsron we made about
access to your health information or in response to a reques! you made to amend or restric( the use or disclosure ol
your heal lh Information or to have us communicale wrth you by al lernatrve means or at alterna(rve locatrons. you
may complain to us using the contac! information I isted a( the end of this Notice You also may submlt a wfl(ten
complaint ro the U S. Departmen! of Health and Human Servrces We wil l  provrde you wrth the address to f i le your
complaintwith the U.S. Depanment of Health and Human Services upon request

We suppon your righ( to the privacy of your heal(h informa(ion We wlll not retali8te n any way if you choose to nle
a complaint with us or wrth (he u s. Depanment oF Heal(h and Human Servrces

conoctotlrcer: Of 4l{E fllqlE8

Telephone:402423-2370 Fax 4024??-2!11

t .mai l : BURGHERDENTAL@NEB.RR.COM

G .

Address5733 SOUTH 34TH, SI.JITEzOO, LINCOLN, NE, 68516

O 2S2 &srcr Dcntol Atsrcuo^

Ar R€.|t' forrf,d

RlgroO€tbn &d @ o, th'r t6m bt d€n('95 !.16 tl|e! Slnff rs psmrtlod An) otls ux ouplrc!|6 q ctrgri&trs ol Ul5 rqm 0y any ffs porlJ requ/e5 lhe g ry
slm cpg-dd o, tm Arurca^ Oentar Ass,6r,m

Tlrt Fm lt !duau6!l mly dms not cmrtrtutc logal 6ctvrcc. lnd covor5 onlt fcddal not t(r(.. lcw (A!€ust 11. ?002)



BURGHER FAMILY DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknolauedgement"

t , have received a copy of  th is

office's Notice of Privacy Practices.

Please Print Name

Signature

We aftempted to obtain wnlten acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

I  Inoiv idual  refused to s iqn

I  Cornrnrn icat ions barr iers prohib i ted obta in ing the acknowledgement

f] Rn emergency sttuatton prevented us from obtaining acknowteogement

I Other (Please Specify)

o 2m2 Amsican osbl Assiadon

Arl R'ghb R66€d

Reproduclion and use of thrs lorm by dentists ard (heir sEfl is psmr(ted. Any o(her u*. duplicarion or disriburioo of (his form by any ochs parcy requirG oe p.ro.
MiRS ap9r@al of the Amtrrcan oental Asgcia(im.

This Form is educational mly. d@s not constitute t€al advice, and covds only federal, not state. taw (August 14. 2002).


