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7ELCOME�TO�OUR�OFl�CE���7E�APPRECIATE�THE�CONl�DENCE�YOU�PLACE�WITH�US�TO�PROVIDE�DENTAL�SERVICES���4O�ASSIST�US�IN�SERVING�YOU��PLEASE�
COMPLETE�THE�FOLLOWING�FORM���4HE�INFORMATION�PROVIDED�ON�THIS�FORM�IS�IMPORTANT�TO�YOUR�DENTAL�HEALTH���)F�THERE�HAVE�BEEN�ANY�CHANGES�
IN�YOUR�HEALTH��PLEASE�TELL�US���)F�YOU�HAVE�ANY�QUESTIONS��DON�T�HESITATE�TO�ASK�

0ATIENT�NAME��????????????????????????????????????????????????????� $ATE�OF�BIRTH��??????????????? � 3EX��????????? � !GE��???????

(OME�ADDRESS��???????????????????????????????????????????? � #ITY��??????????????????? � 3TATE��??????? � :IP��????????????????

"ILLING�ADDRESS��IF�DIFFERENT	��????????????????????????????????? � #ITY��??????????????????? � 3TATE��??????? � :IP��????????????????

(OME�PHONE��?????????????????? #ELL��???????????? %
MAIL��?????????????????? $RIVER�S�LICENSE����?????????????????????? � 3TATE�� ??????

33����??????????????????????????????????? �%MPLOYER�/CCUPATION��??????????????????????????? � "US��0HONE��???????????????????????

3POUSE�S�NAME���PHONE����????????????????????????????????????? � %MERGENCY�PHONE����OTHER�THAN�SPOUSE	�� ????????????????????????

0RIMARY�DENTAL�INSURANCE��?????????????????????????????????????? � 'ROUP����???????????????????????????????????????????????????

3ECONDARY�DENTAL�INSURANCE��??????????????????????????????????? � 'ROUP����???????????????????????????????????????????????????

3UBSCRIBER�S�NAME�� ??????????????????????????????????????????? � $ATE�OF�BIRTH�� ??????????????????� 33����??????????????????????

.AME�OF�YOUR�MEDICAL�DOCTOR��???????????????????????????????????� $ATE�OF�LAST�VISIT�TO�MEDICAL�DOCTOR��??????????????????????????????

.AME�OF�PREVIOUS�DENTIST�� ??????????????????????????????????????� $ATE�OF�LAST�VISIT�TO�DENTIST��?????????????????????????????????????

2EFERRED�TO�US�BY���??????????????????????????????????????????? �??????????????????????????????????????????????????????????
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9ES� .O

(OW�OFTEN�DO�YOU�BRUSH�� �??????????????????????????????
� (OW�OFTEN�DO�YOU�m�OSS�� �??????????????????????????????
$OES�YOUR�JAW�MAKE�NOISE�SO�THAT�IT�BOTHERS�YOU
� OR�OTHERS�� ??????????????????????????????????????�® ®
$O�YOU�CLENCH�OR�GRIND�YOUR�JAWS�FREQUENTLY��????????????�® ®
$O�YOUR�JAWS�EVER�FEEL�TIRED��??????????????????????????�® ®
$OES�YOUR�JAW�GET�STUCK�SO�THAT�YOU�CAN�T�OPEN�FREELY�� ????�® ®
$OES�IT�HURT�WHEN�YOU�CHEW�OR�OPEN�WIDE�TO�TAKE�A�BITE��??�® ®
$O�YOU�HAVE�EARACHES�OR�PAIN�IN�FRONT�OF�THE�EARS��????????�® ®
$O�YOU�HAVE�ANY�JAW�SYMPTOMS�OR�HEADACHES
� UPON�AWAKING�IN�THE�MORNING��?????????????????????�® ®
$OES�JAW�PAIN�OR�DISCOMFORT�AFFECT�YOUR�APPETITE�
� SLEEP��DAILY�ROUTINE��OR�OTHER�ACTIVITIES��??????????????�® ®

$O�YOU�l�ND�JAW�PAIN�OR�DISCOMFORT�EXTREMELY
� FRUSTRATING�OR�DEPRESSING�� ?????????????????????????�® ®
$O�YOU�TAKE�MEDICATIONS�OR�PILLS�FOR�PAIN�OR�DISCOMFORT
�PAIN�RELIEVERS��MUSCLE�RELAXANTS��ANTIDEPRESSANTS	��????????�® ®
$O�YOU�HAVE�A�TEMPOROMANDIBULAR��JAW	�DISORDER
� �4-$	�� ????????????????????????????????????????�® ®
$O�YOU�HAVE�PAIN�IN�THE�FACE��CHEEKS��JAWS��JOINTS�
� THROAT��OR�TEMPLES��???????????????????????????????�® ®
!RE�YOU�UNABLE�TO�OPEN�YOUR�MOUTH�AS�FAR�AS�YOU�WANT��???�® ®
!RE�YOU�AWARE�OF�AN�UNCOMFORTABLE�BITE��????????????????�® ®
(AVE�YOU�HAD�A�BLOW�TO�THE�JAW��TRAUMA	��???????????????�® ®
!RE�YOU�A�HABITUAL�GUM�CHEWER�OR�PIPE�SMOKER�� ?????????�® ®

� � � � � � 9ES� .O

!RE�YOU�APPREHENSIVE�ABOUT�DENTAL�TREATMENT��???????????�® ®
(AVE�YOU�HAD�PROBLEMS�WITH�PREVIOUS�DENTAL�TREATMENT��???�® ®
$O�YOU�GAG�EASILY�� ??????????????????????????????????�® ®
$O�YOU�WEAR�DENTURES��???????????????????????????????�® ®
$OES�FOOD�CATCH�BETWEEN�YOUR�TEETH��???????????????????�® ®
$O�YOU�HAVE�DIFl�CULTY�IN�CHEWING�YOUR�FOOD��????????????�® ®
$O�YOU�CHEW�ON�ONLY�ONE�SIDE�OF�YOUR�MOUTH��???????????�® ®
$O�YOU�AVOID�BRUSHING�ANY�PART�OF�YOUR�MOUTH
� BECAUSE�OF�PAIN�� ????????????????????????????????�® ®
$O�YOUR�GUMS�BLEED�EASILY��???????????????????????????�® ®
$O�YOUR�GUMS�BLEED�WHEN�YOU�m�OSS��???????????????????�® ®
$O�YOUR�GUMS�FEEL�SWOLLEN�OR�TENDER��???????????????????�® ®
(AVE�YOU�EVER�NOTICED�SLOW
HEALING�SORES�IN�OR
� ABOUT�YOUR�MOUTH��???????????????????????????????�® ®
!RE�YOUR�TEETH�SENSITIVE��??????????????????????????????�® ®
$O�YOU�FEEL�TWINGES�OF�PAIN�WHEN�YOUR�TEETH�COME�IN
� CONTACT�WITH�
� � (OT�FOODS�OR�LIQUIDS��???????????????????????????�® ®
� � #OLD�FOODS�OR�LIQUIDS��??????????????????????????�® ®
� � 3OURS��???????????????????????????????????????�® ®
� � 3WEETS��??????????????????????????????????????�® ®

$O�YOU�TAKE�m�UORIDE�SUPPLEMENTS��?????????????????????�® ®
!RE�YOU�DISSATISl�ED�WITH�THE�APPEARANCE�OF�YOUR�TEETH��????�® ®
$O�YOU�PREFER�TO�SAVE�YOUR�TEETH��??????????????????????�® ®
$O�YOU�WANT�COMPLETE�DENTAL�CARE��????????????????????�® ®
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$O�YOU�HAVE��OR�HAVE�YOU�HAD��ANY�OF�THE�FOLLOWING�

� � 9ES� .O
$IABETES���?????????????????????????????? ®Ê ®
��� 5RINATE�MORE�THAN���TIMES�A�DAY�� ?????? ® ®

4HIRSTY�OR�MOUTH�IS�DRY�MUCH�OF�THE�TIME ® ®
� &AMILY�HISTORY�OF�DIABETES��???????????? ® ®

4UBERCULOSIS�OR�OTHER�RESPIRATORY�DISEASE��???? ® ®

$O�YOU�DRINK�ALCOHOL���??????????????????? ® ®
� )F�SO��HOW�MUCH�� �?????????????????????????

$O�YOU�SMOKE���???????????????????????? ® ®
� )F�SO��HOW�MUCH�� ??????????????????????????

(EPATITIS��JAUNDICE��OR�LIVER�TROUBLE��???????? ® ®

(ERPES�OR�OTHER�34$��� ??????????????????? ® ®

()6
POSITIVE�!)$3��?????????????????????? ® ®

'LAUCOMA��????????????????????????????? ® ®

$O�YOU�WEAR�CONTACT�LENSES���????????????? ® ®

(ISTORY�OF�HEAD�INJURY���?????????????????? ® ®

%PILEPSY�OR�OTHER�NEUROLOGICAL�DISEASE���???? ® ®

(ISTORY�OF�ALCOHOL�OR�DRUG�ABUSE���????????? ® ®

$O�YOU�HAVE�ANY�DISEASE��CONDITION��OR�PROBLEM�NOT�LISTED�
PREVIOUSLY�THAT�YOU�FEEL�WE�SHOULD�KNOW�ABOUT��

)F�SO��PLEASE�DESCRIBE�� �????????????????????????????????????

$URING�THE�PAST����MONTHS��HAVE�YOU�TAKEN
ANY�OF�THE�FOLLOWING�� 9ES� .O

!NTIBIOTICS�OR�SULFA�DRUGS� ® ®
!NTICOAGULANTS��E�G���#OUMADIN	� ® ®
(IGH�BLOOD�PRESSURE�MEDICINE� ® ®
4RANQUILIZERS� ® ®
)NSULIN��/RINASE��OR�SIMILAR�DRUG� ® ®
!SPIRIN� ® ®
$IGITALIS�OR�DRUGS�FOR�HEART�TROUBLE� ® ®
.ITROGLYCERIN� ® ®
#ORTISONE��STEROIDS	� ® ®
.ATURAL�REMEDIES� ® ®
.ONPRESCRIPTION�DRUG�SUPPLEMENTS� ® ®
/THER� ??????????????????????????????????????????????????

�??????????????????????????????????????????????????????

7OMEN� 9ES� .O
!RE�YOU�TAKING�CONTRACEPTIVES�OR
� OTHER�HORMONES�� ® ®
!RE�YOU�PREGNANT�� ® ®

)F�SO��EXPECTED�DELIVERY�DATE�� �????????????????????

!RE�YOU�NURSING�� ® ®
(AVE�YOU�REACHED�MENOPAUSE�� ® ®
� )F�SO��DO�YOU�HAVE�ANY�SYMPTOMS�� �?????????????????????

�??????????????????????????????????????????

���.
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� � � 9ES� .O
(EART�0ROBLEMS��???????????????????????? ®Ê ®
� #HEST�PAIN��????????????????????????? ® ®
� 3HORTNESS�OF�BREATH��????????????????? ® ®
� "LOOD�PRESSURE�PROBLEM��????????????? ® ®
� (EART�MURMUR�� ????????????????????? ® ®
� (EART�VALVE�PROBLEM��???????????????? ® ®
� 4AKING�HEART�MEDICATION��????????????? ® ®
� 2HEUMATIC�FEVER���??????????????????? ® ®

0ACEMAKER�� ???????????????????????? ® ®
� !RTIl�CIAL�HEART�VALVE�� ???????????????? ® ®

"LOOD�0ROBLEMS��???????????????????????? ® ®
� %ASY�BRUISING�� ?????????????????????? ® ®
� &REQUENT�NOSEBLEEDS��???????????????? ® ®
� !BNORMAL�BLEEDING��????????????????? ® ®
� "LOOD�DISEASE��ANEMIA	��?????????????? ® ®
� %VER�REQUIRE�A�BLOOD�TRANSFUSION���?????? ® ®

!LLERGY�0ROBLEMS��??????????????????????? ® ®
� (AY�FEVER�� ????????????????????????? ® ®
� 3INUS�PROBLEMS��????????????????????? ® ®
� 3KIN�RASHES��???????????????????????? ® ®
� 4AKING�ALLERGY�MEDICATION�� ??????????? ® ®
� !STHMA��??????????????????????????? ® ®

)NTESTINAL�0ROBLEMS��????????????????????? ® ®
� 5LCERS��???????????????????????????? ® ®
��� 7EIGHT�GAIN�OR�LOSS��????????????????? ® ®

3PECIAL�DIET��???????????????????????? ® ®
� #ONSTIPATION�$IARRHEA��??????????????? ® ®
� +IDNEY�OR�BLADDER�PROBLEMS��?????????? ® ®

"ONE�OR�*OINT�0ROBLEMS��?????????????????? ® ®
� !RTHRITIS��??????????????????????????? ® ®
��� "ACK�OR�NECK�PAIN��?????????????????? ® ®

*OINT�REPLACEMENT���?????????????????? ® ®
Ê �E�G���TOTAL�HIP��PINS��OR�IMPLANTS	

&AINTING�3PELLS��3EIZURES��OR�%PILEPSY�� ?????? ® ®

3TROKE�S	�� ?????????????????????????????? ® ®

&REQUENT�OR�SEVERE�HEADACHES��???????????? ® ®

4HYROID�PROBLEMS��??????????????????????? ® ®

0ERSISTENT�COUGH�OR�SWOLLEN�GLANDS��???????? ® ®

0REMEDICATIONS�REQUIRED�BY�PHYSICIAN��????? ® ®

#ANCER�4UMOR�� ????????????????????????? ® ®

!RE�YOU�ALLERGIC��OR�HAVE�YOU�REACTED ADVERSELY�
TO�ANY�OF�THE�FOLLOWING�� 9ES� .O

,OCAL�ANESTHETICS���h.OVOCAINEv	� ® ®
� 0ENICILLIN�OR�OTHER�ANTIBIOTICS� ® ®
� 3ULFA�DRUGS� ® ®
� "ARBITURATES��SEDATIVES��OR�SLEEPING�PILLS� ® ®
� !SPIRIN��!CETAMINOPHEN��OR�)BUPROFEN� ® ®
� #ODEINE��$EMEROL��OR�OTHER�NARCOTICS� ® ®
� 2EACTION�TO�METALS� ® ®
� ,ATEX�OR�RUBBER�DAM� ® ®
� /THER�??????????????????????????????????????????????????

� �
� � �

� �� �� �� /THER� �� /THER .OTES��?????????????????????????????????????????????

.OTES�� �.OTES�� � �??????????????????????????????????????????? �??????????????????????????????????????????????????

????????????????????????????????????????????????? 0ATIENT�0ARENT�3IGNATURE��????????????????????????????????

????????????????????????????????� $ATE��?????????????� $ENTIST�)NITIAL�� ??????????????????????????????????????



 
Insurance Disclaimer and Assignment of Insurance Benefits 

(Please read carefully) 
 

Our goal is to help you maximize your dental insurance benefits. As a courtesy, we are happy to bill your dental plan 
for services. When we verify your insurance benefits, it is not a guarantee of payment by the insurance company and 
may vary according to your individual plan when the actual claim is submitted. Any treatment plan that our office 
proposes to you is an estimate of what your insurance coverage will be, is not a guarantee. If you need exact payment 
of benefits, then a pretreatment is required. If you would like this done, you must specify to the office manager before 
any work is initiated. (This takes 6-8 weeks). Please remember that the contract itemizing your dental benefits is 
between you, your employer, and your insurance company. Regardless of coverage, your estimated co-payment is due 
in full the day of treatment. If your dental plan pays more than expected, you will receive a refund check. Also 
remember dental insurance plans are not designed to cover all of your dental needs. 
 
BENEFITS ARE NOT DETERMINED BY OUR OFFICE - Dental insurance is meant to be an aid in receiving 
dental care. Many patients think that their insurance pays 90%-100% of all dental fees.  This is not accurate.  Most 
plans only pay between 50%-80% of the average total fee.  Some pay more, some pay less.  The percentage paid is 
usually determined by how much you or your employer has paid for coverage or the type of contract your employer 
has set up with the insurance company. 
 
You may have noticed that sometimes your dental insurer reimburses you or the dentist at a lower rate than the 
dentist’s actual fee.  Frequently, insurance companies state that the reimbursement was reduced because your dentist’s 
fee has exceeded the usual, customary, or reasonable fee (UCR) used by the company.  A statement such as this gives 
the impression that any fee greater than the amount paid by the insurance company is unreasonable or well above what 
most dentists in the area charge for a certain service.  This can be very misleading and simply is not accurate.  
Insurance companies set their own schedules and each company uses a different set of fees they consider allowable.  
These allowable fees may vary widely because each company collects fee information from claims it processes.  The 
insurance company then takes this data and arbitrarily chooses a level they call the “allowable” UCR Fee.  Frequently, 
this data can be 3-5 years old and these “allowable” fees are set by the insurance company so they can make a net 
20%-30% profit. Unfortunately, insurance companies imply that your dentist is “overcharging” rather than say they 
are “underpaying” or that their benefits are low.  In general, the less expensive insurance policy will use a lower usual, 
customary, or reasonable (UCR) figure. 
 
I, ___________________________________, have chosen to allow Robert G. Wiese, DDS to file my insurance and 
accept full responsibility for this account. If my insurance company has not paid within 60 days, I will pay the balance 
to Robert G. Wiese, DDS, and the insurance benefits (if any) will be paid to me once received.  I understand it is my 
responsibility to be aware of what type of dental plan I have.  I also understand this office cannot guarantee my 
insurance company will cover all services rendered, and it is only an estimate of benefits.   
 
 
_____________________________    _________________ 
Patient Signature      Date 
 



 

Authorization to Release and Discuss Dental Information 

 
The HIPAA privacy law requires that we (Dr. Wiese and Staff) are only authorized to communicate 

with patients themselves, guardians, insurance providers, primary care physicians, unless we have 

authorization in writing by the patient to communicate with others on their behalf.  Please provide all 

family members or friends you want us to be able to speak with.  Spouses are not automatically 

included; their names must be explicitly stated below.  You may opt out by checking the “Do Not 

Release Information” box below. 

 

Authorization to speak with family/friend (including spouse) 
 

I give the following named (person) authorization to take messages or speak with the office of Robert 

G. Wiese, DDS, on my behalf regarding (please check all items authorized). 

 

Name of authorized person: ______________________________  Relationship:  ____________________ 

Phone Number:  ______________________________ 

___  Appointments ___  Financial ___  Dental Treatment ___  Insurance ___  Other (explain): 

_____________________________________________________________________________________________ 

 

Name of authorized person: ______________________________  Relationship:  ____________________ 

Phone Number:  ______________________________ 

___  Appointments ___  Financial ___  Dental Treatment ___  Insurance ___  Other (explain): 

_____________________________________________________________________________________________ 

 

Authorization to Leave Health Information by Alternate Means 
I authorize Robert G. Wiese, DDS and staff to use the following telephone numbers provided on the 

Patient Registration Form to leave messages via text message, and on voice mail for reminder calls 

and other patient matters. 

___  Home Phone ___  Cell Phone  ___  Work Phone 

 

 

___  DO NOT RELEASE INFORMATION TO ANYONE 

 

I understand that my express consent is required to release any health care information. 

 

With my signature below, I acknowledge and understand that this information will be kept in my 

records and the above parameters will remain in effect until revoked by me in writing.  It is my 

responsibility to notify my dentist and/or staff should I wish to change one or more contacts listed 

above. 

 

Patient’s Name: __________________________________ Date of Birth: ____________________ 
   (Please print name) 

 

 

____________________________________________  _________________________________ 
Signature of Patient or Patient’s Authorized Representative  Date 



 

Robert G. Wiese, DDS  
Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY 

 
We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy practices with respect to 
protected health information, and to notify affected individuals following a breach of unsecured protected health information.  We must follow the privacy practices that are 
described in this Notice while it is in effect.  This Notice takes effect 1-1-2014, and will remain in effect until we replace it. 
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable law, and to make new Notice 
provisions effective for all protected health information that we maintain.  When we make a significant change in our privacy practices, we will change this Notice and post the 
new Notice clearly and prominently at our practice location, and we will provide copies of the new Notice upon request. 
 
You may request a copy of our Notice at any time.  For more information about our privacy practices, or for additional copies of this Notice, please contact us using the 
information listed at the end of this Notice. 
____________________________________________ 
 
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 
 
We may use and disclose your health information for different purposes, including treatment, payment, and health care operations.  For each of these categories, we have 
provided a description and an example.  Some information, such as HIV-related information, genetic information, alcohol and/or substance abuse records, and mental health 
records may be entitled to special confidentiality protections under applicable state or federal law.  We will abide by these special protections as they pertain to applicable cases 
involving these types of records. 
 
Treatment.  We may use and disclose your health information for your treatment.  For example, we may disclose your health information to a specialist providing treatment to 
you. 
 
Payment.  We may use and disclose your health information to obtain reimbursement for the treatment and services you receive from us or another entity involved with your 
care.  Payment activities can include billing, collections, claims management, and determinations of eligibility and coverage to obtain payment from you, an insurance company, 
or another third party.  For example, we may send claims to your dental health plan containing certain health information. 
 
Healthcare Operations.  We may use and disclose your health information in connection with our healthcare operations.  For example, healthcare operations include quality 
assessment and improvement activities, conducting training programs, and licensing activities. 
 
Individuals Involved in Your Car or Payment for Your Care.  We may disclose your health information to your family or friends or any other individual identified by you when 
they are involved in your care or in the payment for your care.  Additionally, we may disclose information about you to a patient representative.  If a person has the authority 
by law to make health care decisions for you, we will treat that patient representative the same way we would treat you with respect to your health information. 
 
Disaster Relief.  We may use or disclose your health information to assist in disaster relief efforts. 
 
Required by Law.  We may use or disclose your health information when we are required to do so by law.   
 
Public Health Activities.  We may disclose your health information for public health activities, including disclosures to: 

x Prevent or control disease, injury, or disability; 
x Report child abuse or neglect; 
x Report reactions to medications or problems with products or devices; 
x Notify a person of a recall, repair, or replacement of products or devices; 
x Notify a person who may have been exposed to a disease or condition; or 
x Notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence. 

 
National Security.  We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances.  We may disclose to authorized 
federal officials health information required for lawful intelligence, counterintelligence, and other national security activities.  We may disclose to correctional institution or law 
enforcement official having lawful custody the protected health information of an inmate or patient. 
 
Secretary of HHS.  We will disclose your health information to the Secretary of the U.S. Department of Health and Human Services when required to investigate or determine 
compliance with HIPAA.   
 
Worker’s Compensation.  We may disclose your PHI to the extent authorized by and to the extent necessary to comply with laws relating to worker’s compensation or other 
similar programs established by law. 
 
Law Enforcement.  We may disclose your PHI for law enforcement purposes as permitted by HIPAA, as required by law, or in response to a subpoena or court order. 
 
Health Oversight Activities.  We may disclose your PHI to an oversight agency for activities authorized by law.  These oversight activities include audits, investigations, 
inspections, and credentialing, as necessary for licensure and for the government to monitor the health care system, government programs, and compliance with civil rights 
laws. 
 
Judicial and Administrative Proceedings.  If you are involved in a lawsuit or a dispute, we may disclose your PHI in response to a court of administrative order.  We may also 
disclose health information about you in response to a subpoena, discovery request, or other lawful process instituted by someone else involved in the dispute, but only if efforts 
have been made, either by the requesting party or us, to tell you about the request or to obtain an order protecting the information requested.  
 



Research.  We may disclose your PHI to researchers when their research has been approved by an institutional review board or privacy board that has reviewed the research 
proposal and established protocols to ensure the privacy of your information. 
 
Coroners, Medical Examiners, and Funeral Directors.  We may release your PHI to a coroner or medical examiner.  This may be necessary, for example, to identify a deceased 
person or determine the cause of death.  We may also disclose PHI to funeral directors consistent with applicable law to enable them to carry out their duties. 
 
Fundraising.  We may contact you to provide you with information about our sponsored activities, including fundraising programs, as permitted by applicable law.  If you do not 
wish to receive such information from us, you may opt out of receiving the communications. 
 
Other Uses and Disclosures of PHI 
 
Your authorization is required, with a few exceptions, for disclosure of psychotherapy notes, use of disclosure of PHI for marketing, and for the sale of PHI.  We will also obtain 
access by using the contact information listed at the end of this Notice (or as otherwise permitted or required by law).  You may revoke an authorization in writing at any time.  
Upon receipt of the written revocation, we will stop using or disclosing your PHI, except to the extent that we have already taken action in reliance on the authorization. 
 
Your Health Information Rights 
 
Access.  You have the right to look at or get copies of your health information, with limited exceptions.  You must make the request in writing.  You may obtain a form to request 
access by using the contact information listed at the end of this Notice.  You may also request access by sending us a letter to the address at the end of this Notice.  If you request 
information that we maintain on paper, we may provide photocopies.  If you request information that we maintain electronically, you have the right to an electronic copy.  We 
will use the form and format you request if readily producible.  We will charge you a reasonable cost-based fee for the cost of supplies and labor of copying, and for postage if 
you want copies mailed to you.  Contact us using the information listed at the end of the Notice for an explanation of our fee structure. 
 
If you are denied a request for access, you have the right to have the denial reviewed in accordance with the requirements of applicable law. 
 
Disclosure Accounting.  With the exception of certain disclosures, you have the right to receive an accounting of disclosures of your health information in accordance with 
applicable laws and regulations.  To request an accounting of disclosures of your health information, you must submit your request in writing to the Privacy Official.  If you 
request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to the additional requests. 
 
Right to Request a Restriction.  You have the right to request additional restrictions on our use or disclosure of your PHI by submitting a written request to the Privacy Official.  
Your written request must include (1) what information you want to limit, (2) whether you want to limit our use, disclosure, or both, and (3) to whom you want the limits to 
apply.  We are not required to agree to your request except in the case where the disclosure is to a health plan for purposes of carrying out payment or health care operations, 
and the information pertains solely to a health care item or service for which you, or a person on your behalf (other than the health plan), has paid our practice in full. 
 
Alternative Communication.  You have the right to request that we communicate with you about your health information by alternative means or at alternative locations.  You 
must make your request in writing.  Your request must specify the alternative means or location, and provide satisfactory explanation of how payments will be handled under 
the alternative means or location you request.  We will accommodate all reasonable requests.  However, if we are unable to contact you using the ways or locations you have 
requested, we may contact you using the information we have. 
 
Amendment.  You have the right to request that we amend your health information.  Your request must be in writing, and it must explain why the information should be 
amended.  We may deny your request under certain circumstances.  If we agree to your request, we will amend your record(s) and notify you of such. If we deny your request 
for an amendment, we will provide you with a written explanation of why we denied it and explain your rights. 
 
Right to Notification of a Breach.  You will receive notifications of breaches of your unsecured protected health information as required by law. 
 
Electronic Notice.  You may receive a paper copy of this Notice upon request, even if you have agreed to receive this Notice electronically on our website or by electronic mail 
(e-mail). 
 
Questions and Complaints 
 
If you want more information about our privacy practices, or have questions or concerns, please contact us. 
 
If you are concerned that we may have violated your privacy rights, or if you disagree with a decision we made about access to your health information or in response to a 
request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, 
you may complain to us using the contact information listed at the end of this Notice.  You also may submit a written complaint to the U.S. Department of Health and Human 
Services.  We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request. 
 
We support your right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health 
and Human Services. 
 
Our Privacy Official: Jeni Hodge 
   6810 Murphy Road, Suite 100 
   Sachse, Texas  75048 
   Office 972-414-7195, Fax 972-469-1880, e-mail    drwiese@firewheeldentist.com 
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