ACKNOWLEGEMENT OF RECEIPTS OF PRIVACY PRACTICE
*You may refuse to sign this acknowledgement*

I, _____________________ have received a copy of this office’s “Notice of Privacy
Practices”.

Printed name

Signature & Date

For Office Use Only
We attempted to obtain written acknowledgment of our Notice of Privacy Practices but were
unable to for the following reason:
o Individual refused to sign
o Communication barriers prohibited obtaining it.
o An emergency situation prevented us from obtaining it.

o

Other: Specified:

______________________________________________________
______________________________________________________
______________________________________________________

FINANCIAL AGREEMENT
Dear Patient,
It is our goal to make sure our patients understand not only their dental treatment and care, but also
how paying for our services works. By signing this, you are stating you understand your financial
obligations and rights.
If you have dental insurance, we will help you receive your maximum allowable benefits. In order to
achieve these goals, we need your assistance and understanding of our payment policy. Our hope is that
any misunderstandings can be avoided. Our professional services are rendered to the patient and not to
the insurance company. The insurance company is responsible to the patient and the patient is
responsible to the doctor for payment of services. Due to constantly changing insurance contracts,
benefits and deductibles and misinformed insurance company representatives, we are only able to
approximate your insurance coverage. As a courtesy to you, we will file your insurance claim at no
additional charge. If the insurance company pays less than expected, you will be charged the difference.
If we haven’t received payment from your insurance carrier after 120 days, we reserve the right to
charge the balance back to you.
Final responsibility for payment rests with the person responsible for your account. (Patients who
accompany minor children are responsible for the charges incurred.) If you have concerns about the
insurance reimbursement, it is your responsibility to contact your insurance carrier to resolve the
problem. Payment for co-payments or other charges are due at the time of service.
Acceptable forms of payment are cash, personal check, American Express, Discover, MasterCard and
Visa. For you convenience, our office has made arrangements with the dental credit card, Care Credit.
We are proud to be able to offer lower monthly payments with an interest free period to our valued
patients who qualify for credit. If interested, please ask for details.
If for any reason you request a records or x-ray transfer, an administrative fee may be charged at our
discretion.
A fee of $39 will be assessed on returned checks.
If credit is extended for any reason, I authorize your office to obtain my credit report. I understand that
treatment fees quoted are honored for up to a three month time period and may change after that. If
you have any questions about the above information or any uncertainty regarding insurance coverage,
please don’t hesitate to ask. We are here to help you! ~Implants & Periodontal Arts
_________________________________________________________________________________
Patient Name, Signature & Date

HIPAA

PRIVACY

FORM

1

Notice of Privacy
Practices
Purpose: This form, Notice of Privacy Practices, presents the information that federal law
requires us to give our patients regarding our privacy practices. {Note: this form may need to be
changed to reflect the dental practice’s particular privacy policies and/or stricter state laws.}
We must provide this Notice to each patient beginning no later than the date of our first service
delivery to the patient, including service delivered electronically, after April 14, 2003. We must
make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the
patient. We must also have the Notice available at the office for patients to request to take with
them. We must post the Notice in our office in a clear and prominent location where it is reasonable to expect any patients seeking service from us to be able to read the Notice. Whenever the
Notice is revised, we must make the Notice available upon request on or after the effective date of
the revision in a manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting a Notice.
We must also post the revised Notice in our office as discussed above.
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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.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect ______________, 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. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we created or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available 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.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:
Treatment: We may use or disclose your health information to a physician or other healthcare provider pro-

viding treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide to you.
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training
programs, accreditation, certification, licensing or credentialing activities.
Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your health information for any reason except those described in this Notice.
To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.
Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your care, of your location, your general condition, or death. If you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our
professional judgment disclosing only health information that is directly relevant to the person’s involvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.
Marketing Health-Related Services: We will not use your health information for marketing communications
without your written authorization.
Required by Law: We may use or disclose your health information when we are required to do so by law.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health
or safety of others.

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 of protected health information of inmate or patient under certain circumstances.
Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS
Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a 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 charge you
a reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us
99
a letter to the address at the end of this Notice. If you request copies, we will charge you $0.______
for each page,
50.00 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed
$_______
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)
Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. 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 these additional requests.
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).
Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to alternative locations. (You must make 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.
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.
Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

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 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.

Dr. Chandan Walia
Contact Officer: _____________________________________________________________________________________
480 963 2787
Telephone: __________________________________________
Fax: ___________________________________________

imperioartsaz@gmail.com
E-mail: ____________________________________________________________________________________________
3800 W RAY RD, STE B6, CHANDLER AZ 85226
Address: __________________________________________________________________________________________
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PATIENT INFORMATION
Welcome to our ofﬁce. We appreciate the conﬁdence you place with us to provide dental services. To assist us in serving you, please
complete the following form. The information provided on this form is important to your dental health. If there have been any changes
in your health, please tell us. If you have any questions, don’t hesitate to ask.
Patient name: ____________________________________________________ Date of birth: _______________

Sex: _________

Age: _______

Home address: ____________________________________________

City: ___________________

State: _______

Zip: ________________

Billing address (if different): _________________________________

City: ___________________

State: _______

Zip: ________________

Home phone: __________________ Cell:____________ E-mail: __________________ Driver’s license #: ______________________ State: ______
SS #: ___________________________________ Employer/Occupation: ___________________________ Bus. Phone: _______________________
Spouse’s name & phone #: _____________________________________

Emergency phone # (other than spouse): ________________________

Primary dental insurance:______________________________________

Group #: ___________________________________________________

Secondary dental insurance: ___________________________________

Group #: ___________________________________________________

Subscriber’s name: ___________________________________________

Date of birth: __________________ SS #: ______________________

Name of your medical doctor:___________________________________

Date of last visit to medical doctor: ______________________________

Name of previous dentist: ______________________________________

Date of last visit to dentist: _____________________________________

Referred to us by: ___________________________________________

__________________________________________________________

DENTAL HEALTH HISTORY
Yes

No

Are you apprehensive about dental treatment? ___________ ■

■
■
■
■
■
■
■

Have you had problems with previous dental treatment? ___ ■
Do you gag easily? __________________________________ ■
Do you wear dentures? _______________________________ ■
Does food catch between your teeth? ___________________ ■
Do you have difﬁculty in chewing your food? ____________ ■
Do you chew on only one side of your mouth? ___________ ■
Do you avoid brushing any part of your mouth
because of pain? ________________________________ ■
Do your gums bleed easily? ___________________________ ■
Do your gums bleed when you ﬂoss? ___________________ ■
Do your gums feel swollen or tender?___________________ ■
Have you ever noticed slow-healing sores in or
about your mouth?_______________________________ ■
Are your teeth sensitive? ______________________________ ■
Do you feel twinges of pain when your teeth come in
contact with:
Hot foods or liquids? ___________________________ ■
Cold foods or liquids? __________________________ ■
Sours? _______________________________________ ■
Sweets? ______________________________________ ■
Do you take ﬂuoride supplements? _____________________ ■
Are you dissatisﬁed with the appearance of your teeth? ____ ■
Do you prefer to save your teeth? ______________________ ■
Do you want complete dental care? ____________________ ■

Yes

No

How often do you brush?
______________________________
How often do you ﬂoss?
______________________________
Does your jaw make noise so that it bothers you
or others? ______________________________________ ■ ■

Do you have earaches or pain in front of the ears? ________ ■

■
■
■
■
■

Do you have any jaw symptoms or headaches
upon awaking in the morning? _____________________ ■

■

Does jaw pain or discomfort affect your appetite,
sleep, daily routine, or other activities?______________ ■

■

■
■

Do you ﬁnd jaw pain or discomfort extremely
frustrating or depressing? _________________________ ■

■

Do you take medications or pills for pain or discomfort
(pain relievers, muscle relaxants, antidepressants)? ________ ■

■

■
■
■
■
■
■
■
■

Do you have a temporomandibular (jaw) disorder
(TMD)? ________________________________________ ■

■

■
■
■
■

Do you clench or grind your jaws frequently? ____________ ■
Do your jaws ever feel tired? __________________________ ■
Does your jaw get stuck so that you can’t open freely? ____ ■
Does it hurt when you chew or open wide to take a bite? __ ■

Do you have pain in the face, cheeks, jaws, joints,
throat, or temples? _______________________________ ■
Are you unable to open your mouth as far as you want? ___ ■
Are you aware of an uncomfortable bite? ________________ ■
Have you had a blow to the jaw (trauma)? _______________ ■
Are you a habitual gum chewer or pipe smoker? _________ ■

■
■
■
■
■

MEDICAL HEALTH HISTORY:

Do you have, or have you had, any of the following?
Yes

No

■
■
■
■
■
■
■
■
■
■
Blood Problems ________________________ ■
Easy bruising ______________________ ■
Frequent nosebleeds ________________ ■
Abnormal bleeding _________________ ■
Blood disease (anemia) ______________ ■
Ever require a blood transfusion? ______ ■
Allergy Problems _______________________ ■
Hay fever _________________________ ■
Sinus problems _____________________ ■
Skin rashes ________________________ ■
Taking allergy medication ___________ ■
Asthma ___________________________ ■
Intestinal Problems _____________________ ■
Ulcers ____________________________ ■
Weight gain or loss _________________ ■
Special diet ________________________ ■
Constipation/Diarrhea _______________ ■
Kidney or bladder problems __________ ■
Bone or Joint Problems __________________ ■
Arthritis ___________________________ ■
Back or neck pain __________________ ■
Joint replacement __________________ ■

Yes

■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■
■

Heart Problems ________________________
Chest pain _________________________
Shortness of breath _________________
Blood pressure problem _____________
Heart murmur _____________________
Heart valve problem ________________
Taking heart medication _____________
Rheumatic fever ___________________
Pacemaker ________________________
Artiﬁcial heart valve ________________

Diabetes ______________________________
Urinate more than 6 times a day ______
Thirsty or mouth is dry much of the time
Family history of diabetes ____________

■
Stroke(s) ______________________________ ■
Frequent or severe headaches ____________ ■
Thyroid problems _______________________ ■
Persistent cough or swollen glands ________ ■
Premedications required by physician _____ ■

■
■
■
■
■
■

■

■

Cancer/Tumor _________________________

Are you allergic, or have you reacted adversely,
to any of the following?
Local anesthetics (“Novocaine”)
Penicillin or other antibiotics
Sulfa drugs
Barbiturates, sedatives, or sleeping pills
Aspirin, Acetaminophen, or Ibuprofen
Codeine, Demerol, or other narcotics
Reaction to metals
Latex or rubber dam

■
■
■
■

■
___________________ ■

■
■

Tuberculosis or other respiratory disease ____
Do you drink alcohol?
If so, how much?

_________________________

Do you smoke? ________________________ ■
■
If so, how much?
__________________________

■
Herpes or other STD ___________________ ■
HIV-positive/AIDS ______________________ ■
Glaucoma _____________________________ ■
Do you wear contact lenses? _____________ ■
History of head injury? __________________ ■
Epilepsy or other neurological disease? ____ ■
History of alcohol or drug abuse? _________ ■

■
■
■
■
■
■
■
■

Hepatitis, jaundice, or liver trouble ________

Do you have any disease, condition, or problem not listed
previously that you feel we should know about?
If so, please describe: ____________________________________

During the past 12 months, have you taken
any of the following?
Antibiotics or sulfa drugs
Anticoagulants (e.g., Coumadin)
High blood pressure medicine
Tranquilizers
Insulin, Orinase, or similar drug
Aspirin
Digitalis or drugs for heart trouble
Nitroglycerin
Cortisone (steroids)
Natural remedies
Nonprescription drug/supplements

(e.g., total hip, pins, or implants)
Fainting Spells, Seizures, or Epilepsy ______

No

■
■
■
■

Yes

No

■
■
■
■
■
■
■
■
■
■
■

■
■
■
■
■
■
■
■
■
■
■

Other __________________________________________________
______________________________________________________

Women
Yes

No

■
■
■
■
■
■
■
■

■
■
■
■
■
■
■
■

Other __________________________________________________

Are you taking contraceptives or
other hormones?
Are you pregnant?
If so, expected delivery date:
Are you nursing?
Have you reached menopause?
If so, do you have any symptoms?

Yes

No

■
■

■
■

____________________

■
■

■
■

_____________________

__________________________________________
Notes: _____________________________________________

Notes: ___________________________________________

__________________________________________________

_________________________________________________

Patient/Parent Signature: ________________________________

________________________________

Dentist Initial: ______________________________________

Date: _____________
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