
Paticnt Information

First Name:

MAGNoLIA RIDGE
DENTAL ASSoCIATES

3331 Hamilton Mill Rd Bldg 200 Suire 2200, Buford, GA 30519

Middle Initial

Prefcrred Name:

Address:

City, State, Zip:

Home Phonc: Work Phonc:

l'lmail

Preferrcd Conract Method: O TExl' o IIMAIL o CEI-L PfloNE

Social Sccurity #,_ Drivers License #:

Iimployer: Job Title:

Sex:nFemaleoMale Marital Status: o Married o Single o Divorced oWidow

How did you hear about us:

Emergency Contact:

Preferred Billing Method: o MAIL o EMAIL

Responsible Party (if someone other than thc patient)

First Name:_Last Name:

Addrcss:

Emergency Phone#:

Birth Date:

City, State, Zip

Cell Phone: Work Phone:

Primary Insurancc Information

Name of Subscribcr:

Insurance Company:

Subscribcr [)atc ol l]irth

Insurance phone #---
Member ID: Subscriber Social Security#

Employer:

Signature of Rcsponsible Party:

Grou

Datc:

Last Name:

Date of Birlh:

CelI Phone:



MAGNOLIA RI DGE
D E NTAL ASSOC IATES

Allhowh dc al Frsonncl primarily trcat thc area in and around your mouth, your mouth is a pan ofyour entirc My Hcalfi problems fial you may have or

mcdication that you may be taking could have an imporlanl intcnclationship urth thc dentistry yotr will rec€ivc. Tha.k you for an$ Ering th. following qucslionsl

Are you under a physician's care now?

Have yourever been hospitalized or had a major operation?

Have you been advised to p.emedicate b€forc deotal lx?

Do you use controlled substanc€s?

Do you use tobacco?

Plcss. lin r.aso.r snd mcdicatim:

Plcasc list:

O Ycs

OYca

OY6
O Ycs

O Ycs

ONo

ONo

ONo

ONo

ONo

Pleasc list:

Plcase lisl:

Women: Are you Prcgnany'T.-vilg to get pregnant O Yes

Do you have or have you had any ofthe following?

Taliing oral co[t accptives O Yes

Aids/Hfv Positive O Yes

Anaphylaxis O Yes

Hcrpca O Ycs

High Blood Prcsgurc O Ycs

High Cholesterol O Yes

Sh,ngles O Yes

Aithma O Y€s

Spina Bifida O Yes

Frequent Headaches O Yes

LD\,, Blood Pressur O Yes

Thlroid Dis.is€ O Yes

Cold Sore/F.ver Elistcrs O Yes

Pacemaker O Ycs

venereal Discasc O YEs

Hemophilia

Hcpatitis A, B, or C

Rheumatic Fevcr

Rheumatism

Scarlett Fever

Anificial Joinr

Fainting/Diziness

Blood Transfusion

Llver Diseasc

Sweuing ofLimbs

AllergievHay Fcver

Pain in Ja*,,Joints

Ulcers

ADDiADHD

Alz-heirhcls O

Renal D8lysis O

Angina O

AnhririJcour O

AnificalValve O

Hypoglycemia O

Blood Discase o
lrukcm,a o
Strokc O

Canccr O

Geoporosis O

TumorJcrol,llh O

Heart Trouble O

Aulism O

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

O Yes

O Yes

O Ycs

O Ycs

O Yes

o Y€s

O Yes

o Ycs

O Ycs

o Yes

O Ycs

O Ycs

o Ycs

O Ycs

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo

ONo Ycs

O Yes

O Ycs

OY6
O Yas

O Yes

O Yes

O Y.s

O Yes

o Yes

o Yes

O Yes

O Ycs

O Y.s

Diabctes

Anemia

Emphyscna

Epil€psy8cizurcs

HiveYRash

Sickle Cell Disease

Kidn€y Problcms

Stomach/lntrstinal Diseasc

Bruise Easily

Lung Discas€

Tubcrculosis

Congcnital Hcan Disordor

Psychi.tric Carc

ONo

ONo

ONo

ONo

ONo

oNo
ONo

ONo

ONo

ONo

ONo

ONo

ONo

D,o you havc any mcdical condition not listcd abov€?

Comments:

O Yes O No lfycs, plaas.list b€low in comm.nls.

To the best ofmy knowledge, lhe questions on this form have been acurately answered. I understand lhal pro\.iding inconecl

information can be dangerous to my (or patient's) health. tt is my rcsponsibility to inform oflica ofany changes in medical status

Signature ofPatien! Parent or Guardian:

x Date:

PATIENT MEDICAL HISTORY Patient Namc: DOB:

Do you have or have you ever taken any ofthe following medications?

Blood Thinner_ Cortisone Medicine _ High,{-ow Blood Pressure _ Phen-fen or Redux _
Ct,RRENT MEDICATIONS, REASON and DOSAGEI

Arc you allergic to any ofthe following?

Aspirin _ Penicillin _ Codeine _ tatex _ Sulfa Drugs _ l,ocal Ancsthelics _
OTHER ALLERGIES:



MAGNoLI Rrncr

Welcome to our practice!

We appreciate the trust you have placed in us

OFFICE POLICIES
Payment is due at the time service is rendered. We accept cash, check and all major credit cards. lf
you present a check for insufficient funds or stop payment on an issued check, you will be charged a

$30.00 processing fee.
ln the event that your account is turned over to our collection agency, a 40% charge will be added on to
the entire family balance. lf an account is turned over to collections, all family members will be

automatically dismissed.
lf you break an appointment with our office, we ask for a 24-hour notice of cancellation. lf we do not
receive a 24-hour notice, you will be charged a $30.00 fee for the scheduled appointment. lf you

repeatedly miss scheduled appointments, you may be asked to pursue treatment elsewhere.

INSURANCE

Professional services are rendered and charged to you, not your insurance company. Please
understand that the contract is between you and the insurance company and payment for services
is your responsibility. We will accept assignment of claims for primary insurance. All deductibles and
coinsurances are due at the time of treatment.
Our office will not enter into a dispute with your insurance company over your claim. This is your

responsibility and obligation. lf at the end of 60 days your insurance company has not paid, you are
responsible for the entire balance. Upon request, we will supply you with a copy of the claim so that you

can resubmit if necessary.

ln order to honor any insurance benefits, you must provide insurance identification (i.e., insurance cards,
phone numbers, & picture l.D.) and we must be able to verify the current benefits available. lt is your

responsibility to provide new policy information to our office if your insurance changes.

Be advised that you may be billed for services that your insurance company will not cover due to
exclusions or plan limitations. ln most cases, a pre-treatment estimate can be sent to your insurance

company, therefore giving us an estimated portion due by you at time of service.

Please be advised that we do not do amalgams (silver fillings) in our office. At times, insurance may pay

the composite (white) restorations at a reduced rate, making you responsible for the balance owed.

I have read and understand the statements outlined above,

PatienU Responsible Party

Signature Date

DTNTAL ASSOCIATES



MAGNoLIA Rrocr
DENTAL ASSOCIATES

Patient Name: Patient Date of Birth:

HIPAA laws and regulations prevent disclosure ofyour medical information to anyone other

than yourself, insurance company, or specialist you are referred to. This form allows us to share

information with other person(s) with your permission.

I authorize Magnolia Ridge Dental to speak to the following person(s) listed below on my

behalf:

Please print names of persons or write "none".

Type of information authorized to be disclosed (check all that apply):

Dental treatm ent

Appointments

Patient finances and fiscal responsibilities

Patient Signature: Date:

Authorization Form for Use or Disclosure of Patient lnformation

E
E



MecNoln Rrocr
DTNTAL ASSoCIATES

ACKNOWLEDGEMENT OF REGEIPT OF NOTIGE OF PRIVACY
PRAGTIGES

copy of this office's Notice of Privacy Practices.
have received a

Please Print Name

Signature

Date

For Office Use Only

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

( ) lndividual refused to sign

( ) Communications barriers prohibited obtainang the acknowledgement

( ) An emergency situation prevented us trom obtaining acknowledgement

( ) Other (please specify)

*YOU MAY REFUSE TO StGN THIS ACXNOWLEDGEMENT-



MAGNOLIA RJDGE DENTAL ASSOCIATES
NOTICE OF PRIVACY PRACTICES

As Required by the Privacy Regulations Created as a Rcsult ofthe Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

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 informatjon. We are also required to give you this Notjce

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 eflecl 121406, 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 pemitted by applicable

law. We reserve the rjght 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 signincant 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 inlormation about our privacy practjces, or for additional copies of his Notice, please

contact us using the informatjon listed at the end of this Notice.

USES AND DISCLOSURES oF HEALTH lNFORilATloN
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 providing featment to you.

Paymont: We may use or disclose your health information to obtain payment for seftices 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 activitjes, reviewing the mmpetence or qualifications of healthcare professionals, evaluating

practittoner and provider performance, conducting training programs, accreditation, certjficaton, licensing or credentaling actjvities.

Your Authorization: ln addition to our use of your health information lor featrnent, payment or healthcare operatons, you may give us written

authorization to use your health information or to disclose it to anyone for any purpose. lf you give us an authorization, you may revoke itin Y{ritlng

at any tlme. 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 heallh information to you, as described in the Patient Rights section ol this Notce We may

disclose your hlaffr information to a family member, friend or oher person to the extent necessary to help with your healficare or with payment lor

your healthcare, but only if you agree that we may do so

persons lnvolved ln 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 repreientative or another person responsible for your care, of your location,,our general condition, or death. lf you

are present, the; prior to use or disclosure of your health information, we willprovide you with an opportunity to objectlo such uses or disclosures'

ln the eveni of your incapacity or emergency iircumstances, we will disclose irealtr information based on a determination using our professional

jrOg",..ioir.f,jri.g .nty treaith informitionihat is directly relevant to the person's involvement in you healthcare We will also use our professional

iuO6r"nt anO orr Jrperience with common practice to m;ke reasonable inferences of you best interest in allowing a person to pick up filled

preicriptions, medical supplies, x-rays, or other similar forms of health information'

Marketing Health.Relatgd Services: We will not use your health information for marketing communication wjthout 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 heallh information to appropriate authorities if we reasonably believe that you are a possible victim of

,'U*rq n.Sl..i, o, domestic viotence or tne porriuf" ,i.tir.of otnei.crihes. We may disclose your health information to the extent necessary to ave(

a serious 6reat 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 offcials health information required for lawful intelligence, counterintelligence, and other national security activitjes.

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 appointrnent 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 requestthatwe provide copies in a

format other than photocopies. We will use the format you request unless we €nnot 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 a letter to

the address at the end of this Notice. lf you request copies, we wiil charge you $ .25 for each page, $_ per hour for staff time to locate and youte
your health information, and postage if you want the copies mailed to you. lfyou request an alternative format, we will charge a cost-based fee lor
providing your health information in thal format. lf 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 ofour fee structure. )

0isclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclose you health information for
purposes, other than treatment, payment, healthcare operations, and cerlain other activities, for the last 6 years, but not before April 14, 2003. lf you

request this accounting more than once in a 12-month period, $/e may charge you a reasonable, cost-based fee for responding to these additional
requests.

Restriclion: You have the rightto request that we place additional restrictions on ouruse ofdisclosure 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
altemative locatjons. (You must make your request in writing.) Your request must specify the altemative means or location, and provide satisfactory
explanation how payments will be handled under the altemative means or location you request.

Amendment: You have the right to request that we amend your healh information. (Your request must be in writing, and it must explain why the
information should be amended.) We may deny your request under c€rtain circumstances.

Eleclronic Notice: lf you receive this Notice on our Web site or by eleckonic mail (email), you are entiued to receive this Notice in written form.

QUESTIONS AND COiIPLAINTS
lf you $rant more information about our privacy practices or have questions or concerns, please contact us

lf 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
altemative 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 writlen complaint of he U.S. Departrnent of Health and Human Services. We will provide you with the address to file your complaint to 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 clmplaint with us or with the
U.S. Department of Health and Human Services.

Contact Telephone: (678) 541-0770 Fax:.l.678) 541-0721

Addressr 3331 Hamilton Mill Road BLDG 200 STE 2200, Buford, cA. 30519


