Our Mission
Our mission is to guide our patients along a path of optimal dental health by delivering the
highest possible level of care in a friendly, safe, and comfortable environment. Through our
team of professional, compassionate and committed employees, we aim to improve patient
health, appearance, self-confidence and overall quality of life.

Appointment Changes
We value our patients and their needs for an appointment. We require a notice of two business
days if an appointment needs to be changed. If less than two business days are given to
change an appointment; a $50 deposit will be required to reserve your rescheduled
appointment time. This fee will be applied toward your treatment that day and will be
nonrefundable should you cancel the appointment. Please note that this fee is not covered by
dental insurance and payment is the patient’s responsibility at time of visit.

Financial Options
All emergency dental services, or any dental services performed without prior financial
arrangements, MUST be paid for at time of visit. We take many forms of payment:
Cash/Check/Visa/MasterCard/Discovery/American Express. We also offer a variety of
finance options that include spreading payments over time. This can be discussed at your visit.

Dental Insurance
We will be glad to send claims to your Insurance Company, as for Secondary Insurance, only if
we are a PPO provider for that company we will do so as well. Insurance estimates provided by
our office are courtesy to our patients we try to provide a breakdown in benefits for you, but
you need to be fully aware of your benefits in which they cover or not cover. In the event that
your Insurance carrier pays less or does not cover treatment, you are responsible for the
unpaid balance due immediately.
I have read the above policies of Discovery Dental-Marissa Miller and understand my responsibility as a patient.

Signature: ______________________________________________________ Date: _________________

Patient Information
Patient Name: _______________________________________________ Date: ____________________
Address: _____________________________________________________________________________
City: _______________________State: ______________________________Zip code: _______________
Male ____ Female ____ Status: Single ____ Married ____ Child ____Other ____
Social Security #: __________________________

Birth Date: ____________________________

Home Phone: _____________________________

Cell: _________________________________

Work: __________________________________

Email: _________________________________

Spousal/Parent/Guardian
Name: __________________________________ Relationship to Patient__________________________
Phone: __________________________________

Cell: ____________________________

Who can we thank for referring you? ___________________________________________________

Insurance Information
Name of Insured: ______________________________________Insured’s Birth Date: _______________
Relationship to Insured: Self ____ Spouse ____ Child ____ Other ____
ID/SS ____________________________________ Group # ___________________________________

Insured’s Employer Name: _______________________________ Work Phone: ____________________

Insurance Plan Name: _____________________Address/Phone: _______________________________

www.discoverydentalshelby.com

(419)342-4217

Last Name: _________________________First Name: __________________________ Date: ______________________

Have you ever had any of the following? Please check YES or NO:
Y N
Y N
Y N
AIDS/HIV
Excessive Bleeding
Hypoglycemia
Alzheimer’s Disease
Excessive Thirst
Jaundice
Anemia
Fainting
Kidney Disease
Arthritis
Fever Blisters
Liver Disease
Artificial Joints/Hips
Frequent Cough
Lung Disease
Artificial Heart Valve
Glaucoma
Mental Disorders
Asthma
Growths
Mitral Valve Prolapse
Blood Disease
Hay Fever
Nervous Disorders
Blood Transfusion
Head Injuries
Pacemaker
Bruise Easily
Heart Disease
Pain in Jaw Joints
Cancer
Heart Trouble
Pregnant Currently
Cholesterol
Due date:_________
Heart Murmur
Chest Pain/Angina
Pre Med
Heart Surgery
Cold Sores
Psychiatric Care
Heart Attack
Cortisone Medicine
Radiation/Chemo
Hemophilia
Diabetes
Recent Weight Loss
Hepatitis A / B / C
Dizziness
Respiratory Problems
Herpes
Drug Addiction
Rheumatic Fever
High Blood Pressure
Emphysema
Rheumatism
Low Blood Pressure
Epilepsy or Seizures
Scarlet Fever
HIV/AIDS
Shortness of Breath

Y N
Sickle Cell Anemia
Sinus Problems
Sleep Apnea
Stomach Problems
Stroke
Swelling of Feet /
Ankles or Hands
Thyroid Disease
Tuberculosis
Tumors
Ulcers
Venereal Disease
Yellow Jaundice
Allergy: Penicillin
Allergy: Latex
Allergy: Sulfa Drugs
Allergy: Ibuprofen
Allergy: Tetracycline
Allergy: Aspirin
Allergy: Codeine
Allergy: Epinephrine
Allergies:_________

Have you ever taken any Osteoporosis Medications? No __ Yes __ (Bisphosphonates)
Please Circle:
Actonel Aclasta Atelvia Aredia Boniva Binosto Didronel Evista Fosamax Reclast Skelid Zometa
List ALL Medications: ______________________________________________________________________________
If you have a list, we will make a copy.

________________________________________________________________________________________________
Have you had a Joint Replacement? Yes___ No___ Have you been told by a physician to take a Pre Medication? Y__ N__
Have you been admitted to a hospital or needed emergency care during the past two years?
If yes, please explain: ______________________________________________
Are you now under the care of a physician? If yes, please explain: ___________________________________________
Name of Physician: _______________________________________________ Phone: ____________________________
History of Tobacco Use:
Do you Smoke? No Yes How Long: ________ Do you Chew Tobacco? No
Yes How Long: ________________
Do you have a specific dental problem? No
Yes _________________________________________________
Do you brush and Floss 2 times a day? No Yes
_________________________________________________
Do you have any of the following?
Bleeding Gums?
No Yes
Loose Teeth?
No Yes
Active Decay (cavities)
No Yes
Gum Disease?
No Yes
Jaw joint (TMJ) problems? No Yes
Do you want to keep your remaining teeth?
No Yes
Have you ever had any complications following dental treatment? If yes, please explain: _________________________
Do you have sores or growths in your mouth?
No Yes
_________________________
Have your past experiences in a dental office always been positive? No
Yes
_________________________

What is most important to you about your SMILE? _____________________________________________________
To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have any
change in my health, or if my medicines change, I will inform the doctors at the next appointment without fail.

Signature:

Date:

NOTICE OF PRIVACY PRACTICES-DISCOVERY DENTAL-MARISSA L. MILLER
DDS

Protecting Your Confidential Health
Information is Important to Us

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.

Our Promise
Dear Patient:
This notice is not meant to alarm you. Quite the opposite! It is our
way to communicate to you that we are taking the Federal law
(HIPAA-Health Insurance Portability and Accountability Act) very
seriously. This is to protect the confidentiality of your health
information. We never want you to delay treatment because you
are afraid your personal health history might be unnecessarily
made available to others outside our office.

Why do you have a privacy policy?
The Federal government legally enforces the importance of the
privacy of health information largely in response to the rapid
evolution of computer technology and its use in healthcare. The
government has appropriately sought to standardize and protect
the privacy of the electronic exchange of your health information.
We reserve the right to change our privacy practices and the
terms of the 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.

As Required By Law
We may use or disclose your health information as required
by any statue, regulation, court order or other mandate
enforceable in a court of law.

Abuse or Neglect
We may disclose your health information to the responsible
government agency if (a) the Privacy Official reasonably
believes that you are a victim of abuse, neglect, or domestic
violence, and (b) we are required or permitted by law to
make the disclosure. We will promptly inform you that such
a disclosure has been made unless the Privacy Official
determines that informing you would not be in your best
interest to you.

Public Health and National Security
We may disclose to military authorities the health
information of Armed Forces personnel under certain
circumstances. Health information could be important
when the government believes that public safety could
benefit under prevention of an epidemic or a new side
effect of a drug treatment.

How we may use and disclose health information
about you.
We will use and communicate your HEALTH INFORMATION
only for the purposes of providing your treatment,
obtaining payment, conducting healthcare operations, and
as otherwise described in this notice. We will use your HEALTH
INFORMATION within our office to provide you with care. This
may include administrative and clinical office procedures designed
to optimize scheduling and coordination of care. In addition, we
may share your health information with pharmacies or other
healthcare personnel providing you treatment.

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
include billing, collections, claim management, and
determinations of eligibility, and coverage to obtain payment
from you, an insurance company, or another third party.

Healthcare Operations
We may disclose your health information in connection with our
healthcare operations. For example, healthcare operations
include quality assessment and improvement activities,
conduction training programs, and licensing activities. Also
included can be disclosed during audits by Insurance companies
or government appointed agencies as part of their quality
assurance and compliance reviews.

Patient Reminders
Because we believe regular care is very important to your health,
we will remind you of your upcoming appointments or
appointments needed in the future. We may contact you either
via phone, postcards, letters, email or by text message. (Unless
you tell us you do not want to receive these reminders).

Business Associates
We have contracted with one or more third parties (referred to as
a business associate) to use and disclose your health information
to perform services for us.

Family, Friends, and Caregivers
We may share your health information with those you tell us
will be helping you with our treatment, medications, or
payment. We will ask permission first. In case of an emergency,
where you are unable to tell us what you want, we will use our
judgment when sharing it.

Workers Compensation
We may disclose your health information as required or
permitted by compensation laws.

Judicial & Administrative Proceedings

Law Enforcement

If you are involved in a lawsuit or a dispute, we may disclose
your health info about you in response to a subpoena or
request to produce documents.

As permitted or required by State or Federal law, me may
disclose health information to law enforcement for certain
purposes, if you are a victim of a crime or in order to report
a crime.

We may use or disclose you r health information in a manner
which is incidental to the uses and disclosures describe in this
notice.

Incidental Use & Disclosures

Health Activities
We may disclose health info to government agency overseeing
the health care system.

Coroners, Medical Examiner, 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 psychotherapy notes, use or disclosure of PHI for
marketing, and for the sale of PHI. We will also obtain your
written authorization before using or disclosing your PHI for
purposes other than those provided for in 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.

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 contract 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 or Complaints
You’re 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.
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.

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

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
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.

Patient Acknowledgment
PRINT PATIENT NAME:

_________________________________
Thank you very much for taking time to review how we
are carefully using your health information. If you have
any questions we want to hear from you. If not, we
would appreciate very much your acknowledging your
receipt of our policy by signing this form.

Patient Signature:

______________________________________________
DATE: ________________________________________

