
Patient Information 

We are pleased to WELCOME you to our office!  Please take a few minutes to fill out this form as completely as you can.  
If you have any questions, we will be glad to help you. 

PATIENT INFORMATION
Name: ______________________________________________________________ _________________________

Last First MI Preferred Name

Birthday: _____/______/______  SSN: ________-______-____________   Gender: [  ]M  [  ] F Married: [  ] Y  [  ] N

Home Phone: (_____) ______-________  Work Phone: (_____) ______-________  Cell Phone: (_____) ______-________

E-mail (We will not share your e-mail information):  _______________________________________________________

Address: __________________________________________________________________________________________

City: ______________________________________  State: ___________________  Zip: __________________________

Employer: _________________________________________________________________________________________ 

Employer Address: ___________________________City: _____________________ State: _________ Zip: ___________ 

How did you hear about us? If someone referred you here, please write down their name so that we may thank them: 

__________________________________________________________________________________________________

INSURANCE POLICY 1
Subscriber Name: _____________________________________ Subscriber ID #: ________________________________

Your relationship to Subscriber: [  ] Self   [  } Spouse   [  ] Child  Subscriber Birthdate: ___________________________ 

Insurance Company: ________________________________________________________________________________ 

Insurance Company's Phone Number (Located on the back of your card): ______________________________________ 

Subscriber's Employer: _____________________ Group Name: ________________ Group Number: ________________

INSURANCE POLICY 2
Subscriber Name: _____________________________________ Subscriber ID #: ________________________________

Your relationship to Subscriber: [  ] Self   [  } Spouse   [  ] Child  Subscriber Birthdate: ___________________________ 

Insurance Company: ________________________________________________________________________________ 

Insurance Company's Phone Number (Located on the back of your card): ______________________________________ 

Subscriber's Employer: _____________________ Group Name: ________________ Group Number: ________________

AUTHORIZATION

I hereby authorize Cheaha Family Dentistry to release all information necessary to secure the payment of insurance 
benefits.  I authorize the use of this signature on all insurance submissions whether manual or electronic.  I authorize 
and request my insurance company to pay insurance benefits directly to Cheaha Family Dentistry otherwise payable to 
me.  I understand that my dental insurance may pay less than the actual bill for services.  I agree to be responsible for 
payment of all services rendered on my behalf or my dependents.

Signature: _______________________________________________________  Date:_____________________________ 



Name of Medical Doctor: ___________________________________________ City _____________________ State _______

Emergency Contact: ______________________________ Phone:  (_____) ______-________ Relationship: _______________

Please list all of the medications you are now taking:  [   ] None 
_____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________  
Please list all of the medications that you are allergic to:  [   ] None 
_____________________________________________________________________________________________________ 
_____________________________________________________________________________________________________  
Please check all that apply:

Medical and Dental History

Heart Problems  
Bleeding Problems    
Artificial Heart Valve  
High Blood Pressure   
Blood Disease (Anemia)  
HIV / AIDS 
Diabetes 
Stroke  

[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 

WOMEN ONLY: Are you pregnant? [ ] Yes [ ] No If yes, what is your expected due date? __________________________

DENTAL HISTORY
Reason for today's visit: _______________________________________________  Are you in pain? ___________________
Which of the following oral health conditions have you experienced since your last dental exam? Check all that apply

On a scale from 1-10, how confident are you in your smile?  (Circle your answer)   1    2    3    4    5    6    7    8    9    10
Have you had your teeth straightened in the past? (Braces, clear aligners, or other appliances)     [   ] Yes  [   ] No

When deciding to start dental treatment, rank these six factors from most important (1) to least important (6)? 

NOTICE OF PRIVACY POLICIES
I have had full opportunity to read and consider the contents of the Notice of Privacy Practices.  I understand that I am 
giving my permission for you to use and disclose my protected health information in order to carry out treatment, 
payment activities and healthcare operations.  I also understand that I have the right to revoke permission. 

Signature: _______________________________________________________  Date:_____________________________ 

Sinus Problems   
Tuberculosis  
Joint Replacement 
Chronic Back/Neck Pain  
Liver Disease  
Hepatitis 
Psychiatric Treatment  
Cancer 

[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 
[   ] Yes  [   ] No 

Tooth ache
Loose, chipped, cracked, or broken fillings
Grinding teeth
Clicking or popping jaw

[   ]
[   ]
[   ]
[   ]

Sensitivity to hot, cold, or sweet foods
Red, puffy, or tender gums
Snoring or Sleep Apnea
Teeth have moved

[   ]
[   ]
[   ]
[   ]

Comfort
Length of Treatment
Price

[   ]
[   ]
[   ]

Insurance
Appearance / Aesthetics
Frequency of Check-in Appointments

[   ]
[   ]
[   ]

user
Cross-Out



HIPAA

Signature: _______________________________________________________  Date:_____________________________ 

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION TO FAMILY MEMBERS AND FRIENDS 

Patient Name: _______________________________________________________  Date of Birth: __________________ 

I hereby authorize Cheaha Family Dentistry (“CFD”) to release my patient health information as described below: 

Type of Information 
(check one or both) 

Method of Disclosure 
(check all that apply) 

Name Relationship Medical Billing 
By 

Phone 
In 

Person 
By 

Email 

Protected Health Information (“PHI”) may include information/documents regarding dental/medical treatment of the 
patient including, but not limited to, diagnosis, procedures, treatment plans, appointments, and test results; account 
and billing information including, but not limited to, account balance, payments and payment arrangements, insurance, 
and insurance claim status.  

I understand that the Health Insurance and Portability and Accountability Act (“HIPAA”), and its implementing 
regulations govern the terms of this Authorization.  I understand that I have the right to revoke this Authorization at any 
time prior to the Practice’s compliance with the request set forth herein, provided that the revocation is in writing.  I 
further understand that additional information relating to the exceptions, the right to revoke and a description of how I 
may revoke this Authorization as set forth in CFD’s Notice of Privacy Practices.  I understand that any revocation must 
include my name address telephone number, date of this Authorization and my signature and that I should send it to the 
attention of the “HIPAA Compliance Officer” at CFD. 

I understand that I am not required to sign this Authorization and that CFD may not condition treatment on my 
execution of this Authorization. 

I understand that the information used or disclosed pursuant to this Authorization may be subject to re-disclosure by 
the Recipient listed above and, in that case, will no longer be protected by HIPAA. 

HIPAA regulations authorize the release of PHI for the purpose of treatment, obtaining payment from third party payers 
and the day-to-day healthcare operations of CFD.   Other than those releases authorized by HIPAA, PHI will only be 
released to persons listed on this Authorization.  If you choose not to authorize any family members or friends for 
disclosure of PHI, CFD will not be able to release any information, including appointment or patient billing questions to 
anyone other than the patient. 



Cancellation Policy

At Cheaha Family Dentistry, we know your time is valuable and we strive to best assist your needs. Dr. Contratto 
reserves specific times for certain procedures, which allows us to best manage our time with you and all our patients. 
Where appropriate, we prefer to schedule longer appointments, so we can complete the dental treatment you need in 
a more efficient manner.ma

Morning appointments are used for more complicated and/or lengthy procedures. This allows time at the end of the 
day in case any complications arise before the close of office at 5pm.  

Emergency patient treatment problems may arise, causing changes in the daily schedule. If you have a dental 
emergency that needs immediate attention, we will always offer you our soonest emergency appointment. Dental 
emergencies are real, and we respect that.we

As a courtesy, we send out reminder emails, texts and phone calls leading up to your scheduled appointment. We 
respectfully ask for a 24-hour notice if you are unable to keep your scheduled appointment. We take time with our 
patients seriously and appointments can be hard to come by. If you have 3 broken appointments (not giving us a 24-
hour notice / not showing up), we have legal rights to dismiss you from our practice. We like to give all patients access 
to care and showing up for your appointments on time is very valuable.  

If you have any questions about our appointment cancellation policy, please feel free to ask. 

I have read and understand the cancellation policy for Cheaha Family Dentistry. 

Print Name: _____________________________________________________ 

Signature: _______________________________________________________    Date:_____________________________ 



Through the course of your treatment at our office, we will be taking some photos.  Most of these pictures 
are used for planning, records and lab communication. They are also used to communicate with you about 
your teeth at different points during your treatment. 

We would like to ask your permission to potentially use your photos for articles, advertisements (in print 
and online via our website or social media), office brochures, and education.  YOU DO NOT HAVE TO SIGN 
THIS FORM if you do not wish to allow us to use your photos for purposes outside of treatment.  You may 
also revoke this authorization at any time, in writing. 

Photography Agreement and Release

Signature: _______________________________________________________  Date:_____________________________ 

• I hereby authorize Cheaha Family Dentistry to use and disclose my name, photographic/video images, 
and/or testimonial for marketing & educational purposes.  I do not expect compensation, financial or 
otherwise, for the use of these photographs/videos.  I understand that information disclosed pursuant 
to this authorization may be subject to redisclosure and may no longer be protected by HIPAA privacy 
regulations.

• I understand that I may revoke this authorization at any time and that such revocation must be in 
writing.  Revocation affects use and disclosure moving forward and is not retroactive.

• I understand that the practice cannot condition treatment on whether or not I sign this authorization.

____  I only agree to have my teeth shown without any identifying features. 



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 HEATLTH 
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.  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.  Any changes in our privacy 
practices are effective for all health information that we maintain, including health information that we created or 
received before we made the changes. You may request a copy of our Notice at any time. 

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose heath 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 
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, 
which include quality assessment and improvement activities, evaluating practitioner and provider performance, 
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization: You may give us written authorization to use or disclose your health information to anyone for any 
purpose. If you give us 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.

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 or another person responsible for your care, of your location, your general 
condition, or death. In the event of your incapacity or emergency circumstances, we will disclose 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, 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.
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