
Patient Information

LAKE COUNTRY DENTAL
RAY D. SNIDER, D.D.S., and ASSOCIATES

Cosmetic, Family and Implant Dentistry

WELCOME TO OUR PRACTICE

Name: __________________________________________________________________ Date: ____________

Address: _______________________________________________ City/State/Zip: ______________________

Phone: HM (_____)______________ WK (______) ___________________ CELL (______) _______________

Birthdate: ________________________ Social Security #: _____________________ Age: ________________

Driver License #:  _____________ State: ______ Please circle: Male / Female Married / Single / Divorced / Widowed

Responsible Party Information

Name: __________________________________________ Social Security #: ___________________________

Address: _______________________________________________ City/State/Zip: ______________________

Phone: HM (_____) __________________ Relationship to Patient: ___________________________________

Birthdate: ________________________ Social Security #: _____________________ Age: ________________

Employer:  ___________________________________ Occupation: __________________________________

Business Address: _________________________________________ Business Phone: ___________________

How would you like to pay for today’s visit?       Credit Card / Check / Cash / Monthly Payments with approved credit

 Insurance Information

Primary Insurance Co.: __________________________________________  Phone: (_____)_____________

Employer: _________________ Group #: ______________________ Employee Name: ___________________

Birthdate: ______________ S.S.#: _____________________ Employee #: _____________________________

Secondary Insurance Co.: _________________________________________  Phone: (_____)_____________

Employer: _________________ Group #: ______________________ Employee Name: ___________________

Birthdate: ______________ S.S.#: _____________________ Employee #: _____________________________

Getting To Know You

Are other members of your family patients at our office?  YES / NO        

Name(s): _____________________________________________________ Relationship: _________________

Name(s): _____________________________________________________ Relationship: _________________

How did your hear about our office? ____________________________________________________________

Person to contact for emergency: _________________________________ Phone: (_____) ________________

Address: __________________________________________________________________________________



Dental Health History (Confidential)

Reason for today’s visit?: ________________________________________________________________________

Why did you leave your former dentist? __________________________________ Date of last x-rays: ______________

Do you have problems with any of the following:
 ____ Mouth Odor    ____ Grinding Teeth   ____ Heat Sensitivity
 ____ Bleeding Gums   ____ Loose Teeth or Broken Fillings  ____ Sweet Sensitivity
 ____ Clicking or Popping Jaw  ____ Peridontal Disease/Treatment  ____ Sensitivity to Biting Pressure
 ____ Food Collection Between Teeth  ____ Cold Sensitivity   ____ Sores or Growths in Mouth

How often do you floss? ______________________________ How often do you brush? ______________________

    
Medical History (Confidential)

Physician’s Name: ________________________________________ Date of Last Visit: ___________________

Have you had any serious illnesses or operations? YES/NO    If yes describe: __________________________

__________________________________________________________________________________________

Have you ever had a blood transfusion?  YES/NO    If yes give approximate date(s): _____________________   

(Women) Are you pregnant?   YES/NO    Nursing?    YES/NO    Taking Birth Control Pills?    YES/NO    

Check if you have or have had any of the following:

Do you need Antibiotic Premedication prior to dental treatment?   YES / NO

List medications you are currently taking: ________________________________________________________

Allergies:  ____ Aspirin ____ Penicillin ____ Codeine ____ Local Anesthetic Other: __________________________________

I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been accurately 
answered.  I understand that providing incorrect information cab be dangerous to my health.  I understand that the administration of 
local anesthetic may cause an untoward reaction or side effects which may include, but are not limited to bruising, hematoma; cardiac 
stimulation; temporary or rarely, permanent numbness; or muscle soreness.  I authorize the dentist to release any information including 
the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third 
party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to the dentist or dental group 
insurance benefits otherwise payable to me.  I understand that my dental insurance carrier 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.  In the event any dispute or claim arising
from dental treatment or insurance claims cannot be settled by parties involves, all parties agree to submit said dispute to binding arbitration.

____ AIDS   ____ Cortisone Treatments  ____ Hepatitis Type ______  ____ Rheumatic Fever 
____ Anemia   ____ Cough, Persistent  ____ High Blood Pressure  ____ Scarlet Fever
____ Arthritis, Rheumatism  ____ Cough up Blood  ____ HIV Positive   ____ Shortness of Breath
____ Artificial Heart Valves  ____ Diabetes   ____ Jaw Pain   ____ Skin Rash
____ Artificial Joints  ____ Epilepsy   ____ Kidney Disease  ____ Stroke
____ Asthma   ____ Fainting   ____ Liver Disease   ____ Swelling of Feet or Ankles
____ Back Problems  ____ Glaucoma   ____ Mitral Valve Prolapse  ____ Thyroid Problems
____ Blood Disease  ____ Headaches   ____ Nervous Problems  ____ Tobacco Habit
____ Cancer   ____ Heart Murmur  ____ Pacemaker   ____ Tonsillitis
____ Chemical Dependency  ____ Heart Problems __________ ____ Psychiatric Care  ____ Tuberculosis
____ Chemotherapy  ______________________________ ____ Radiation Treatment  ____ Ulcer
____ Circulatory Problems  ____ Hemophilia   ____ Respiratory Disease  ____ Venereal Disease

Dr. Notes: _____________________________________________________________________________
______________________________________________________________________________________

Date: _________________ Signature: __________________________________________________________
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$kg�dgQZ<gs�O]<Y�Qh�[]j�j]�<YY]q�jPI�E]hj�]N�jgI<jZI[j�j]�dgIpI[j�s]k�Ng]Z�DI[INQjQ[O�Ng]Z�jPI�fk<YQjs�E<gI�s]kg�
N<ZQYs�GIhIgpIh��

�

£ �N s]k P<pI GI[j<Y Q[hkg<[EI� qI qQYY <hhQhj s]k qQjP s]kg DI[INQj IYQOQDQYQjs DIN]gI jgI<jZI[j j] PIYd s]k� � � � � � � � � � � � � � � � � � �
E<YEkY<jI s]kg E]hjh <[G Z<rQZQvI s]kg Q[hkg<[EI� 7I qQYY DI hI[hQjQpI j] s]kg NQ[<[EQ<Y EQgEkZhj<[EIh <[G� � � � � � � � � � � � � � � �
G] IpIgsjPQ[O d]hhQDYI j] PIYd s]k <[G s]kg EPQYGgI[ <EPQIpI jPI DIhj ]g<Y PI<YjP d]hhQDYI� 1YjQZ<jIYs�� � � � � � � � � � � � � � � �
P]qIpIg� s]k <gI gIhd][hQDYI N]g d<sZI[j gIO<gGYIhh ]N <[s Q[hkg<[EI E]Zd<[QIh� <gDQjg<gs� � � � � � � � � � � �
GIjIgZQ[<jQ][��� ��[QjQ<Y��¢¢¢¢¢¢�

�

£ 7PQYI qI <EEIdj <YY GI[j<Y Q[hkg<[EI dY<[h� qI <gI E][hQGIgIG Q[�[Ijq]gX qQjP Z]hj ++$ GI[j<Y dY<[h� ��IYj<� � � � � � � � � � � � � � � � � � �
�I[j<Y ZIZDIgh� �N s]k gIEIQpI <[ Q[hkg<[EI EPIEX Qj Qh j] d<s s]kg EY<QZ <j ]kg ]NNQEI� +YI<hI DgQ[O Qj Q[� � � � � � � � � � � � � � � � � � � � �
�/�+� �IQ[O ]kj ]N [Ijq]gX G]Ih []j ZI<[ s]k G] []j gIEIQpI DI[INQjh� 7I hjgQpI j] PIYd s]k Z<XI� � � � � � � � � � � � � � � � � � �
]djQZ<Y khI ]N s]kg GI[j<Y Q[hkg<[EI <[G <h < E]kgjIhs j] ]kg d<jQI[jh� qI <gI P<dds j] NQYI s]kg GI[j<Y� � � � � � � � � � � � � � � � � � � �
Q[hkg<[EI�EY<QZh�� ��[QjQ<Y�¢¢¢¢¢¢�

�

£ 9]kg Q[hkg<[EI d]YQEs Qh <[ <OgIIZI[j DIjqII[ s]k <[G s]kg Q[hkg<[EI E]Zd<[s� qI <hX jP<j <YY d<jQI[jh DI� � � � � � � � � � � � � � � � � � � �
GQgIEjYs gIhd][hQDYI N]g <YY EP<gOIh� 9]kg IhjQZ<jIG E]�d<sZI[j qQYY DI GkI <j jPI jQZI ]N hIgpQEI� P]qIpIg� � � � � � � � � � � � � � � � �
qI E<[[]j Ok<g<[jII <[s IhjQZ<jIG E]pIg<OI� 9]k qQYY DI IrdIEjIG j] d<s N]g hIgpQEIh Q[ NkYY QN jPQh ]NNQEI� � � � � � � � � � � � � � � � � � �
Qh k[<DYI j] pIgQNs s]kg dY<[ Q[N]gZ<jQ][ DIN]gI jgI<jZI[j� +YI<hI X[]q jP<j qI qQYY G] IpIgsjPQ[O� � � � � � � � � � � � � � � �
d]hhQDYI j] hII jP<j s]k gIEIQpI jPI NkYY DI[INQjh ]N s]kg d]YQEs Ds IYIEjg][QE<YYs NQYQ[O s]kg EY<QZ jPI G<s ]N� � � � � � � � � � � � � � � � � � � �
s]kg <dd]Q[jZI[j� �N jPIgI <gI <[s E]ZdYQE<jQ][h� qI qQYY <hhQhj s]k qQjP <[s Q[N]gZ<jQ][ s]k Z<s [IIG�� � � � � � � � � � � � � � � � �
�[QjQ<Y¢¢¢¢¢¢�

£ �N d<sZI[j N]g hIgpQEIh <YgI<Gs gI[GIgIG P<h []j DII[ d<QG Q[ NkYY qQjPQ[ Ç qIIXh� IQjPIg Ds s]k ]g s]kg� � � � � � � � � � � � � � � � � � � � � �
Q[hkg<[EI E]Zd<[s� jPI gIZ<Q[Q[O D<Y<[EI N]g s]kg jgI<jZI[j Qh E][hQGIgIG GkI <[G Zkhj DI E]YYIEjIG� � � � � � � � � � � � � � �
Ng]Z s]k� $NNQEI �IYQ[fkI[j D<Y<[EIh ]pIg ÊÁ G<sh ]YG qQYY DI jg<[hNIggIG j] < E]YYIEjQ][ <OI[Es� 0PI NII� � � � � � � � � � � � � � � � � �
<EEIhhIG N]g jPQh jg<[hNIg <[G <GZQ[Qhjg<jQpI IrdI[hIh Qh ¹ÄÁ�ÁÁ� �[s NIIh Q[EkggIG Ng]Z jPI E]YYIEjQ][� � � � � � � � � � � � � � �
<OI[Es <[G <jj]g[Is IZdY]sIG qQYY DI d<hhIG ][ j] s]k� �kgjPIg <dd]Q[jZI[jh qQYY []j DI hEPIGkYIG k[jQY� � � � � � � � � � � � � � � � �
<YY�D<Y<[EIh�<[G�NIIh�<gI�d<QG�Q[�NkYY����kjkgI�<dd]Q[jZI[jh�qQYY�DI�][�<�E<hP�][Ys�D<hQh��� ��[QjQ<Y�¢¢¢¢¢¢�

�

£ 7I <EEIdj jPI N]YY]qQ[O N]gZh ]N d<sZI[j� <hP� PIEX� �ZIgQE<[ �rdgIhh� 6Qh< <[G !<hjIg<gG� �[ <GGQjQ][� qI� � � � � � � � � � � � � � � � � �
]NNIg <gI gIGQj� < d<jQI[j d<sZI[j dg]Og<Z ]NNIgQ[O < NkYY g<[OI ]N �INIggIG �[jIgIhj <[G �rjI[GIG� � � � � � � � � � � � � � � �
+<sZI[j�+Y<[h�N]g�jgI<jZI[j��� ��[QjQ<Y��¢¢¢¢¢¢�

�

£ PIEXh jP<j <gI gIjkg[IG j] ]kg ]NNQEI Ng]Z s]kg NQ[<[EQ<Y Q[hjQjkjQ][ <gI hkDWIEj j] < ¹ÄÁ�ÁÁ gIjkg[IG EPIEX NII�� � � � � � � � � � � � � � � � � � � �
0PQh NII E]pIgh jPI dg]EIhhQ[O NIIh jP<j <gI EP<gOIG j] ]kg ]NNQEI� 9]kg EPIEX qQYY DI gIj<Q[IG Ds ]kg� � � � � � � � � � � � � � � � � � �
]NNQEI�k[jQY�<�NkYY�E<hP�d<sZI[j�Qh�gIEIQpIG�� ��[QjQ<Y¢¢¢¢¢¢��

�

£ /Id<g<jIG ]g GQp]gEIG d<gI[jh ]N ZQ[]gh� qP] <gI gIhd][hQDYI N]g ][I P<YN ]N jPI E]hj ]N < EPQYG�h�EPQYGgI[�h� � � � � � � � � � � � � � � � � � �
GI[j<Y E<gI� 0PI d<gI[j qP] DgQ[Oh jPI EPQYG Q[ j] jPI GI[j<Y <dd]Q[jZI[j Qh gIhd][hQDYI N]g d<sQ[O jPI� � � � � � � � � � � � � � � � � �
E]�d<sZI[j�]g�NkYY�NII���� ��[QjQ<Y�¢¢¢¢¢¢��

�

£ 7I gI<YQvI jP<j jIZd]g<gs NQ[<[EQ<Y hQjk<jQ][h Z<s <NNIEj jQZIYs d<sZI[j ]N s]kg <EE]k[j� �N hkEP dg]DYIZh G]� � � � � � � � � � � � � � � � � �
<gQhI� qI I[E]kg<OI s]k j] E][j<Ej kh dg]ZdjYs N]g <hhQhj<[EI Q[ jPI Z<[<OIZI[j ]N s]kg <EE]k[j� !]hj� � � � � � � � � � � � � � � � �
]NjI[� NQ[<[EQ<Y ZQhk[GIghj<[GQ[Oh E<[ DI Z<[<OIG qQjP < dP][I E<YY� +YI<hI NIIY NgII j] E][j<Ej ]kg� � � � � � � � � � � � � � � �
q][GIgNkY�hj<NN�<j�<[s�jQZI�j]�GQhEkhh�<[s�E][EIg[h�s]k�Z<s�P<pI��� ��[QjQ<Y�¢¢¢¢¢¢¢�

�
��P<pI�gI<G�<[G�<OgII�j]�jPI��Q[<[EQ<Y�+]YQEs�<[G��[hkg<[EI��kQGIYQ[Ih��
�
/QO[<jkgI�]N�+<jQI[j�]g�.Ihd][hQDYI�+<gjs��¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�
�
�<jI�¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�



�
�
�
�
�

 <XI�]k[jgs��I[j<Y�
.<s����/[QGIg���/�²��hh]EQ<jIh�
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�

<[EIYY<jQ][�+]YQEs�
�

7I�gIOgIj�d<jQI[jh�Zkhj�h]ZIjQZIh�q<Qj�<�YI[OjPs�jQZI�j]�DI�hII[�Ds�][I�]N�
]kg�GI[jQhj���kI�j]�jPI�PQOP�GIZ<[G�]N�<dd]Q[jZI[jh�<[G�Q[�]gGIg�j]�DI�

gIhdIEjNkY�]N�jPI�GI[j<Y�[IIGh�]N�<YY�]N�]kg�d<jQI[jh�dYI<hI�DI�E]kgjI]kh�<[G�E<YY�
]kg�]NNQEI�dg]ZdjYs�QN�s]k�<gI�k[<DYI�j]�<jjI[G�<[�<dd]Q[jZI[j��
7I�<Yq<sh�P<pI�d<jQI[jh�][�<�E<[EIYY<jQ][�YQhj�jP<j�[IIG�E<gI��

�
�N�s]k�<gI�k[<DYI�j]�XIId�s]kg�hEPIGkYIG�<dd]Q[jZI[j��qI�gIfkQgI�ÃÅ�P]kgh�

[]jQEI��
�

0PIgI�qQYY�DI�<�¹ÄÆ�EP<gOI�N]g�IpIgs�<dd]Q[jZI[j�ZQhhIG�
qQjP]kj�dg]dIg�[]jQNQE<jQ][�¥<h�ZI[jQ][IG�<D]pI¦��

�
�N�s]k�ZQhh� �Ã��<dd]Q[jZI[jh�qQjP]kj�dg]dIg�[]jQNQE<jQ][�qI�gIhIgpI�jPI�gQOPj�j]�

GQhZQhh�jPI�d<jQI[j�Ng]Z�E<gI��
�
�
�
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7KH +HDOWK ,QVXUDQFH 3RUWDELOLW\ 	 $FFRXQWDELOLW\ $FW RI ���� �+,3$$� UHTXLUHV DOO KHDOWK FDUH UHFRUGV DQG RWKHU� � � � � � � � � � � � � � � � �
LQGLYLGXDOO\ LGHQWLILDEOH KHDOWK LQIRUPDWLRQ XVHG RU GLVFORVHG WR XV LQ DQ\ IRUP� ZKHWKHU HOHFWURQLFDOO\� RQ SDSHU� RU� � � � � � � � � � � � � � � � �
RUDOO\� EH NHSW FRQILGHQWLDO� 7KLV IHGHUDO ODZ JLYHV \RX� WKH SDWLHQW� VLJQLILFDQW QHZ ULJKWV WR XQGHUVWDQG DQG FRQWURO� � � � � � � � � � � � � � � � � �
KRZ \RXU KHDOWK LQIRUPDWLRQ LV XVHG� +,3$$ SURYLGHV SHQDOWLHV IRU FRYHUHG HQWLWLHV WKDW PLVXVH SHUVRQDO KHDOWK� � � � � � � � � � � � � � � �
LQIRUPDWLRQ� $V UHTXLUHG E\ +,3$$� ZH KDYH SUHSDUHG WKLV H[SODQDWLRQ RI KRZ ZH DUH UHTXLUHG WR PDLQWDLQ WKH� � � � � � � � � � � � � � � � � �
SULYDF\�RI�\RXU�KHDOWK�LQIRUPDWLRQ�DQG�KRZ�ZH�PD\�XVH�DQG�GLVFORVH�\RXU�KHDOWK�LQIRUPDWLRQ��
�
:LWKRXW VSHFLILF ZULWWHQ DXWKRUL]DWLRQ� ZH DUH SHUPLWWHG WR XVH DQG GLVFORVH \RXU KHDOWK FDUH UHFRUGV IRU WKH SXUSRVHV� � � � � � � � � � � � � � � � � �
RI�WUHDWPHQW��SD\PHQW�DQG�KHDOWK�FDUH�RSHUDWLRQV��

�
θ 7UHDWPHQW PHDQV SURYLGLQJ� FRRUGLQDWLQJ� RU PDQDJLQJ KHDOWK FDUH DQG UHODWHG VHUYLFHV E\ RQH RU� � � � � � � � � � � � � �

PRUH KHDOWK FDUH SURYLGHUV� )RU H[DPSOH� ZH PD\ QHHG WR VKDUH LQIRUPDWLRQ ZLWK RWKHU SURYLGHUV RU� � � � � � � � � � � � � � � �
VSHFLDOLVWV�LQYROYHG�LQ�WKH�FRQWLQXDWLRQ�RI�\RXU�FDUH��

�
θ 3D\PHQW �PHDQV VXFK DFWLYLWLHV DV REWDLQLQJ UHLPEXUVHPHQW IRU VHUYLFHV� FRQILUPLQJ FRYHUDJH� ELOOLQJ� � � � � � � � � � � �

RU FROOHFWLRQ DFWLYLWLHV� DQG XWLOL]DWLRQ UHYLHZ� )RU H[DPSOH� ZH GLVFORVH WUHDWPHQW LQIRUPDWLRQ ZKHQ� � � � � � � � � � � � �
ELOOLQJ�D�GHQWDO�SODQ�IRU�\RXU�GHQWDO�VHUYLFHV��

�
θ +HDOWK &DUH 2SHUDWLRQV LQFOXGH WKH EXVLQHVV DVSHFWV RI UXQQLQJ RXU SUDFWLFH� )RU H[DPSOH� SDWLHQW� � � � � � � � � � � � � �

LQIRUPDWLRQ�PD\�EH�XVHG�IRU�WUDLQLQJ�SXUSRVHV��RU�TXDOLW\�DVVHVVPHQW��
�

8QOHVV \RX UHTXHVW RWKHUZLVH� ZH PD\ XVH RU GLVFORVH KHDOWK LQIRUPDWLRQ WR D IDPLO\ PHPEHU� IULHQG� RU RWKHU� � � � � � � � � � � � � � � � � �
SHUVRQDO UHSUHVHQWDWLYH WR WKH H[WHQW QHFHVVDU\ WR KHOS ZLWK \RXU KHDOWKFDUH RU ZLWK SD\PHQW IRU \RXU KHDOWKFDUH� ,Q� � � � � � � � � � � � � � � � � �
DGGLWLRQ� ZH PD\ XVH \RXU FRQILGHQWLDO LQIRUPDWLRQ WR UHPLQG \RX RI DSSRLQWPHQWV E\ VHQGLQJ UHPLQGHU SRVWFDUGV� � � � � � � � � � � � � � � �
DQG�RU OHDYLQJ PHVVDJHV DW KRPH DQG�RU ZRUN� $Q\ RWKHU XVHV DQG GLVFORVXUHV ZLOO EH PDGH RQO\ ZLWK \RXU ZULWWHQ� � � � � � � � � � � � � � � � � � �
DXWKRUL]DWLRQ� <RX PD\ UHYRNH VXFK DXWKRUL]DWLRQ LQ ZULWLQJ DQG ZH DUH UHTXLUHG WR KRQRU DQG DELGH E\ WKDW ZULWWHQ� � � � � � � � � � � � � � � � � � �
UHTXHVW��H[FHSW�WR�WKH�H[WHQW�WKDW�ZH�KDYH�DOUHDG\�WDNHQ�DFWLRQV�UHO\LQJ�RQ�\RXU�DXWKRUL]DWLRQ�� �
�
<RX KDYH FHUWDLQ ULJKWV LQ UHJDUGV WR \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ� ZKLFK \RX FDQ H[HUFLVH E\ SUHVHQWLQJ D� � � � � � � � � � � � � � � � � �
ZULWWHQ�UHTXHVW�WR�RXU�3ULYDF\�2IILFHU�DW�WKH�SUDFWLFH�DGGUHVV�OLVWHG�EHORZ��
�

θ 7KH ULJKW WR UHTXHVW UHVWULFWLRQV RQ FHUWDLQ XVHV DQG GLVFORVXUHV RI SURWHFWHG KHDOWK LQIRUPDWLRQ�� � � � � � � � � � � � � �
LQFOXGLQJ WKRVH UHODWHG WR GLVFORVXUHV WR IDPLO\ PHPEHUV� RWKHU UHODWLYHV� FORVH SHUVRQDO IULHQGV� RU DQ\� � � � � � � � � � � � � � �
RWKHU SHUVRQ LGHQWLILHG E\ \RX� :H DUH� KRZHYHU� QRW UHTXLUHG WR DJUHH WR D UHTXHVWHG UHVWULFWLRQ� ,I ZH� � � � � � � � � � � � � � � � � �
GR�DJUHH�WR�D�UHVWULFWLRQ��ZH�PXVW�DELGH�E\�LW�XQOHVV�\RX�DJUHH�LQ�ZULWLQJ�WR�UHPRYH�LW��

�
θ 7KH ULJKW WR UHTXHVW WR UHFHLYH FRQILGHQWLDO FRPPXQLFDWLRQV RI SURWHFWHG KHDOWK LQIRUPDWLRQ IURP XV E\� � � � � � � � � � � � � � �

DOWHUQDWLYH�PHDQV�RU�DW�DOWHUQDWLYH�ORFDWLRQV�� �
�

θ 7KH�ULJKW�WR�DFFHVV��LQVSHFW�DQG�FRS\�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ���
�

θ 7KH�ULJKW�WR�UHTXHVW�DQ�DPHQGPHQW�WR�\RXU�SURWHFWHG�KHDOWK�LQIRUPDWLRQ��
�

θ 7KH ULJKW WR UHFHLYH DQ DFFRXQWLQJ RI GLVFORVXUHV RI SURWHFWHG KHDOWK LQIRUPDWLRQ RXWVLGH RI WUHDWPHQW�� � � � � � � � � � � � � � �
SD\PHQW�DQG�KHDOWK�FDUH�RSHUDWLRQV��

�
θ 7KH�ULJKW�WR�REWDLQ�D�SDSHU�FRS\�RI�WKLV�QRWLFH�IURP�XV�XSRQ�UHTXHVW��

�
:H DUH UHTXLUHG E\ ODZ WR PDLQWDLQ WKH SULYDF\ RI \RXU SURWHFWHG KHDOWK LQIRUPDWLRQ DQG WR SURYLGH \RX ZLWK QRWLFH� � � � � � � � � � � � � � � � � � � �
RI�RXU�OHJDO�GXWLHV�DQG�SULYDF\�SUDFWLFHV�ZLWK�UHVSHFW�WR�SURWHFWHG�KHDOWK�LQIRUPDWLRQ��



�
7KLV QRWLFH LV HIIHFWLYH DV RI -DQXDU\ �� ���� DQG ZH DUH UHTXLUHG WR DELGH E\ WKH WHUPV RI WKH 1RWLFH RI 3ULYDF\� � � � � � � � � � � � � � � � � � � � � � �
3UDFWLFHV FXUUHQWO\ LQ HIIHFW� :H UHVHUYH WKH ULJKW WR FKDQJH WKH WHUPV RI RXU 1RWLFH RI 3ULYDF\ 3UDFWLFHV DQG WR� � � � � � � � � � � � � � � � � � � �
PDNH WKH QHZ QRWLFH SURYLVLRQV HIIHFWLYH IRU DOO SURWHFWHG KHDOWK LQIRUPDWLRQ WKDW ZH PDLQWDLQ� 5HYLVLRQV WR RXU� � � � � � � � � � � � � � � � �
1RWLFH RI 3ULYDF\ 3UDFWLFHV ZLOO EH SRVWHG RQ WKH HIIHFWLYH GDWH DQG \RX PD\ UHTXHVW D ZULWWHQ FRS\ RI WKH 5HYLVHG� � � � � � � � � � � � � � � � � � � � �
1RWLFH�IURP�WKLV�RIILFH��
�
<RX KDYH WKH ULJKW WR ILOH D IRUPDO� ZULWWHQ FRPSODLQW ZLWK XV DW WKH DGGUHVV EHORZ� RU ZLWK WKH 'HSDUWPHQW RI +HDOWK� � � � � � � � � � � � � � � � � � � � � �
	 +XPDQ 6HUYLFHV� 2IILFH RI &LYLO 5LJKWV� LQ WKH HYHQW \RX IHHO \RXU SULYDF\ ULJKWV KDYH EHHQ YLRODWHG� :H ZLOO QRW� � � � � � � � � � � � � � � � � � � � �
UHWDOLDWH�DJDLQVW�\RX�IRU�ILOLQJ�D�FRPSODLQW��
�

)RU PRUH LQIRUPDWLRQ DERXW RXU 3ULYDF\ 3UDFWLFHV� SOHDVH FRQWDFW� )RU PRUH LQIRUPDWLRQ DERXW +,3$$ RU WR ILOH D� � � � � � � � � � � � � � � � � �
FRPSODLQW��

�
�

7KH 8�6 'HSDUWPHQW RI +HDOWK 	� � � � � �
/LQGD�6QLGHU +XPDQ�6HUYLFHV�
'U��5D\�'��6QLGHU 2IILFH�RI�&LYLO�5LJKWV�
�����%RDW�&OXE�5RDG� ����,QGHSHQGHQFH�$YHQXH��6�:��
)RUW�:RUWK��7;�������� :DVKLQJWRQ��'�&���������
������������ ��������������WROO�IUHH��



ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES 

LAKE COUNTRY DENTAL & ASSOCIATES 
8461 Boat Club Road 
Fort Worth, TX 76179 

I,________________________________________, hereby acknowledge that I have received and/or reviewed a 
 (Print Patient Name) 

copy of Lake Country Dental & Associates’ HIPAA Notice of Privacy Practices. 

I understand that Lake Country Dental & Associates HIPAA Notice of Privacy Practices may change 
periodically and that I am entitled to receive a copy of Lake Country Dental & Associates’ revised HIPAA Notice 
of Privacy Practices upon request. I understand that, if I have questions about Lake Country Dental & 
Associates’ HIPAA Notice of Privacy Practices, I may contact: 

Lake Country Dental & Associates 
Ray D. Snider, DDS 

8461 Boat Club Road 
Fort Worth, TX 76179 

817.236.8771 

I understand that it is my right to refuse to sign this Acknowledgement should I so choose, and that Lake Country 
Dental & Associates will not refuse treatment to me if I refuse to sign this Acknowledgement. 

I further understand that I may contact the Secretary of the U.S. Department of Health and Human Services 
should I have concerns regarding Lake Country Dental & Associates’ privacy policies and procedures. For 
information on how to contact the U.S. Department of Health and Human Services, please ask Ray D. Snider, 
DDS noted above, for assistance. 

________________________________________________ ________________________________ 
Patient Signature Date 

________________________________________________ ________________________________ 
Signature of Parent/Guardian  Print Name of Parent/Guardian 

FOR OFFICE USE ONLY 

Lake Country Dental & Associates made a good-faith effort to obtain Acknowledgement from the patient noted 
above, receipt of its HIPAA Notice of Privacy Practices. In spite of these efforts, Lake Country Dental & 
Associates was unable to obtain a signed Acknowledgement for the following reasons(s): 

☐ Refusal to sign Acknowledgement on __________________ (date)

☐ Communication barriers prohibited us from obtaining a signed Acknowledgement

☐ An emergency situation prohibited us from obtaining a signed Acknowledgement

☐ Other (describe): ____________________________________________________



Acknowledgement of Receipt 
�ŽŶƐĞŶƚ�ƚŽ�hƐĞ�ĂŶĚ��ŝƐĐůŽƐƵƌĞ�ŽĨ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ

EŽƟĐĞ�ŽĨ�WƌŝǀĂĐǇ�WƌĂĐƟĐĞƐ
ZĞǀŝĞǁ�ŽƵƌ�EŽƟĐĞ�ŽĨ�WƌŝǀĂĐǇ�WƌĂĐƟĐĞƐ�ĨŽƌ�Ă�ŵŽƌĞ�ĐŽŵƉůĞƚĞ�ĚĞƐĐƌŝƉƟŽŶ�ŽĨ�ŚŽǁ�ǇŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂ-
ƟŽŶ�ŵĂǇ�ďĞ�ƵƐĞĚ�Žƌ�ĚŝƐĐůŽƐĞĚ͘��/ƚ�ĚĞƐĐƌŝďĞƐ�ǇŽƵƌ�ƌŝŐŚƚƐ�ĂƐ�ƚŚĞǇ�ĐŽŶĐĞƌŶ�ƚŚĞ�ůŝŵŝƚĞĚ�ƵƐĞ�ŽĨ�ŚĞĂůƚŚ�ŝŶĨŽƌŵĂƟŽŶ͕�
ŝŶĐůƵĚŝŶŐ�ǇŽƵƌ�ĚĞŵŽŐƌĂƉŚŝĐ� ŝŶĨŽƌŵĂƟŽŶ͕�ĐŽůůĞĐƚĞĚ�ĨƌŽŵ�ǇŽƵ�ĂŶĚ�ĐƌĞĂƚĞĚ�Žƌ�ƌĞĐĞŝǀĞĚ�ďǇ�ƚŚŝƐ�ŽĸĐĞ͘� �zŽƵ�ŵĂǇ�
ĐŚŽŽƐĞ�ƚŽ�ƌĞǀŝĞǁ�ƚŚĞ�EŽƟĐĞ�ƉƌŝŽƌ�ƚŽ�ƐŝŐŶŝŶŐ�ƚŚŝƐ�ĐŽŶƐĞŶƚ͘���Ǉ�ƐŝŐŶŝŶŐ�ďĞůŽǁ͕�ǇŽƵ�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĂƚ�ǁĞ�ŚĂǀĞ�ŐŝǀĞŶ�
ǇŽƵ�Ă�ĐŽƉǇ�ŽĨ�ŽƵƌ�EŽƟĐĞ�ŽĨ�WƌŝǀĂĐǇ�WƌĂĐƟĐĞƐ͘

hƐĞ�ĂŶĚ��ŝƐĐůŽƐƵƌĞ�ŽĨ�ǇŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ
zŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ�ǁŝůů�ďĞ�ƵƐĞĚ�ďǇ�ŽƵƌ�ƉƌĂĐƟĐĞ�Žƌ�ŵĂǇ�ďĞ�ĚŝƐĐůŽƐĞĚ�ƚŽ�ŽƚŚĞƌƐ�ĨŽƌ�ƚŚĞ�ƉƵƌƉŽƐĞƐ�ŽĨ�
ƚƌĞĂƚŵĞŶƚ͕�ŽďƚĂŝŶŝŶŐ�ƉĂǇŵĞŶƚ͕�Žƌ�ƐƵƉƉŽƌƟŶŐ�ƚŚĞ�ĚĂǇͲƚŽͲĚĂǇ�ŚĞĂůƚŚ�ĐĂƌĞ�ŽƉĞƌĂƟŽŶƐ�ŽĨ�ƚŚŝƐ�ŽĸĐĞ͘

ZĞƋƵĞƐƟŶŐ�Ă�ZĞƐƚƌŝĐƟŽŶ�ŽŶ�ƚŚĞ�hƐĞ�Žƌ��ŝƐĐůŽƐƵƌĞ�ŽĨ�zŽƵƌ�/ŶĨŽƌŵĂƟŽŶ
zŽƵ�ŵĂǇ�ƌĞƋƵĞƐƚ�Ă�ƌĞƐƚƌŝĐƟŽŶ�ŽŶ�ƚŚĞ�ƵƐĞ�Žƌ�ĚŝƐĐůŽƐƵƌĞ�ŽĨ�ǇŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ͘
KƵƌ�ŽĸĐĞ�ŵĂǇ�Žƌ�ŵĂǇ�ŶŽƚ�ĂŐƌĞĞ�ƚŽ�ƌĞƐƚƌŝĐƚ�ƚŚĞ�ƵƐĞ�Žƌ�ĚŝƐĐůŽƐƵƌĞ�ŽĨ�ǇŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ͘
/Ĩ�ǁĞ�ĂŐƌĞĞ�ƚŽ�ǇŽƵƌ�ƌĞƋƵĞƐƚ͕�ƚŚĞ�ƌĞƐƚƌŝĐƟŽŶ�ǁŝůů�ďĞ�ďŝŶĚŝŶŐ�ǁŝƚŚ�ŽƵƌ�ŽĸĐĞ͘��hƐĞ�Žƌ�ĚŝƐĐůŽƐƵƌĞ�ŽĨ�ƉƌŽƚĞĐƚĞĚ�ŝŶĨŽƌ-
ŵĂƟŽŶ�ŝŶ�ǀŝŽůĂƟŽŶ�ŽĨ�ĂŶ�ĂŐƌĞĞĚ�ƵƉŽŶ�ƌĞƐƚƌŝĐƟŽŶ�ǁŝůů�ďĞ�Ă�ǀŝŽůĂƟŽŶ�ŽĨ�&ĞĚĞƌĂů�ƉƌŝǀĂĐǇ�ƐƚĂŶĚĂƌĚƐ͘

ZĞǀŽĐĂƟŽŶ�ŽĨ��ŽŶƐĞŶƚ
zŽƵ�ŵĂǇ�ƌĞǀŽŬĞ�ƚŚŝƐ�ĐŽŶƐĞŶƚ�ƚŽ�ƚŚĞ�ƵƐĞ�ĂŶĚ�ĚŝƐĐůŽƐƵƌĞ�ŽĨ�ǇŽƵƌ�WƌŽƚĞĐƚĞĚ�,ĞĂůƚŚ�/ŶĨŽƌŵĂƟŽŶ͘��,ŽǁĞǀĞƌ͕ �ǇŽƵ�ŵƵƐƚ�
ƌĞǀŽŬĞ�ƚŚŝƐ�ĐŽŶƐĞŶƚ�ŝŶ�ǁƌŝƟŶŐ͘���ŶǇ�ƵƐĞ�Žƌ�ĚŝƐĐůŽƐƵƌĞ�ƚŚĂƚ�ŚĂƐ�ĂůƌĞĂĚǇ�ŽĐĐƵƌƌĞĚ�ƉƌŝŽƌ�ƚŽ�ƚŚĞ�ĚĂƚĞ�ŽŶ�ǁŚŝĐŚ�ǇŽƵƌ�
ƌĞǀŽĐĂƟŽŶ�ŽĨ�ĐŽŶƐĞŶƚ�ŝƐ�ƌĞĐĞŝǀĞĚ�ǁŝůů�ŶŽƚ�ďĞ�ĂīĞĐƚĞĚ͘

   /�ŐŝǀĞ�ƉĞƌŵŝƐƐŝŽŶ�ĨŽƌ�ƚŚĞ�ƵƐĞ�ĂŶĚ�ĚŝƐĐůŽƐƵƌĞ�ŽĨ�ŵǇ�ŚĞĂůƚŚ�ŝŶĨŽƌŵĂƟŽŶ�ĂƐ�ƐĞƚ�ĨŽƌƚŚ�ĂďŽǀĞ͘

   WĂƟĞŶƚ�Žƌ�>ĞŐĂůůǇ��ƵƚŚŽƌŝǌĞĚ�/ŶĚŝǀŝĚƵĂů�^ŝŐŶĂƚƵƌĞ

����ĂƚĞ� � � � � � dŝŵĞ

���WƌŝŶƚ�WĂƟĞŶƚ Ɛ͛�&Ƶůů�EĂŵĞ

   Witness Signature

   �ĂƚĞ���������������������������������������������������������������������dŝŵĞ



�

 ����$1"0.9���"0� �

+<jQI[j�"<ZI¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�

�kI�j]�E][NQgZIG�<hIh�]N�$6���ÂÊ¥ �]g][<6Qgkh �¦�qQjPQ[�jPI�1[QjIG�/j<jIh��

jPI���gIfkQgIh�jP<j�PI<YjPE<gI�N<EQYQjQIh�E][GkEj�<�hjgQEj�hEgII[Q[O�dg]EIhh�][�

Q[GQpQGk<Yh�qQjP�gIhdQg<j]gs�hsZdj]Zh�<h�qIYY�<h�jP]hI�qP]�P<pI�jg<pIYIG�

]kjhQGI�]N�jPI�1[QjIG�/j<jIh��

�<pI�s]k�P<G�<[s�]N�jPI�N]YY]qQ[O��

�IpIg��]kOP��/P]gj[Ihh�]N�DgI<jP �������9Ih�����"]�

�<pI�s]k�DII[�Q[�E][j<Ej�qQjP�<[s][I�jP<j�P<h�P<G�jPIhI�hsZdj]Zh��

� �����������9Ih����"]�

�<pI�s]k�jg<pIYIG�]kjhQGI�]N�jPI�E]k[jgs�qQjPQ[�jPI�Y<hj�ÂÅ�G<sh�]g�DII[�

Q[�E][j<Ej�qQjP�h]ZI][I�qP]�P<h���

�9Ih����"]�

�<pI�s]k�DII[�Q[�E][j<Ej�qQjP�<[s][I�qP]�P<G�gIEI[j�Ird]hkgI�j]�

]g][<6Qgkh� ����������������������������������������������������������9Ih����"]�
�

�

�N�s]k�P<pI�<[hqIgIG�sIh�j]�<[s�]N�jPI�D]rIh�<D]pI�qI�Z<s�<hX�s]k�j]�

gIhEPIGkYI�s]kg�<dd]Q[jZI[j�j]�dgIpI[j�jPI�jg<[hZQhhQ][�]N�p<gQ]kh�

GQhI<hIh�<[G�N]g�jPI�h<NIjs�]N�]jPIg�d<jQI[jh�<[G�]kg�hj<NN��

�

/QO[<jkgI�¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�����������<jI�¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�

+P][I�¾¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢�


