
Patient Information

Patient's Name

Address

Home Phone

Cell Phone

Birthdate

Email

State

Social Security #

How did you hear about Valley Dental Care?

Responsible Party Information
First l\ilddle N4antal Status

Mailing Address

Home Phone
Crty

Work Phone

EmailCell Phone

Social Security # Birtlr Date

Employer Occupation No. Years Employed

Soouse's Name

Employer Occupation

Birth Date

No. Years Employed

Social Security # Work Phone

Insurance lnformation
lnsured's Name lnsured's Soc. Sec. #

lnsurance Company Group No. Local No.

lnsurance Co. Address

Do you have dual coverage? Yes n No !
lnsured's Name

lnsurance Co.

lnsurance Co. Address

Insured's Soc. Sec. #

Group l.,lo.

Insured's Employer

Emergency Information
Name of nearest relative not living with you

Complete Address

Phone

I hereby consent to dental treatment by Valley Dental Care

Signature (Parent's signature if minor)

CONFI0ENTIAL (for rmd and pr€t|€aunent evalulidl)



VeX_ev Oentat Care - Patl

lconsent to receive dental care at Valley Dental Care,

,Patient Name (print)

,. Fa tient/Guardian Signaturg Date

Please provide your email and cell phone information below so we can ensure your recorcJ is up to date,

Patient/Guardian Cell Phone ll

Patient/6uardian Imail Address

Receipt of Notice of Privacy Practices Acknowledgement Form and Consent for Use and Disclosure of Health
lnformation

Patient 6iving Consent:

Na me:

Address:

Te I ephone:

Patient: Please read the following staternents carefully:
pUrpose of Consent: By signing this form, you will .61sqnt lo our use and disclosirre olyour protecterJ health inIorrndtior) to ca|l] ouf ire;1111pn1,
paVnlent aciivities, healti\cale operations, ancJ other rises disclosed in our "Notice of 0rivacV practices"

Notice of Privacy Practices:
You have the right to read our Notice of Privacy practices before you decide whether to sign this Consent. Our Notice provides a descriotion of our
treatrnent, payment activities, and healthcare operations, and other uses and disclosures we fnaV make of Vot,r protecte4 health inforrnatiorr, and
other important matters about your protected health infortnation, A copy of our Notice is provided here with. We encourage you to read ir
carefully and completely before signing the Consent.

We reserve the riShl to change orrf l)rivacv practices as descrrbecl in ouf Notice of l)f ivacy Practicr:s. tr we change Our DrivacV practices. !ve wilt issue
a revised Notice whrch will contain the changes.

Rlght to Revoke: You will have the right to revoke this Conscnt at any tifne by giving us written notice of Vorrr revocation submitted to the
Adrninistr,rtor listed above. F
I acknowledge receipt of Valley Dental Care "Notice of Privacy Practices" and have had the opportunity to read and corrsider the contents ot ihis
Consent form and Notice of Privacy Practices. I understand that by signing this"Consent f orm, I am giving my consent to your use and disctosure of
my protected health information to carry out treatment, p('rVment activities, and healthcare operations.

Signature of Patient: Date

Signature of Guardian Daie:

By signing this consent for you are agreeing that Vallev Dental Care can request and use your prescription medication history from other healthcare
providers and/or third party pharmacy benefit payers for treatment pL,rposes.

Signature: Date:

lf this consent is signed by a personal representativc on behalf of the patieni, corrrplete the followinp

Name:-_---_ Relation to Dalient


