
PATIENT INFORMATION

First Name: _________________________________________ MI: ________ Last: _____________________________________ Nick Name: ________________________

Home Phone: ___________________________________ Work Phone: ___________________________________ Cell Phone: ____________________________________

DOB: __________________________________________              ❑ Male              ❑ Female              SS#: ____________________________________________________

Address: ______________________________________________________ City: _____________________________________ State: _________ Zip: _________________

Employer: ___________________________________________________________________________________________________________________________________

State ID/Driver's License #: ______________________________________ E-mail Address: _________________________________________________________________

Name of Physician: __________________________________________________________ Physician Phone: __________________________________________________

In case of Emergency Contact: __________________________________________ Relationship: _________________________ Phone: _____________________________

How did you hear about our office? _________________________________________________________________________________________________________________

Patient Health History
Do you have a history of:

Medical Questions

List any medications you are taking including nonprescription drugs:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Are you allergic to any medications?   ❑ YES   ❑ No   If yes, please list below:

____________________________________________________________________

____________________________________________________________________

Are you in good health?   ❑ YES   ❑ No

Date of last medical exam: _____________________________________________

Have you ever been hospitalized?   ❑ YES   ❑ No   If yes, what was the problem

____________________________________________________________________

____________________________________________________________________

Do you have any disease/problem you think we should know about? ❑ YES   ❑ No

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Have you had a transplant operation that has depressed your immune system?  
❑ YES   ❑ No

Have you had an allergic reaction to Bananas?   ❑ YES   ❑ No

Do you smoke or chew tobacco?   ❑ YES   ❑ No

Have you had Heart Surgery?   ❑ YES   ❑ No

Are you now under the care of an MD?   ❑ YES   ❑ No

Are you taking or have you ever taken bisphosphonates? 
(Fosamax or Actonel for osteoporosis, chemotherapy, etc)  ❑ YES   ❑ No

Yes No
A.I.D.S/HIV Positive ❑ ❑

Alcoholism ❑ ❑

Allergies ❑ ❑

Anemia ❑ ❑

Arthritis ❑ ❑

Asthma ❑ ❑

Blood Disease ❑ ❑

Bone Disease ❑ ❑

Cancer ❑ ❑

Chemical Dependency ❑ ❑

Chest Pain ❑ ❑

Circulatory Problems ❑ ❑

Convulsions/Seizures ❑ ❑

Diabetes ❑ ❑

Yes No
Excessive Bleeding ❑ ❑

Epilepsy ❑ ❑

Glaucoma ❑ ❑

Hay fever ❑ ❑

Head injuries ❑ ❑

Hearing Impaired ❑ ❑

Heart Disease ❑ ❑

Heart Valve, Murmur ❑ ❑

Hepatitis/Liver Disease ❑ ❑

Type(s) __________
Hepatitis Carrier ❑ ❑

High Blood Pressure ❑ ❑

Hip or Joint replacement ❑ ❑

HPV ❑ ❑

Yes No
Jaundice ❑ ❑

Kidney Disease ❑ ❑

Kidney Dialysis ❑ ❑

Latex Sensitivity ❑ ❑

Lupus ❑ ❑

Low Blood Pressure ❑ ❑

Malignancies ❑ ❑

Mitral Valve Prolapse ❑ ❑

Neck & Back Problems ❑ ❑

Nervous Problems/Disorders ❑ ❑

Pacemaker ❑ ❑

Prosthetic Joints ❑ ❑

Psychiatric Care ❑ ❑

Radiation Treatment ❑ ❑

Yes No
Respiratory Problems/Disorders ❑ ❑

Rheumatic Fever ❑ ❑

Rheumatism ❑ ❑

Scarlet Fever ❑ ❑

Seizures/Fainting spells ❑ ❑

Sinus Problems ❑ ❑

Stomach Ulcers ❑ ❑

Stroke ❑ ❑

Thyroid Disease ❑ ❑

Tuberculosis ❑ ❑

Tumors or growths ❑ ❑

Ulcers ❑ ❑

Venereal Disease ❑ ❑

 



Dental History Information

I certify that I have read and understand the questions, above. I acknowledge that my questions have been answered to my satisfaction. I will not hold my dentist or
any other members of his/her staff responsible for any errors that I have made in the completion of this form.

Adult/Guardian: I hereby consent to the treatment indicated on my examination form, including the use of any anesthetics, sedatives, or x-rays, as may be deemed 
necessary by the doctor.

Patient: __________________________________________________________________________________________ Date: ______________________________

Parent/Guardian (if patient is a minor): ________________________________________________________________ Date: ______________________________

Date of last dental visit? ______________________________________________

Name of your previous dentist _________________________________________

Reason for today's visit? ______________________________________________

Have you ever had an oral cancer screening? ❑ YES   ❑ No

How often do you floss your teeth? _____________________________________

Do your gums bleed when you brush?   ❑ YES   ❑ No

Have you or a family member ever been treated for periodontal disease?   
❑ YES   ❑ No

Have you ever had complications from an extraction?  ❑ YES   ❑ No

Have you ever had a popping or clicking near your ear when you chew?  
❑ YES   ❑ No

Are you prone to frequent headaches?  ❑ YES   ❑ No

Do you grind or clench your teeth?  ❑ YES   ❑ No

Do you have sores, blisters or swelling on your gums lips or cheeks?   
❑ YES   ❑ No

Have you ever had orthodontic treatment?   ❑ YES   ❑ No

Do you snore?   ❑ YES   ❑ No

Do you have problems with bad breath?  ❑ YES   ❑ No

Have you ever had an allergic reactions to a crown, metal filling or 
dental appliance?   ❑ YES   ❑ No

Have you ever used an electric toothbrush?   ❑ YES   ❑ No

Are your teeth sensitive to hot, cold or pressure?  ❑ YES   ❑ No

On a scale from 1 to 10, with 10 being the highest, how important is your dental 
health to you?

1 2 3 4 5 6 7 8 9 10

If you could change something about your smile what would it be:

❑ Whiter

❑ Straighter

❑ Close space

❑ replace black mercury filling with tooth colored restorations

❑ repair chipped teeth

❑ replace missing teeth

❑ less gums showing

❑ replace old crowns or caps that don’t match

FFOORR WWOOMMEENN OONNLLYY::

Are you taking birth control pills? ❑ YES   ❑ No Are you nursing/breastfeeding? ❑ YES   ❑ No

Are you pregnant? ❑ YES   ❑ No        Expected delivery date: ___________ Is there a possibility of pregnancy? ❑ YES   ❑ No

NNOOTTEE:: Antibiotics (such as penicillin) may alter the effect of birth control pills. Consult your physician/gynecologist for assistance regarding additional methods of birth control.
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PAYMENT ARRANGEMENT FORM

NAME OF PATIENT: ___________________________________________________________________________________ (“patient”)

Payment Agreement:

I agree that I am responsible for all services rendered to the Patient and that payment is due and payable to the Practice at the time
services are rendered and that health, dental and accident insurance policies are an arrangement between my insurance carrier and me.
I agree to pay all deductibles and co-pays at the time of service (if I have dual insurance coverage, my co-pay or deductible will be
based on the primary coverage).  I understand that while the Practice will file claims with my insurance company on my behalf, I remain
responsible to the Practice for what is not paid by my insurance company.  I also understand that if the Practice cannot verify insurance
benefits eligibility for me prior to treatment that I will pay in full for the services at the time they are rendered.  I understand that the
Practice may charge: 1) a late fee if payment on my account is not received by the due date; 2) an amount equal to $35.00, but not to
exceed the maximum amount permitted by law for each returned check, and 3) a fee for each appointment that is missed/canceled 
without at least 24 hours advance notice.  I agree to the extent permitted by law, that if my account balance is referred to any agency or
attorney(s) for collection purposes, to pay reasonable attorney’s fees and any expenses or costs relating to the collection proceeding,
including court costs.  I understand that if treatment or care is suspended at any time by the patient, all fees for professional services
rendered will be immediately due and payable.  I authorize payment directly to the Practice.

RESPONSIBLE PARTY:

Full Name: ________________________________________________ DOB: ________________ SSN#: ________________________

Street Address: ____________________________________________ City: ____________________ State: _____ Zip: ____________

Home Phone:______________________________________________ Work phone: ________________________________________

Employer Name: ______________________________________________________________________________________________

INSURANCE  INFORMATION:

Primary Insurance:

Primary Insurance Name: ______________________ Address: ____________________________ Phone Number: ________________

Name of Insured: ____________________________ Relationship: __________ ID Number: ____________ Group Number: _________

Secondary Insurance:

Secondary Insurance Name: ______________________ Address: _________________________ Phone Number: _________________

Name of Insured: ____________________________ Relationship: __________ ID Number: ____________ Group Number: _________

I acknowledge having received a copy of the Practice’s Notice of Privacy Practices. I agree that a photocopy of this authorization is
as valid as the original. 

Signature of Responsible Party: _________________________________________________________  Date: ____________________
(to be signed even if Patient is also the Responsible Party)
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Notice to Insurance Patients 
 

I understand that the estimated insurance benefit is just that, an estimate, and I am personally 
responsible for any balance not paid by insurance. Examples include, but are not limited to: 

1. The treatment cost goes over the annual maximum insurance allowance. 
2. The insurance company denies any of the treatment. 
3. I am not eligible for insurance benefits. 
4. I prevent or delay payment by not complying with requests for insurance information, forms, or 

signatures. 
5. I do not complete my treatment and it results in non-payment by the insurance company. 
6. Additional lab costs are incurred for any reason, including missed appointments. 
7. I received my insurance check and did not sign it over to Complete Dental Studio. 
8. I discontinue or am dropped from my insurance plan and this results in non-payment. 
9. Insurance fails to pay for any reason. 

I hereby authorize payment of my dental insurance benefits directly to Complete Dental Studio. I 
understand I am financially responsible for any charges not covered by this authorization. I hereby 
accept the recommended treatment plan and authorize release of any information related to this claim.  

I have read and understand my obligations with regard to the acceptance of my dental insurance as 
payment. 

 

Signed:_____________________________________________ Date:_________________________ 

 

Printed Name:________________________________________ 

 

Practice Witness Signature:_________________________________________ 

Practice Witness Printed Name:______________________________________ 



 

 

 

 

 

MEDIA RELEASE FORM 

 

 Yes, I hereby grant permission to complete dental studio to use my name/photograph/video/interview 
for marketing and publicity purposes.  

 

 No, I hereby do not grant permission to complete dental studio to use my 
name/photograph/video/interview for marketing and publicity purposes.  

 

Patient Name (please print clearly):  

 

Signature:  

 

 

If Patient is a minor or has guardian: 

Parents/Guardian’s name (please print clearly): _____________________________________________ 

 

Parent/ Guardian’s Signature: ___________________________________________________________ 

Date:  

 



 

ORAL ID 

Oral Cancer Screening – Consent Form 

Our office strives to bring its pa2ents state-of-the-art technology to provide you with the latest advancements 
in oral health.  We have recently introduced the OralID screening device into our office.  The OralID 
examina2on will allow us to visualize any oral mucosal abnormali2es including cancer and dysplasia (pre-
cancer) before they can be detected with the naked eye.  The procedure is quick, painless and no rinses or 
dyes are used. 

Similar to other cancers, early detec2on of Oral Cancer is cri2cal.  Studies have shown that early detec2on of 
oral cancer with technologies like the OralID drama2cally improves the survivability of the disease.  If oral 
cancer is detected in its later stages, which typically occurs during a conven2onal oral cancer exam, the chance 
of survival is drama2cally reduced. 

Who is at Risk? 

• Age – 17+ years 

• Tobacco Use 

• Alcohol Use 

• HPV Infec2on 

If you have any ques2ons about risk factors, please feel free to talk to our team.  We recommend all our 
pa2ents be screened with the OralID annually to reduce the mortality of late-stage detec2on. 

Check One: 

YES, I request that you perform an examina2on with the OralID. The cost of this test is not covered by your 
insurance. It will be $30 for our office to perform this test. _____________ 

NO, I prefer not to have this examina2on at this visit.____________ 

_______________________________   ______________________________   ________________ 
SIGNATURE      NAME       Date



 

 

    
  

 This notice describes how health information about you may be used and 
disclosed and how you can get access to this information. Please review carefully. 

We are required by law to maintain the privacy of protected health information, to 
provide individuals with notice of our legal duties and privacy practices with respect to 
protected health information, and to notify affected individuals following a breach of 
unsecured protected health information. We must follow the privacy practices that are 
described in this Notice while it is in effect. This Notice takes effect 02/01/2026 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 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.  

You may request a copy of our Notice at any time. For more information about our 
privacy practices, or for additional copies of this Notice, please contact us using the 
information listed at the end of this Notice.  

         .  

We may use and disclose your health information for different purposes, including 
treatment, payment, and health care operations. For each of these categories, we have 
provided a description and an example. Some information, such as HIV- related 
information, genetic information, alcohol and/or substance use disorder treatment 
records, and mental health records may be entitled to special confidentiality protections 
under applicable state and federal law. We will abide by these special protections as 
they pertain to applicable cases involving these types of records.  



  We may use and disclose your health information for your treatment. For 
example, we may disclose your health information to a specialist providing treatment to 
you.  

 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, claims management, and 
determination of eligibility and coverage to obtain payment from you , an insurance 
company, or another third party. For example, we may send claims to your dental health 
plan containing certain health information.  

  We may use and disclose your health information in connection 
with our healthcare operations. For example, healthcare operations include quality 
assessment and improvement activities, conducting training programs, and licensing 
activities.  

          We may disclose your 
health information to your family or friends, or any other individual identified by you 
when they participate in your care or in the payment for your care. Additionally, we may 
disclose information about you to a patient representative. If a person has the authority 
by law to make health care decisions for you, we will treat that patient representative the 
same way we would treat you with respect to your health information.  

  We may use or disclose your health information to assist in disaster 
relief efforts.  

   We may use or disclose your health information when we are required 
to do so by law.  

   We may disclose your health information for public health 
activities, including disclosures to:  

● Prevent or control disease, injury or disability; 
● Report child abuse or neglect; 
● Report reactions to medications or problems with products or devices; 
● Notify a person of a recall, repair, or replacement of products or devices; 
● Notify a person who may have been exposed to a disease or condition; or 
● Notify the appropriate government authority if we believe a patient has been the 

victim of abuse, neglect, or domestic violence. 

  We may disclose to military authorities the health information and 
Armed Forces personnel under certain circumstances. We may disclose to authorized 
federal officials health information required for lawful intelligence, counterintelligence, 



and other national security activities. We may disclose to correctional institution or law 
enforcement official, having lawful custody, the protected health information of an 
inmate or patient. 

   We will disclose your health information to the Secretary of the U.S 
Department of Health and Human Services when required to investigate or determine 
compliance with HIPAA.  

  We may disclose your PHI to extent authorized by and to the 
extent necessary to comply with laws relating to worker’s compensation or other similar 
programs established by law.  

  We may disclose your PHI for law enforcement purposes as 
permitted by HIPAA, as required by law, or in response to a subpoena or court order.  

   We may disclose your PHI to an oversight agency for 
activities authorized by law. These oversight activities include audits, investigations, 
inspections, and credentialing, as necessary for licensure and for the government to 
monitor the health care system , government programs, and compliance with civil rights 
laws.  

    If you are involved in a lawsuit or a dispute, we 
may disclose your PHI in response to a court or administrative order. We may also 
disclose health information about you in response to a subpoena, discovery request, or 
other lawful process instituted by someone else involved in the dispute, but only if 
efforts have been made, either by the requesting  party or us, to tell you about the 
request or to obtain an order protecting the information requested.  

. We may disclose your PHI to researchers when their research has been 
approved by an institutional review board or privacy board that has reviewed the 
research proposal and established protocols to ensure the privacy of your information.  

       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 perform their duties.  

  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.  



   If we receive or maintain any information about you from a 
substance use disorder treatment program that is covered by 42 CFR Part2 (a “Part 2 
Program”) through a general consent you provide to the Part 2 Program to use and 
disclose the Part 2 Program record for purposes of treatment, payment or health care 
operations, we may use and disclose your Part 2 program record of treatment, payment 
and health care operations purposes as described in this Notice. If we receive or 
maintain your Part 2 program record through specific consent you provide to us or 
another third party, we will use and disclose your Part 2 Program record only as 
expressly permitted by you in your consent as provided to us. 

In no event will we use or disclose your Part 2 Program record, or testimony that 
describes the information contained in your Part 2 Program record, in any civil, criminal, 
administrative, or legislative proceedings by any Federal, State, or local authority, 
against you, unless authorized by your consent or the order of a court after it provides 
you notice of the court order.  

      

You authorization is required, with a few exceptions, for disclosure of psychotherapy 
notes, use of 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 acted in reliance on the authorization.  

    
 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 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. We will charge 
you a reasonable cost-based fee for the cost of supplies and labor or copies, and for 
postage if you want copies mailed to you. Contact us using the information listed at the 
end of this Notice for an explanation of our fee structure.  

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.  



  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.  

     You have the right to request additional restrictions on 
our use or disclosure of your PHI by submitting a written request to the Privacy Official. 
Your Written request must include (1) what information you want to limit, (2) whether 
you want to limit our use, disclosure or both, and (3) to whom you want the limits to 
apply. We are not required to agree to your request except in the case where the 
disclosure is to the health plan for purposes of carrying out payment or health care 
operations, and the information pertains solely to a health care item or service for which 
you, or a person on your behalf (other than the health plan), has paid our practice in full.  

  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 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 contact you using the ways or locations you 
have requested, we may contact you using the information we have.  

 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 in 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.  

      You will receive notification of breaches of your 
unsecured protected health information as required by law.  

  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). 

   



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 alternative locations, 
you may complain to us using the contact information listed at the end of this Notice. 
You also may submit a written 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 complaint with us or with the U.S. Department of Health 
and Human Services.  

 

 

Complete Dental Studio 
30875 IH 10W. Suite 200B 
Boerne, TX 78006 
P: 830-368-4830 F: 830-368-4832 
www.completedentalstudio.com 
info@completedentalstudio.com  
  
 
 
 
I hereby acknowledge that I have received and reviewed a copy of this Privacy Notice.  
 
Patient Name: ___________________________ Date: 
__________________________________ 
 
Patient Signature: ________________________ Date: 
__________________________________ 

http://www.completedentalstudio.com
mailto:info@completedentalstudio.com


 

Privacy Practice Consent 

Thank you for filling out your Privacy Notice Form! 

Please let us know who is eligible to receive your information on your 
behalf. These individuals will be the only ones who can receive any 

information. Example: Appointment Times/Dates, and Treatment 
information.   

      Name:                                            Phone Number:         Relationship:  

1. _______________________        _______________     ___________  

2. _______________________        _______________     ___________  

3. _______________________        _______________     ___________  

  

 Preferred Pharmacy Informa/on 

Address: ______________________________________________________ 

Phone Number:_________________________________________________ 

Thank You 

Complete Dental Studio!
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