Summer Dental Group
Dr. Summer Ketron DDS									
Dr. Lance Coleman DDS
Dr. Jairus Burpo, DMD
5301 50th Street St 100
Lubbock, TX 79414	      Date: ______________
(806) 793-3556

Patient Information
Name:_______________________________ Preferred Name: ___________________________
Address: ____________________________ City: _________ State: ______ Zip:______________
Phone #:________________________ Preferred Contact#: ______________________________
Email Address: ________________________________ Marital Status: ____________________
Date of Birth:__________________ Age: ______ SSN: _______-_____-_______      Male/Female
Preferred Pharmacy: _______________________   

Responsibly Party Information (If someone other than patient)
Name: _____________________________ Relationship to Patient: ______________________
Address: ____________________________ City:________ State: ______ Zip:______________
Phone #: ________________________ Email Address: ________________________________
Date of Birth: _________________ SSN: _______-_____-_______

Do you have dental insurance?               Yes                       No 
Insurance Information: (Please provide a copy of your dental card if available)
[bookmark: _Hlk49432961]Policy Holder Name: _______________________ Patient’s Name: ________________________
Policy Holder Date of Birth: _______________________ Patients DOB: ____________________
Employer: _______________________ Insurance Company: ____________________________
Policy ID number or SS#: _______________________Group number:_____________________

Secondary dental insurance?                   Yes                        No
Policy Holder Name: _______________________ Patient’s Name: ________________________
Policy Holder Date of Birth: _______________________ Patients DOB: ____________________
Employer: _______________________ Insurance Company: ____________________________
Policy ID number or SS#: _______________________Group number:_____________________

*** Broken appointments: A specific amount of time is reserved especially for you, and we strongly encourage all patients to keep their appointments. If you must change your appointment, we require at least 24 hours’ notice to avoid a $50.00 cancellation fee (emergencies are an exception).
Patient/Responsible Party Signature _________________________________ Today’s Date ___________ 												      
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Name: __________________________________________ 		Date: _____________


Dental History

Referred by:  __________________________________________________________________
[bookmark: _Hlk45013147]How would you rate the condition of your mouth     ÿ Excellent     ÿ Good      ÿ Fair      ÿ Poor
Previous Dentist:  _______________________________________________________________
Date of last dental cleaning: _______________ Date of last exam and x-rays: _______________  
How often do you brush? _________________ How often do you floss? ___________________
Are you experiencing any discomfort currently? 		Yes			No
If yes, are they sensitive to hot/cold, biting sweets? 		Yes			No
Please Explain: _________________________________________________________________
How long has this condition been bothering you? _____________________________________
Do you have any missing teeth you would like to have replaced?	Yes			No
Have you ever had periodontal (deep cleanings) treatment?	Yes			No  
Do your gums bleed when you brush?				Yes			No                            
Have you ever had braces or orthodontic treatment?		Yes	 		No     
If no, are you interested in orthodontic treatment? 			Yes			No      
Do you clench or grind your teeth?					Yes			No
Does your jaw ever become painful?  pop or click?			Yes			No
Is there anything about the appearance of your teeth that you would like to change?											Yes			No
Please Explain: _________________________________________________________________
Additional Comments: __________________________________________________________
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Medical History
Patient Name ___________________________________ DOB: _________________________

Do you have a primary care physician?
		PCP name: ________________________ Phone #_________________________
In the last 5 years have you been hospitalized or had a major operation? __________________
		If yes, what? ____________________________________________________
Have you ever had a serious head or neck injury? If yes, please explain: _____________________________________________________________________________
Are you taking any medications, pills, or drugs? If yes, please list or provide written list: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you ever taken any medications containing bisphosphonate? 	Yes		No
Are you on a special diet? 				Yes			No
Do you use tobacco:					Yes			No
If yes, please explain: ____________________________________________________________
Do you use controlled substances?		Yes			No

Do you have an artificial joint/replacement:  		Yes			No
If yes, please explain: ____________________________________________________________

Women, are you:        
Pregnant/trying to become pregnant?		Yes			No
Nursing?						Yes			No
Taking oral contraceptives?				Yes			No

Are you allergic to any of the following?
· Aspirin						ÿ    Latex
· Penicillin					ÿ    Sulfa Drugs
· Codeine					ÿ    Local Anesthetics
· Acrylic						ÿ    Metal
· Other allergy? Please list _________________________________________________________
Do you have, or have you had, any of the following?
· 
· AIDS/HIV positive
· Alzheimer’s Disease
· Anaphylaxis
· Anemia
· Angina
· Arthritis/Gout			
· Artificial Heart Valve
· Asthma
· Blood Disease
· Blood Transfusion
· Breathing Problems
· Bruise Easily
· Cancer
· Chemotherapy
· Chest Pains
· Cold Sores/Fever Blisters
· Congenital Heart Disorder
· Convulsions
· Cortisone Medicine
· Diabetes
· Drug Addiction
· Easily Winded
· Emphysema
· Epilepsy or Seizures
· Excessive Bleeding
· Excessive Thirst
· Fainting Spells/Dizziness
· Frequent Cough
· Frequent Diarrhea
· Frequent Headaches
· Genital Herpes
· Glaucoma
· Hay Fever
· Heart Attack/Failure
· Heart Murmur
· Heart Pacemaker
· Heart Trouble/Disease
· Hemophilia
· Hepatitis A
· Hepatitis B or C
· Herpes
· High Blood Pressure
· High Cholesterol
· Hives or Rash
· Hypoglycemia
· Irregular Heartbeat
· Kidney Problems
· Leukemia
· Liver Disease
· Low Blood Pressure
· Lung Disease
· Mitral Valve Prolapse
· Osteoporosis
· Pain in Jaw Joints
· Parathyroid Disease
· Psychiatric Care
· Radiation Treatments
· Recent Weight Loss
· Renal Dialysis
· Rheumatic Fever
· Rheumatism
· Scarlet Fever
· Shingles
· Sickle Cell Disease
· Sinus Trouble
· Spina Bifida
· Stomach/Intestinal Disease
· Stroke
· Swelling of limbs
· Thyroid Disease
· Tonsillitis
· Tuberculosis
· Tumors or Growths
· Ulcers
· Venereal Disease 


Have you had any other illness not listed? ___________________________________________________
Additional Comments: __________________________________________________________________
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or the patient’s) health. It is my responsibility to inform the dental office of any changes in medical status. 

Patient/Responsible Party Signature _________________________________ Today’s Date __________4







NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
OUR LEGAL DUTY
We are required by law to:
• Maintain the privacy of your protected health information (PHI)
• Provide you with this Notice of our legal duties and privacy practices
• Follow the terms of this Notice currently in effect
Protected health information includes information that identifies you and relates to your dental or health condition, treatment, or payment for services.

HOW WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION
1. Treatment
We may use or disclose your health information to provide, coordinate, or manage your dental care.
Example: Sharing information with specialists, labs, or other healthcare providers involved in your care.
2. Payment
We may use or disclose your health information to obtain payment for services provided.
Example: Submitting claims to your dental or medical insurance plan.
3. Health Care Operations
We may use or disclose your health information for practice operations, including quality assessment, staff training, licensing, and administrative activities.

SUBSTANCE USE DISORDER (SUD) RECORDS — SPECIAL PRIVACY PROTECTIONS
Some health information related to substance use disorder (SUD) diagnosis, treatment, or referral may be protected by federal law (42 CFR Part 2) and receives additional confidentiality protections.
Important information about SUD records:
• We may not use or disclose SUD records for treatment, payment, or healthcare operations without your written consent, except as permitted by law.
• These records will not be used or disclosed in any civil, criminal, administrative, or legislative proceeding against you without your written consent or a court order.
• If state or federal laws are more restrictive than HIPAA, those stricter laws will apply.

REDISCLOSURE NOTICE
If your health information is disclosed as permitted by law, the recipient may redisclose the information, and it may no longer be protected by HIPAA.

FUNDRAISING COMMUNICATIONS (If Applicable)
We will not use information protected under 42 CFR Part 2 for fundraising without giving you the opportunity to opt out of such communications.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
You have the right to:
• Inspect and obtain a copy of your health records
• Request corrections to your health information
• Request restrictions on certain uses or disclosures
• Request confidential communications
• Receive a paper copy of this Notice at any time
• Be notified if your unsecured health information is breached




OTHER USES AND DISCLOSURES
Any uses or disclosures of your health information not described in this Notice will be made only with your written authorization. You may revoke an authorization at any time in writing.

CHANGES TO THIS NOTICE
We reserve the right to change this Notice and make the new Notice apply to all health information we maintain. The revised Notice will be available in our office and on our website.

COMPLAINTS
If you believe your privacy rights have been violated, you may file a complaint with:
Practice Privacy Officer:
Name: Summer Ketron Roark, DDS
Phone:806-793-3556
Or with the U.S. Department of Health and Human Services:
Office for Civil Rights
200 Independence Avenue, S.W.
Washington, D.C. 20201
1-800-368-1019 | www.hhs.gov/ocr
We will not retaliate against you for filing a complaint.

ACKNOWLEDGMENT OF RECEIPT 
I acknowledge that I received a copy of this Notice of Privacy Practices.

Patient Name: __________________________

Signature: _____________________________                                               Date: ______________
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