
Financial Policy
Payment for services, including deductibles and copayments, are due at the time of the service unless other arrangements have been made
prior to treatment. Payments may be made using cash, check, or credit cards. Any arrangements for third-party financing must be made
before starting treatment. 

 

Panhandle Dental and Implants accepts most dental benefit plans. We are happy to submit the claims necessary to see that you receive your
benefits. The dental benefit contract is an agreement between you and the dental benefit company. You are ultimately responsible for all
charges. We cannot guarantee that any coverage estimated by your plan will be paid once a claim is filed. In order to maximize your benefits
and because plans differ from carrier to carrier, and from policy to policy, our office may refer you to your carrier or your employer’s benefits
coordinator for assistance in understanding your plan. Please note that your dental plan is intended to cover some but not all dental care
costs, and not all services are covered by your plan. 

 

You are responsible for payment of all services regardless of the payable benefit. Checks that are returned to our office from your financial
institution are subject to a returned check fee of our discretion. This fee covers the processing fees that are charged to our office. We would
be happy to discuss our charges and how they relate to your particular situation. Please indicate your understanding and acceptance of
these financial policies by signing below.

Signature 



*

Clear
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HIPAA Policy
Patient Information

HIPAA Acknowledgment & Consent Form

Authorized Communication & Disclosures

First Name - Patient 

Middle Name

Last Name - Patient 

Patient HIPAA Acknowledgment & Consent Form

1. Acknowledgment of Notice of Privacy Practices
By signing below, I acknowledge that I have been provided with a copy of Panhandle Dental and Implants Notice of Privacy Practices. I
understand that this document describes how my Protected Health Information (PHI)—including my dental records, X-rays, treatment
plans, and billing history—may be used and disclosed, and how I can access this information.

2. Consent for Treatment, Payment, and Healthcare Operations
I consent to the use and disclosure of my PHI by Panhandle Dental and Implants for the purposes of:

Treatment: Sharing information with dental hygienists, specialists, or laboratories involved in my clinical care.
Payment: Submitting claims to my dental insurance provider or billing agencies to obtain reimbursement.
Healthcare Operations: Utilizing my records for internal quality assessments, staff training, and general office administration.

3. Preferred Communication Methods
I authorize Panhandle Dental and Implants to contact me via the following channels regarding appointments, treatment updates, or billing
(check all that apply):

Leave a voicemail on my primary phone number.
Send text messages to my mobile number. (Note: Standard text messaging may not be fully encrypted)
Send emails to my provided email address.

4. Right to Revoke
I understand that I have the right to revoke this consent at any time by providing a written notice to the practice's Privacy Officer.
Revocation will not apply to any actions the practice took before receiving the written notice.

Acknowledged HIPAA regulations?

Acknowledged practice privacy practices?

To protect your privacy, we will not discuss your care with family members unless you authorize us to do so. Please list any individuals we
are permitted to speak with regarding your dental care or billing below in the short answer text box.

EXAMPLE: Name, Relationship, Phone Number.

Name Relationship Phone Number

*

*
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Signature

Clear

9/24/26, 4:12 PM Form Viewer

about:blank 2/2



Insurance Verification

Primary Insurance Information

Secondary Insurance Information

Medicaid? 

 Yes   No

Name of Employer Name of Insurance Company Group Number

Subscriber Name Subscriber Date of Birth Subscriber ID

Payer Address (located on back of insurance card)

First Name - Patient Last Name - Patient 

Name of Employer Name of Insurance Company Group Number

Subscriber Name Subscriber Date of Birth Subscriber ID

Payer Address (located on back of insurance card)

* *

*
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Patient Demographics

General Information

Contact Information

Please fill in the following information. Your answers are for our records only and will be kept strictly confidential subject to applicable laws.

First Name - Patient Middle Name Last Name - Patient 

Nickname/Preferred Name Prefix/Honorific Degree/Suffix

Gender

 Male   Female   Other

Patient Date of Birth Marital Status

Preferred Language Email Address

Home #

(___) ___-____

Work #

(___) ___-____

Mobile #

(___) ___-____



Patient Mailing Address
Line 1

Line 2

City

State

* *
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Guarantor/Parent Information (If applicable)

Other Information

Responsible Party Name Relationship to Patient

Responsible Party Date of Birth Responsible Party SSN

Employer's Name Work Phone Number

Emergency contact Emergency #

(___) ___-____

Family Doctor Family Doctor Phone #

(___) ___-____

Zip Code

Patient Billing Address
Set Billing Address same as Mailing Address

Line 1

Line 2

City

State

Zip Code
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Insurance Information

Consent for Text Messages

Employer Employer Phone #

(___) ___-____

Occupation

Social Security Number Driver's License Number

Previous Provider Previous Provider Phone #

(___) ___-____

Primary Insurance Ca
rrier

Primary Insurance Group
Number

Primary Insurance Subscribe
r Name

Primary Insurance Subscri
ber ID

Primary Subscriber Date
of Birth

Secondary Insurance
Carrier

Secondary Insurance Grou
p Number

Secondary Insurance Subscr
iber Name

Secondary Insurance Sub
scriber ID

Secondary Subscriber Dat
e of Birth

We may use your contact information to provide you with text message reminders about appointments and treatment. You can opt out of
receiving these text messages at any time. We will not share your contact information or opt-in with any third parties or affiliates without
first obtaining your consent. By signing this form you are acknowledging that you read this statement.

I agree that the information provided in this form is correct to the best of my knowledge.

Non-Verbal Communication

Print name

Date


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Signature

Clear
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Patient Health Information

Patient Mailing Address Patient Billing Address

First Name - Patient Middle Name Last Name - Patient 

Patient Date of Birth Gender 

 Male   Female   Other

Marital Status

Occupation

Responsible Party

PHONE/CONTACT INFORMATION

Mobile #

(___) ___-____

Home #

(___) ___-____

Email Address Preferred Contact Method

Line 1

Line 2

City

State

Zip Code

Set Billing Address same as Mailing Address

Line 1

Line 2

City

State



Emergency contact

Emergency #

(___) ___-____

* *

*
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Zip Code

MEDICAL/HEALTH HISTORY

Check here if you are taking any prescription or over-the-counter medications

DENTAL/ORAL HEALTH HISTORY

Please check the boxes for all YES answers

Are you currently experiencing dental pain or discomfort?
Are your teeth sensitive to cold, hot, sweets, or pressure?
Do you grind your teeth?
Do you have any clicking, popping, or discomfort in your jaw?
Have you ever had a serious injury to your head, neck, or mouth?

PHARMACY INFORMATION

Pharmacy #

(___) ___-____

In the past 5 years, have you ever been hospitalized or had any type of surgery?

 Yes   No

Have you ever been instructed to take ANY special precautions or medications before any dental appointments?

 Yes   No

Do you smoke or vape?

 Yes   No

Have you had an orthopedic total joint (hip, knee, elbow, finger) replacement?

 Yes   No

Have you ever been diagnosed with sleep apnea?

 Yes   No

Preferred Pharmacy

Allergies

Acetaminophen/Tylenol®
Acrylic
Animals
Aspirin
Codeine
Demerol
Erythromycin

Fluoride
Food
Hay fever/seasonal
Ibuprofen/Motrin®/Advil®
Iodine
Latex
Local anesthetic

Metals
Morphine
Penicillin
Sulfa
Tetracycline

Other
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Please elaborate on any reactions you have to the indicated allergies

CONDITIONS

Conditions

Abnormal/excessive bleeding
AIDS or HIV infection
Alzheimer's/dementia
Anemia
Angina
Anxiety
Arteriosclerosis
Arthritis
Asthma
Autoimmune disease
Back problems
Blood disease
Blood Thinners
Blood transfusion
Breathing problems/respiratory disease
Bronchitis
Cancer/chemotherapy/radiation
treatment
Cardiovascular disease
Chest pain upon exertion
Chronic pain
Congestive heart failure
Damaged heart valves
Diabetes
Dizzyness
Eating disorder
Emphysema

Epilepsy
Fainting spells or seizures
Fear of Needles
Frequent headaches
Gastrointestinal disease
G.E. Reflux/persistent heartburn
Glaucoma
Gout
Hard to Freeze
Hearing difficulties
Heart attack
Heart murmur
Heart rhythm disorder
Hemophilia
Hepatitis
Hepatitis, jaundice or liver disease
High blood pressure
Joint Replacement
Kidney Disease
Kidney problems
Low blood pressure
Low pain tolerance
Malnutrition
Medications
Mitral valve prolapse
Multiple Sclerosis
Neurological disorders

Night sweats
Osteoporosis/Paget's disease
Other congenital heart defects
Pacemaker
Persistent swollen glands in neck
Physical Challenges
Pregnant
Pre Medication
Psychiatric care
Recurrent Infections
Rheumatic fever
Rheumatic heart disease
Rheumatism
Rheumatoid arthritis
Severe headaches/migraines
Severe or rapid weight loss
Sexually transmitted infection (STI)
Sinus trouble
Stroke
Systemic lupus erythematosus
Thyroid problems
TMJ
TMJ Disorder
Tuberculosis
Tumors or growths
Ulcers
Wheelchair Access

Other

Do you have any disease, condition or problem that is not listed that you think I should know about?
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Signature

Medications

Albuterol
Allopurinol
Alprazolam (Xanax)
Amlodipine (Norvasc)
Amoxicillin
Aspirin
Atorvastatin (Lipitor)
Azithromycin (Zithromax)
Birth Control
Bupropion (Wellbutrin)
Calcium
Cephalexin (Keflex)
Eliquis

Escitalopram (Lexapro)
Famotidine (Pepcid, Zantac)
Fish Oil
Gabapentin
Hydrochlorothiazide
Ibuprofen
Levothyroxine
Lisinopril
Magnesium
Metformin (Glucophage)
Multivitamin
Omeprazole (Prilosec)
Ozempic

Pantoprazole
Penicillin
Prednisone
Prozac
Rosuvastatin (Crestor)
Simvastatin
Trazodone
Vitamin C
Vitamin D
Vyvanse
Warfarin
Zoloft
Zyrtec

Other

Clear
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NOTICE OF PRIVACY PRACTICES
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 09/18/2026, 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.

HOW WE MAY USE AND DISCLOSE HEALTH
INFORMATION ABOUT YOU
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 abuse records, and mental health records may be
entitled to special confidentiality protections under applicable
state or federal law. We will abide by these special protections
as they pertain to applicable cases involving these types of
records.

Treatment. 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.

Payment. 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 determinations 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.

Healthcare Operations. 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. Individuals
Involved in Your Care or Payment for Your Care. We may
disclose your health information to your family or friends or
any other individual identified by you when they are involved
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.

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

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

Public Health Activities. 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.

National Security. We may disclose to military authorities the
health information of 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 a correctional institution or law enforcement
official having lawful custody the protected health information
of an inmate or patient.

Secretary of HHS. 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.

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

Law Enforcement. 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.

Health Oversight Activities. 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.

Judicial and Administrative Proceedings. 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.

Research. 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.

Coroners, Medical Examiners, and Funeral Directors. 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 carry out their duties.
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Fundraising. 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.

OTHER USES AND DISCLOSURES OF PHI
Your authorization is required, with a few exceptions, for
disclosure of psychotherapy notes, use or 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 taken action in reliance on
the authorization.

YOUR HEALTH INFORMATION RIGHTS
Access. 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 the end of
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 of copying, 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.

Disclosure Accounting. 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.

Right to Request a Restriction. 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 a 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.

Alternative Communication. 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.

Amendment. 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 of 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.

Right to Notification of a Breach. You will receive
notifications of breaches of your unsecured protected health
information as required by law.

Electronic Notice. You may receive a paper copy of this
Notice upon request, even if you have agreed to receive this
Notice electronically on our Web site or by electronic mail
(e-mail).

QUESTIONS AND COMPLAINTS
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. We will
provide you with the address to file your complaint with 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.

PRIVACY OFFICIAL

Dr. Taylor C. Price, DDS
208-618-5259
317 S. Beck Rd., Suite 104, Post Falls, ID 83854
info@panhandledentalandimplants.com

PANHANDLE DENTAL AND IMPLANTS NOTICE OF PRIVACY PRACTICES

Effective September 18, 2026


	financial-policy
	hipaa-policy
	insurance-verification
	patient-demographics
	patient-health-information
	privacy-practices

