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Client Care lnformation

Name: Sex: :l Male I Female .l

Ema

Birth

Social Security #

me Phonee Cell Phone

Ho Address:

Empl

Nam of Spouse

Present Position:

Name of Children

Relationship: Phone:

Date of last Denlal CleaningP s Dentist:

responsible for my account:

Nam of other family members seen here

How id you hear about our practice?

Medical History

1. Has there been any change in your general heallh in the past year? J YES _r No

O Anxiety I Radiation therapy O

tr Seizures I Abnormal blood pressure J
O AIDS/HIV U Blood rclatives with diabetes D

B Excessive urination or thirst l
tr Kidney trouble O Epilepsy J
Ll Tumor 3 Transplant surgery B
tr Dr4nosed with sleep apnea A

f so, explain

2. Yor

3. Ar€

4. Th(

to'

5. Ple

lr last physical was: Date Year

i you now under the care of a physician? D YES Q NO

Pe 
conditions may need a pre-medication before any dental procedure. Please check any of the following that apply

[ou 
now or in the past.

p mitro valve prolapse !l artificial valve tr prosthetic implant Uoint - hips) tr open heart surgery

ase check any of the following that apply to you lew or in the past?

I Heart disease

J Depression

J Hepatatis A

J Abnormal ble€ding

J Hepatitis C

J Brulse easily

tr Hay fever

I Tuberculosis

f, Pacemaker

:l Ulcers

I Blood transJusion

tr Emphysema

:l Arthritis

Fainting spells

Diabetes

Hepatitis B

Anemia

Cancer

Glaucoma

Use a CPAPAsthma

Other

7. Pt

6. Pl se list any over the counter or prescription medications you are on.

se check if you are allergic to any of the following?

Local anesthetics Il Sulfa drugs D Codeine, or other narcotics
J Penicillin or ottEr antibiotics tr Aspirin f Latex sensitivity e lodine, seafood

-l Barbiturates, sedatives D Bi-Sulfites or sleeping pills tr Other_

Name of Person to Notify in an Emergency:

u

8. (Women) Are you pregnant? tr YES Due date:



.10. 
How can we help you; i.e., your expectations, needs, concerns. What ls important to you? What are you looking for in a dental

office?

Expectations:

Needs:

Concerns

ll.Howwould you rate your present dental health? 1 23456 7 8910 (1 = Poor, 10 = good)

whv?

12. How would you rate your present general health? 123456 78910 (1 = Poor, 10=good)

whv?

13. Do you have any dental anxieties?

I 4. How do you enjoy spending your free time?

Orientation - Dental History

'1. Have you ever had:

orthodontic treatment?

oral sur_qery?

bite adiusted?

root canal treatment?

2. Do you experience sensitivity to heat, cold or pressure? Y I N

3. Does food tend to get caught between your teeth? YIN

4.Doyoubrushyourteethvigorously,moderatelyorlightIy?

5. How often do vou brush your teeth?

6. How often do you floss your teelhl

7. Do you use a power tooth brush? ll so, what brand?

8. Habits: Do you...

Clench your teeth during the day? Y/N Clench your teeth at night? y/N Bite your lips or cheeks regularly? Y/N

Have you been told you snore? Y/N Stop breathing while sleeping? Y/N Consume alcohol daily? y/N

Have excessive daytime sleepiness? Y/N Use tobacco,smoke or vape? y/N

9.. Problems of the jaw: Have you ever experienced...

Clicking of the jaw? y/N Pain (joint, ear, side of face)? Y/N Difficulty in chewing? Y/N Chronic headaches? y/N

Chronic neck or shoulder pain? Y/N
.lO.Doyou 

have any of the following? D Loose Teeth O Painful/ Swollen Gums D Bleeding O Bad Breath

11. Have you ever been told you have periodontal disease? y//V

Signature:
Providing yoo comprchensive care in a calm and comtoiing environment is our grcalesl concern

It is an impoda part ol out philosophy to understand your needs, values, and concems.

9. Have you had serious trouble associated with previous dental treatment? lf so, explain



Le’Centre Dentistry 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES & CONSENT FOR USE AND 
DISCLOSURE OF HEALTH INFORMATION 

Patient Name__________________________________________________________________________ 
Address ______________________________________________________________________________ 
Telephone ____________________ E-mail Address ___________________________________________ 
_____________________________________________________________________________________ 

TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY Purpose of Consent: By 
signing this form, you will consent to our use and disclosure of your protected health information to 
carry out our treatment, payment activities and healthcare operations. 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 description of our treatment, payment activities and healthcare operations, of the 
uses and disclosures we may make of your protected health information, and other important matters 
about your protected health information. A copy of our Notice of Privacy Practices accompanies this 
Consent. We encourage you to read it carefully and completely before signing this Consent. We reserve 
the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our 
privacy practices, we will issue a revised Notice of Privacy Practices which will contain the changes. 
These changes may apply to any of your protected health information that we maintain. You may obtain 
another copy of our Notice of Privacy Practices, including revisions, at any time by contacting:  

 

Privacy Officer Telephone: 612-379-2428 312 Central Avenue S.E., Suite 440 Minneapolis, Minnesota 
55414 

 

Consent Does Not Expire after One Year. By signing this Consent form, I am explicitly giving informed 
consent for the release of health records and health information for the purposes listed herein and that 
this Consent does not expire after one year for 1) the release of health records to a provider who is being 
advised or consulted with in connection with the releasing provider’s current treatment of myself; or, 2) 
the release of health records to an accident and health insurer, health service plan corporation, health 
maintenance organization, or third-party administrator for purpose of payment of claims, fraud 
investigation, or quality of care review and studies.  

Right to Revoke: You have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Privacy Officer listed above. Please understand that revocation of this 
Consent will not affect any action we took in reliance on this Consent before we received your 
revocation, and that we may decline to treat you or continue treating you if you revoke this Consent. You 
may obtain a revocation of consent form upon request.  

 



 

 

 

For Telephone, Text, Email Communications 

 I consent to the following: This Dental Practice or its service provider may contact me to provide health 
care information such as appointment reminders about treatment, payment, my insurance, my account, 
using prerecorded or artificial prerecorded voice or telephone equipment that may be capable of 
automatic dialing. This Dental Practice may call me, text me, or email me.  

SIGNATURE 

 I have received a copy of this practice’s Notice of Privacy Practices and have had the full opportunity to 
read and consider the contents of this Consent form. I understand that by signing this Consent form, I am 
giving my consent to your use and disclosure of my protected health information to carry out treatment, 
payment activities and health care operations.  

 

Signature__________________________________________________    Date:___________________  

If this Consent is signed by a representative on behalf of the patient, complete the following:  

 

Representative Name:_________________________________________________________________ 

 NOTE: A parent is considered a Representative for a minor under the HIPAA Privacy Regulations.  

 

Relationship to Patient:________________________________________________________________ 

 

 

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT 



Le’Centre Dentistry  
                                  312 Central Ave. S.E., Suite 440  Minneapolis, MN 55414 

             (612) 379-2428 

 

Dental Insurance and Credit Policy 

 
Understanding your insurance coverage can be challenging. Our goal is to assist you in maximizing your 

benefits. Your employer pays an insurance premium for a specific range of dental benefits and benefit 

levels vary according to the plan chosen by your employer for preventative, basic and major services.  

We encourage you to become familiar with your policy exclusions, deductibles and required co-

payments.  

 

Our courtesy service to you includes:  

 

1. Filing insurance requesting payment of your benefits to our office.  

2. Following the American Dental Association guidelines for coding procedures and filing 

insurance.  

3. For those patients having double coverage, filing your claim with the secondary carrier for 

additional coverage upon receipt of payment from the primary insurance company.  

4. Re-filing your insurance a second time within 60 days if necessary 

 

Our expectations of you:  

 

1. Providing the information required to file an accurate claim on your behalf, including a copy of 

current insurance card.  

2. Payment of fees not covered by your insurance plan on the date of service.   

3. Realizing that dental insurance policies exclude payment for some services, sometimes use 

restricted fee schedules (Usual and Customary Rates), and deny procedures based on frequency 

limitations. All restrictions are based on your insurance policy and have no correlation to 

recommended treatment or fees.  

4. Taking responsibility for payment if the insurance company does not pay within 60 days, a 

finance charge of 18% annually (1.5% per month) will begin accruing after 60 days from the 

date of service.  

5. Keeping our office informed of changes in your insurance coverage.  

6. In the event your account becomes past due and is referred to an outside collection agency or 

attorney, you will be responsible for the collection costs (up to 33% of the balance due), along 

with reasonable attorney fees and court costs incurred by our office. 

 

 

I have read and understand Le’Centre Dentistry’s dental insurance and credit policies with 

respect to payment on my account.  I hereby authorize Dr. Le to release to my insurance company, 

information acquired in the course of my dental care. I hereby authorize benefits to be paid 

directly to Dr. Le, based on the requirements of my plan, and understand that I am responsible 

for any unpaid balance.  

 

 

                 Date:         

         Signature of Patient/Insured  



Le’Centre Dentistry 

 

NOTICE OF PRIVACY PRACTICES Effective November 12, 2015 THIS NOTICE DESCRIBES HOW HEALTH 
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 

INFORMATION.  

PLEASE REVIEW IT CAREFULLY 

 

 In the event that Minnesota State Regulations pertaining to privacy are stricter than Federal 
Regulations, this Practice will follow the Minnesota State Regulations. If you have any questions about 
this notice, please contact our Privacy Officer.  

We are required by law to maintain the privacy of protected health information and to tell you of our 
legal duties. Disclosures of your protected health information without authorization is strictly limited to 
defined situations that include emergency care, quality assurance activities, public health, research, and 
law enforcement activities. We use and disclose your information for the purposes of treatment, 
payment and healthcare operations and for other purposes that are permitted or required by law. This 
Notice also describes your rights to access and control your protected health information. “Protected 
health information” is information about you, including demographic information, that may identify you 
and that relates to your past, present or future physical or mental health or condition and related health 
care services.  

Unless you give us an additional written authorization, we cannot use or disclose your health 
information for any reason except as described in this Notice. You may request a copy of our Notice at 
any time. 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. The new notice will be effective for all protected 
health information that we maintain at that time. Upon your request, we will provide you with any 
revised Notice of Privacy Practices by accessing our website; or by calling the office and requesting that a 
revised copy be sent to you in the mail; or asking for one at the time of your next appointment. 

USES AND DISCLOSURES OF HEALTH INFORMATION 

Treatment: We may use or disclose your health information to a physician or other healthcare provider 
providing treatment to you.  

Payment: We may use and disclose health information about you so that the treatment and services you 
receive from us may be billed to and payment collected from you, an insurance company, or a third 
party.  

Healthcare Operations: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include quality assessment and improvement activities, 
reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and 
provider performance, conducting training programs, accreditation, certification, licensing or 
credentialing activities. We may share your protected health information with third party “business 



associates” that perform various activities (e.g., billing, transcription services) for the practice. Whenever 
an arrangement between our office and a business associate involves the use or disclosure of your 
protected health information, we will have a written contract (Business Associate Agreement) that 
contains terms that will protect the privacy of your protected health information. Effective March 31, 
2013, our Business Associate Agreements have been amended to provide that all of the HIPAA security 
administrative safeguards, physical safeguards, technical safeguards and security policies, procedures, 
and documentation requirements apply directly to the business associate and their subcontractors.  

We may use or disclose your protected health information, as necessary, to provide you with information 
about treatment alternatives or other health-related benefits and services that may be of interest to 
you. We may also use and disclose your protected health information for other marketing activities as 
allowed by the regulations. We will receive your authorization for all treatment and health care 
operations communications where we receive financial remuneration for making the communications 
from a third party whose product or service is being marketed. For example, your name and address may 
be used to send you a newsletter about our practice and the services we offer.  

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, 
Authorization or Opportunity to Object 

We may use and disclose your protected health information in the following instances. You have the 
opportunity to agree or object to the use or disclosure of all or part of your protected health 
information. If you are not present or able to agree or object to the use or disclosure of the protected 
health information, then your provider may, using professional judgment, determine whether the 
disclosure is in your best interest. In this case, only the protected health information that is relevant to 
your health care will be disclosed.  

Your Authorization: In addition to our use of your health information for treatment, payment or 
healthcare operations, you may give us written authorization to use you health information or to disclose 
it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. 
Disclosures to other providers within health care entities when necessary for current treatment do not 
require an Authorization.  

To your Family and Friends: We must disclose your health information to you, as described in the Patient 
Rights section of this Notice. We may disclose your health information to a family member, friend or 
other person to the extent necessary to help with your healthcare or with payment for your healthcare.  

Persons Involved In Care: We may use or disclose health information to notify, or assist in the 
notification of (including identifying or locating) a family member, your personal representative or 
another person responsible for your care, of your location, your general condition, or death. If you are 
present, then prior to use or disclosure of your health information, we will provide you with an 
opportunity to object to such uses or disclosures. In the event of your incapacity or emergency 
circumstances, we will disclose health information based on a determination using our professional 
judgment disclosing only health information that is directly relevant to the person’s involvement in your 
healthcare. We will also use our professional judgment and experience with common practice to make 
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical 
supplies, xrays or other similar forms of health information.  



Marketing Health-Related Services: We will not use your health information for marketing 
communications to third parties without your prior written authorization. We will receive your 
authorization for all treatment and health care operations communications where we receive financial 
remuneration for making the communications from a third party whose product or service is being 
marketed.  

Fundraising Activities. If we engage in any fundraising activities, you have a right to opt out of receiving 
further fundraising communications.  

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

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably 
believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of 
other crimes. We may disclose your health information to the extent necessary to avert a serious threat 
to your health or safety or the health or safety of others 

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 a law enforcement official having lawful custody of 
protected health information of an inmate or patient under certain circumstances.  

Appointment Reminders: We may use or disclose your health information to provide you with 
appointment reminders such as voicemail, messages, postcards, or letters.  

PATIENT RIGHTS 

 Access: You have the right to look at or get copies of your health information with limited exceptions. 
You may request that we provide copies in a format other than photocopies. We will use the format you 
request unless we cannot practicably do so. (You must make a request in writing to obtain access to your 
health information. You may obtain a form to request access by using the contact information listed at 
the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies and 
staff time. You may also request access by sending us a letter to the address at the end of this Notice. We 
may charge you a fee for each page and fee for staff time to locate and copy your health information and 
postage if you want the copies mailed to you. If you request an alternative format, we will charge a cost-
based fee for providing your health information in that format. If you prefer, we will prepare a summary 
or an explanation of your health information for a fee. Contact us using the information listed at the end 
of this Notice for a full explanation of our fee structure.)  

Disclosure Accounting: You have the right to receive an accounting of certain disclosures we have made, 
if any, of your protected health information. This right applies to disclosures for purposes other that 
treatment, payment or healthcare operations as described in the Notice of Privacy Practices. It excludes 
disclosures we may. You have the right to receive specific information regarding these disclosures that 
occurred after April 14, 2003. 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 these additional requests.  

Uses and Disclosures. Uses have made to you, to family members or friends involved in your care, or for 
notification purposes and disclosures of PHI will be made only with prior written authorization from the 



individual. Disclosures that constitute a sale of PHI will only be made with prior written authorization 
from the individual. Other uses and disclosures not described in the Notice of Privacy Practices will be 
made only with prior written authorization from the individual.  

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of 
your health information. We are not required to agree to these additional restrictions, but if we do, we 
will abide by our agreement except in an emergency. You have the right to restrict information given to 
your third party payer or health plan if you fully pay for the services out of your pocket.  

Alternative Communication: You have the right to request that we communicate with you about your 
health information by alternative means or to alternative locations. (You must make your request in 
writing.) Your request must specify the alternative means or location, and provide satisfactory 
explanation how payments will be handled under the alternative means or location you request.  

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. 

 Security Breach: You have a right to or will receive notification of breaches of your unsecured protected 
health information. The notification will occur by first class mail within 60 days of the event. A breach 
occurs when there has been an unauthorized use or disclosure under HIPAA that compromises the 
privacy or security of protected health information. There are three exceptions to the definition of what 
a breach is. An impermissible use or disclosure of PHI is presumed to be a breach unless we can 
demonstrate that there is a low probability that the PHI has been compromised. The notification 
requirements under this section apply only if it does not fall into one of the three exceptions or if we 
cannot demonstrate that there is a low probability that the PHI has been compromised. If we are 
required to provide notice to you, the notice will contain the following information: (1) a brief 
description of what happened, including the date of the breach and the date of the discovery of the 
breach; (2) the steps you should take to protect yourself from potential harm resulting from the breach; 
and (3) a brief description of what we are doing to investigate the breach, mitigate losses, and to protect 
against further breaches. Not every impermissible use or disclosure of protected health information 
constitutes a reportable breach. The determination of whether an impermissible breach is reportable 
hinges on whether there is a low probability that the PHI has been compromised. In order to determine 
whether there is a low probability that your PHI has been compromised, we will conduct a risk 
assessment using the four factor analysis outlined in the Omnibus Final Rule that became effective 
March 26, 2013. For example, if a laptop computer was stolen and later recovered and a forensic analysis 
shows that the PHI on the computer was never accessed, viewed, acquired, transferred, or otherwise 
compromised, we could determine that the information was not actually acquired by an unauthorized 
individual even though the opportunity existed, and, therefore, you would not need to be notified of the 
breach. The key to determining whether you will need to be notified of an unauthorized use or 
disclosure of your PHI is whether there is a low probability that your PHI has been compromised.  

Electronic Notice: If you receive this Notice on our website or by electronic mail (e-mail), you are 
entitled to receive this Notice in written form.  

 



Telephone, Text, Email Communications: Upon receiving your consent, the Practice or its service 
provider may contact you to provide health care information such as appointment reminders about 
treatment, payment, insurance, your account, using prerecorded or artificial prerecorded voice or 
telephone equipment that may be capable of automatic dialing. The Dental Practice may call me, text 
me, or email me. 
_____________________________________________________________________________________ 

COMPLAINTS 

 If you are concerned that we may have violated your privacy rights, or 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 may also 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 U.S. Department of Health and 
Human Services.  

Submit complaints to: 

Privacy Officer 312 Central Avenue S.E. Suite 440 Minneapolis, Minnesota 55414 Telephone: 612-379-
2428 Fax: 612-379-0538 

 

Website: www.Lecentredentistry.com 


