
Home Phone

I Birth Date:

PATIENT REGISTRATION

ID:

First Name:

Patient ls:

Chart lD:

Last Name
r l Policy Holder

! I Responsible Party
, Responsible Party (if someone other than the patient)

First Name:

Address:

Last Name:

Address 2:

] 
"nr, 

.,r,", ,,0,

Preferred Name:

Work Phone:

Soc Sec.

Pref. Hyg.:

lnsured Birth Date:

Middle lnitial:

Middle lnitial

Pager:

Ext Cellular:

Drivers Lic:

Relationship to lnsured:r- 'r Self r Spouse r- ) Child 1.- r Other

I O *"y"t,r9 P.ly ! also a poticy Hotder for patient Q erimary Insurance poticy Hotder O Secondary lnsurance poticy Hotder
Patient lnformation

Address: Artrtresq 2., ^uuresu. Address 2:

City: Stafe i 7in. D^^^-.r urry. State / Zip: pager:

Home Phone: Work phone: Ext: Cellular:

sex: Male Female Marital status: Married single Divorced Separated widowed
Birth Date: Age: Soc. Sec: Drivers Lic:

E-mail: ] I would like to receive correspondences via e-mail.

Section 2 gection 3
i

Employment Status: Full Time part Time Retired Emergency Contact:
| \sril gu

Emergency Number:
student status: i-') Full rime ,,) part rime 

"*r,*r;";;"r,Medicaid lD: pref. Dentist: Family Dr:

Employer ID: Pref. Pharmacy_

Carrier lD:

i Primary lnsurance

] Nr." of tnsured:

] tn"rr"d Soc. Sec:

lnformation l

i Employer:

Address:

Address 2:

City,State,Zip:

Secondary lnsurance lnformation

lns. Company:

Address:

Address 2:

lnsured Birth Date:

Relationship to lnsured:( ..i Self r._', Spouse i- ,1, Child ( I Otfrer

lns. Company:

I Rem. Benefits: 0!
City,State,Zip:

Rem. Deduct: .00

Name of lnsured:

lnsured Soc. Sec:

Employer:

Address:

Address 2:

City,State,Zip:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: 00



Brett Hulet, DDS

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
following questions.vusJ(rvr rD.

Are you under a physician's care now? i-'t ves i_r No rf yes, prease exprain:
Have you ever been hospitalized or had a major operation? (-- yes i-) No lf yes, please explain:

Haveyoueverhadaseriousheadorneckinjury?-Yes-;Nolfyes,pleasee,plain.
Areyoutakinganymedications,pi|ls,ordrugs?(.-.rYes.')Nolfyes,pleaseexplain:

Doyoutake,orhaVeyoutaken,Phen-FenorRedux?i.])Yesr.-;No
HaveyouevertakenFosamax,Boniva,ActoneloranV,

other medications containing bisphosphonatesi - Yes No

Are you on a special diet? i'.t Yes rl-, No
Do you use tobacco? Yes No

Do you use controlled substances? yes r No
Women: Are you
PregnanUTrying to get pregnant? i ', Yes (_,, No

Are you allergic to any of the following?

I Aspirin I -r Penicillin il Codeine

f l Other If yes, please explain:

Yes r-.r No Nursing? I Yes i r No

I jAcrytic fl nlletat .,. Latex ,- Sutfadrugs

Taking oral contraceptives? i

] i LocalAnesthetics

Anaphylaxis

Anemia

Angina
Arthritis/Gout

Artiflcial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion

Breathing Problem

Bruise Easily

Cancer

Chemotherapy

{_)Yes(tNo
i--) Yes i'-'r No

i_r yes i-,r tto
'.1'r Yes (.'.1 No
i._ I Yes r-,) No
i I Yes i_'r No
l. .l Ves r_-i trto
i._.r Ves l_r No
i_.; YeE i.'t No

i.-_l Yes (--) No
i : Yes i't No
i.,l Yes i_., No

i'-, Yes i-'r No

Do you have, or have you had, any of
AIDSiHlVPositive ,..,, Yes l'-.i No
Alzheimefs Disease (--) yes r.-_t No

the following?

Cortisone Medicine r _) Yes I 
-) 

No
Diabeies i',,l Yes r'J No
DrugAddiction i_, Yes i.-_l No
Easily Winded t.) Ves (lt t'to
Emphysema Yes No
Epilepsy or Seizures ('r: Yes i' ,r No
Excessive Bleeding Yes No
ExcessiveThirst (-_,' Ves i--; 1r1s

Fainting Spells/Dizziness{-_) Yes i ) No
Frequent Cough Yes No
Frequent Diarrhe" t-_t Yes a--l No
Frequent Headaches Yes No
Genital Herpes Yes No
Glaucoma Yes No
Hay Fever l .i yes i_r No
HeartAttackJFailure Yes - No
Heart Murmur i_] yes i_ No
Heart Pacemaker i._: yes (_.: No
HeartTrouble/Disease i- I Yes i-l No

Hemophilia i- ) Yes --r No
Hepatitis A Yes No
HepaiitisBorC (, Ves i-.) trto

Herpes i-'r yes r-t No
High Blood Pressure Yes - No
High Cholesterol i_) Ves l.-', No
Hives or Rash Yes No
Hypoglycemia Yes No
lregularHeartbeat (.-.j Yes r._'r tto
Kidney Problems a ') yes ( 'r No
Leukemra ( j Yes a_-t No
Liver Disease i -r Yes i.-jt No
Low Blood Pressure r--_r Yes r--t No
Lung Disease Yes No
Mitral Valve Prolapse Yes No

Osteoporosis Yes No
Pain in Jaw Joints Yes No
Parathyroid Disease ves No
Psychiatric Care l _', Yes ( .r tlto

Radiation Treatments i_ I yes I I No
Recentweightloss 1'-_t yes l--r No
Renal Dialysis yes No
Rheumatic Fever Yes No
Rheumatism i.-_r yes i .; No
Scarlet Fever (' I Yes ,- I No
Shingles i- .r Yes (- I No
Sickle Cell Disease r 

.) yes i_-t No
Sinus Trouble i _r Ves - _t ruo

Spina Bifida i._; Yes 1--l No
Stomach/lntestinal Disease (.'r yes l ) No
Stroke yes No
Swellingof Limbs i-_) yes r -r No
Thyroid Disease t.__, Yes i.-..r tto
Tonsillitis i_, yes r'l tto
Tuberculosis i._) Yes .-rwo
Tumors or Grolvths yes No
Ulcers i.'r yes (-_. No
Venereal Disease l. --l Yes l- _r t'to
Yellow Jaundice f- 't Yes a.-, No

ChestPains r- ) yes i-_l No
Cold Sores/Fever Blisters Yes No
Congenital Heart Disorder Yes No
Convulsions ()yesi-rNo

Have you ever had any serious illness not listed above? i -) yes i' .r No

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information .rn *
dangerous to my (o. patient's) health. lt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENI, PARENT, oT GUARDIAN DATE



CONSENT FOR USE AND DISCLOSI]RE OF PERSONAL IIEALTH INFORMATION

This form authorizes us to use and disclose your protected health information (pHI) for
the purposes of healthcare operations, treatment and payment activities.

Before signing, please read our notice of Privacy Policies to gain a clear understanding of
how we may use and disclose your pHI.

For questions concerning our Notice of Privacy Policies, please contact our office
manager at 541 -57 4-027 5.

Patient's Consent

Name

Address

City State zip

I, have read your Notice of privacy policies and I
consent to your use of my PHI for the purpose of healthcare operations, treatrnent and
payment activities.

Signature- Date

If this consent is signed by a personal representative on behatf of the patient, complete
the following:

Personal Representative' s Name
Relationship to Patient Date

Patient's Revocation
B-y signing below, you revoke your above consent for us to use and disclose your pHI.
However, by doing so, we reserve the right to discontinue treatment for you.'This
revocation also does not negate any of our prior actions while acting *d". your consent.

Signature Date

If this consent revocation is signed by a personal representative on behalf of the patients,
complete the following:

Personai Representative' s Name
Relationship to Patient Date



NOTICE OF PRIYACY PRACTICES
This notice describes how health information abouti

howyou can get access to this information- please review it carefully.
The privaqr of your health information is important to us.

OURLEGAL DUTY

USES AND DISCLOSIIRES OF IEALM

We are rgluircd by applicable federal and state law to maintain the privacy of your health
information- We are also required to give you this notice about our pri"*i.p*"tior, our legal
{uties, and your right concerning you health information- We must followthe pri"r.v practiees
that are described in this notice while it is in effect.
We reserve the right to change oyr Frivacy practices and the terrns of this notice at any time,
provided such chaages are permitted by applicable law. We reserve the right to make-ttre changes
in our privacy practices and &e new terrri of our notice effective for all health information that
we maintain" including heaHh information we created or received before we made the changes.
Before we make a significant change in our privacy practices, * *iff change ans ool"" *a
make the new notice available upon rcquest.
You may request a copy of our notice at any time. For more information about our privacy
practices, or for additional copies of the notice, please cootact us using the informaiion listed at
the end of this notice-

'We use aad disclose health information about you for treatrnen! palment, and heahhcare
operations. For example:
Tree&ent: We may use or disclose your heahh information to a physician or other healthcare
provider providing treatment to you-
Helthcare Operations: We may use and disclose your health information in connection with
ou1h3glthcar9 operations- Healthcare operations inchAe qualrty assessment and improvement
activities, reviewing the competence oiqualifications ort"attucaue professionals, evaluating
glactitioner and provider perfourancg conducting trainingprogranrs, accreditatiorl certificition,
licensing or credentialing activities.
Your Authorization: In additionto our us€ ofyour halth information fortreatnren! pa5rment of
lgalthcare operations, you may give us writiea authorization to sue your helth information or to
disclose it to anyone 9. *v purpose- If you give us an authorization, you may ,"r,ok" lt io
writing at any time. Your revocation will noiatrect any use or disclosares p"r*ittJuy yo*
au&orization while it was in effect. Unless you give us a written authorizaiion, we cannot use ordisclose your health information for any reason except those described in this Notice.
To Your x'amily and Friends:We must disclose y"* U""ff inforrration to you, as described inthe Pationt Rights section of this Notice. We may disclose your heatth information to a family
member, friend or other person to the extent necessary to help with y*;l;rh;;"; b"t ouly ifyou agree thatwe may do so.
Persons Involved h-pry: W9 may use or diselose health information to notifr, or assist in thenotification of (including if*ti&*g or locatin,g) a family *"*b"., your personal representative
or another person responsible for your care, of your location, you, general conditicn, or dea&- Ifyou are preseut then priorto use or disclosure of your health inforilation, we will prorrid" you
with an to object to such uses ordisclosures- In the event of your ircapacity orsrnergenoy circumstances, we will disclose hEalth information based oo a Oet"r*irration using ourprofessional jtdgment di:closing only health information that is directly relevant to the person,s
involvemeat in your healthcare. we will also use our professional judgment and our experiencewith common practice to make reasonable inferencestf your test inteiest in allowing a person to
Pi"k:p fl{rrescrirtions, medical supplies, x-rays, or o&er similar forms of health information.
Marketing Health-Related serviees: we w]ll ooi *r yo* h"aith information for marketing
commrmications without your written authorization.
Required by Law: we may use or disclose your health information when we are required to doso by law.



Abuse or Neglech we may disclose your health information to appropriate arftorities if wereasonabty believe that you are a possible victin 
"r**", "qgl*t, 

or domestic violence or &epossible vistim of other crimes- we may disctose your neartlTlonrration tro G ;; nec€ssaryto avert a serious ttreattoyour h€ahh of safety ot-th" health o, of.,ty ofothers-
lationat securitp sle may disclose to mititany rrrrh.rff*G iora information of AnndForces personnel rmdar qtain clrcumstan:s. w" -"y aiscrose to ardtorized fcdeial officialshealth informationrequired rorhurn r intruierr@,;;;#;;;ligenoe, md orhernationalsecurity activities. We may disclose to correstional instia*ioni * ur* e,nforcernent officialhl"ios lawful custody of protected h€atth infomrationoi-io*t or ptient under cerhincircrmstmces.
Appoinfuent Reminder:: we may use of disclose your hoalth information to prcvide you wi&appoinhent reminders (such as voicemail
PATIENTRIGHTS
Access: You have the right to look at or get copies ofyour healtt information, with limitedexceptions' You may ttq 

.,,*t Frfi * p*iid" *pio io 
" 

r"r"rrt ot o traa photoeopies. we willuse the formatyou requestunless t"" ia""*prai,tic"uryao *lftou must make arequest inwriting to obfain access lo yo,r heafth inrormation. y; ;t ;i"i" a form to r€qucst access byusing the contact information lis&d ar the *o ortnirlroGi --"
Restriction: You hav1.!hg lcht to- rwuest that we pr" JJitior"l restrictions on our use ofdisclosure of your health inrJtmatiou. w" ,r" not required to agree to these additiqalrestrictions, but if we ds, y" wiJl abide by our.agreement (except in an e,mergency).Altemative communication: You have-the 

"rgf,t 
to ,"G;;#we co*municate with you aboutyour health information by alernative meal! oi to 
"tteroative 

locations. (you must make yourrcquestinurriting-) Yornrequestmustsprcigtlradffi;;;";, or locatioq and provides*isfacory explanation howpa5mcnts i'iu 6"t*aJ*d;th" alternative means or locationyou requesl

**::1lr,:'g:3:1ryp r1"ry pd y 1rr.od yorlr hearth information. (your
;Hffi*XT#,X*:XLi*g=g= *nv *" i,r"i,"rr','n .iJiilffia"a.) we may
{gny your r€qust rmder 

"qtain 
.ir"umJ.I*r.

ffi;;X*jjjflm::*:S_: our web rie * by erecuonic mal (e-mair), youare entitld to receive tlisNotice in written form.
Q-trEsrloNs ArYD

fllffirff'moro 
information"uo,rto*privacypractices orhave questioas orconc€fits, please

If you are conc€n,ed that urc may have viofl{ {M pn r"y rights, or you disag* wift adecision we made abo*t access io your healtt iriormrtioo * io"roporse to a request you made toamend or restict the use or discfoiure 
9f your health inf;;fi; or have us commrmicats u/ithyou by alternative or at alternative locationq yo" -uvLpr*io to us usingthe contactinformation listd * the end of eis No*"", y*o_o ,I#;;y ;# a rprifien complaint to &e u.s.Deparment of Health and Humaa se*rices. we *u p*itarJu witr fu 

"aori,s 
to nb yourcomplaint with tre u.s. Departuent of Hearth *d d;;;#;l".s upon requesr.we zupprt you right to tr; ptivacy ofyorn health irrormation. w" *il ooti"tutiur" in any wayif you choose to file a complaint n riu u. or *ia G u.i.ffii**t of Hearth aad HumanServices.

Contect fnformation:

CanyonWayDental
Brcfrt{ulet, DDS, RN
1001 SWHrrrbertStrreet
Newporg 0regon 91365
s4t-574-0275


