
    
 
 
 
 
 

Patient Name: __________________________________________   Date: ______________ 
 
Welcome! At Temple City Dental Care, we are committed to providing you with the best possible dental care and 
helping you achieve your optimum oral health. We feel that you deserve nothing less when it comes to your health. 
We use the best materials and techniques available to provide you quality dental care. 
  
We believe that our relationship with you, as with all relationships, needs open and clear communication. We will try 
to communicate all your dental needs and estimate your financial information as soon as it becomes evident. We 
want you to be as informed as possible to help you in your decisions concerning your dental health.  
 
We understand how valuable your time is, so we make every effort to remain on time. We do not double book our 
appointments. We feel that you deserve our complete and focused attention so that we may provide the best care 
possible. Your reserved time is exclusively yours.  
 
Towards these goals, we would like to explain your financial and scheduling responsibilities with our practice.   
 
Your Commitment (Patient Responsibilities)  
 

We want you to be comfortable with our team. If you ever have any questions about your dental treatment, financial 
or insurance-related questions, or any concerns at all, we ask that you notify us as soon as possible. We will be glad 
to clarify any uncertainties that may arise.  
 
Payment: Payment is due at the time services are rendered. Financial arrangements are discussed during the initial 
visit and a financial agreement is completed in advance of performing any treatment with our practice. We accept the 
following forms of payment: Cash, Check, and the following credit cards – American Express, Master Card, Discover, 
and Visa. We also offer third-party financing, which includes both interest-free programs and extended financing. 
Note: If you elect to apply for third-party financing, administered through our practice, we are required by law to 
provide you with a Credit for Dental Services Notice.  
 
Dental Benefit Plans: Your dental benefit is a contract between you or your employer and the dental benefit plan. 
Benefits and payments received are based on the terms of the contract negotiated between you and your employer 
and the plan. We are happy to help our patients with dental benefit plans to understand and maximize their 
coverage.  
 
We kindly ask that you realize we do NOT work for an insurance company. Rather, we work 100% for our 
patients. We feel that insurance can be a great benefit for many patients and want you to know we will do 
everything in our power to ensure you get every benefit allotted in your insurance contract. However, the 
treatment we recommend and the fees we charge WILL ALWAYS BE BASED ON YOUR INDIVIDUAL NEEDS, 
NOT YOUR INSURANCE COVERAGE.  
 
- If we are a contracted provider with your plan, you are responsible only for your portion of the approved fee 

as determined by your plan. We are required to collect the patient’s portion (deductible, co-insurance, co-pay, or 
any amount not covered by the dental benefit plan) in full at time of service. If our estimate of your portion is less 
than the amount determined by your plan, the amount billed to you will be adjusted to reflect this.  
 

- If we are not a contracted provider with your dental benefit plan, it is the patient’s responsibility to verify with 
the plan whether the plan allows patients to receive reimbursement for services from out-of-network providers. If 
your plan allows reimbursement for services from out-of-network providers, our practice can file the claim with 
your plan and receive reimbursement directly from the plan if you “assign benefits” to us. In this circumstance, 
you are responsible and will be billed for any unpaid balance for services rendered upon receipt of payment from 
the plan to our practice, even if that amount is different than our estimated patient portion of the bill. If you 
choose to not “assign benefits” to our practice, you are responsible for filing claims and obtaining reimbursement 
directly from your dental benefit plan and will be responsible for payment to our practice before or at the time of 
service.  

Patient Acknowledgements and Authorizations  



    
 
Scheduling of Appointments: We reserve the doctor and the hygienist’s time on the schedule exclusively for 
each patient procedure and are diligent about being on time. Because of this courtesy, when a patient cancels an 
appointment, it affects the overall quality of service we are able to provide. We understand that circumstances may 
arise that require an appointment to be rescheduled; however, to maintain the utmost service and care, we do 
require a 48-hour notice to reschedule an appointment. With less than a 48-hour notice, a fee of $50.00, or 
deposit to reserve the appointment time again, may be required. To serve all our patients in a timely manner, we 
may need to reschedule an appointment if a patient is 15 minutes late or more arriving to our practice. To reschedule 
an appointment due to late arrival, a fee of $50 or deposit to reserve the next appointment, may be required.   
 
Your scheduled appointment is reserved exclusively for you. We have a 48 hour cancellation policy in order to 
provide you with the personalized attention. We understand that circumstances may arise that require an 
appointment to be rescheduled. We are happy to change your reservation time if a 48 hour notice is given. If 
sufficient notice is not given, your account will be charged a $50 broken/missed appointment fee. We ask that you 
make every effort to keep your reserved time. 
 
Patient Authorization 
 

_______ I understand that the information I have given today is correct to the best of my knowledge. I 
authorize the dental team to perform any necessary dental services that I may need and have 
consented to during diagnosis and treatment.  

 
_______ I have read the above and agree to the financial and scheduling terms. 
 
_______ I authorize the release of information necessary to process my dental benefit claims. I hereby 

authorize payment directly to this doctor otherwise payable to me.  
Please check Yes or No, and initial to the side.  ____ YES ____ NO 

 
Patient Communications 
 

_______ Messages: I understand brief messages from the dental practice may be left on my home answering 
machine or with anyone who answers the telephone at my home unless I have provided the practice 
with alternate instructions for communication.  

 

 Email: Except for appointment reminders, we use secure methods to electronically communicate 
with our patients. Unencrypted email is not a secure form of communication. There is some risk that 
any individually identifiable health information and other sensitive or confidential information that 
may be contained in such email may be misdirected, disclosed to or intercepted by unauthorized 
third parties. However, you may consent to receive unsecured email from us regarding your 
treatment. We will use the minimum amount of protected health information in any communication. 
Please select one of the following three (3) options, initial, and provide your email address.  

 
_______ 1) I do consent and accept the risk of receiving information via unsecured email. I understand I can 

withdraw my consent at any time. 
My email address is: _________________________________________________ 

 

_______ 2) I do consent to receive appointment reminders only via unsecured email. I understand I can 
request an alternate method of appointment reminders at any time.  

  My email address is: _________________________________________________ 
 

_______ 3) I do not consent to receiving any information via email. I understand that I can change my mind 
and provide consent later.  

 
Mobile Phone:  

________ I do consent to the dental practice using my mobile phone number to (Please choose one or both)  
____ call or ____ text regarding appointments and to call regarding treatment, insurance and my 
account. I understand that I can withdraw my consent at any time. My cellphone number is (include 
area code)  

 

________ I do not consent to the dental practice using my mobile phone number to either call or text. I 
understand that I can change my mind and provide consent later.  

 



    
 
Patient Acknowledgements 
 
 
________ I hereby acknowledge that a copy of this practice’s Notice of Privacy Practices has been made 

available to me. I have been given the opportunity to ask any questions I may have regarding this 
Notice.  

 

 
 
_____________________________________________________ 
Type or Print Patient’s or Legal Guardian’s/Representative’s Name 
 
 
______________________________________________        ________________________  ________ 
Patient or Legal Guardian’s/Representative’s Signature               Relationship (if not patient)        Date 
   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
9929 E. Las Tunas Drive, Temple City, CA 91780 

626-285-3161 Fax: 626-285-5379 
www.templecitydental.com  

 
 
        Kyle Low, DDS



Email address:

I Prefer to be called: Male       Female

Birthdate:                                Age: Single            Married           Divorced           Widowed           Separated

Home Address 

Employer Address:

Address:

NEIGHBOR OR RELATIVE NOT LIVING WITH YOU

Name: Relation:              Phone:

Home Phone: Mobile: Work Phone:

Best time to reach you? How did you hear about us?

Social Security # Driver License/ID#

Person to contact in case of emergency:  Phone:

Employer: Occupation:

Treatment and Arbitration Agreement
With regard to dental care and services provided or to be provided at Temple City Dental Care, it is agreed that the attending dentist will provide dental care 
and services to the patient, to the best of their skills and knowledge which dental care in the light of circumstances is possible and practical.  It is agreed 
that because of differences in human constitution and response, it is no way possible to warrant the outcome of any medical or dental service.

It is understood that any dispute as to dental malpractice, that is as to whether any dental service rendered under this contract were unnecessary or 
unauthorized or were improperly, negligently  or incompetently rendered will be determined by submission to arbitration as provided by California law and 
not by a lawsuit or resort to court process except as California law provides for judicial review or arbitration proceeding.  Both parties to this contract, by 
entering into it are giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of 
arbitration.  Within fifteen days after a Patient or Attending Dentist shall give notice to the other demanding arbitration of such controversy, the parties to the 
controversy shall each appoint a licensed dentist as arbitrator and give notice of such appointment to the other.  Within a reasonable time to two arbitrators 
shall select a licensed dentist as neutral arbitrator and give notice to the selection there of to the parties.  The arbitrators shall hold a hearing within a reason-
able time.  All notices or other paper required to be served by United States mail.   The arbitration shall be conducted in accordance with any government 
by the provision of Title 9 of the California Code of Civil Procedure.

NOTICE:  BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF DENTAL MALPRACTICE DECIDED BY NEUTRAL 
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.

Patient Name: Date:

        Patient / Guardian Signature Date Relationship

        Attending Dentist Signature Date Witness Date

ABOUT YOU

STREET CITY STATE ZIP CODE

STREET CITY STATE ZIP CODE

STREET CITY STATE ZIP CODE

The Pathway to Dental Excellence!



Relationship to Patient:

Insured’s SSN: DOB:

ABOUT YOUR INSURANCE INFORMATION

 Yes        No         Orthodontic Coverage?        Yes        No           Yes        No    

Yes        No         Orthodontic Coverage?        Yes        No           Yes        No    

Phone:

Medical Coverage?       

Insured’s SSN: DOB:

Relationship to Patient:

Medical Coverage?         

Primary Insurance 

Dental Coverage?       

Insurance Name: 

Group #:

Ins. Co. Address:   

Insured’s Name: 

Insured’s Employer: 

Employer’ Address: 

Employer’s Phone:

Dental Coverage?       

Insurance Name: 

Group #

Ins. Co. Address:  

Insured’s Name: 

Insured’s Employer: 

Employer’ Address:  

Employer’s Phone:

Assignment of Insurance Benefits

I hereby authorize Temple City Dental Care to furnish information to insurance carriers concerning treatment and hereby assign to the 
doctors all payments for dental services rendered.  This assignment will remain in effect until revoked by me in writing; a photocopy of 
this assignment is as valid as an original.

I understand that I am financially responsible for all charges whether or not paid by said Insurance/Dental Plan.  I hereby authorize 
said assignee to release all information necessary to secure payment.

authorize the release of any medical or incidental information that may be necessary for either medical care or in processing 
applications for financial benefit. I understand it is my responsibility to know all rules and restrictions of my insurance policy, to know 
which hospital, emergency rooms, laboratories, x-ray departments, specialists, and specialist providers which are assigned to me 

consulting physicians, and hospitals. We will call the pharmacy of your choice regarding your prescriptions. We will only exchange 
minimum necessary Protected Health Information for each transaction.

STREET CITY STATE ZIP CODE

STREET CITY STATE ZIP CODE

STREET CITY STATE ZIP CODE

STREET CITY STATE ZIP CODE

        Patient / Guardian Signature Date Relationship

        Attending Dentist Signature Date Witness Date

The Pathway to Dental Excellence!

Member ID #:

Phone:

Member ID #:

I authorize Kyle Low, DDS, or the attending dentist to examine and provide medical/dental treatment. I assume full
responsibility for any balance due. I authorize my insurance company to pay by check made out directly to Kyle Low, DDS. I

according to my insurance policy rule. It is Kyle Low, DDS's procedure to share Protected Health Information with labs, x-rays,



MEDICAL HISTORY
WĂƟĞŶƚ�EĂŵĞ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ EŝĐŬŶĂŵĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ ��ŐĞ�ͅ ͺͺͺͺͺͺͺ
EĂŵĞ�ŽĨ�WŚǇƐŝĐŝĂŶͬĂŶĚ�ƚŚĞŝƌ�ƐƉĞĐŝĂůƚǇ�� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
DŽƐƚ�ƌĞĐĞŶƚ�ƉŚǇƐŝĐĂů�ĞǆĂŵŝŶĂƟŽŶ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ WƵƌƉŽƐĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
tŚĂƚ�ŝƐ�ǇŽƵƌ�ĞƐƟŵĂƚĞ�ŽĨ�ǇŽƵƌ�ŐĞŶĞƌĂů�ŚĞĂůƚŚ͍���������ǆĐĞůůĞŶƚ��������'ŽŽĚ���������&Ăŝƌ��������WŽŽƌ

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
ϭ �͘ ŚŽƐƉŝƚĂůŝǌĂƚŝŽŶ�ĨŽƌ�ŝůůŶĞƐƐ�Žƌ�ŝŶũƵƌǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯ �͘ ĂŶ�ĂůůĞƌŐŝĐ�ƌĞĂĐƚŝŽŶ�ƚŽ
� � ĂƐƉŝƌŝŶ �͕ŝďƵƉƌŽĨĞŶ �͕ĂĐĞƚĂŵŝŶŽƉŚĞŶ �͕ĐŽĚĞŝŶĞ
� � ƉĞŶŝĐŝůůŝŶ
� � ĞƌǇƚŚƌŽŵǇĐŝŶ
� � ƚĞƚƌĂĐǇĐůŝŶĞ
� � ƐƵůƉŚĂ
� � ůŽĐĂů�ĂŶĞƐƚŚĞƚŝĐ
� � ĨůƵŽƌŝĚĞ
� � ŵĞƚĂůƐ�;ŶŝĐŬĞů͕ �ŐŽůĚ �͕ƐŝůǀĞƌ͕�ͅ ͺͺͺͺͺͺͺͺͺͺ Ϳͅ
� � ůĂƚĞǆ
� � ŽƚŚĞƌ���ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯ �͘ ŚĞĂƌƚ�ƉƌŽďůĞŵƐ͕ �Žƌ�ĐĂƌĚŝĂĐ�ƐƚĞŶƚ�ǁŝƚŚŝŶ�ƚŚĞ�ůĂƐƚ�Ɛŝǆ�ŵŽŶƚŚƐ�ͺͺ
ϰ �͘ ŚŝƐƚŽƌǇ�ŽĨ�ŝŶĨĞĐƚŝǀĞ�ĞŶĚŽĐĂƌĚŝƚŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱ �͘ ĂƌƚŝĨŝĐŝĂů�ŚĞĂƌƚ�ǀĂůǀĞ �͕ƌĞƉĂŝƌĞĚ�ŚĞĂƌƚ�ĚĞĨĞĐƚ�;W&KͿ�ͺͺͺͺͺͺͺͺͺͺ
ϲ �͘ ƉĂĐĞŵĂŬĞƌ�Žƌ�ŝŵƉůĂŶƚĂďůĞ�ĚĞĨŝďƌŝůůĂƚŽƌ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϳ �͘ ĂƌƚŝĨŝĐŝĂů�ƉƌŽƐƚŚĞƐŝƐ�;ŚĞĂƌƚ�ǀĂůǀĞ�Žƌ�ũŽŝŶƚƐͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϴ �͘ ƌŚĞƵŵĂƚŝĐ�Žƌ�ƐĐĂƌůĞƚ�ĨĞǀĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϵ �͘ ŚŝŐŚ�Žƌ�ůŽǁ�ďůŽŽĚ�ƉƌĞƐƐƵƌĞ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ �͘ Ă�ƐƚƌŽŬĞ�;ƚĂŬŝŶŐ�ďůŽŽĚ�ƚŚŝŶŶĞƌƐͿ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϭ �͘ ĂŶĞŵŝĂ�Žƌ�ŽƚŚĞƌ�ďůŽŽĚ�ĚŝƐŽƌĚĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϮ �͘ ƉƌŽůŽŶŐĞĚ�ďůĞĞĚŝŶŐ�ĚƵĞ�ƚŽ�Ă�ƐůŝŐŚƚ�ĐƵƚ�;/EZ�х�ϯ͘ϱͿ� ͺͺͺͺͺͺͺͺͺ
ϭϯ �͘� ĞŵƉŚǇƐĞŵĂ �͕ƐĂƌĐŽŝĚŽƐŝƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϰ �͘ ƚƵďĞƌĐƵůŽƐŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϱ �͘� ĂƐƚŚŵĂ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϲ �͘ ďƌĞĂƚŚŝŶŐ�Žƌ�ƐůĞĞƉ�ƉƌŽďůĞŵƐ�;ŝ͘ Ğ �͘ƐŶŽƌŝŶŐ �͕ƐŝŶƵƐͿ�ͅ ͺͺͺͺͺͺͺͺͺͺ
ϭϳ �͘ ŬŝĚŶĞǇ�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϴ �͘ ůŝǀĞƌ�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϵ �͘ ũĂƵŶĚŝĐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϬ �͘� ƚŚǇƌŽŝĚ �͕ƉĂƌĂƚŚǇƌŽŝĚ�ĚŝƐĞĂƐĞ �͕Žƌ�ĐĂůĐŝƵŵ�ĚĞĨŝĐŝĞŶĐǇ� ͺͺͺͺͺͺͺͺ
Ϯϭ �͘� ŚŽƌŵŽŶĞ�ĚĞĨŝĐŝĞŶĐǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϮϮ �͘� ŚŝŐŚ�ĐŚŽůĞƐƚĞƌŽů�Žƌ�ƚĂŬŝŶŐ�ƐƚĂƚŝŶ�ĚƌƵŐƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϯ �͘ ĚŝĂďĞƚĞƐ�;,ď�ϭĐ�сͺͺͺͺͺͺ Ϳͅ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϰ �͘� ƐƚŽŵĂĐŚ�Žƌ�ĚƵŽĚĞŶĂů�ƵůĐĞƌ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϱ �͘ ĚŝŐĞƐƚŝǀĞ�ĚŝƐŽƌĚĞƌƐ�;ŝ͘ Ğ �͘�ŐĂƐƚƌŝĐ�ƌĞĨůƵǆͿ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Ϯϲ �͘ ŽƐƚĞŽƉŽƌŽƐŝƐͬ ŽƐƚĞŽƉĞŶŝĂ��;ŝ͘ Ğ �͘ƚĂŬŝŶŐ�ďŝƐƉŚŽƐƉŚŽŶĂƚĞƐͿ� ͺͺ
Ϯϳ �͘ ĂƌƚŚƌŝƚŝƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϴ �͘ ŐůĂƵĐŽŵĂ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯϵ �͘ ĐŽŶƚĂĐƚ�ůĞŶƐĞƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϬ �͘ ŚĞĂĚ�Žƌ�ŶĞĐŬ�ŝŶũƵƌŝĞƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϭ �͘ ĞƉŝůĞƉƐǇ͕�ĐŽŶǀƵůƐŝŽŶƐ�;ƐĞŝǌƵƌĞƐͿ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϮ �͘ ŶĞƵƌŽůŽŐŝĐ�ƉƌŽďůĞŵƐ�;ĂƚƚĞŶƚŝŽŶ�ĚĞĨŝĐŝƚ�ĚŝƐŽƌĚĞƌͿ�ͅ ͺͺͺͺͺͺͺ
ϯϯ �͘ ǀŝƌĂů�ŝŶĨĞĐƚŝŽŶƐ�ĂŶĚ�ĐŽůĚ�ƐŽƌĞƐ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϰ �͘ ĂŶǇ�ůƵŵƉƐ�Žƌ�ƐǁĞůůŝŶŐ�ŝŶ�ƚŚĞ�ŵŽƵƚŚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϱ �͘ ŚŝǀĞƐ͕ �ƐŬŝŶ�ƌĂƐŚ �͕ŚĂǇ�ĨĞǀĞƌ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϲ �͘ ǀĞŶĞƌĞĂů�ĚŝƐĞĂƐĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϳ �͘ ŚĞƉĂƚŝƚŝƐ�;ƚǇƉĞ�ͅ ͺ Ϳͅ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϴ �͘ ,/s�ͬ ��/� �̂ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯϵ �͘ ƚƵŵŽƌ͕�ĂďŶŽƌŵĂů�ŐƌŽǁƚŚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϬ �͘ ƌĂĚŝĂƚŝŽŶ�ƚŚĞƌĂƉǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϭ �͘ ĐŚĞŵŽƚŚĞƌĂƉǇ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϮ �͘ ĞŵŽƚŝŽŶĂů�ƉƌŽďůĞŵƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϯ �͘ ƉƐǇĐŚŝĂƚƌŝĐ�ƚƌĞĂƚŵĞŶƚͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϰ �͘ ĂŶƚŝĚĞƉƌĞƐƐĂŶƚ�ŵĞĚŝĐĂƚŝŽŶ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϱ �͘ ĂůĐŽŚŽů�ͬ �ĚƌƵŐ�ĚĞƉĞŶĚĞŶĐǇ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

ARE YOU:
ϰϲ �͘ ƉƌĞƐĞŶƚůǇ�ďĞŝŶŐ�ƚƌĞĂƚĞĚ�ĨŽƌ�ĂŶǇ�ŽƚŚĞƌ�ŝůůŶĞƐƐ�ͺͺͺͺͺͺͺͺͺͺͺ
ϰϳ �͘ ĂǁĂƌĞ�ŽĨ�Ă�ĐŚĂŶŐĞ�ŝŶ�ǇŽƵƌ�ŐĞŶĞƌĂů�ŚĞĂůƚŚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰϴ �͘ ƚĂŬŝŶŐ�ŵĞĚŝĐĂƚŝŽŶ�ĨŽƌ�ǁĞŝŐŚƚ�ŵĂŶĂŐĞŵĞŶƚ�;ŝ͘ Ğ �͘ĨĞŶͲƉŚĞŶͿ�
ϰϵ �͘ ƚĂŬŝŶŐ�ĚŝĞƚĂƌǇ�ƐƵƉƉůĞŵĞŶƚƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �
ϱϬ �͘ ŽĨƚĞŶ�ĞǆŚĂƵƐƚĞĚ�Žƌ�ĨĂƚŝŐƵĞĚ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϭ �͘ ƐƵďũĞĐƚ�ƚŽ�ĨƌĞƋƵĞŶƚ�ŚĞĂĚĂĐŚĞƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϮ �͘ Ă�ƐŵŽŬĞƌ�Žƌ�ƐŵŽŬĞĚ�ƉƌĞǀŝŽƵƐůǇ�� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϯ �͘ ĐŽŶƐŝĚĞƌĞĚ�Ă�ƚŽƵĐŚǇ�ƉĞƌƐŽŶ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϰ �͘ ŽĨƚĞŶ�ƵŶŚĂƉƉǇ�Žƌ�ĚĞƉƌĞƐƐĞĚ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϱ �͘ &�D�>��Ͳ�ƚĂŬŝŶŐ�ďŝƌƚŚ�ĐŽŶƚƌŽů�ƉŝůůƐ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϲ �͘ &�D�>��Ͳ�ƉƌĞŐŶĂŶƚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱϳ �͘ D�>��Ͳ�ƉƌŽƐƚĂƚĞ�ĚŝƐŽƌĚĞƌƐ�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ĞƐĐƌŝďĞ�ĂŶǇ�ĐƵƌƌĞŶƚ�ŵĞĚŝĐĂů�ƚƌĞĂƚŵĞŶƚ͕�ŝŵƉĞŶĚŝŶŐ�ƐƵƌŐĞƌǇ͕ �Žƌ�ŽƚŚĞƌ�ƚƌĞĂƚŵĞŶƚ�ƚŚĂƚ�ŵĂǇ�ƉŽƐƐŝďůǇ�ĂīĞĐƚ�ǇŽƵƌ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͘
ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

>ŝƐƚ�Ăůů�ŵĞĚŝĐĂƟŽŶƐ͕�ƐƵƉƉůĞŵĞŶƚƐ͕�ĂŶĚ�Žƌ�ǀŝƚĂŵŝŶƐ�ƚĂŬĞŶ�ǁŝƚŚŝŶ�ƚŚĞ�ůĂƐƚ�ƚǁŽ�ǇĞĂƌƐ

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

WĂƟĞŶƚ Ɛ͛�^ŝŐŶĂƚƵƌĞ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �ĂƚĞ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

�ŽĐƚŽƌ Ɛ͛�^ŝŐŶĂƚƵƌĞ��ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �ĂƚĞ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

YES   NO

�ƐŬ�ĨŽƌ�ĂŶ�ĂĚĚŝƟŽŶĂů�ƐŚĞĞƚ�ŝĨ�ǇŽƵ�ĂƌĞ�ƚĂŬŝŶŐ�ŵŽƌĞ�ƚŚĂŶ�ϲ�ŵĞĚŝĐĂƟŽŶƐ

������������������ƌƵŐ� � � �������������WƵƌƉŽƐĞ ������������������ƌƵŐ� � �� �����������WƵƌƉŽƐĞ

ǀϮ͘ϭ��Ͳ��ϮϬϭϬ���<ŽŝƐ��ĞŶƚĞƌ͕ �>>� dŽ�ƌĞŽƌĚĞƌ͕ �ƉůĞĂƐĞ�ǀŝƐŝƚ͗��www.koiscenter.com



ZĞĨĞƌƌĞĚ�ďǇͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,Žǁ�ǁŽƵůĚ�ǇŽƵ�ƌĂƚĞ�ƚŚĞ�ĐŽŶĚŝƟŽŶ�ŽĨ�ǇŽƵƌ�ŵŽƵƚŚ͍����������ǆĐĞůůĞŶƚ���������'ŽŽĚ���������&Ăŝƌ���������WŽŽƌ
WƌĞǀŝŽƵƐ��ĞŶƟƐƚ�ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ,Žǁ�ůŽŶŐ�ŚĂǀĞ�ǇŽƵ�ďĞĞŶ�Ă�ƉĂƟĞŶƚ͍ͺͺͺͺͺͺͺͺͺͺͺDŽŶƚŚƐͬzĞĂƌƐ
�ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ĚĞŶƚĂů�ĞǆĂŵ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ��ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ǆͲƌĂǇƐ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ�
�ĂƚĞ�ŽĨ�ŵŽƐƚ�ƌĞĐĞŶƚ�ƚƌĞĂƚŵĞŶƚ�;ŽƚŚĞƌ�ƚŚĂŶ�Ă�ĐůĞĂŶŝŶŐͿ�ͺͺͺͺͺͺͬͺͺͺͺͺͺͬͺͺͺͺͺͺ
/�ƌŽƵƟŶĞůǇ�ƐĞĞ�ŵǇ�ĚĞŶƟƐƚ�ĞǀĞƌǇ͗�����������ϯ�ŵŽ͘����������ϰ�ŵŽ͘����������ϲ�ŵŽ͘����������ϭϮ�ŵŽ͘����������EŽƚ�ƌŽƵƟŶĞůǇ

WHAT IS YOUR IMMEDIATE CONCERN?� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
 
PLEASE ANSWER YES OR NO TO THE FOLLOWING:     YES      NO

ϭ �͘ �ƌĞ�ǇŽƵ�ĨĞĂƌĨƵů�ŽĨ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͍ ���,Žǁ�ĨĞĂƌĨƵů͕ �ŽŶ�Ă�ƐĐĂůĞ�ŽĨ�ϭ�;ůĞĂƐƚͿ�ƚŽ�ϭϬ�;ŵŽƐƚͿ�ͅ ͺͺ ͅ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Ϯ �͘ ,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶ�ƵŶĨĂǀŽƌĂďůĞ�ĚĞŶƚĂů�ĞǆƉĞƌŝĞŶĐĞ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϯ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĐŽŵƉůŝĐĂƚŝŽŶƐ�ĨƌŽŵ�ƉĂƐƚ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ͍ �ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϰ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ƚƌŽƵďůĞ�ŐĞƚƚŝŶŐ�ŶƵŵď�Žƌ�ŚĂĚ�ĂŶǇ�ƌĞĂĐƚŝŽŶƐ�ƚŽ�ůŽĐĂů�ĂŶĞƐƚŚĞƚŝĐ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϱ �͘ �ŝĚ�ǇŽƵ�ĞǀĞƌ�ŚĂǀĞ�ďƌĂĐĞƐ͕ �ŽƌƚŚŽĚŽŶƚŝĐ�ƚƌĞĂƚŵĞŶƚ�Žƌ�ŚĂĚ�ǇŽƵƌ�ďŝƚĞ�ĂĚũƵƐƚĞĚ �͍ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϲ �͘ ,ĂǀĞ�ǇŽƵ�ŚĂĚ�ĂŶǇ�ƚĞĞƚŚ�ƌĞŵŽǀĞĚ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
�

ϳ �͘ /Ɛ�ƚŚĞƌĞ�ĂŶǇƚŚŝŶŐ�ĂďŽƵƚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ�ƚŚĂƚ�ǇŽƵ�ǁŽƵůĚ�ůŝŬĞ�ƚŽ�ĐŚĂŶŐĞ �͍ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϴ �͘ ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ǁŚŝƚĞŶĞĚ�;ďůĞĂĐŚĞĚͿ�ǇŽƵƌ�ƚĞĞƚŚ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϵ �͘ ,ĂǀĞ�ǇŽƵ�ĨĞůƚ�ƵŶĐŽŵĨŽƌƚĂďůĞ�Žƌ�ƐĞůĨ�ĐŽŶƐĐŝŽƵƐ�ĂďŽƵƚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ǇŽƵƌ�ƚĞĞƚŚ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
ϭϬ� ,ĂǀĞ�ǇŽƵ�ďĞĞŶ�ĚŝƐĂƉƉŽŝŶƚĞĚ�ǁŝƚŚ�ƚŚĞ�ĂƉƉĞĂƌĂŶĐĞ�ŽĨ�ƉƌĞǀŝŽƵƐ�ĚĞŶƚĂů�ǁŽƌŬ �͍ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

 ���
ϭϭ �͘ �Ž�ǇŽƵ�ŚĂǀĞ�ƉƌŽďůĞŵƐ�ǁŝƚŚ�ǇŽƵƌ�ũĂǁ�ũŽŝŶƚ͍ ��;ƉĂŝŶ �͕ƐŽƵŶĚƐ͕ �ůŝŵŝƚĞĚ�ŽƉĞŶŝŶŐ �͕ůŽĐŬŝŶŐ �͕ƉŽƉƉŝŶŐͿ��ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
ϭϮ �͘ �Ž�ǇŽƵ�ͬ �ǁŽƵůĚ�ǇŽƵ�ŚĂǀĞ�ĂŶǇ�ƉƌŽďůĞŵƐ�ĐŚĞǁŝŶŐ�ŐƵŵ �͍�ͅ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
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Temple City Dental Care 
HIPAA Privacy Rule: Acknowledgement of Receipt of Notice of 

Privacy Practices §164.520(a) 
 
 

I, _________________________________________ (Please Print Full Name), understand that as 
part of my health care, this facility originates and maintains health records describing my health 
history, symptoms, examination and test results, diagnosis, treatment, and any plans for future care 
or treatment. I hereby acknowledge that I have been provided with and understand that this facility’s 
Notice of Privacy Practices provides a complete description of the uses and disclosures of my health 
information. I understand that:  
 

- I have the right to review the facility’s Notice of Privacy Practices prior to signing this 
acknowledgement 

- This facility reserves the right to change their Notice of Privacy Practices and prior to 
implementation of this will mail a copy of any revised notice to the address I have provided if 
requested.   

 
Patient or Personal Representative:  
 
Name:__________________________________________________________________________ 
     (Please Print Full Name) 
 
Signature:  _________________________________________________    Date: ______________ 

(Please Sign) 
 
Relationship (if not patient) (e.g. mother, father):  _______________________________________ 
 
 
 
 

FOR OFFICE USE ONLY 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because:  
 

 Individual refused to sign (Date of Refusal: ___/___/_____) 
 Communication barrier prohibited obtaining the acknowledgement 
 An emergency situation prevented us from obtaining acknowledgement  
 Other (Please Specify): ________________________________________________ 
 
 

Attempt was made by: ____________________________  Date: __________________ 
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