
______________________________________     _________     _______      __________________________________________
PATIENT’S NAME   AGE          SEX             DATE OF BIRTH

____________________________________________     _______________________     _________        __________________      
ADDRESS                              CITY                   STATE            ZIP CODE

_________________________________    __________________________     ________________________________________
CELL PHONE NUMBER                        EMAIL                 SOCIAL SECURITY NUMBER

PREFERRED CONTACT METHOD (please circle one):         TEXT                   EMAIL PHONE CALL

_____________________________________________________     ________     _____________________________________
POLICY HOLDER                  SEX        DATE OF BIRTH

______________________________        __________________________________         _______________________________
RELATIONSHIP TO PATIENT      EMPLOYER (POLICY HOLDER)                   SOCIAL SECURITY NUMBER

_______________________________________________          ____________________________________________________
PREFERRED PHARMACY FOR MEDICATIONS          PHONE NUMBER

INSURANCE INFORMATION: PLEASE GIVE INSURANCE CARD TO FRONT DESK STAFF TO MAKE A COPY WHEN 
YOU TURN IN YOUR PAPERWORK

__________________________________________________     ___________________________________________________
EMERGENCY CONTACT/ RELATIONSHIP           PHONE NUMBER

__________________________________________________     ___________________________________________________
PHYSICIAN NAME                          PHONE NUMBER

• Are you required to premedicate with an antibiotic prior to dental treatment?    YES         
NO

-IF YES, WHY DO YOU PREMEDICATE? _________________________________________________

• Have you ever taken Fosamax, or any other Bisphosphonates?       YES         NO

• Have you ever had a Joint Replacement?       YES         NO

-IF YES, WHICH JOINT? ________________________________________________________________

• Have you had a serious illness, operation, or hospitalized within the last year?     YES          
NO 

-IF YES, EXPLAIN:_____________________________________________________________________

*Do you currently take medications? Please list Medications and Dosages (provide med list if 
necessary) 



___________________________________
_______________________________________

____________________________________       
_______________________________________

_____________________________________               
_______________________________________

_____________________________________     
_______________________________________

Have you ever had any of the following diseases or medical problems? (Circle all that Apply)

Abnormal Bleeding Heart Surgery
Alcohol/ Drug Abuse Hemophilia
Anemia Ulcers
Anxiety/Depression Hepatitis ( A, B, C, OR D )
Arthritis Herpes/ Fever Blisters
Artificial Bones/ Joints/Valves High Blood Pressure
Asthma High Cholesterol 
Blood Transfusion HIV/ AIDS
Cancer/ Chemotherapy Kidney Problems 
Colitis Liver Problems
Congenital Heart Defect Low Blood Pressure
Diabetes ( TYPE I OR TYPE II ) Lupus
Difficulty Breathing Mitral Valve Prolapse
Emphysema Osteoporosis/ Paget's Disease
Fainting Spells Pacemaker
Frequent Headaches Parkinson’s Disease
Glaucoma Radiation 
Hay Fever Seizures/ Epilepsy
Heart Attack Sinus Problems
Heart Murmur Stroke

*Are you Allergic to any of the following:



Aspirin, Codeine, Penicillin, Latex, Erythromycin, Tetracycline, Local Anesthetics, or Anything 
Else?

______________________________________________________________________________________

Dental Questionnaire 

How would you rate the condition of your mouth? (Please check the best answer)

  Excellent                 Good Fair Poor

Previous Dentist’s Name and Number: ________________________________________

Date of Last Dental Visit and X-Rays:  ________________________________________

How often are you seen for cleanings: _________________________________________

Do you have any immediate concerns today?   YES     NO

-If Yes, Explain:   _________________________________________________________

Is there anything you would like to change about the appearance of your teeth?   

YES     NO

-If Yes, Explain: __________________________________________________________

Please Check All That Apply:

• Complications from past dental treatment
• Trouble getting numb or had a reaction to a dental anesthetic
• Had braces or orthodontic treatment
• You experience frequent headaches 
• You experience dry mouth 
• Sensitive to hot, cold, biting, sweets or avoid brushing those areas
• Food gets trapped between any teeth
• Have you ever whitened or bleached your teeth
• Have you experienced popping, clicking, or pain in your jaw joint 
• Clench or Grind Teeth 
• Gums bleed when brushing or flossing
• Have any teeth missing
• You snore or wake up frequently during the night
• Experience acid reflux



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.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other 
individually identifiable health information (protected health information) used or disclosed to us in any form, 
whether electronically, on paper, or orally, be kept confidential. This federal law gives you, the patient, significant 
new rights to understand and control how your health information is used. HIPAA provides penalties for covered 
entities that misuse personal health information. As required by HIPAA, we have prepared this explanation of how 
we are required to maintain the privacy of your health information and how we may use and disclose your health 
information.

Without specific written authorization, we are permitted to use and disclose your health care records for the purposes 
of treatment, payment and health care operations.

● Treatment means providing, coordinating, or managing health care and related services by one or more health 
care providers. Examples of treatment would include crowns, fillings, teeth cleaning services, etc.
● Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or 
collection activities, and utilization review. An example of this would be billing your dental plan for your dental 
services.
● Health Care Operations include the business aspects of running our practice, such as conducting quality 
assessment and improvement activities, auditing functions, cost management
analysis, and customer service. An example would include a periodic assessment of our documentation protocols, 
etc.

In addition, your confidential information may be used to remind you of an appointment (by phone or mail) or 
provide you with information about treatment options or other health related services including release of 
information to friends and family members that are directly involved in your care or who assist in taking care of you. 
We will use and disclose your protected when we are required to do so by federal, state or local law. We may 
disclose your PROTECTED HEALTH INFORMATION to public health authorities that are authorized by law to 
collect information, to a health oversight agency for activities authorized by law included but not limited to: 
response to a court or administrative order, if you are involved in a lawsuit or similar proceeding, response to a 
discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have 
made an effort to inform you of the request or to obtain an order protecting the information the party has requested. 
We will release your PROTECTED HEALTH INFORMATION if requested by a law enforcement official for any 
circumstance required by law. We may release your PROTECTED HEALTH INFORMATION to a medical 
examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, we also may 
release information in order for funeral directors to perform their jobs. We may release PROTECTED HEALTH 
INFORMATION to organizations that handle organ, eye or tissue procurement or transplantation, including organ 
donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor. We 
may use and disclose your PROTECTED HEALTH INFORMATION when necessary to reduce or prevent a serious 
threat to your health and safety or the health and safety of another individual or the public. Under these 
circumstances, we will only make disclosures to a person or organization able to help prevent the threat. We may 
disclose your PROTECTED HEALTH INFORMATION if you are a member of U.S. or foreign military forces 
(including veterans) and if required by the appropriate authorities. We may disclose your PROTECTED HEALTH 
INFORMATION to federal officials for intelligence and national security activities authorized by law. We may 
disclose PROTECTED HEALTH INFORMATION to federal officials in order to protect the President, other 
officials or foreign heads of state, or to conduct investigations. We may disclose your PROTECTED HEALTH 
INFORMATION to correctional institutions or law enforcement HIPAA/@Notice of Privacy Practices.doc officials 
if you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be 
necessary: (a) for the institution to provide health care services to you, (b) for the safety and security of the 
institution, and/or (c) to protect your health and safety or the health and safety of other individuals or the public. We 
may release your PROTECTED HEALTH INFORMATION for workers' compensation and similar programs.
Any other uses and disclosures will be made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent that we 
have already taken actions relying on your authorization.



You have certain rights in regards to your PROTECTED HEALTH INFORMATION, which you can exercise by
presenting a written request to our Privacy Officer at the practice address listed below:

● The right to request restrictions on certain uses and disclosures of PROTECTED HEALTH INFORMATION,
including those related to disclosures to family members, other relatives, close personal friends, or any other
person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to
a restriction, we must abide by it unless you agree in writing to remove it.
● The right to request to receive confidential communications of PROTECTED HEALTH INFORMATION from
us by alternative means or at alternative locations.
● The right to access, inspect and copy your PROTECTED HEALTH INFORMATION.
● The right to request an amendment to your PROTECTED HEALTH INFORMATION.
● The right to receive an accounting of disclosures of PROTECTED HEALTH INFORMATION outside of
treatment, payment and health care operations.
● The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your PROTECTED HEALTH INFORMATION and to provide 
you with notice of our legal duties and privacy practices with respect to PROTECTED HEALTH INFORMATION.

We are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to
change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all
PROTECTED HEALTH INFORMATION that we maintain. Revisions to our Notice of Privacy Practices will be 
posted on the effective date and you may request a written copy of the Revised Notice from this office.

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health 
& Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated. We will not
retaliate against you for filing a complaint.

For more information about our Privacy Practices, please contact:
Dastrup Dental 
460 South Main Street Ste. #102
PO Box 2566
Davidson, NC 28036
Phone Number: 704-892-6602

For more information about HIPAA or to file a complaint:
The U.S. Department of Health & Human Services
Office of Civil Rights
200 Independence Avenue, S.W.
Washington, D.C. 20201
8776966775
(tollfree)

 
     Welcome to Dastrup Dental



We are honored to have you join our practice. We strive to make our patients dental health our 
number one priority. Our commitment is to confidently and comfortably provide a better dental 
experience. 

Our team at Dastrup Dental will always offer a health-centered approach. We believe in getting 
to know our patients. We want to spend time with you and will always take the time to explain 
treatment needs and answer any questions you may have. 

We would like to go over our three commitments to you and our policies with you. Please let us 
know if you have any additional questions.
 
Commitment to Treatment: Our commitment to you is to provide a better dental experience, 
which means the best quality, the best materials, and the best level of care. We are committed to 
helping our patients achieve an optimal level of oral health and we desire that our patients match 
that commitment. We feel that it is our responsibility to inform you of all oral conditions that 
exist. We look forward to working together to achieve the optimal outcome you desire.  
 
Commitment to Appointment: We will reserve time specifically in our schedule for you and use 
this time to give you the utmost care and attention.  We are committed to being efficient and to 
respect your time. In order to offer this same commitment to all of our patients we ask that you 
commit to being on time and ready for your appointments. Please give us 48 hours of notice if 
you have a change in your schedule.
 
Commitment to Financial Considerations: We will use our professional care, skill, and judgment 
to provide you with the best treatment we can. We aim to provide value for our treatment and 
what we offer you. We will share with you what we know and continue to explore better ways to 
provide you with optimal oral health that you are seeking. It is our hope that your expectations 
are exceeded. We value your feedback and we would like to know if we ever fall short. In 
exchange we ask you to make financial arrangements with our practice to pay for these services.
Insurance:

Our fees are determined by our ability to provide you with the highest level of care, skill, and 
judgment a particular procedure may require. We are able to accept most dental benefit plans. As 
a courtesy to you, we will verify your insurance benefits. Please remember that this is an 
estimate of coverage based on the most up to date information we have, but it is only an estimate. 
We will file your insurance for you. If insurance does not pay within 60 days, we will be happy 
to re-file or submit any additional information to support your claim. It is important to recognize 
that the insurance you have is a legal contract between you and your insurance company. 
Ultimately you are responsible for all charges incurred in our office and for any balance that is 
not covered by insurance.  We ask you to pay us for services as rendered and be reimbursed 
directly from your insurance company. If you do not receive payment in a timely fashion, please 



call your insurance company to determine the status of your claim.  

Financial Arrangements: 

We are committed to helping our patients get the necessary treatment without financial 
restrictions. We have several financing options available to help you reach your oral health goals. 
If insurance pays more than expected, we will reimburse you or credit your account for future 
dental needs. If insurance doesn’t pay what we anticipated, it will be your responsibility to pay 
the balance. Please remember insurance is a benefit and it isn’t designed to cover the entire 
treatment cost.

Appointments:

In order to provide the best quality of care, we kindly ask that you give us a minimum of a 48 
hours notice if you need to change an appointment. We understand that emergencies happen. Dr. 
Dastrup and his team want to be available for your needs and the needs of all of our patients 
therefore if you are more than fifteen minutes late to your appointment we may have to 
reschedule you. You will be charged a $35 cancellation fee if you cancel your appointment with 
less than a 24 hour notice. Thank you for being a valued patient and for your understanding. 

HIPAA Acknowledgement:

I understand that I may inspect or copy the protected health information described by this 
authorization. I understand that at any time, this authorization may be revoked, when the office 
that received this authorization receives a written revocation, although that revocation will not be 
effective as to the disclosure of records whose release I have previously authorized, or where 
other action has been taken in reliance on an authorization I have signed. I understand that my 
health care and the payment for my health care will not be affected if I refuse to sign this form.  I 
understand that information used or disclosed, pursuant to this authorization, could be subject to 
re-disclosure by recipient and, if so, may not be subject to federal or state laws protecting its 
confidentiality.

Photography:

Digital Photography in our office is necessary to help document your dental history and explain 
future treatment. These photographs may be used for educational purposes including helping 
educate other patients on specific dental treatments. We also love taking before and after photos 
of smile transformations to share on social media and our office webpage. Photographs will 
never include your name or face without further consent. 

Authorization and Release:

I authorize Dastrup Dental to release any information including the diagnosis and the records of 



any treatment or examination rendered to me or my dependent to third parties or other health 
care practitioners. 

Notice of Privacy Practices:

I have received, read, and had an opportunity to ask questions on the Notice of Privacy 
Practices.

Please provide the name and relationship of anyone that we are allowed to release or speak 
to in regards to your dental health.

________________________________________ ____________________________
Name of person records may be released to Relationship/ Phone Number

I understand the policy and procedures at Dastrup Dental and have had the opportunity to ask 
questions. I understand that this information that I have given today is correct to the best of my 
knowledge. I also understand that this information will be held in the strictest confidence and it 
is my responsibility to inform this office of any changes in my medical status. I authorize the 
dental staff to perform any necessary dental services that I may need during diagnosis and 
treatment with my informed consent. 

Signature ________________________________________            Date____________________


