Gosport Dental Clinic
Dr. Lamere-Heck

10 E. Main St gosportdental@gmail.com

Gosport, IN 47433 facebook.com/gosport-dental 812-879-4216
Patient Information

Name: DOB: SSN:

Address:

City: S-tate: Zip:

Phone: Email:

Do you prefer Text or Email Appointment Confirmations?
Whom may we thank for referring you?
In case of emergency who should be notified? (Name & Phone #)
When was your last Dental Visit?

Insurance Information
Insurance Subscriber (who carries the policy) DOB:
Insurance Company Name: Phone # (on back of card)
Employer: Member/Subscriber ID#

1 authorize my insurance company to pay the dentist or dental group all insurance benefits
otherwise payable to me for services rendered. I authorize the use of this signature on all
insurance submissions. I authorize the dentist to release all information necessary to
secure the payment of benefits. [ understand thatam financially responsible for all
charges whether or not paid by insurance.

Signature: Date




Time 6:17PM Barbara LaMere-Hedk, D.D.S.

Patient Medical History(Copy)(Copy)
8¢th Dote: Date Created:

Date 7/14/2020
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Signature of Patient, Parent or Guasdiar:




CONTACT INFORMATION FOR PROTECTED HEALTH INFORMATION

L , Date of Birth , request that the
following be followed for the disclosure of my Protected Health Information (PHI). Protected

Health Information would include your name, diagnosis (es), test results, date of services.
O Sensitive Protected Health Information (HIV- related information)

© You may disclose information to my family members and/or non-family
members

Please list the name, phone number and relationship

NAME PHONE NUMBER RELATIONSHIP

o You may leave Protected Health Information on my answering
machine/voicemail: Phone Number

© You may leave me a text message: Text Phone Number

o You may email me (unencrypted) for dental appointments:
Email Address:

o You may fax me for dental information: Fax Number

o Other

| have received a copy of this office’s Notice of Privacy Practices.
Print Name:

Signature:
(Patient’s Signature (or Guardian, if minor)
Date:

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:
o Individual refused to sign
o Communication barriers prohibited obtaining the acknowledgement
o An emergency situation prevented us from obtaining acknowledgement
Other (Please specify)




