
Student:. .  .  .  .  .  .  .  .  . ❏ Full Time	 ❏ Part Time	 ❏ Not. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . School Name and Address 

Marital Status:. .  . ❏ Married	 ❏ Divorced ❏ Widow ❏ Single ❏ Legally Separated

Employed:. .  .  .  .  .  .  . ❏ Full Time	 ❏ Part Time	 ❏ Retired	 ❏ Not. .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . Do you belong to a PPO or HMO?    ❏  Yes     ❏  No

INSURANCE INFORMATION...

Reason for today’s visit            Are you in pain? ❏ Yes ❏ No,  For How Long?

Please indicate any of the following problems by checking off the corresponding box:
❏ Discomfort, clicking, or popping in jaw ❏ Lost / broken filling(s) ❏ Stained teeth ❏ Difficulty closing jaw
❏ Red, swollen, or bleeding gums ❏ Teeth grinding / clenching ❏ Locking jaw ❏ Difficulty opening jaw
❏ A removable dental appliance ❏ Ringing in ears ❏ Bad breath ❏ Loose / shifting teeth
❏ Blisters / sores in or around the mouth ❏ Broken / chipped tooth ❏ Burning tongue / lips ❏ Food caught between teeth
❏ Prolonged bleeding from an injury / extraction	 ❏ Gum disease ❏ Toothache ❏ Swelling / lumps in mouth
❏ Recent infections or sore throat ❏ Other
❏ My teeth are sensitive to:	 ❏ Hot ❏ Cold

❏ Sweets	❏ Biting

Last dental exam                 	                    Last dental x–rays Times a day you brush? Times a week you floss?

How would you rate your smile? (worst)  1  2  3  4  5  6  7  8  9  10  (best)           Would you like whiter teeth?  ❏ Yes  ❏ No

What type of toothbrush bristles do you use?  ❏ Soft  ❏ Medium  ❏ Hard

DENTAL INFORMATION...

❏ Self (If self, skip this section)   ❏ Spouse   ❏ Father   ❏ Mother   ❏ Other

Name				                    S.S.#	 Birth Date Age Tel.(            )

Street     			 Apt.	 City State	           Zip 

Driver’s Lic.# Employer			 Bus. Tel.(            )

WHO WILL BE RESPONSIBLE FOR YOUR ACCOUNT...

Name					 Relation S.S.#		 Birth Date

Street Apt.	 City     State	           Zip 

Tel. (          ) Employer			 Bus. Tel.( )

SPOUSE OR OTHER GUARANTOR INFORMATION (if different from above)...

PRIMARY INSURANCE COMPANY... SECONDARY INSURANCE COMPANY...

FIRST NAME	                              LAST NAME

FIRST NAME	 LAST NAME

SCHOOL NAME	 ADDRESS

CITY			        STATE ZIP

Insurance Type:     ❏ Dental          ❏ Medical

Employer

Bus. Address

Bus. Tel.( ) Plan

Ins. Co. Name				    I.D. #

Address 

Tel.( )

Group # Group Name

Insured Party Relation 

Sex: ❏ M  ❏ F    Birth Date		            S.S. #

Street City

State, Zip Tel.( )

ADDRESS			   CITY STATE     ZIP

FIRST NAME LAST NAME

ADDRESS			      CITY

STATE ZIP

Insurance Type:     ❏ Dental          ❏ Medical

Employer

Bus. Address

Bus. Tel.( ) Plan

Ins. Co. Name				    I.D. #

Address 

Tel.( )

Group # Group Name

Insured Party Relation 

Sex: ❏ M  ❏ F    Birth Date		            S.S. #

Street City

State, Zip Tel.( )

ADDRESS			   CITY STATE     ZIP

FIRST NAME LAST NAME

ADDRESS			      CITY

STATE ZIP

WELCOME TO OUR PRACTICE

❏ Mr. ❏ Mrs. ❏ Ms. ❏ Dr.   First Name            M.I.           Last Name     Nickname

Sex: ❏ Male  ❏ Female    Birth Date     	          Age Social Security Number	

Street     			 Apt.	 City     State	           Zip 

Home Tel.(             ) 	 Cell.(            ) 		 E-mail

Did you find our practice online?  ❏ Yes  ❏ No 	         Referred By

Have you ever been a patient of our practice?  ❏ Yes  ❏ No         Has a family member ever been a patient of our practice?  ❏ Yes  ❏ No

Dentist    					 Medical Doctor

Preferred Pharmacy									 Tel.( )

Driver’s Lic.# Nearest relative not living with you   Tel.(             ) 

Employer	 Bus. Tel.( )	 Personal Payment Type: ❏ Cash   ❏ Check   ❏ Credit Card

In case of emergency, please contact					 Tel. (             )	                           Relation

DatePATIENT INFORMATION...

FIRST NAME			 LAST NAME

FIRST NAME			                      LAST NAME FIRST NAME			 LAST NAME

FIRST NAME	 LAST NAME

10/10/2024



Are you in good health?  ❏ Yes  ❏ No  •  Height	                           Weight		  •  Are you under the care of a physician?  ❏ Yes  ❏ No

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?  ❏ Yes  ❏ No

Have you had any illness, operation, or been hospitalized in the past five years?  ❏ Yes  ❏ No

Have you ever had general anesthesia? ❏ Yes ❏ No   •  Have you, or a family member, had any unusual or serious reactions to general anesthesia? ❏ Yes ❏ No

Do you have, or have you had, any of the following diseases, medical conditions, or procedures?

Are you now taking:

	❏ ❏ Nerve pills ❏ ❏ Pain killers (including aspirin)	 ❏ ❏ Muscle relaxers ❏ ❏ Stimulants
	❏ ❏ Diet pills	 ❏	 ❏	 Tranquilizers	 ❏	 ❏	 Insulin ❏ ❏ Antidepressants
Please list any other medication(s) you are taking (including natural, herbal, or homeopathic products): ❏ ❏ Blood thinners (Coumadin,

								   Aspirin, Eliquis, Xarelto)
❏ ❏

Are you allergic to, or had a reaction to: 							
							   
	❏ ❏ Penicillin ❏ ❏ Sulfa drugs ❏ ❏ Local anesthetic (numbing med)	 ❏ ❏	 Amoxicillin
	❏ ❏ Sodium pentothal / Valium / other tranq.	 ❏ ❏ Aspirin ❏ ❏ Codeine or other narcotics ❏ ❏ Latex
	❏ ❏ Soy	 ❏	 ❏	 Eggs / Yolk ❏ ❏ Sulfites	 ❏ ❏ Do you have any known allergies
Please list any other medication or antibiotic you are allergic to: Please list any allergies other than drug allergies:

1-4 below for women only:	(Women note: antibiotics (such as penicillin) may alter the effectiveness of birth control pills.
		Consult your physician / gynecologist for assistance regarding additional methods of birth control.)

1) Is there a possibility of pregnancy?	❏ Yes ❏ No 2) Expected delivery date:
3) Are you nursing? ❏ Yes ❏ No 4) Are you taking birth control pills: ❏ Yes ❏ No

	Y	 N	 Y	 N	 Y	 N	 Y	 N

	Y	 N	 Y	 N	 Y	 N	 Y	 N

MEDICAL HISTORY...

MEDICATION & ALLERGIES...

MEDICATION DOSAGE FREQUENCY MEDICATION DOSAGE FREQUENCY

MEDICATION / ANTIBIOTIC NAME MEDICATION / ANTIBIOTIC NAME

Are you taking, or have you
ever taken bone density
meds, RANKL inhibitors or
bisphosphonates such as
Denosumab, Fosamax,
Boniva, Actonel, IV-Zometa,
Aredia, Reclast, Prolia, Xgeva,
or Evista in the past 12 years?

Patient Name

	Y	 N 	Y	 N 	Y	 N 	Y	 N
❏ ❏ Rheumatic fever
	❏ ❏ High blood pressure
	❏ ❏ Low blood pressure
	❏ ❏ Mitral valve prolapse
	❏ ❏ Heart murmur
	❏ ❏ Chest pain / Angina
	❏ ❏ Heart attack(s)
	❏ ❏ Irregular heart beat
	❏ ❏ Cardiac pacemaker
	❏ ❏ Heart surgery
	❏ ❏ Damaged heart valves
	❏ ❏ Pneumonia / Bronchitis / Chronic cough
	❏ ❏ Chronic fatigue / Night sweat
	❏ ❏ Trouble climbing 1-2 flights of stairs
	❏ ❏ Anemia
	❏ ❏ Asthma
	❏ ❏ Mental health problems

❏ ❏ Problems with immune system
(possibly from med. / surg.)

	❏ ❏ Delay in healing
	❏ ❏ Hay fever / Sinus problems
	❏ ❏ Snoring
	❏ ❏ Sleep apnea / CPAP
	❏ ❏ Respiratory problems
	❏ ❏ Tuberculosis
	❏ ❏ Emphysema
	❏ ❏ Do you smoke or vape?

If so, how much a day
	❏ ❏ Do you use chewing tobacco
	❏ ❏ Is there a history / treatment

for an alcohol use disorder
	❏ ❏ Is there a history / treatment for a 

marijuana or substance use disorder?

	❏ ❏ Abnormal bleeding
	❏ ❏ Bleeding tendency
	❏ ❏ Blood transfusion
	❏ ❏ Blood disorder
	❏ ❏ Bruise easily
	❏ ❏ Eye disease / Glaucoma
	❏ ❏ Jaundice / Liver disease
	❏ ❏ Hepatitis
	❏ ❏ Gallbladder trouble
	❏ ❏ Fainting spells
	❏ ❏ Convulsions / Epilepsy
	❏ ❏ Stroke
	❏ ❏ Thyroid trouble
	❏ ❏ Diabetes
	❏ ❏ Low blood sugar
	❏ ❏ Are you on dialysis
	❏ ❏ Kidney trouble

	❏ ❏ Sexually transmitted diseases
❏ ❏ COVID–19
❏ ❏ Contagious diseases
❏ ❏ Infectious mononucleosis
	❏ ❏ Swollen ankles
	❏ ❏ Arthritis / Joint disease
❏ ❏ Prosthetic implant
❏ ❏ Joint replacement
	❏ ❏ Osteoporosis / Osteopenia
	❏ ❏ Osteonecrosis
	❏ ❏ Stomach ulcers / Acid reflux
	❏ ❏ GI troubles / IBS / Colitis
	❏ ❏ Tumor or growth
	❏ ❏ Cancer / Radiation / Chemotherapy
	❏ ❏ Are you on a diet
	❏ ❏ Contact lenses



I certify that I have read and I understand the questions above. I acknowledge that my questions, if any, about the inquiries set forth above have been answered to my 
satisfaction. I will not hold my doctor, or any other member of his / her staff, responsible for any errors or omissions that I have made in the completion of this form.

o I permit the office to communicate with me via text message on my cell phone.

X		 X		 X
Signature of patient (Parent or Guardian if Minor) Reviewed by		 Date

FEES & PAYMENTS
We make every effort to keep down the cost of your care. You can help by paying upon completion of each visit. Other arrangements can be made with our office  
manager depending upon special circumstances. An estimate of the charge for any procedure or surgery you may require will be given to you upon request. If you have 
any dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the identifying information on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay 
fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any other 
balance not paid for by your insurance company. You will be responsible for all collection costs, attorneys fees, and court costs.

X				 X
Signature of patient (Parent or Guardian if Minor)				  Date

This signature on file is my authorization for the release of information necessary to process my claim.  I hereby authorize payment to this doctor named of the benefits 
otherwise payable to me. 

X	 X
Signature of patient (Parent or Guardian if Minor)				  Date

I hereby acknowledge that a copy of this office’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.

X				 X
Signature of patient (Parent or Guardian if Minor)				  Date

012822 • Copyright © 2022 Protective Business and Health Systems, Inc.  • To re-order call 800.782.4952

Patient Name



 
681 Court Street ●19 Elm Street #2 

Keene, NH 03431 
NOTICE OF PRIVACY PRACTICE 

 

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. 

 
We are required by law to maintain the privacy of protected health information, to provide individuals with notice of our legal duties and privacy 
practices with respect to protected health information, and to notify affected individuals following breach of unsecured protected health 
information.  We must follow the privacy practices that are described in this Notice while it is in effect.  The Notice takes effect 09/23/2013, and 
will remain in effect until we replace it.  
We reserved the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by applicable 
law, and to make new Notice provisions effective for all protected health information that we maintain.  When we make a significant change in our 
privacy practices, we will change this Notice and post the new Notice clearly and prominently at our practice location, and we will provide copies of 
the new Notice upon request.  
You may request a copy of our Notice at any time.  For more information about our privacy practices or for additional copies of this Notice please 
contact us using the information listed at the end of this Notice.  

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 
We may use and disclose your health information for different purposes, including treatment, payment and health care operations.  For each of 
these categories, we have provided a description and an example.  Some information, such as HIV-related information, genetic information, alcohol 
and/or substance abuse records, and mental health records may be entitled to special confidentiality protections under applicable state or federal 
law.  We will abide by these special protections as they pertain to applicable cases involving these types of records. 
Treatment: We may use and disclose your health information for your treatment.  For example, we may disclose your health information to a 
specialist providing treatment to you.  
Payment: We may use and disclose your health information to obtain reimbursement for the treatment and services you receive from us or 
another entity involved with your care.  Payment activities include billing, collections, claims management, and determinations of eligibility and 
coverage to obtain payment from you, and insurance company or another third party.  For example, may send claims to your dental health plan 
containing certain health information.  
Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.  For example, healthcare 
operations include quality assessment and improvement activities, conduction training programs, and licensing activities.  Individuals involved in 
Your Care or Payment for Your Care.  We may disclose your health information to your family or friends or any other individual identified by you 
when they are involved in your care or in the payment of your care.  Additionally, we may disclose information about you to a patient 
representative.  If a person has the authority by law to make health care decisions for you, we will treat that patient representative the same way 
we would treat you with respect to your health information.   
Disaster Relief: We may use or disclose your health information to assist in disaster relief efforts. 
Required by Law: We may use or disclose your health information when we are required to do so by law.  
Public Health Activities: We may disclose your health information for public health activities, including disclosures to:  

o Prevent or control diseases, injury or disability; 

o Report child abuse or neglect; 

o Report reactions to medications or problems with products or devices; 

o Notify a person of a recall, repair or replacement of products or devices;  

o Notify a person who may have been exposed to a disease or condition; or 

o Notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence. 

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 correctional institution or law enforcement official having lawful custody the protected health information of an inmate or 
patient.   
Secretary of HHS: We will disclose your health information to the Secretary of the U.S. Department of Health and Human Services when required 
to investigate or determine compliance with HIPAA 
Worker’s Compensation: We may disclose your PHI to the extent authorized by and to the extent necessary to comply with laws relating to 
worker’s compensation or other similar programs established by law. 
Law Enforcement: We may disclose your PHI for law enforcement purposed as permitted by HIPAA, as required by law or in response to a 
subpoena or court order 
Health Oversight Activities: We may disclose your PHI to an oversight agency for activities authorized by law.  These oversight activities include 
audits, investigations, inspections, and credentialing, as necessary for licensure and for the government to monitor the health care system, 
government programs, and compliance with civil rights laws.  
  



 
681 Court Street ●19 Elm Street #2 

Keene, NH 03431 
NOTICE OF PRIVACY PRACTICE 

 

Judicial and Administrative Proceedings: If you are involved in a lawsuit or a dispute, we may disclose your PHI in response to a court or 
administrative order.  We may also disclose health information about you in response to a subpoena, discovery request or other lawful process 
instituted by someone else involved in the dispute, but only if efforts have been made, either by the requesting party or us, to tell you about the 
request or to obtain an order protecting the information requested.   
Research: We may disclose your PHI to researches when their research has been approved by an institutional review board or privacy board that 
has reviewed the research proposal and established protocols to ensure the privacy of your information.   
Coroners, Medical Examiners, and Funeral Directors: We may release your PHI to a coroner or medical examiner.  This may be necessary for 
example to identify a deceased person or determine the cause of death.  We may also disclose PHI to funeral directors consistent with applicable 
law to enable them to carry out their duties. 
Fundraising: We may contact you to provide you with information about our sponsored activities, including fundraising programs, as permitted by 
applicable law.  If you do not wish to receive such information from us, you may opt out of receiving the communications.   
Other Uses and Disclosures of PHI 
Your authorization is required, with a few exceptions, for disclosure of psychotherapy notes, use or disclosure of PHI for marketing and for the sale 
of PHI.  We will also obtain your written authorization before using or disclosing your PHI for purposed other than those provided for in this Notice 
(or as otherwise permitted or required by law).  You may revoke authorization in writing at any time.  Upon receipt of the written revocation, we 
will stop using or disclosing your PHI, except to the extent that we have already taken action in reliance on the authorization.  
Your Health Information Rights 
Access: You have the right to look at or get copies of your health information, with limited exceptions.  You must make the request in writing.  You 
may obtain a form to request access by using the contact information listed at the end of this Notice.  You may also request access by sending us a 
letter to the address at the end of this Notice.  If you request information that we maintain on paper, we may provide photocopies if you request 
information that we maintain electronically, you have the right to an electronic copy.  We will use the form and format you request if readily 
producible.  We will charge you a reasonable cost-based fee for the cost of supplies and labor of copying, and for postage if you want copies mailed 
to you.  Contact us using the information listed at the end of this Notice for an explanation of our fee structure.  If you are denied a request for 
access, you have the right to have the denial reviewed in accordance with the requirements of applicable law.  
Disclosure Accounting: With the exception of certain disclosures, you have the right to receive an accounting of disclosures of your health 
information in accordance with applicable laws and regulations.  To request an accounting of disclosures of your health information, you must 
submit your request in writing to the Privacy Official.  If you request an accounting more than once in a 12-month period, we may charge you a 
reasonable, cost based fee for responding to the additional requests.  
Right to Request a Restriction: You have the right to request additional restrictions on our use or disclosure of your PHI by submitting a written 
request to the Privacy Official.  Your written request must include (1) what information you want to limit (2) whether you want to limit our use 
disclosure or both, and (3) to whom you want the limits to apply.  We are not required to agree to your request except in the case where the 
disclosure is to a health plan for purposes of carrying out payment or health care operations, and the information pertains solely to a health care 
item or service of which you or a person on your behalf (other than the health plan), has paid our practice in full.  
Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or 
at alternative locations.  You must make your request in writing.  Your request must specify the alterative means or location, and provide 
satisfactory explanation of how payment will be handled under the alterative means or location you request.  We will accommodate all reasonable 
requests.  However, if we are unable to contact you using the ways or location you have requested we may contact you using the information we 
have.   
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.  If we agree to your request, we will amend your 
record(s) and notify you of such.  If we deny your request for an amendment, we will provide you with a written explanation of why we denied it 
and explain your rights.   
Right to Notification of a Breach: You will receive notifications of breaches of your unsecured protected health information as required by law 
Electronic Notice: You may receive a paper copy of this Notice upon request, even if you have agreed to receive this Notice electronically on our 
Web site or by electronic mail (e-mail) 
Questions or Complaints 
If you want more information about our privacy practices or have questions or concerns, please contact us.   
If you are concerned that we may have violated your privacy rights, or if 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 alterative location, you may complain to us using the contact information listed at the end of this Notice.  You 
also may submit a written complain 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 us or with 
the U.S. Department of Health and Human Services.  
 
Our Privacy Official: Lacie Secore 
Telephone:   603-352-0321 Fax:  603-352-4403 
Address:   19 Elm St, KEENE NH 03431 
E-Mail:   welnak@welnakdental.com 

mailto:welnak@welnakdental.com


681 Court Street ●19 Elm Street #2 
Keene, NH 03431 

AUTHORIZATION FOR RELEASE OF DENTAL RECORDS 

I, ______________________________, authorize the office of __________________________________to 

release my dental records to the office of Welnak Dental.  Please email the dates of my last hygiene appointment 

and the most recent images to courtstreet@welnakdental.com 

I hereby authorize the release of my dental records by signature below. 

Signature:  __________________________________ Date: _________________ 

Print Name:  ________________________________ 
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