
 

 

              

 

                    

 

 

 

    

 

 

  

 

 

 

    

 

                  

 

 

  

 

 
 

 

   
  

  
 

   
 

   

   

   
 

  

 

PATIENT INFORMATION 

Patient’s Name:_____________________________________________________________________________________ 

Last First MI  Preferred 

Address:___________________________________________________________________________________________ 

Street (Apt #) City State Zip 

Email Address:______________________________________________________________________________________ 

Home Phone:_______________________Work Phone:_________________________Cell Phone:___________________ 

Birth Date: ________________Social Security Number:__________________Driver’s License Number:________________ 

Marital Status: □ Married       □Single            □Male         □Female 

Employer:___________________________________________Occupation:_____________________________________ 

Spouse’s Name:________________________________________________Phone Number:________________________ 

Spouse’s Employer:____________________________________________ Occupation:____________________________ 

Is an immediate family member a patient here?_____________________________________________________________ 

How did you hear about us?____________________________________________________________________________ 

RESPONSIBLE PARTY: 

□ Self  □ if Other, Name:_______________ Relationship to patient:_______Birth Date ________SSN:________________ 

Address:__________________________________________________________________________________________ 

Street (Apt #) City State Zip 

Email Address:______________________________________________________________________________________
 

Home Phone:______________________Work Phone:________________________Cell Phone:_____________________
 

Insured Name:_________________________Date of Birth:_____________Social Security Number:___________________
 

Insured Employer:________________________ Benefits Carrier:______________________________________________
 

Benefits Carrier Address:_______________________________Phone Number:________________Group Number:_____________
 
Subscriber/Member ID #:______________________________________
 

AUTHORIZATION (Please initial) 


____I hereby authorize the release of any information relating to benefits claims and I authorize payment of my dental benefits directly 

to Tammy Weyandt, DDS and Watters Creek Dental. 


____I understand that my dental benefits plan may pay less than the actual bill for services and that I am fully responsible for payment
 
of my account. 


____I give consent to Tammy Weyandt, DDS and Watters Creek Dental to perform necessary procedures to diagnose, treat and care
 
for the dental needs for my child and/or myself.
 

____Parent or legal guardian must be present for dental visits of children under the age of 18
 

____In order to give your child our full attention we request that you remain in reception area.
 

____If your child is not cooperative we may suggest referral to a pediatric specialist.  However, you will be charged an office visit fee
 
for the time spent with your child.
 

I certify that the information provided here is accurate.
 

Signature Date 



  

   

 

 

         

  

 

    

 

   

 

 

  

 

   

 

 

  

 

 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

MEDICAL HISTORY 

Have you had any of the following: Please check all that apply: 

□ ADD/ADHD □ Diabetes I □ Heart Murmur 

□ AIDS/HIV □ Diabetes II □ Hepatitis A, B, C 

□Allergies □ Digestive □ High Blood 

Problems Pressure 
□ Artificial Joints 

□ Dizziness □ Low Blood 
□ Asthma 

Pressure 
□ Epilepsy 

□ Autism 
□ Jaundice 

□ Excessive 
□ Blood Thinner 

Bleeding □ Kidney Disease 

□ Blood Disease 
□ Fainting □ Liver Disease 

□ Breast Feeding 
□ Head Injury □ Mental Disorders 

□ Cancer 
□ Heart Disease 

□ Nervous 

Disorders 

□ Pacemaker 

□ Panic Attacks 

□ Pregnant 

□ Radiation 

Treatment 

□ Recreational 

Drug Use 

□ Respiratory 

Problems 

□ Rheumatic Fever 

□ Seizures 

□ Stroke 

□ Tuberculosis 

□ Tumors/Growths 

□ Ulcers 

□ Venereal Disease 

Allergic to  □ Penicillin  □ Latex  □Other:______________________________________________________________________ 

Name of Physician and phone:________________________________________________________________________________ 

Please check yes or no to the following, if yes please explain: 

□ Yes  □ No Are you now under the care of a physician? 

□ Yes  □ No  Are you taking any medications? If yes, please list: 

□ Yes  □ No  Have you ever taken the diet drugs Redux, Phen-Phen or Pondimin? 

□ Yes  □ No  Have you ever been hospitalized for surgery or serious illness?  Please explain: 

□ Yes  □ No  Do you have any health problems that need further clarification? Please explain: 



 

   

 

  

 

 

 

    

   

 

   

     

 

   

  

   

   

   

      

     

             

 

 

                                                                             

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

DENTAL HISTORY
 

How often do you go to the dentist:____________________________________________________________________________ 

When and what was achieved at your last visit?__________________________________________________________________ 

Please list any questions you have regarding your mouth or oral health and your reason for this visit: 

Please check yes or no to the following, if yes please explain: 

□ Yes  □ No Have you ever had local anesthetic? 

□ Yes  □ No  Have you ever had an unfavorable reaction to a local anesthetic? 

□ Yes  □ No  Have you ever had orthodontic treatment (braces)? ____________________________________________________ 

□ Yes  □ No  Do you smoke or chew tobacco products? How long and how often? 

□ Yes  □ No  Have you ever been treated for periodontal (gum) disease? 

□ Yes  □ No  Do you feel nervous about having dental treatment? 

□ Yes  □ No  Do you have sensitive teeth? 

□ Yes  □ No  Do you experience dry mouth? 

□ Yes  □ No  Do you have food that traps uncomfortably in a specific spot in your mouth? 

□ Yes  □ No  Do you grind or clinch your teeth? Time of day this occurs?_____________________________________________ 

□ Yes  □ No Are you happy with the color, shape, size and spacing of your teeth?  If no, what are your specific concerns? 

How many times a day do you brush your teeth?_____________________How often do you floss?_________________________ 


What type of toothbrush do you use? □ soft □ medium   □ hard □ electric
	

What other cleaning aids, devices, or rinses do you use?__________________________________________________________ 


I hereby authorize Dr. Tammy Weyandt and Watters Creek Dental to take radiographs, study models, photographs or any other 
diagnostic aids deemed appropriate to make a thorough diagnosis of my dental needs. 

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have changes in 
my health, I will inform the doctors at the next appointment without fail. 

Signature of patient, parent or guardian if under 18 Relationship Date 



  

 

 

                                                                                                                                       

 
  

  

 

  

_________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

EXAMINATION AND RADIOGRAPHS INFORMED CONSENT
 
I understand that the comprehensive examination will include examination of teeth and gums, oral cancer screening and periodontal 
evaluation. 

I understand that radiographs are a vital part of an examination.  I consent to any and all radiographs that need to be made. 

I authorize Dr. Tammy Weyandt and the staff of Watters Creek Dental to take study models, photographs, or any other diagnostic 
aids deemed appropriate to make a thorough diagnosis of my dental needs. 

I understand that if I present an urgent need, such as pain, a limited examination will be done to address the problem.  I understand 
that a comprehensive examination will be done at a future appointment. 

By signing this consent form, I have acknowledged the fact that we have discussed the advantages, disadvantages, risks and 
alternatives to the dental examination and radiographs.  I certify that the above information has been fully explained to me and I have 
read it or have had it read to me, and I have had all my questions answered to my satisfaction. 

Signature Date 

FINANCIAL POLICY 

We are dedicated to providing the best possible care and service to you.  Your complete understanding of your financial 
responsibilities is an essential element of your care and treatment. If you have any questions about the financial policy, please do not 
hesitate in discussing them with us. 

Your Insurance 

As a courtesy to our patients, we are happy to file your claims on your behalf.  We will make every reasonable effort to collect covered 

amounts from your insurance company. Deductibles, co-payments and non-covered amounts are due at the time services are 

rendered. All estimates quoted are based upon information provided to us by your insurance company and are estimates only and 

are not a guarantee of payment. Because insurance policies vary, we can only estimate your coverage in good faith but cannot 

guarantee coverage due to the complexities of insurance contracts. The patient is ultimately responsible for all charges incurred. 

Insurance companies are required by law to pay claims within 30 days. After 60 days, any unpaid claims will be resubmitted by our 

office and we ask that you pay in full and have your insurance company reimburse you. We will be happy to provide any information 

or documentation you may require. Our estimates are subject to final approval by your insurance company; therefore, the amount due 

to our office is subject to change. 

Missed Appointments 

Our first and only priority is our patients and the quality of care. It is the philosophy of our office to provide optimal patient care. All 
patients are seen by appointment only and are scheduled with your individual needs in mind. This allows us to focus our efforts on 
caring and treating our patients to the best of our abilities. We do require 24 hours notice for cancellations and reschedules. This is 
necessary to allow us adequate time to notify patients who are on a waiting list for the first available appointment. We are then also 
able to offer all of our patients’ the same exceptional standard of care. A fee of $50 will be charged for failed or cancelled 
appointments with less than 48 hours notice 

Returned Check Fee There will be a $30.00 charge on all returned checks. 

Collections 

If your account is turned over to our collection agency, you will be responsible for the collection fee charged to us by the agency in 
addition to your outstanding balance. 

I have read and understand the financial policy of the practice and I agree to be bound by its terms.  I also understand and agree that 
such terms may be amended from time to time by the practice. 

Patient’s Signature Date 



 
 

   
   

 
 

    
  

   
   

 
 

    
    

  
    

    
    

 

   
   

       

   

 

                                                                                                                                                         

_________________________________________________________________________________________________________ 

Consent for Services
 
As a condition of our treatment by this office, financial arrangements must be made in advance.  The practice depends upon payment 
from the patients for the costs incurred in their care, and financial responsibility on the part of each patient must be determined before 
treatment. 

All emergency dental services, or any dental service performed without previous financial arrangements, must be paid for in cash at 
the time services are performed. 

Patients who carry dental benefits understand that all dental services furnished are charged directly to the patient and that he or she 
is personally responsible for payment of all dental services.  This office will help prepare the patient’s dental benefit forms or assist in 
making collections from benefit companies and will credit any such collections to the patient’s account.  However, this dental office 
cannot render services on the assumption that our charges will be paid by a benefits company. 

A service charge of 1.75% per month (21% per annum) on the unpaid balance will be charged on all accounts exceeding sixty (60) 
days, unless previously written financial arrangements are satisfied. 

I understand that any fee estimate provided by this office for my dental care can only be extended for a period of three (3) months 
from the date of the patient examination. 

In consideration for the professional services rendered to me or at my request, by the Doctor, I agree to pay the reasonable value of 
said services to said Doctor, or her assignee, at the time said services are rendered, or within five days of billing, if credit shall be 
extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the 
time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver 
of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. 

Further, I understand and acknowledge that photographs and images of me may be shown to other patients and doctors for treatment 
and education purposes and I agree to the same. 

I grant permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form. 

I have read the above conditions of treatment and payment and agree to their consent. 

Signature Date 



 
 

  

 

     
 

 
 

  
  

 

   
 

 

    

  

  

 
 

   
 

 

 

 

  

 

   

 

 

 

 

  

 
 

 

   
  

 

 

HIPAA
 
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 

For purposes of this Notice “us” “we” and “our” refers to Watters Creek Dental and “you” or “your” refers to our patients (or their legal representatives as 
determined by us in accordance with state informed consent law).  When you receive health-care services from us, we will obtain access to your medial 
information (i.e. your health history).  We are committed to maintaining the privacy of your health information and we have implemented numerous procedures to 
ensure that we do so. 

State law and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) require us to maintain the confidentiality of all your health-care records 
and other individually identifiable health information used by or disclosed to us in any form, whether electronically, on paper, or orally (“PHI or Protected Health 
Information).  HIPAA is a federal law that gives you significant new rights to understand and control how your health information is used.  HIPAA and state laws 
provide penalties for covered entities and records owners, respectively, that misuse or improperly disclose PHI.  

Starting April 14, 2003, HIPAA requires us to provide you with the Notice of our legal duties and the privacy practices we are required to follow when you first 
come into our office for health-care services.  If you have any questions about this Notice, please ask to speak to our privacy officer, Tammy Weyandt, DDS. 

Our doctors, clinical staff, Business Associates (outside contractors that we hire), employees and other office personnel follow the policies and procedures set 
forth in this Notice.  

OUR RULES ON HOW WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION 

Under the law, we must have your signature on a written, dated Consent form and/or an Authorization Form (not an Acknowledgement form) before we will use 
and disclose your PHI for certain purposes as detailed in the rules below.  

Documentation: You will be asked to sign a Consent form and/or an Authorization form when you receive this Notice of Privacy Practices. You may take back 
or revoke your consent or authorization at any time (unless we have already acted based on it) by submitting our Revocation form in writing to us at our address.  
Your revocation will take effect when we actually receive it.  We cannot give it retroactive effect, so it will not affect any use or disclosure that occurred in our 
reliance on your Consent or Authorization prior to revocation (i.e. if after we provide services to you, you revoke your authorization or consent in order to prevent 
us billing or collecting for those services your revocation will have no because we relied on your authorization or consent to provide services before you revoked 
it). 

General Rule: If you do not sign our Consent form or if you revoke it, as a general rule (subject to exceptions described below under “Healthcare Treatment, 
Payment and Operations Rule” and “Special Rules”), we cannot in any manner use or disclose to anyone (excluding you, but including payers and Business 
Associates) your PHI or any other information in your medical record.  Under state law, we are unable to submit claims to payers under assignment of benefits 
without your signature on our Consent form.  We will not condition treatment on your signing an Authorization, but we may be forced to decline you as a new 
patient or discontinue you as an active patient if you choose not to sign the Consent or revoke it. 

Minimum Necessary Rule 

Our staff will not use or access your PHI unless it is necessary to do their jobs Also, we disclose to others outside our staff only as much of your PHI as is 
necessary to accomplish the recipient’s lawful purposes.  

Incidental Disclosure Rule 

We will take reasonable administrative, technical and security safeguards to ensure the privacy of your PHI when we use or disclose it. 

Business Associate Rule 

Business Associates and other third parties (if any) that receive your PHI from us will be prohibited from re-disclosing it unless required to do so by law or you 
give prior express written consent to the re-disclosure.  Nothing in our Business Associate agreement will allow our Business Associates to violate this re-
disclosure prohibition. 

Changes to Privacy Policies Rule 

We reserve the right to change our privacy practices (by changing the terms of this Notice) at any time as authorized by law.  The changes will be effective 
immediately upon us making them.  They will apply to all PHI we create or receive in the future, as well as to all PHI created or received by us in the past (i.e. to 
PHI about you that we had before the changes took effect).  If we make changes, we will post the changed Notice, along with its effective date, in our office. 
Also, upon request, you will be given a copy of our current Notice. 

Authorization Rule 

We will not use or disclose your PHI for any purpose or to any person other than as stated in the rules above without your signature on a specifically worded, 
written Authorization form (not a Consent or an Acknowledgment).  If we need your Authorization, we must obtain it on our Authorization form, which is separate 
from any Consent or Acknowledgement we may have obtained from you.  We will not condition treatment on whether you sign the Authorization (or not). 

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION 



  
 

     
  

  
  

 

   

 

 

  

 

 

  

 

 

 

 

 

 

If you got this Notice via email or website, you have the right to get, at any time, a paper copy by asking our privacy officer.  Also, you have the following 
additional rights regarding PHI we maintain about you: 

You have the right to see and get a copy of your PHI by submitting a written request to our privacy officer. You may ask us to give you copies in a 
format other than photocopies (and we will do so unless we determine that it is impractical) or ask us to prepare a summary in lieu of copies.  We may 
charge you a fee not to exceed state law to recover our costs (including postage, supplies, and staff time as applicable, to duplicate or summarize your 
PHI.  We will not condition release of the copies or summary on payment of your outstanding balance for professional services (if you have one), but 
we may condition release of the copies or summary on payment of the copying fees.  We will respond to requests in a timely manner, without delay 
within 15 days if submitted in writing.  We may deny your request in certain limited circumstances (i.e. we do not have the PHI, it came from a 
confidential source, etc. 

To Complain or Get More Information 

We will follow our rules as set forth in this Notice.  If you want more information or if you believe your privacy rights have been violated (i.e. you disagree with a 
decision of ours about inspection/copying, amendment/correction, accounting of disclosures, restrictions or alternative communications), we want to make it 
right.  We never will penalize you for filing a complaint.  To do so, please file a formal, written complaint within 180 days to: 

The US Department of Health and Human Services 

Office of Civil Rights 

200 Independence Ave. S.W. 

Washington DC 20201 

877.696.6775 

Or, submit a written Complaint form to us at the following address: 

Tammy Weyandt, DDS 

698 S Watters Road 

Allen TX 75013 

These privacy practices will be effective April 14, 2003 and will remain in effect until we replace them as specified above. 



 

    

 

   

    
 

 

 

 

    
 

  

 

 

   
 

  

 

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF OUR NOTICE OF PRIVACY PRACTICES
 

You may refuse to sign this acknowledgment but, in refusing we will not be allowed to process your insurance claims. 

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Watters Creek Dental. 

Please print your name:______________________ Please sign your name:________________________ 

Please list any other parties who can have access to your dental information: (This includes step parents, grandparents, and any 
caretakers who can have access to this patient’s records.) 

Name:____________________________________Relationship:_________________________________ 

Name:____________________________________Relationship:_________________________________ 

Name:____________________________________Relationship:_________________________________ 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY DENTAL APPOINTMENTS, TREATMENT AND BILLING INFORMATION
 
VIA: 

□ CELL □ TEXT □ HOME □ EMAIL □ WORK □ MAIL/POSTCARD 

I AUTHORIZE INFORMATION ABOUT MY DENTAL HEALTH BE CONVEYED VIA: 

□ CELL □ TEXT □ HOME □ EMAIL □ WORK □ MAIL/POSTCARD 

I APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS OR NEW DENTAL INFORMATION VIA: 

□ CELL □ TEXT □ HOME □ EMAIL □ WORK □ MAIL/POSTCARD 

OFFICE USE ONLY: 

!s Privacy Officer, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement but did not 
because: 

□ It was emergency treatment □ I could not communicate with the patient    □ The patient refused to sign 

□The patient was unable to sign because____________________________________________________________ 

□ Other, please describe:________________________________________________________________________ 

Signature of Privacy Officer:______________________________________________________________ 



 

  

           
            

        
           

             
         

           
          

          
              

     

    

 

 

  

      

 

CREDIT CARD AUTHORIZATION FORM
 
I, __________________________________________________________ 

hereby authorize Watters Creek Dental to submit claims to my dental benefit reimbursement 
plan on my behalf and agree to assign the payment directly to Watters Creek Dental. I 
understand that my dental benefit reimbursement plan is an agreement between my 
insurance company and myself. I further understand that I am responsible for any service 
fees or balances that may not be covered by my dental benefit plan and any differences 
resulting from the amount billed, including estimated co-payments already collected, and the 
amount covered by my plan.  I authorize Watters Creek Dental to debit my credit card account 
for payment of any account balance remaining once the insurance check is posted to my 
account. If insurance payment is delayed longer than 60 days, I authorize Watters Creek 
Dental to debit my credit card account for any remaining balance on my account not paid by 
my insurance company. 

Patient Name Date
 

Signature 

□ MasterCard □ Visa □ American Express □Discover 

Card number: ________________________________________________ 

Expiration date:_________________ V-Code_____________________ 

Cardholder Signature:__________________________________________ 




