
 
 
Thank you for visiting Albion Dental Center. We want your visit to be pleasant and comfortable. Please help us by completing this form. 
 

 

 

Name 

 

Mailing Address 

 

 

 

Employer      Driver’s License # 

Birth date      Height    Weight 

Phone:   Home (        )         SOCIAL SECURITY # 

               Work (        )           

 Mobile (        )     

 Email____________________________________ 

Preferred Way to Confirm Appointments:      

Emergency Contact: 

 Name:                                                                       Phone:                                                        Relation   

  

 

Responsible Party      Relation to Patient 

Address 

 

Phone (_____)____________________________________ 

Social Security # _______________________________          Date of Birth_____________________________ 

Employer__________________________________________          Work Phone (______)___________________   

    

 

Primary Carrier 

Name of Policy Holder         Social Security #    DOB 

Insurance Co.              Employer 

Insurance Co. Phone #     Group # 

Relation to patient 

Secondary Carrier  

Name of Policy Holder                                                                    Social Security #                                

DOB 

Insurance Co.      Employer 

Insurance Co. Phone #     Group # 

Relation to patient 

 Medical Alert For Office Use 

Patient Information 

Insurance 

LAST    FIRST    MIDDLE INITIAL   NICKNAME 

 P.O. Box /STREET 

         CITY        STATE    ZIP 

 Male  Female 
 Single 
 Child 

If Patient is Under 18 

 

 Married 
 Divorced 

 P.O. Box/STREET                                                                                 City                                                                        State                                          Zip 

 EMAIL      TEXT  PHONE 

Please Present Your Insurance Card to the Front 
Desk 



 

Insurance Authorization Statement (Sign & Date) 

I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I understand that 
I am responsible for all costs and dental treatment. I hereby authorize the Dental Office to administer such medications and 
perform such diagnostic and therapeutic procedures as may be necessary for proper dental care. The information on this page and 
the medical history is correct to the best of my knowledge. 
 
Signature         Date 

Please let us know if there is anything we can do to make your visit with us more comfortable here at  
Albion Dental Center. 

 

 

 

How did you hear about us? 

What is the reason for today’s visit? 

Do you have any questions or concerns we can help you with today? 

 

Is there anything about your smile that you would like to change? 

Why did you leave your last dentist? 

What did you like most about your last dentist? 

What did you like least about your last dentist? 

 

 

 

Name of Physician                                                                                        Date of last visit  

Physician’s Phone Number    (         )                                     Pharmacy                                              Phone 

 

Please list any and all medication you may be taking including Vitamin Supplements 

 

 

 

 

 

Have you ever had to “Pre-Medicate” for a dental appointment?   

 

 

                      

 
                                
 

 

 

 

 

 

 

Medical History and Information 

 Artificial Heart 
Valve 

 Artificial Joints, 
Screws, Pins, etc. 

 Abnormal bleeding 
with extractions or 
surgery 

 Blood Disease 
 Congenital Heart 

Lesions 
 Heart Murmur 
 Heart Repair 
 Mitral Valve 

Prolapse 

 Pacemaker 
 Rheumatic Fever 

Have you ever had or 
been diagnosed with: 

Do you have any 
allergies to the 
following? 
 Aspirin 
 Barbiturates 
 Codeine 
 Erythromycin 
 Ibuprofen 
 Latex 
 Local Anesthesia 
 Metals 
 Nuts 
 Penicillin 
 Sulfa 
 Other____________

_ 

 Yes  No 

 Coumadin 
 Warfarin 
 Dexfenfluramine 
 Fen-Phen 
 Pondimin 
 Redux 
 Levoxyl 
 Synthroid 
 Bisphonates 

Such as: 
Reclast 
Boniva 
Fosamax 
Premarin 
 

Have you ever taken 
any of the following 
Meds? 

Other Information 



Women: Is there a chance you may be Pregnant? 

Due Date                                                 Are you nursing?                               Are you taking birth control? 

 

 

Do you have a personal or family history of any of the following? Please indicate personal health history by 

marking next to the condition. 

 

 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I authorize and give consent to perform dental services agreed between doctor and patient and/or parent or guardian to be 
necessary or advisable including the use of local anesthesia and other medication as indicated. I certify to the above statements 
regarding my medical condition. 
 
Payment for all treatment and services rendered are my responsibility. 
 

 
 

PATIENTS SIGNATURE       
 DATE 

 
If patient is a child or requires a guardian: 
 
 
 

PARENT/GUARDIAN SIGNATURE      
 DATE 

 
 
 
 
 
 
 
 

 
 

Treatment Authorization Form 

 Aids 

 Anemia 

 Arthritis 

 Artificial Joints 

 Asthma 

 Back Problems 

 Cancer 

 Chemical Dependency 

 Chemotherapy 

 Circulatory Problems 

 Cortisone Treatments 

 Cough, Persistent 

 Cough up Blood 

 Diabetes 

 Dizziness 

 Epilepsy 

 

 

 

 
 

 Fainting 

 Glaucoma 

 Headaches 

 Head Injury 

 Heart Problems 

 Hemophilia 

 Hepatitis ________ 

 High Blood Pressure 

 HIV 

 Jaundice 

 Jaw Pain 

 Kidney Disease 

 Liver Disease 

 Low Blood Pressure 

 Mental Disorder 

 MRSA 

 Nervous Disorder 

 Radiation Treatment 

 Respiratory Disease 

 Rheumatism 

 Scarlet Fever 

 Shortness of Breath 

 Sinus Problems 

 Skin Rash 

 Stomach Problems 

 Stroke 

 Swelling of Feet or Ankles 

 Thyroid Problems 

 Tonsillitis 

 Tourette Syndrome 

 Tuberculosis 

 Tumors 

 Ulcer 

 Venereal Disease 

 

 Yes  No                           



      NOTICE OF PRIVACY PRACTICES 
 
 
PURPOSE 
 This form, Notice of Privacy Practices, presents the information that federal law requires us to 
give our patients regarding our privacy practices. 
 

We must provide this Notice to each patient beginning no later than the date of our first service 
delivery to the patient, including service delivered electronically, after August 30, 2005. We must 
make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the 
patient. We must also have the Notice available at the office for patients to request to take with 
them. We must post the Notice in our office in a clear and prominent location where it is 
reasonable to expect any patients seeking service from us to be able to read the Notice. 
Whenever the Notice is revised, we must make the Notice available upon request on or after the 
effective date of the revision in a manner consistent with the above instructions. Thereafter, we 
must distribute the Notice to each new patient at the time of service delivery and to any person 
requesting a Notice. We must also post the revised Notice in our office as discussed above. 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. The privacy of you health information is 
important to us.  
 

OUR LEGAL DUTY  
We are required by applicable federal and state law to maintain the privacy of your health 
information. We are also required to give you this Notice about our privacy practices, our legal 
duties, and your rights concerning your health information. We must follow the privacy practices 
that are described in this Notice while it is in effect. This Notice takes effect (08/30/05), and will 
remain in effect until we replace it. 
 

We reserve the right to change our privacy practices and the terms of this Notice at any time, 
provided such changes are permitted by applicable law. We reserve the right to make the 
changes in our privacy practices and the new terms of our Notice effective for all health 
information that we maintain, including health information we created or received before we made 
the changes. Before we make a significant change in our privacy practices, we will change this 
Notice and make the new Notice available 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.  
 
USES AND DISCLOSURES OF HEALTH INFORMATION 
We use and disclose health information about you for treatment, payment, and healthcare 
operations. For example: 
 
Treatment: We may use or disclose your health information to a physician or other healthcare 
provider providing treatment to you. 
 
Payment: We may use and disclose your health information to obtain payment for services we 
provide to you. 
 
Healthcare Operations: We may use and disclose your health information in connection with our 
healthcare operations. Healthcare operations include quality assessment and improvement 
activities, reviewing the competence or qualifications of healthcare professionals, evaluating 
practitioner and provider performance, conducting training programs, accreditation, certification, 
licensing or credentialing activities. 
 
Your Authorization: In addition to our use of your health information for treatment, payment or 
healthcare operations, you may give us written authorization to use your health information or to 
disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing 
at any time. Your revocation will not affect any use or disclosures permitted by your authorization 

 



while it was in effect. Unless you give us a written authorization, we cannot use or disclose your 
health information for any reason except those described in this Notice. 
 
To Your Family and Friends: We must disclose your health information to you, as described in 
the Patient Rights section of this Notice. We may disclose your health information to a family 
member, friend or other person to the extent necessary to help with your healthcare or with 
payment for your healthcare, but only if you agree that we may do so. 
Persons Involved In Care: We may use or disclose health information to notify, or assist in the 
notification of (including identifying or locating) a family member, your personal representative or 
another person responsible for your care, of your location, your general condition, or death. If you 
are present, then prior to use or disclosure of your health information, we will provide you with an 
opportunity to object to such uses or disclosures. In the event of your incapacity or emergency 
circumstances, we will disclose health information based on a determination using our 
professional judgment disclosing only health information that is directly relevant to the person's 
involvement in your healthcare. We will also use our professional judgment and our experience 
with common practice to make reasonable inferences of your best interest in allowing a person to 
pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health information. 
 
Marketing Health-Related Services: We will not use your health information for marketing 
communications without your written authorization. 
 
Required by Law:  We may use or disclose your health information when we are required to do 
so by law. 
 
Abuse or Neglect: We may disclose your health information to appropriate authorities if we 
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the 
possible victim of other crimes. We may disclose your health information to the extent necessary 
to avert a serious threat to your health or safety or the health or safety of others. 
 
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 of protected health information of inmate or patient under certain circumstances. 
 
Appointment Reminders: We may use or disclose your health information to provide you with 
appointment reminders (such as voicemail messages, postcards, or letters). 
 
PATIENT RIGHTS 
Access: You have the right to look at or get copies of your health information, with limited 
exceptions. You may request that we provide copies in a format other than photocopies. We will 
use the format you request unless we cannot practicably do so. (You must make a request in 
writing to obtain access to your health information. You may obtain a form to request access by 
using the contact information listed at the end of this Notice. We will charge you a reasonable 
cost-based fee for expenses such as copies and staff time. You may also request access by 
sending us a letter to the address at the end of this Notice. If you request copies, we will charge 
you $0.25 for each page, $20 per hour for staff time to locate and copy your health information, 
and postage if you want the copies mailed to you. If you request an alternative format, we will 
charge a cost-based fee for providing your health information in that format. If you prefer, we will 
prepare a summary or an explanation of your health information for a fee. Contact us using the 
information listed at the end of this Notice for a full explanation of our fee structure.) 
 
Disclosure Accounting: You have the right to receive a list of instances in which we or our 
business associates disclosed your health information for purposes, other than treatment, 
payment, healthcare operations and certain other activities, for the last 6 years, but not before 
August 30, 2005. If you request this accounting more than once in a 12-month period, we may 
charge you a reasonable, cost-based fee for responding to these additional requests. 
 



Restriction: You have the right to request that we place additional restrictions on our use or 
disclosure of your health information. We are not required to agree to these additional restrictions, 
but if we do, we will abide by our agreement (except in an emergency). 
 
Alternative Communication: You have the right to request that we communicate with you about 
your health information by alternative means or to alternative locations. {You must make your 
request in writing.} Your request must specify the alternative means or location, and provide 
satisfactory explanation how payments will be handled under the alternative means or location 
you request. 
 
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. 
 
Electronic Notice: 
If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive 
this Notice in written form. 
 
QUESTIONS AND COMPLAINTS 
If you would like 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 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 alternative locations, you may complain to us using the 
contact information listed at the end of this Notice. You also may submit a written complaint 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. 
 
Contact Officer:  
 
Dr. Ben Russell 
 
Address: 
 
Albion Dental Center 
2700 Homestead Road #130 
Park City, Utah 84098  
 
E-mail: 
 
albiondentalcenter@gmail.com 
 
We have received this documents as of the date signed below. 
 
 
 
 
 
 
 
 
Patient Signature      Date 



CONSENT TO PROCEED 
 
I authorize Dr. Benjamin Russell, D.M.D. of Albion Dental Center and/or such associates or 
assistants as s/he may designate to perform those procedures as may be deemed necessary or 
advisable to maintain my dental health or the dental health of any minor or other individual for 
which I have responsibility, including arrangement and/or administration of any sedative 
(including nitrous oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including 
those related to restorative, palliative, therapeutic or surgical treatments.  
 
I understand that the administration of local anesthetic may cause an untoward reaction or side 
effects, which may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle 
soreness, and temporary or rarely, permanent numbness.  I understand that occasionally needles 
break and may require surgical retrieval.   Occasionally drops of local anesthetic may contact the 
eyes and facial tissues and cause temporary irritation. 
 
I understand that as part of the dental treatment, including preventive procedures such as 
cleanings and basic dentistry, including fillings of all types, teeth may remain sensitive or even 
possibly quite painful both during and after completion of treatment. Dental materials and 
medications may trigger allergic or sensitivity reactions. After lengthy appointments, jaw muscles 
may also be sore or tender.  Gums and surrounding tissues may also be sensitive or painful 
during and/or after treatment.  Although rare, it is also possible for the tongue, cheek or other oral 
tissues to be inadvertently abraded or lacerated (cut) during routine dental procedures.  In some 
cases, sutures or additional treatment may be required. 
 
I understand that as part of dental treatment items including, but not limited to crowns, small 
dental instruments, drill components, etc. may be aspirated (inhaled into the respiratory system) 
or swallowed.  This unusual situation may require a series of x-rays to be taken by a physician or 
hospital and may, in rare cases, require bronchoscopy or other procedures to ensure safe 
removal. 
 
I understand the need to disclose to the dentist any prescription drugs that are currently being 
taken or that have been taken in the past.  I understand that taking the class of drugs prescribed 
for the prevention of osteoporosis, such as Fosamax, Boniva or Actonel, may result in 
complications of non-healing of the jawbones following oral surgery or tooth extractions. 
 
I do voluntarily assume any and all possible risks, including the risk of substantial and serious 
harm, if any, which may be associated with general preventive and operative treatment 
procedures in hopes of obtaining the potential desired results, which may or may not be 
achieved, for my benefit or the benefit of my minor child or ward.  I acknowledge that the nature 
and purpose of the foregoing procedures have been explained to me if necessary and I have 
been given the opportunity to ask questions. 
 
Albion Dental Center is mindful that your time is valuable, as is ours. We require a 24 hour 
business day notice for any appointment cancellations/changes. If a 24 hour business day notice 
is not given we reserve the right to apply a fee to your account. At current the fee is set at $50 per 
occurrence. Please see our website, albiondentalcenter.com, for posted business hours.  
 
Print Patient Name:           
 
 
Signature:                                                                                                     Date:    
     (Patient, legal guardian or authorized agent of patient) 
 
 
Witness:                                                                                                       Date:     
 
 
              (Rev. 7/15) 



OFFICE FINANCIAL POLICIES AND FEDERAL TRUTH-IN-LENDING STATEMENT 

 
As a condition of your treatment by this office, financial arrangements must be made in advance.  
The practice depends upon reimbursement from our patients for the costs incurred in their care to 
remain viable.  Therefore, financial responsibility on the part of each patient must be determined 
before treatment. 
 
All emergency dental services, or any dental services performed without previous financial 
arrangements, must be paid for in cash at the time services are rendered. 
 
Patients who carry dental insurance 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 insurance forms of our patients or assist in making 
collections from insurance companies and will credit any such collections received to the patient’s 
account.  However, this dental office cannot render services on the assumption that our charges 
will be paid in full by an insurance company. 
 
A service charge of 1 1/2% per month (18% per annum) on the unpaid balance will be assessed 
on all accounts exceeding sixty (60) days from the date of service unless previously written 
financial arrangements are made.  I understand that the fee estimate listed for this dental care 
can only be extended for a period of six (6) months from the date of the patient examination. 
        
In consideration for the professional services rendered to be rendered to me, (or at my request, to 
my minor child or ward) by the dentist, I agree to pay the fees charged for the dental services 
provided by the dentist or licensed employee at the time the services are rendered, or within five 
(5) days of billing if credit is extended by the dentist.  In the event my account becomes 
delinquent, I agree to pay the remaining balance plus the sum of the collection commission 
charged by the collection agency to whom a delinquent account is turned for collection, in 
addition to reasonable attorney fees and court costs where such legal services are necessary.  I 
authorize the release of financially identifiable information concerning my account, including 
charges billed, payments made, and interest charges assessed, etc. to the dentist’s collection 
agency or collection attorney should collection procedures as described become necessary. 
 
I grant my permission to you or your assignee to telephone me at home or at my workplace to 
discuss matters related to this form.  I also agree to let this office leave messages concerning 
appointments and/or results on my answering machine or with a family member.   
 
This agreement supersedes all prior agreements signed, including any and all mediation or 
mediation/arbitration agreements.  I acknowledge that any prior mediation or mediation/arbitration 
agreements signed previously related to financial arrangements or quality of care are null and 
void. 
 
I authorize the dentist or his designees to release financially identifiable information and treatment 
descriptions and information, either electronically, by facsimile or in paper form to my insurance 
carrier or any related entities that require such information to be submitted. 
 
I acknowledge that I have received a copy of this office’s Privacy Policies.  I agree to disclose to 
the dentist names of any individuals with whom I authorize the dentist to discuss my dental care. 
 
I certify that I have answered all questions on both sides of this form accurately and to the best of 
my knowledge.  I hereby agree to abide by the conditions outlined herein. 
 
 
 
                                                                                                                           
 Signature of Patient, parent or guardian                                         Date 
 
Relationship to Patient   


