
Health History Form
Email: Today’s Date:

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our 
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be  
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Name:  Home Phone:  Include area code Business/Cell Phone:  Include area code

Last First  Middle (          ) (          )
Address: City: State: Zip: 

Mailing address

Occupation: Height: Weight: Date of Birth: Sex: M F 

SS# or Patient ID:  Emergency Contact: Relationship: Home Phone:  Include area code Cell Phone:  Include area code 
(          )  (          )

If you are completing this form for another person, what is your relationship to that person? 

Your Name Relationship

Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis......................................................................................................................................................................................................................................................  
Persistent cough greater than a 3 week duration......................................................................................................................................................................................................  
Cough that produces blood.........................................................................................................................................................................................................................................  
Been exposed to anyone with tuberculosis................................................................................................................................................................................................................  
If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental Information Please mark (X) your responses to the following questions.

What is the reason for your dental visit today?

How do you feel about your smile? 

Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK

Do your gums bleed when you brush or floss?.....................................................
Are your teeth sensitive to cold, hot, sweets or pressure?..................................
Is your mouth dry?.................................................................................................
Have you had any periodontal (gum) treatments?...............................................
Have you ever had orthodontic (braces) treatment?...........................................
Have you had any problems associated with previous dental treatment?...........
Is your home water supply fluoridated?................................................................
Do you drink bottled or filtered water?.................................................................

If yes, how often? (Check one:)  DAILY      /  WEEKLY       /  OCCASIONALLY   

Are you currently experiencing dental pain or discomfort?......................

Yes No DK
Are you now under the care of a physician?.........................................................
Physician Name: Phone:  Include area code 

(          )
Address/City/State/Zip:

Are you in good health?.........................................................................................
Has there been any change in your general health within the past year?............
If yes, what condition is being treated? 

Date of last physical exam:

© 2012 American Dental Association
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Yes No DK

Do you have earaches or neck pains?...................................................................
Do you have any clicking, popping or discomfort in the jaw?..............................
Do you brux or grind your teeth?..........................................................................
Do you have sores or ulcers in your mouth?.........................................................
Do you wear dentures or partials?........................................................................
Do you participate in active recreational activities?.............................................
Have you ever had a serious injury to your head or mouth?................................
Date of your last dental exam:  
What was done at that time? 

Date of last dental x-rays:

Yes No DK
Have you had a serious illness, operation or been hospitalized 
in the past 5 years?................................................................................................
If yes, what was the illness or problem? 

Are you taking or have you recently taken any prescription 
or over the counter medicine(s)?..........................................................................

If so, please list all, including vitamins, natural or herbal preparations  
and/or dietary supplements: 
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Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that I have read and understand the above and that the information given on this form is accurate. I understand the importance of a truthful health history and that my  
dentist and his/her staff will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.  
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the  
completion of this form.
Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment?.......................................................................................................  
Name of physician or dentist making recommendation: Phone:  Include area code

(          )
Do you have any disease, condition, or problem not listed above that you think I should know about?.................................................................................................................  
Please explain:

(Check DK if you Don’t Know the answer to the question) Yes No DK
Do you wear contact lenses?.................................................................................

Joint Replacement. Have you had an orthopedic total joint  
(hip, knee, elbow, finger) replacement?................................................................
Date: __________________   If yes, have you had any complications? __________________________

Are you taking or scheduled to begin taking an antiresorptive agent  
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for  
osteoporosis or Paget’s disease?...........................................................................

Since 2001, were you treated or are you presently scheduled to begin  
treatment with an antiresorptive agent (like Aredia®, Zometa®, XGEVA)  
for bone pain, hypercalcemia or skeletal complications resulting from  
Paget’s disease, multiple myeloma or metastatic cancer?....................................
Date Treatment began:  _____________________________________________________________________

Yes No DK
Do you use controlled substances (drugs)?..........................................................

Do you use tobacco (smoking, snuff, chew, bidis)?..............................................
If so, how interested are you in stopping? 
Circle one: VERY / SOMEWHAT / NOT INTERESTED

Do you drink alcoholic beverages?........................................................................
If yes, how much alcohol did you drink in the last 24 hours? _______________________________ 
If yes, how much do you typically drink i n a week? _________________________________________

WOMEN ONLY  Are you:
Pregnant?...............................................................................................................n	 n	 n 
Number of weeks: ______________________ 
Taking birth control pills or hormonal replacement?.............................................n	 n	 n 
Nursing?.................................................................................................................n	 n	 n

FOR COMPLETION BY DENTIST

Comments:

Allergies. Are you allergic to or have you had a reaction to: 
To all yes responses, specify type of reaction.  Yes No DK
Local anesthetics .___________________________________________________________________ .
Aspirin ._______________________________________________________________________________ .
Penicillin or other antibiotics _______________________________________________________ .
Barbiturates, sedatives, or sleeping pills .__________________________________________ .
Sulfa drugs .__________________________________________________________________________ .
Codeine or other narcotics .________________________________________________________ .

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK
Metals ._______________________________________________________________________________ .
Latex (rubber) .______________________________________________________________________ .
Iodine .________________________________________________________________________________ .
Hay fever/seasonal ._________________________________________________________________ .
Animals .______________________________________________________________________________ .
Food ._________________________________________________________________________________ .
Other .________________________________________________________________________________ .

Yes No DK
Cardiovascular disease........... .
Angina..................................... .
Arteriosclerosis....................... .
Congestive heart failure.........
Damaged heart valves........... .
Heart attack........................... .
Heart murmur......................... .
Low blood pressure................ .
High blood pressure................ .
Other congenital  
heart defects.......................... .

 

Yes  No DK
Mitral valve prolapse................ .
Pacemaker................................ .
Rheumatic fever....................... .
Rheumatic heart disease......... .
Abnormal bleeding................... .
Anemia..................................... .
Blood transfusion..................... .
   If yes, date:_______________________________ 
Hemophilia............................... .
AIDS or HIV infection............... .
Arthritis.................................... .

Yes No DK
Autoimmune disease................ .
Rheumatoid arthritis................ .
Systemic lupus  
erythematosus......................... .
Asthma..................................... .
Bronchitis................................. .
Emphysema.............................. .
Sinus trouble............................ .
Tuberculosis.............................. .
Cancer/Chemotherapy/ 
Radiation Treatment................ .
Chest pain upon exertion......... .
Chronic pain............................. .
Diabetes  Type I or II................ .
Eating disorder......................... .
Malnutrition............................. .
Gastrointestinal disease........... .
G.E. Reflux/persistent  
heartburn................................. .
Ulcers....................................... .
Thyroid problems..................... .
Stroke....................................... .

Yes No DK
Glaucoma................................. .
Hepatitis, jaundice or  
liver disease.............................. .
Epilepsy.................................... .
Fainting spells or seizures........ .
Neurological disorders............. .
   If yes, specify:____________________________
Sleep disorder.......................... .
Do you snore?.......................... .
Mental health disorders........... .
 Specify: __________________________________

Recurrent Infections................ .
   Type of infection: _________________________
Kidney problems...................... .
Night sweats............................ .
Osteoporosis............................ .
Persistent swollen glands  
in neck...................................... .
Severe headaches/ 
migraines.................................. .
Severe or rapid weight loss..... .
Sexually transmitted disease... .
Excessive urination.................. .

Yes No DK

Artificial (prosthetic) heart valve...........................................................................
Previous infective endocarditis..............................................................................
Damaged valves in transplanted heart..................................................................
Congenital heart disease (CHD) 
. Unrepaired, cyanotic CHD..............................................................................

Repaired (completely) in last 6 months.........................................................
. Repaired CHD with residual defects..............................................................

Except for the conditions listed above, antibiotic prophylaxis is no longer recommended  
for any other form of CHD.





VENTURA DENTAL
 FINANCIAL POLICY

Assignment and Release
I the undersigned, have insurance with __________________________, and assign directly Ventura Dental all
benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible 
for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information 
necessary to secure the payment of benefits.

Date: _______________ Signature: ____________________________________________
Signature of patient/parent/legal guardian

Patient Agreement and Financial Policy
I hereby agree to be responsible for the costs of care provided by Ventura Dental and/or the dental team for 
myself or my dependent(s).  These include any deductibles and amounts not covered by insurance.  I also 
understand that it is my responsibility to be aware of any limitations, and benefits of my insurance 
policy.  Payment to this office is my responsibility and I am aware that if the insurance company does not 
reimburse the doctor, I am responsible for the total amount(s).

I understand that there will be a $35 charge to all accounts in which a check payment is returned.

I understand that because appointments are not double-booked, I must provide notice of cancellation at least 
48 hours prior to my scheduled appointment time. For appointments scheduled for 60 minutes or longer, I 
will be required to make a reservation fee prior to scheduling the appointment, which will be applied to
my out-of-pocket expense for the appointment.  This reservation fee is non-refundable.  If I do not 
show up for my appointment or I do not give adequate notice if I am unable to keep my appointment, 
the reservation fee will be forfeited.  For appointments scheduled for less than 60 minutes, a $50 
cancellation fee may apply if I do not provide notice of cancellation at least 48 hours prior to my 
scheduled appointment time.

We make every effort to schedule appointments that are most convenient for you and that fit your personal 
schedule.  Because we do not schedule several patients at the same time, all appointments are reserved 
exclusively for you.  In return, we ask that you make every effort not to change your reserved dental 
appointment.

I understand that for any treatment less than two hundred and fifty dollars ($250) payment in full is due at the 
time of service. I understand that after 60 days, any unpaid balance will incur a $15 billing fee. I understand 
that failure to pay amounts due to this office will result in my account being placed with a collection agency.  In 
the event that my account is further referred to an attorney, I agree to pay all collection and attorney fees.

Date: _______________ Signature: ____________________________________________
Signature of patient/parent/legal guardian

Minor/Child Consent
I, being the parent or legal guardian of ______________________, do here, by request and authorize the 
dental staff to perform necessary services for my child, including but not limited to radiographs (x-rays) and 
administration of anesthetics which are deemed advisable by the doctor, whether or not I am present at the 
actual appointment when the treatment is rendered. I also understand that the parent or guardian who brings 
my child in for treatment will be responsible for payment.  A receipt will be provided so I may seek 
reimbursement.

Date: _______________ Signature: ____________________________________________
Signature of patient/parent/legal guardian



Insurance estimates are provided as a courtesy to our patients. In the event that your insurance 
carrier pays less than the estimated amount, you are responsible for payment for the difference 
for the fees upon treatment was completed.  Actual benefits and service totals are determined 
only when the claim has been processed by your insurance company.

As treatment progresses, modifications may be necessary, which could affect the fee.  Should 
any modifications occur, the change in fee will be discussed at the earliest possible time before 
starting any additional treatment. Any fees discussed at time of treatment planning are valid for 
90 days only.

Once a treatment plan has been agreed upon and signed, any lab work is immediately started 
for your benefit.  If procedures are cancelled, the patient is responsible for the lab fee.

Please note that some insurance companies will substitute benefits for a silver filling instead of 
paying full benefits for a white (resin) filling. Please contact your insurance company if you have 
any questions about this.

Also, some cleanings may be required for the treatment of current gum conditions such as 
periodontal disease or gingival inflammation. Please acknowledge that your insurance company
may not consider certain cleanings that is recommended to be a covered benefit. In some 
cases, the insurance company will only cover for normal prophylaxis cleanings (healthy mouth 
cleaning). Therefore, they may only cover certain cleanings either partially or even deny it. In 
such cases, the cost of the cleaning that is not covered by your insurance company is solely 
your responsibility. It is very common that your insurance company may not cover other dental 
cleanings such as scaling and root planning OR scaling with gingival inflammation. Your 
cleaning that is recommended is due to the diagnosis of your current soft tissue examination 
and periodontal conditions.
  
I acknowledge that I have been informed of the above fees and proposed treatment. I 
understand that by not completing treatment, my oral condition may deteriorate and need 
reassessment in the future.
 

Signature: ____________________              Date: __________



VENTURA DENTAL CANCELLATION POLICY

Appointment Reservations, Late Cancellations and Broken Appointments

1.  For restorative and surgical appointments a reservation fee will be required PRIOR to 
scheduling the appointment if the appointment is scheduled for:

• 60 minutes the reservation fee is $100
• 90 minutes the reservation fee is $150
• 120 minutes the reservation fee is $200

2. The reservation fee is non-refundable, if the patient does not provide adequate notice (48 
hours) to cancel or reschedule their appointment, the reservation fee will be forfeited.  If the 
patient comes in for their appointment, the reservation fee will be applied towards the patient’s 
out-of-pocket co-payment.

• For appointments less than 60 minutes in length (including hygiene recalls), if adequate 
notice (48 hours) is not given a cancellation fee of $50 MAY apply.  This will be 
determined on a case-by-case basis by Dr. Van.

• After 3 (three) last minute cancellations or broken appointments in a 12 month period, 
Dr. Van may choose to have the patient schedule for same day appointments only, or 
the patient may be dismissed from the practice.

• Dr. Van MUST authorize the dismissal of a patient from the practice.

3. Account balances We will require that patients with self pay balances do pay their account 

balances to zero (0) prior to receiving further services by our practice.   Patients who have 

questions about their bills or who would like to discuss a payment plan option may call and ask 

to speak to a business office representative with whom they can review their account and 

concerns. Patients with balances over $100 must make payment arrangements prior to future 

appointments being made. 

 

 

______________________    _______________________        ____/____/____         Print Name 

Patient           Signature Patient/Guardian               Date 

 

 

Patient Account #___________________                           (Office Use Only)



Ventura Dental
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.

Ventura Dental, hereafter referred to as “Practice,” is committed to preserving the privacy and confidentiality of 
your health information.  This Notice of Privacy Practices (NPP) describes how we may use and disclose your 
protected health information, hereafter referred to as “PHI,” to carry out treatment, payment or health care 
operations and for other purposes that are permitted or required by law. 45 CFR§ 164.520. This Notice has been 
revised to conform to HIPAA’s Final Rule referred to as the “Omnibus Rule” published 01/25/13.  This notice 
replaces previous versions of the Notice and is effective 6/1/19. You may access or obtain a copy according to the 
following options:  1) our website at www.venturadentalflorda.com 2) contact the office and request a copy to be 
sent to you by mail or email, 3) request a copy at the time of your next appointment.
1. USES & DISCLOSURES OF PHI.  How We 
Use Your Information:  Your PHI may be used and disclosed by our Practice’s provider, administrative and or
clinical staff and others outside of our Practice who are involved in your care and treatment for the purpose
of providing healthcare services to you. 
A)  Treatment: We will use and disclose your PHI to provide, coordinate or manage your care and any related
services.  We may disclose PHI to other providers who may be treating you such as a specialist. 
B) Payment: We will use your PHI to obtain payment for the services provided by this Practice.  For example,
if we are working with your insurance plan, we may verify eligibility or coverage for benefit determination.
We may use or  disclose your  information  so that  a bill  may be sent  to  you that  may include services
provided. 
C) Healthcare Operations:  The Practice may use or disclose, as needed, your PHI in order to support its
business activities such as quality performance reviews regarding our services or the performance of our
staff. 

i) Business Associates:  We may share your PHI with third party business associates such as answering
services, transcriptionists, billing services, consultants, trainers and legal counsel.  We obtain a written
agreement with business associates to assure the protection and privacy of your PHI.   

Other  Permitted  and  Required  Uses  and  Disclosures  That  May  Be  Made  Without  Your  Authorization  or
Opportunity to Agree or Object: We may use or disclose your PHI in the following situations without your
authorization or providing you the opportunity to agree or object as follows:  
D)  Required or Permitted by Law: We may use or disclose your PHI as required by law.  This may include
public  health activities  such as  controlling a communicable  disease or  compliance with health  oversight
agencies authorized by law. We may disclose PHI to a public health authority authorized to receive reports of
child abuse or neglect. We may disclose your PHI if we believe you have been a victim of abuse, neglect or
domestic violence to a governmental agency authorized to receive such information in compliance with state
and federal law.  We may disclose your PHI to the Food and Drug Administration for the quality, safety, or
effectiveness of FDA-regulated products or activities.  We may disclose your PHI in the course of a legal
proceeding in response to a subpoena, discovery request or other lawful process.  We may also disclose PHI
to law enforcement providing applicable legal requirements are satisfied.  We may disclose PHI to a coroner
or medical examiner for identification purposes.  We may disclose PHI to researchers when the information
does not directly identify you as the source of the information and such research has been approved by an
institutional review board to ensure the privacy of the PHI. We may disclose PHI as authorized to comply with
workers’ compensation laws.  We may use and disclose your PHI if you are an inmate of a correctional facility
and this information is necessary for your care.

Authorization for Other Uses and Disclosures of PHI:  Use and disclosure of your PHI not addressed in this
Notice  of  Privacy  Practices  will  be  made  only  with  your  written  authorization.  You  may  revoke  this
authorization in writing at any time. If you revoke this authorization, we will no longer use or disclose your
PHI; however, we are unable to retrieve previous disclosures made with your prior authorization.  

Other Permitted and Required Uses and Disclosures that Require Your Permission or Objection: 



E)  Students:  We  may  share  PHI  with  students
working  in  our  Practice  to  fulfill  their  educational
requirements.  If  you  do  not  wish  a  student  to
observe  or  participate  in  your  care,  please  notify
your provider.
F) Appointment Reminders: We may contact you as
a  reminder  of  your  appointment.  Only  limited
information is provided on an answering machine or
an individual other than you answering the call.  We
may issue a post card or letter notifying you that it
is time to make an appointment.  You may provide a
preferred  means  of  contact  such  as  a  mobile
telephone  number  or  email  address.  Reasonable
requests will be accommodated.  
G) Family, Close Friends, Personal Representatives &
Care  Givers:  Our  staff  may  disclose  to  person
involved  in  your  care  your  PHI  relevant  to  that
person’s involvement in your care or payment of the
services  providing  you  identify  these  individual(s)
and authorize the release of information. If you are
unable to agree or object to such disclosure, we may
disclosure  such  information  as  necessary  if  we
determine that it is in your best interest based on
our  professional  judgment.  If  a  young  adult  age
eighteen (18)  requests that  his  or  her  information
not be released to a parent or guardian, we must
comply  with this  request  in  compliance with state
law.  For minor children living in divided households,
both parents (mother and father) have access to the
PHI  unless  their  parental  rights  have  been
terminated.  Payment  of  services  is  addressed  in
your  Final  Divorce  Decree;  however,  we  obtain
payment from the parent who brings the child in for
treatment. We will provide you a statement to send
to the other parent for your reimbursement.
H)  Disaster  Relief:   If  applicable,  we  may  use  or
disclose your PHI to an authorized public or private
entity  to  assist  in  disaster  relief  efforts  and  to
coordinate uses and disclosures to family or other
individuals involved in your care.

2.  YOUR RIGHTS.  The following is a statement of
your rights regarding PHI we gather about you: 
A) Copy of this Notice: You have the right to a copy
of this notice including a paper copy. 
B)  Inspect  and  Copy  PHI:   You  have  the  right  to
inspect  and  obtain  a  copy  of  PHI  about  you
maintained by our  Practice to include patient  and
billing records.  You must submit a written request
and  indicate  whether  you  prefer  a  paper  or
electronic copy. According to state and federal law,
we may charge you a reasonable fee to copy your
records. Our Practice does not transmit unsecure PHI
via email.   However, if  you prefer this information

emailed  to  you  with  encryption  or  security
measures, we will comply with your request and will
verify your email address. We suggest sending our
Practice  an  email  and  we  will  reply  with  the
attachment. (Note: Under federal law, you may not
inspect  or  copy  psychotherapy  notes;  information
compiled in reasonable anticipation of, or use in, a
civil, criminal or administrative action or proceeding.
Please contact the Privacy Officer for more details).
C)  Amendment:   You have the right  to have your
provider amend your PHI about you in a designated
record set. Please consult with the Privacy Officer.
We may  deny  this  request  and  you  may  respond
with  a  statement.  We  may  include  a  rebuttal
statement in  your record.   Reasons  we may deny
amending such information, but not limited to these
reasons, is if we did not create the information, or if
the  individual  who  created  the  information  is  no
longer available to make the amendment or it is not
part of the information maintained at our Practice.  
D)  Restrictions:  You  have  the  right  to  request  a
restriction of your PHI.  If you paid out-of-pocket for
a service or item, you have the right to request that
information  not  be  disclosed  to  a  health  plan  for
purposes of payment or health care operations and
we are  required to  honor  that  request.   You may
request in writing to our Privacy Officer not to use or
disclose  any  part  of  your  PHI  for  the  purposes  of
treatment, payment or health care operations such
as  to  family  members  or  friends  involved  in  your
care or for notification purposes as described in this
Notice of Privacy Practices. However, your provider
is not required to agree to this restriction. You may
discuss restrictions with the Privacy Officer.
E) Confidential Communications:  You have the right
to  request  to  receive  confidential  communications
from  our  Practice  by  alternative  means  or  at  an
alternative location.  For example, you may prefer
our Practice to use your mobile telephone or email
rather  than  a  residential  line.   Please  make  this
request in writing to the Privacy Officer.  Our staff
will  not  ask  personal  questions  regarding  your
request. 
F)   Disclosures:  You have the right  to  request  an
accounting of disclosures of your PHI including those
made through a Business Associate as set forth in
CFR 45 §  164.528.   The HITECH Act  removed the
accounting of disclosures exception to PHI to carry
out treatment, payment and healthcare operations if
such  disclosures  are  made  through  the  EHR.  To
request  an  accounting,  submit  your  request  in
writing to the Privacy Officer.
G)  Breach Notification: According to the HITECH Act,
you have the right to be notified following a breach



of  unsecured PHI  that  affects  you.  “Unsecured”  is
information that is not secured through the use of
technology  or  methodology  identified  by  the
Secretary  of  the  U.S.  Department  of  Health  and
Human  Services  to  render  the  PHI  unusable,
unreadable  and  undecipherable  to  unauthorized
users.   Breach notification applies to our Business
Associates who are obligated to notify our Practice if
a breach of unsecured PHI occurs that affects you.
H)  Fundraising: If PHI is used for fundraising which
is  considered  “health  care  operations,”  basic
requirements must be satisfied to include notice to
you  and  a  process  for  you  to  opt-out.  If  the
individual consents, only specific parts of  PHI may
be used for fundraising.  Note: Your PHI will not be
used in this manner.

3.   COMPLAINTS.   You  have  the  right  to  file  a
complaint if you believe your privacy rights or that
of another individuals’ have been violated.  You may
contact  our  Privacy Officer  and  your  issue will  be
addressed.  You may also file a complaint with the
Secretary  of  Health  and  Human  Services  at:  U.S.
Department of Health & Human Services, Office of
Civil  Rights,  200  Independence  Avenue,  SW,
Washington,  D.C. 20201.  Your complaint must be
filed in writing, either on paper or electronically, by
mail,  fax,  or  e-mail;  name  the  covered  entity  or
business associate involved and describe the acts or
omissions you believe violated the requirements of
the Privacy,  Security,  or  Breach Notification Rules;
and be filed within 180 days of when you knew that
the  act  occurred.  Visit  the  Office  of  Civil  Rights
website  at  www.hhs.gov/ocr/hipaa/  for  more
information. 

If  you  have  any  questions,  would  like  additional
information or want to report a problem regarding
the  handling  of  your  PHI,  you  may  contact  the
Privacy Officer at: 

Ventura Dental
2615 Simpson Rd

Kissimmee, FL  34744
321-351-2294

Venturadentaloffice@gmail.com

You will not be penalized for filing a complaint.



Ventura Dental
Your Privacy Is Important to Us

Acknowledgement of Receipt of Notice of Privacy Policies 

I have received a copy of the Notice of Privacy Practices of Ventura Dental.  I hereby authorize, as
indicated by my signature below, Ventura Dental to use and to disclose my protected health information
for any necessary clinical, financial, and insurance purpose, as authorized in the Patient Consent form.

_________________________________ _________________________________
Print Name Address

_________________________________ ___________
Signature                      Date

Please check your preferred means of communication: 

□ You may contact me at my home telephone number _____________________________

□ You may contact me on my mobile telephone number ____________________________

□ You may contact me on my work telephone number _____________________________

□ You may send me an unencrypted email/text message at:  _________________________

□ Other __________________________________________________________________

Please list authorized persons with whom we may discuss your Protected Health Information (PHI) in 
addition to custodial parents and legal guardians: 

1. ___________________________________________________ Date Added / Removed: __________
         
2. ___________________________________________________ Date Added / Removed: __________

3. ___________________________________________________ Date Added / Removed: __________

4.____________________________________________________ Date Added / Removed: _________

 * * *

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:

□ Individual refused to sign

□ Communication barriers prohibited obtaining the acknowledgement 

□ An emergency situation prevented us from obtaining the acknowledgement

□ Other (Please Specify) _____________________________________________

Staff Person Initials ___________
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