
RESPONSIBLE PARTY

If the patient is not responsible for the bill, please indicate who is responsible for the bill.

_________________________________________________________________________________________________________________
Name	 Address	 City	 State	 Zip

_________________________________________________________________________________________________________________
Home Phone	 Relationship to Patient		  Occupation

_________________________________________________________________________________________________________________
Employer		  Employer’s Address		  Business Phone

INSURANCE INFORMATION

   Primary     Group#_ _____________________________________

Insured_________________________________________________

SS#_______________________ Birthdate_____________________

Employer_______________________________________________

Insurance Co._ __________________________________________

Address________________________________________________

   Secondary       Group#___________________________________

Insured_________________________________________________

SS#_______________________ Birthdate_____________________

Employer_______________________________________________

Insurance Co._ __________________________________________

Address________________________________________________

Assignment and Release
I am financially responsible for any balance due.  I hereby authorize my insurance benefits to be paid directly to the dentist.
I authorize the dentist to release any information required to process this claim.  I also authorize the dentist to release any
records and x-rays as requested.
There will be a 1.2% finance charge on accounts 60 days past due.

Signed____________________________________________________ Today’s Date_________________________________

200 Andover Park East, Suite 4 • Seattle, Washington 98188
206.575.1173 • www.bencadds.com

Who may we thank for referring you to our office?__________________________________________________________________________

_________________________________________________________________________________________________________________
Patient Last Name	 First Name	 Middle

_________________________________________________________________________________________________________________
By what name would you like us to address you?

_________________________________________________________________________________________________________________
Social Security Number	 Date of Birth	 Age	 Marital Status	 Sex

_________________________________________________________________________________________________________________
Address	 Street	 Apt#	 City	 State		  Zip

_________________________________________________________________________________________________________________
Employed By		  Employer’s Address	 Occupation	 Business Phone

_________________________________________________________________________________________________________________
Spouse’s Name				    Spouse’s Social Security Number

_________________________________________________________________________________________________________________
Spouse Employed By		  Employer’s Address	 Occupation	 Business Phone

_________________________________________________________________________________________________________________
Nearest Friend or Relative Not Living With Patient	 Relationship to Patient	 Phone

(    )

(    )

(    )

Home#______________________

Work#_ _____________________

Cell#_ ______________________

E-mail_ _____________________

(    )
(    )
(    )

(    )

Ph. 206.575.1173     
info@bencadds.com         
www.bencadds.com 

200 Andover Park East, # 4, Seattle WA 98188
g e n e r a l ,  f a m i l y  &  c o s m e t i c       

Benca 
Dentistry



MEDICAL HISTORY

Patient Name ____________________________________________________________________________  Age_____________
Name of Physician/and their specialty _________________________________________________________________________
Most recent physical examination_______________________________________ Purpose________________________________
What is your estimate of your general health	  Excellent	  Good	  Fair	  Poor
DO YOU HAVE or HAVE YOU EVER HAD:	 YES	 NO
1.	 hospitalization for illness or injury____________________	 	
2.	 an allergic reaction to
	  aspirin, ibuprofen, acetaminophen, codeine
	  penicillin
	  erythromycin
	  tetracycline
	  sulpha
	  local anesthetic
	  fluoride
	  metals (nickel, gold, silver, _____________)
	  latex
	  other ____________________________________
3.	 heart problems, or cardiac stent within the last six months_	 	
4.	 history of infective endocarditis_____________________ 	 	
5.	 artificial heart valve, repaired heart defect (PFO) _______ 	 	
6.	 pacemaker or implantable defibrillator________________ 	 	
7.	 artificial prosthesis (heart valve or joints)______________ 	 	
8.	 rheumatic or scarlet fever_ ________________________ 	 	
9.	 high or low blood pressure_ _______________________ 	 	
10.	a stroke (taking blood thinners)_____________________ 	 	
11.	anemia or other blood disorder_____________________ 	 	
12.	prolonged bleeding due to a slight cut (INR>3.5)_ ______ 	 	
13.	emphysema, sarcoidosis _________________________ 	 	
14.	tuberculosis____________________________________ 	 	
15.	asthma________________________________________ 	 	
16.	breathing or sleep problems (i.e. snoring, sinus)________ 	 	
17.	kidney disease__________________________________ 	 	
18.	liver disease____________________________________ 	 	
19.	jaundice_______________________________________ 	 	
20.	thyroid, parathyroid disease or calcium deficiency_ _____ 	 	
21.	hormone deficiency______________________________ 	 	
22.	high cholesterol or taking statin drugs________________ 	 	
23.	diabetes (HbA1c=_______)________________________ 	 	
24.	stomach or duodenal ulcer_ _______________________ 	 	
25.	digestive disorders (i.e. gastric reflux)________________ 	 	

	 YES	 NO
26.	osteoporosis/osteopenia (i.e. taking bisphosphonates)___ 	 	
27.	arthritis________________________________________ 	 	
28.	glaucoma______________________________________ 	 	
29.	contact lenses__________________________________ 	 	
30.	head or neck injuries_____________________________ 	 	
31.	epilepsy, convulsions (seizures)_ ___________________ 	 	
32.	neurologic problems (attention deficit disorder)_________ 	 	
33.	viral infections and cold sores______________________ 	 	
34.	any lumps or swelling in the mouth__________________ 	 	
35.	hives, skin rash, hay fever_________________________ 	 	
36.	venereal disease________________________________ 	 	
37.	hepatitis (type____) _____________________________ 	 	
38.	HIV / AIDS _ ___________________________________ 	 	
39.	tumor, abnormal growth___________________________ 	 	
40.	radiation therapy________________________________ 	 	
41.	chemotherapy__________________________________ 	 	
42.	emotional problems______________________________ 	 	
43.	psychiatric treatment_____________________________ 	 	
44.	antidepressant medication_________________________ 	 	
45.	alcohol / drug dependency_ _______________________ 	 	

ARE YOU:
46.	presently being treated for any other illness____________	 	
47.	aware of a change in your general health______________	 	
48.	taking medication for weight management (i.e. fen-phen)__	 	
49.	taking dietary supplements_________________________	 	
50.	often exhausted or fatigued_________________________	 	
51.	subject to frequent headaches_ _____________________	 	
52.	a smoker or smoked previously______________________	 	
53.	considered a touchy/sensitive person_________________	 	
54.	often unhappy or depressed________________________	 	
55.	FEMALE - taking birth control pills____________________	 	
56.	FEMALE - pregnant_______________________________	 	
57.	MALE - prostate disorders__________________________	 	

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental treatment.

List all medications, supplements, and or vitamins taken within the last two years

Drug Purpose Drug Purpose

Ask for an additional sheet if you are taking more than 8 medications
PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING

Patient’s Signature_ __________________________________________________________  Date______________________

Doctor’s Signature ___________________________________________________________  Date______________________
OVER

Ph. 206.575.1173     
info@bencadds.com         
www.bencadds.com 

200 Andover Park East, # 4, Seattle WA 98188g e n e r a l ,  f a m i l y  &  c o s m e t i c       

Benca 
Dentistry



DENTAL HISTORY
Referred by ________________________  How would you rate the condition of your mouth?	  Excellent	  Good	  Fair	  Poor	
Previous Dentist ___________________________________How long have you been a patient?_____________Months/Years
Date of most recent dental exam ______/______/______ Date of most recent x-rays ______/______/______
Date of most recent treatment (other than a cleaning)______/______/______
I routinely see my dentist every:	  3 mo.	  4 mo.	  6 mo.	  12 mo.	  Not routinely
WHAT IS YOUR IMMEDIATE CONCERN?_ _____________________________________________________________________________

PERSONAL HISTORY
1.	 Are you fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [____]_ _____________________________ 	 	
2.	 Have you ever had an unfavorable dental experience?___________________________________________________________ 	 	
3.	 Have you ever had complications from past dental treatment?_____________________________________________________ 	 	
4.	 Have you ever had trouble getting numb or had any reactions to local anesthetic?_____________________________________ 	 	
5.	 Did you ever have braces, orthodontic treatment or had your bite adjusted?__________________________________________ 	 	
6.	 Have you had any teeth removed?__________________________________________________________________________ 	 	

SMILE CHARACTERISTICS
7.	 Is there anything about the appearance of your teeth that you would like to change?_ __________________________________ 	 	
8.	 Have you ever whitened (bleached) your teeth?________________________________________________________________ 	 	
9.	 Have you ever felt uncomfortable or self conscious about the appearance of your teeth?________________________________ 	 	
10.	Have you been disappointed with the appearance of previous dental work?_ _________________________________________ 	 	

BITE AND JAW JOINT
11.	Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)_____________________________ 	 	
12.	Do you / would you have any problems chewing gum?___________________________________________________________ 	 	
13.	Do you / would you have any problems chewing bagels, baguettes, protein bars, or other hard foods?_ ____________________ 	 	
14.	Have your teeth changed in the last 5 years, becoming shorter, thinner or worn?_ _____________________________________ 	 	
15.	Are your teeth crowding or developing spaces?________________________________________________________________ 	 	
16.	Do you have more than one bite and squeeze to make your teeth fit together?________________________________________ 	 	
17.	Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?_ __________________________ 	 	
18.	Do you clench your teeth in the daytime or make them sore?______________________________________________________ 	 	
19.	Do you have any problems with sleep or wake up with an awareness of your teeth?____________________________________ 	 	
20.	Do you wear or have you ever worn a bite appliance or nightguard?________________________________________________ 	 	

TOOTH STRUCTURE
21.	Have you had any cavities within the last three years?___________________________________________________________ 	 	
22.	Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food?_____________________ 	 	
23.	Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?_________________________________ 	 	
24.	Are any teeth sensitive to hot, cold, biting, sweets, or avoid brushing in any part of your mouth?_ _________________________ 	 	
25.	Do you have grooves or notches on your teeth near the gum line?_________________________________________________ 	 	
26.	Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?_____________________________________ 	 	
27.	Do you get food caught between any teeth?___________________________________________________________________ 	 	

GUM AND BONE
28.	Do your gums bleed when brushing or flossing?________________________________________________________________ 	 	
29.	Have you ever been treated for gum disease or been told you have lost bone around your teeth?_________________________ 	 	
30.	Have you ever noticed an unpleasant taste or odor in your mouth?_________________________________________________ 	 	
31.	Is there anyone with a history of periodontal disease in your family?_ _______________________________________________ 	 	
32.	Have you ever experienced gum recession?___________________________________________________________________ 	 	
33.	Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple?_________ 	 	
34.	Have you experienced a burning sensation in your mouth?_______________________________________________________ 	 	

Patient’s Signature_ __________________________________________________________  Date______________________

Doctor’s Signature ___________________________________________________________  Date______________________

PLEASE ANSWER YES OR NO TO THE FOLLOWING:	 YES	 NO



	Notice	of	Privacy	Practices	

Benca	Dentistry		
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	a	breach	of	
unsecured	protected	health	information.	We	must	follow	the	privacy	practices	that	are	described	in	this	Notice	while	it	is	in	effect.	
This	Notice	takes	effect	September	23,	2013	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,	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,	an	insurance	company,	or	another	third	party.	For	example,	
we	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,	conducting	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	for	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:	

• Prevent	or	control	disease,	injury	or	disability;	
• Report	child	abuse	or	neglect;	
• Report	reactions	to	medications	or	problems	with	products	or	devices;	
• Notify	a	person	of	a	recall,	repair,	or	replacement	of	products	or	devices;	
• Notify	a	person	who	may	have	been	exposed	to	a	disease	or	condition;	or	
• 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	 purposes	 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.	
	
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	 researchers	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	purposes	other	than	
those	provided	for	in	this	Notice	(or	as	otherwise	permitted	or	required	by	law).	You	may	revoke	an	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	this	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	for	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	 alternative	
means	or	location,	and	provide	satisfactory	explanation	of	how	payments	will	be	handled	under	the	alternative	means	or	location	
you	request.	We	will	accommodate	all	reasonable	requests.	However,	if	we	are	unable	to	contact	you	using	the	ways	or	locations	
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	and	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	 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.	
	
Please	Contact:	
Benca	Dentistry	
200	Andover	Park	E	#	4	
Seattle,	WA	98188	
206-575-1173	
	
	
If	we	cannot	resolve	your	complaint	you	have	the	right	to	file	a	complaint	with	the	Secretary	of	the	department	of	Health	&	Human	Services	
(HHS)	Office	for	Civil	Rights,	2201	6th	Avenue,	MS	RX-11,	Seattle,	WA	98121-1831.		The	quality	of	your	care	will	not	be	jeopardized	nor	will	You	
be	penalized	for	filing	a	complaint.	
	



ACKNOWLEDGEMENT  OF  PRIVACY  PRACTICES 
	

Benca Dentistry 
	
My signature confirms that I have been informed of my rights to privacy regarding my protected health information, under 
the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand that this information can and will 
be used to:	
	

• Provide and coordinate my treatment among a number of health care 
providers who may be involved in that treatment directly and indirectly.	
	

• Obtain payment from third-party payers for my health care services.		
• Conduct normal health care operations such as quality assessment and 

improvement activities.	
	
I have been informed of my healthcare provider’s Notice of Privacy Practices containing a more complete description of 
the uses and disclosures of my protected health information.  I have been given the right to review and receive a copy of 
such Notice of Privacy Practices.  I understand that my dental provider has the right to change the Notice of Privacy 
Practices and that I may contact this office at the address above to obtain a current copy of the Notice of Privacy 
Practices. Importantly the updated 9-23-13 version of the NOPP reflecting the OMNIBUS rule.	
	
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out 
treatment, payment or health care operations and I understand that you are not required to agree to my requested 
restrictions, but if you do agree then you are bound to abide by such restrictions.  	        	    Patient Name: __________________________________  Date:_____________________	
	
Signature: _____________________________________  Relationship to Patient: __________________________        	
      	
Dependent family members also covered by this acknowledgement:		
____________________________________________________________________________	
	
 
Additional Disclosure Authority: (concluded with discussion RE: patient etc.)	
 
OTHER-SPECIFY  Names             Signatures        ID	
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
 
--------------------------------------------------------------------------------------------------------------------------------------------------- 
 
For Office Use Only:	
We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to the following reason:	
	
_______The patient refused to sign	

_______Communication barriers	

_______Emergency situation	

_______ Other	




