
REQUEST FOR TREATMENT REPRESENTATIONS AND CONSENT 

 
I hereby acknowledge and understand that there may be an increased risk that COVID-19 may be 

transmitted in any place of public accommodation, which includes my dentist’s office.  I have been 

informed by my dentist of her desire to protect their patients, staff and the community at large.  WE 

ARE TAKING EVERY PRECAUTION NECESSARY TO LIMIT THE EXPOSURE OF ANY VIRUS WITHIN OUR 

OFFICE. 

I understand that despite my health care providers best efforts to identify potential carriers of the virus, 

we cannot guarantee that we are able to identify such individuals and prevent them from potentially 

bringing the virus to this office.  Despite safeguards instituted to minimize infection, I understand that 

there is a risk that performing this procedure, and such care associated with it, may result in my 

becoming infected with the COVID-19 virus.  Such infection could further result in significant sickness, 

disability, or death. 

I understand that in addition to this Special Consent Form for An Elective Surgery of Procedure During 

the COVID-19 Pandemic, I will be provided a separate Consent Form for review regarding the particular 

surgery or procedure to be performed.  I understand that this Special Consent Form is only being used 

because of the unique circumstances surround the pandemic. 

As a prerequisite to obtaining the treatment proposed, I am confirming that I have none of the current 

commonly known symptoms of COVID-19 (fever, cough, shortness of breath, sore throat, loss of taste 

and/or smell sensation) and that I have not traveled by airplane, cruise ship, train or other form of 

public transportation.  Further I been practicing, all current CDC guidelines with respect to “social 

distancing” and have NOT been in contact with a person who had a positive test for COVID-19 or 

suspected to be positive. 

I hereby consent to  the treatment proposed by my dentist. 

Name: ____________________________________________ 

Signature: _________________________________________ 

Date: _____________________________________________ 

 

Lorraine Celis, DDS   



________ TIME 
PATIENT REGISTRATION 

_________ DATE 

First Name: 

ID: 

Patient Is:   Policy Holder   Responsible Party 

Last Name: Middle Initial: 

Preferred Name: 

Chart ID: 

Patient Information 

Address: Address 2: 

City: State / Zip: Pager: 

Home Phone: Cell Phone: Work 

Sex:  

 
Male 

 

Female Marital Status: Married   Single   Divorced  Separated   Widowed 

Birth Date: Age: Soc Sec: Drivers Lic: 

E-mail: I would like to receive correspondences via e-mail. 

Section 2 
 

Section 3 

Employment Status: 
 

Full Time Part Time Retired 

Student Status: 
 

Full Time Part Time 

Pref. Dentist:   Pref. Hygienist: 

Pref. Pharmacy: 

Primary Insurance Information 

 

 

Language Spoken 

Name of Insured: Relationship to Insured: Self Spouse Child Other 
Insured Soc. Sec: Insured Birth Date: 

Employer: 

Address: 

Address 2: 

City, State, Zip: 

Rem. Benefits: Rem. Deduct: 

Ins. Company: 

Address: 

Address 2: 

City, State, Zip: 

Insured Birth Date: 
Employer: 

Other 

Insured Soc. Sec: 

Address: 

Rem. Benefits: Rem. Deduct: 

Address 2: 

City, State, Zip: 

Secondary Insurance Information 

Name of Insured: Spouse Child Relationship to Insured: Self 

 

Ins. Company: 

Address: 

Address 2: 

City, State, Zip: 

Responsible Party ( if someone other than the patient ) 

First Name: Last Name: 

Address 2: 

Text: 

Home Phone: Work Phone: Cellular: 

Birth Date: Soc Sec: 

 Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder 

Middle Initial:  

Address: 

City, State, Zip: 

Ext: 

Drivers Lic:  

I would like to receive text reminders. 

How were you referred to our office?
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CONSENT FOR USE AND DISCLOSUREOF HEALTH INFORMATION
SECTION A: PATIENT GIVING CONSENT
Name: ______________________________________________________________________________________________
Address: ____________________________________________________________________________________________
Telephone: __________________________________________E-mail:___________________________________________
Patient #:___________________________________Social Security #:___________________________________________

SECTION B: TO THE PATIENT — PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY
Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health infor-mation to carry out treatment, payment activities, and healthcare operations.
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whetherto sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare oper-ations, of the uses and disclosures we may make of your protected health information, and of other important mat-ters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you toread it carefully and completely before signing this Consent.
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we changeour privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Thosechanges may apply to any of your protected health information that we maintain.
You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:

Contact Person: _______________________________________________________________________________
Telephone: ______________________________________Fax:__________________________________________
E-mail: ______________________________________________________________________________________
Address: ____________________________________________________________________________________

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of yourrevocation submitted to the Contact Person listed above. Please understand that revocation of this Consent will notaffect any action we took in reliance on this Consent before we received your revocation, and that we may decline totreat you or to continue treating you if you revoke this Consent.
SIGNATURE
I, ____________________________________________________, have had full opportunity to read and consider thecontents of this Consent form and your Notice of Privacy Practices. I understand that, by signing this Consentform, I am giving my consent to your use and disclosure of my protected health information to carry out treatment,payment activities and health care operations.
Signature:__________________________________________Date: _____________________________________________
If this Consent is signed by a personal representative on behalf of the patient, complete the following:
Personal Representative’s Name:__________________________________________________________________________
Relationship to Patient: _________________________________________________________________________________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
Include completed Consent in the patient’s chart.

JEFFERSON DENTAL CENTER, INC. LORRAINE CELIS D.D.S.

Mont Annis

(574) 233-7266 (574) 233-7560

mont@jeffersondentalcenter.com

2628 East Jefferson Boulevard South Bend, IN 46615



I, _______________________________________________________, have received a copy of thisoffice’s Notice of Privacy Practices.

______________________________________________________________________________Please Print Name
______________________________________________________________________________Signature
______________________________________________________________________________Date

For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, butacknowledgement could not be obtained because:

■ Individual refused to sign
■ Communications barriers prohibited obtaining the acknowledgement
■ An emergency situation prevented us from obtaining acknowledgement
■ Other (Please Specify)

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

ACKNOWLEDGEMENT OF RECEIPT OFNOTICE OF PRIVACY PRACTICES
* You May Refuse to Sign This Acknowedgement*

JEFFERSON DENTAL CENTER, INC.



Jefferson Dental Center, Inc. 
HIPAA OMNIBUS RULE PATIENT ACKNOWLEDGMENT FORM 

PURPOSE: This form is to obtain an individual’s permission for our use of the individual’s patient health 
care records to carry out treatment, payment activities, and health care operations. This consent is a 
condition of your treatment by us. If you choose not to sign this consent, we may decline to treat you. 
You have the right to read our Notice of Privacy Practices before you decide whether to sign this 
consent. Our notice provides a description of uses and disclosure of your protected health information 
(PHI) and of other important matters about your protected health information.  

In signing this HIPAA patient acknowledgment and consent form, you acknowledge and authorize that 
this office may recommend products or services to promote your overall health. This office may or may 
not receive third party remuneration from these affiliated companies. We under current HIPAA Omnibus 
Rule, provide you this information with your knowledge and consent.  

How do you want to be acknowledged when being summoned from the reception area (please check one): 

______By First Name Only              ______By Proper Sir Name (Mr. Mrs. Ms. With Last Name      ______Other 

Please list any other parties that can have access to your health information, patient records, and all other (PHI) 
protected health information  

Name: ______________________________________________ Relationship: ______________________________ 

Name: ______________________________________________ Relationship: ______________________________ 

OUR NOTICE OF PRIVACY PRACTICES ARE INCLUDED IN THIS CLIPBOARD, DISPLAYED AT THE FRONT 
DESK, AND ARE AVAILABLE FOR REVIEW ON OUR WEBSITE: 
https://www.jeffersondentalcenter.com/Notice_of_Privacy_Policies.pdf 

OUR DISCLOSURE OF DENTAL INFORMATION/OTHER CONSENT: 

I, (print your name) _____________________________have been informed of this office’s Notice of 
Privacy Practices. I understand by signing this form, I am confirming my written permission for the 
disclosure of my protected health information. (PHI) 

Signature: _____________________________________________________ Date: _________________________ 

Parent/Legal Guardian (if minor): 

______________________________________________________________ Date: _________________________ 


	2020_New_Patient_Paperwork-COVID-19
	REQUEST FOR TREATMENT REPRESENTATIONS AND CONSENT
	2020_New_Patient_Paperwork
	2019-New-Patient-Paperwork
	Binder2
	MedicalHistoryMainReport
	Patient Registration


	HIPAAOMNIBUSFORM


	Patient medication history Consent




�� � � � � � � � �� � � � � � � � � 	� 	 � � 
 � �� � 
 � � � �  � � 
 � �� � 
 � �


�����������	���



�������	���������	��	�������
	�����������������	���������������
	��������������
����������������������
	���	��������
	�������������	��������������������	����	��	�
��������������
	�����������������
	���������������	��	�������������	���
�


��������������������������������������������������������������� ������������������


�����!������������"�����������������������#������������������������������	���
������������������	����������������	���	�������������������
��	��	�����
	�����������
�������������	����
��������������
	�����	����
	����
�������������	��� !�""��������������


�������������
���������
	���	�	�������������������������
�#�����	�����������	�
	��
�����������	����������	��	��������
���	������
	�����������$�������	��	����%


!�� $����������������������������"��%�������&��������� ����&�������������������


�������#�'����������������������������������#����(((((((((�)������ �*


+#� 	���� ���������������������������"�������,�  -��������� �����������"��������#��


.����������������� ��������������������������"����������������  #�����������


	���� �������%�  ����������"�������!����������������������%����������,��,


���/����0�������%�  �"�&���%����&���������!�����������������"�����


���������#���(((((((((�)������ �*


1#� ����������	���� �������%�  ��� ������ ������������������&�2�����������������2�


�����������" �������  �����!�����!��� ��������������������������#��2�


����������������2������������" �������  �����!�����������������!����  �������


������������� �������������!���� ��3����#������(((((((((()������ �*


4#� 2�����������������2�����"������!�����5+6#77������������ �������������������


������������������  ���%���������+4������������#������(((((((((()������ �*


6#� 2��������������������2�%�����������/�������������/��������������������,


�����������������2�%�  �"������!���5+6#77��������������#��((((((((()������ �*


���������������$������������������������	������	�������	������������������
	��
����������	����
�����
	���������
�#�����	�����������
	���	�������
	����	����
�	������
	������������	����
���������������������	������������������
	�����	��������
�
�	���	��
	������������	�������


&��������	��'��	����(	������������������������������������������������������������)���











