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NOTICE OF PRIVACY PRACTICES


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 your health information is important to us.


This notice describes how we may use and disclose your protected health information to provide treatment, obtain payment and conduct health care operations  
and for other purposes permitted or required by law. It also describes your rights concerning your protected health information. "Protected health information" is  
information about you, including demographic information that may identify you and relates to your past, present or future physical or mental health or condition  
and related health care services. 
  
We are required by law to follow the practices described in this Notice. We may change the terms of this Notice at any time. The new Notice will be effective for all  
protected health information we maintain at that time including health information we created or received before we made the changes. 
  
You may obtain a copy of our Notice of Privacy Practices at any time by calling our office or requesting one at your next appointment. 
  
Uses and Disclosures of Health Information 
  
Treatment: We will use and disclose your health information to provide, coordinate and manage health care and related services for you. For example, we will  
disclose information to a specialist to whom you have been referred to ensure the provider has enough information to diagnose and/or treat you. We may also  
disclose information to a laboratory that, at our request, becomes involved in your treatment. 
  
Payment: We may use and disclose your information to obtain payment for services we provided to you. For example we will send the necessary information to  
your health or dental insurance company to obtain information to obtain payment for the treatment provided. 
  
Healthcare Operations: We will use and disclose your health information to conduct the business activities of this office.  These activities include but are not limited 
to, quality assessment and improvement activities, review of the performance and qualifications of employees, evaluating practitioner and provider performance,  
conducting training programs, accreditation, certification, licensing or credentialing activities. 
  
We may use a sign-in sheet at the registration desk where you will be asked to sign your name. We may also call you by name in the waiting room when we are  
ready to begin your treatment. We may contact you about your appointment. 
  
We will share your protected health information with business associates that perform specific functions for our practice such as billing. When a business  
arrangement of this type requires the use of your information, we will have a written contract with the third party to protect the privacy of your protected health  
information. 
  
Others Involved in Your Health Care: 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 or other person to the extent necessary to help with your health care or with payment for your health care, but only if  
you agree. If we determine it is in your best interest based on our professional judgement or experience with common practices, we may allow another person to  
pick up filled prescriptions, medical supplies, x-rays or other forms of health information. 
  
We may use or disclose protected health information to notify or assist in notifying a  family member, a personal representative or any other person responsible for  
your care of your location, general condition or death. If you are present prior to the use or disclosure of your protected health information, we will provide you with  
the opportunity to object to such uses or disclosures. Finally, we may use or disclose your protected health information to an authorized public or private entity to  
assist in disaster relief efforts and to coordinate uses and disclosures to family members or others involved in your health care. 
  
Emergencies: In the event of your incapacity or in emergency circumstances, we may use or disclose your protected health information to treat you. 
  
Uses and Disclosures of Protected Health Information Based upon Your Written Authorization: Other uses and disclosures of your protected health information 
will be made only with your written authorization, unless otherwise permitted or required by law as described below. You may revoke this authorization, at any time, 
in writing, except to the extent that an action has already been taken in reliance on the authorization. 
  
 Other Permitted and Required Uses and Disclosures That May be Made Without Your Consent, Authorization or Opportunity to Object 
  
We may use or disclose your protected health information in the following situations without your consent or authorization. These situations include: 
  
Required By Law: We may use or disclose your protected health information to the extent that law requires the use or disclosure. The use or disclosure will be made  
in compliance with the law and will be limited the the relevant requirements of the law. 
  
We must make disclosures to you and, when required, to the Secretary of Health and Human Services to investigate or determine our compliance with the  
requirements of the Privacy Rule. Section 165.500 et. seq. 
  
Public Health: We may disclose your protected health information for public health activities and purposes to a public health authority that is permitted by law to 
collect or receive the information. The disclosure will be made for the purposes of controlling disease, injury or disability. Additionally, we may disclose your 
protected health information, if authorized by law, to a person who may have been exposed o a communicable disease or may otherwise be at a risk of contracting 
or spreading the disease or condition.  
  
We may disclose protected protected health information to a health oversight agency for activities authorized by law, such as audits,  
investigations and inspections. Oversight agencies seeking this information include government agencies that oversee the health care system,







government benefit programs, other government regulatory programs and civil rights laws. 
  
Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by law to receive  
reports of child abuse or neglect. In addition, we may disclose your protected information if we believe that you have been a victim of  
abuse, neglect or domestic violence to the governmental entity or agency authorized to receive such information. In this case, the disclosure 
will be made consistent with the requirements if the applicable federal and state laws. 
  
Legal Proceedings: We may disclose your protected health information in he course of any judicial or administrative proceeding, in response to  
an order of a court or administrative tribunal (to the extent such disclosure is expressly authorized) in certain conditions in response to a 
subpoena, discovery request or other lawful process. 
  
Law Enforcement: We may also disclose protected health information, so long as applicable legal requirements are met, for law enforcement 
purposes. These law enforcement purposes include (1) legal processes and otherwise required by law, (2) limited information requests for 
identification and location purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, 
(5) in the event that a crime occurs on the premises of the practice, and (6) medical emergency (not on the Practice's premises) and it is likely  
that a crime has occurred. 
  
Military Activity and National Security: When the appropriate conditions apply we may disclose, to military authorities, protected health 
information of individuals who are armed forces personnel. We may also disclose your protected health information to authorized federal 
officials for conducting national security and intelligence activities including for the provision of protective services to the President or others 
legally authorized. 
  
Workers' Compensation: We may disclose your protected health information as authorized to comply with workers' compensation laws and  
other similar legally established programs. 
  
Inmates: We may use or disclose your protected health information if you are an inmate of a correctional facility and your physician created or 
received your protected health information in the course of providing care to you.  
  
Your Rights 
  
Your rights with respect to your protected health information and how you may exercise those rights are outlined below: 
  
You have a right to obtain a copy and/or inspect your health information: Health information includes treatment records, billing records and  
any other records used by us to make decision about your treatment. You may obtain a form from our office to request access. A reasonable  
cost-based fee will be charged for expenses such as staff time, copies and postage. Contact us as indicated at the end of this Notice to obtain 
information about our fees or if you have any questions about your access. 
  
You have a right to request a restriction on the use and disclosure of your protected health information: You may ask us not to use or  
disclose some part of your protected health information for the purposes of treatment, payment or operations. You may also request that we not  
disclose some part of your information to family and others who may be involved in your care or for notification purposes otherwise described in  
this Notice. We are not required to agree to the restrictions but if we do, we are obligated to abide by the agreement except in cases of  
emergency. You may request a restriction by sending your request in writing to our Privacy Contact. 
  
You have a right to request to receive confidential communications by alternative means or at alternative locations: We will accommodate 
reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be handled or   
specification of an alternative address of other method of contact. We will not request an explanation from you as to the basis for the request. 
Please make this request in writing to our Privacy Contact. 
  
You have a right to request an amendment to your protected health information: You may request that we amend protected health  
information about you. Your request must be in writing with an explanation as to why the information should be amended. In certain cases, we  
may deny your request for amendment. If we deny your request for an amendment,  you have the right to file a  statement of disagreement  
with us. We may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
  
You have a right to receive an accounting of certain disclosures we have made, if any, of your protected health information: This right 
applies to disclosures made by our Business Associates or us. It excludes disclosures for treatment, payment or health care operations as 
described in this Notice of Privacy Practices, to you, to family members or friends involved in your care, for notification purposes or as a result of 
authorization signed by you. You have the right to receive specific information regarding these disclosures that occurred after July 20, 2007 for 
up to the previous six years. You may request a shorter time frame. The right to receive this information is subject to certain exceptions,  
restrictions and limitations. If you are requesting an accounting more than once in a 12 month period, we will charge a reasonable cost-based
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NOTICE OF PRIVACY PRACTICES (Continued)


fee for responding to the additional request. 
  
You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically. 
  
Question and Complaints 
  
If you have any questions, concerns or want more information about our privacy practices please contact us using the information below. 
  
f 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 may also 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 our office: 
 
Phone: 704-544-5500                                                           Fax: 704-544-5537 
 
Address: 16143 Lancaster Hwy, Suite 101 
                    Charlotte, NC - 28277 
 
 
This notice was published and becomes effective on July 20, 2007 
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Welcome to our practice. We appreciate the opportunity to provide you with outstanding dental care. We are committed to  
providing personalized care using state-of-the-art procedures and technology that will result in beautiful, long lasting smiles for  
you. We also believe in high standards, patient education, and a need based dentistry, provided in a comfortable and convenient  
setting, thereby providing a positive experience for you. 
  
As a practice, we believe that preventative care and education are the keys to optimal dental health. Not only are we focused on  
the beauty of your smile, we are also concerned about your overall oral health. 
  
We see all patients on an appointment basis, and ask that you call in advance so that we may reserve time for you. The office phone 
number is 704-544-5500. We strive to see all patients on time, and request that you extend the same courtesy to us. If you cannot  
keep an appointment, please give us a minimum of 24 hour notice so that this time may be given to another patient. 
  
Dental insurance is intended to cover some, but not all, of the cost of your dental care. Most plans include a co-pay, a deductible  
and other expenses which must be paid by the patient. If you have dental insurance, please bring the plan information with you to  
your first visit. We will work with you to assure that you receive the maximum benefits to which you are eligible.  
  
We provide a smoke-free environment for our patients and employees. Smoking is prohibited inside the premises. Thank you for  
your cooperation. 
  
We look forward to meeting with you and working to achieve the smile you have always dreamed of. 
  
 


Welcome








DATE


MEDICAL HISTORY


FOR


Name:
Birth Date: 


Warrier Family Dentistry


Do you have, or have you had, any of the following?


To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be


dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.


SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________


Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 


following questions.


have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the


If yes, please explain:Are you under a physician's care now? Yes No


Have you ever been hospitalized or had a major operation?


Have you ever had a serious head or neck injury?


Are you taking any medications, pills, or drugs?


Do you take, or have you taken, Phen-Fen or Redux? Yes No


Are you on a special diet? Yes No


Do you use tobacco? Yes No


Do you use controlled substances?


Yes No If yes, please explain:


Yes No If yes, please explain:


Yes No


Yes No If yes, please explain:


Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No


Women:  Are you


Other


Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics


If yes, please explain:


Comments:


Cortisone Medicine


Diabetes


Drug Addiction


Easily Winded


Emphysema


Epilepsy or Seizures


Excessive Bleeding


Excessive Thirst


Fainting Spells/Dizziness


Frequent Cough


Frequent Diarrhea


Frequent Headaches


Genital Herpes


Glaucoma


Hay Fever


Heart Attack/Failure


Heart Murmur


Heart Pace Maker


Heart Trouble/Disease


AIDS/HIV Positive


Alzheimer's Disease


Anaphylaxis


Arthritis/Gout


Artificial Heart Valve


Artificial Joint


Asthma


Blood Disease


Blood Transfusion


Breathing Problem


Bruise Easily


Cancer


Chemotherapy


Chest Pains


Cold Sores/Fever Blisters


Congenital Heart Disorder


Convulsions


Hemophilia


Hepatitis A


Hepatitis B or C


Herpes


High Blood Pressure


Hives or Rash


Hypoglycemia


Irregular Heartbeat


Kidney Problems


Leukemia


Liver Disease


Low Blood Pressure


Lung Disease


Mitral Valve Prolapse


Pain in Jaw Joints


Parathyroid Disease


Psychiatric Care


Radiation Treatments


Recent Weight Loss


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Anemia


Angina


Are you allergic to any of the following?


If yes, please explain:Yes NoHave you ever had any serious illness not listed above?


Renal Dialysis


Rheumatic Fever


Rheumatism


Scarlet Fever


Shingles


Sickle Cell Disease


Sinus Trouble


Spina Bifida


Stomach/Intestinal Disease


Stroke


Swelling of Limbs


Thyroid Disease


Tonsillitis


Tuberculosis


Tumors or Growths


Ulcers


Venereal Disease


Yellow Jaundice


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No


Yes No
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Financial Policy


Thank you for choosing us as your health care provider. We are committed to your treating with you exemplary care. The following  
is a statement of our Financial Policy which we require you read and sign prior to any treatment. Please understand the payment  
of your bill is considered a part of your treatment.  
  
 Full payment is due at the time of service. 
 We accept cash, personal checks and major credit cards as a form of payment. 
  
Insurance Policy 
We will file with your insurance as a courtesy to you. The balance is your responsibility, whether your insurance company pays or  
not. We cannot bill your insurance company unless you give us your complete insurance information and an original claim form.  
Your insurance policy is a contract between you and your insurance company. We are not a party to that contract.   
  
In the insurance plans where we are a participating provider, all co-payments and deductibles are due prior to treatment. In the  
event your insurance coverage changes to a plan where we are not a participating provider, please refer to the preceding  
paragraph. 
  
Usual and Customary Rates 
Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.  
You are responsible for payment regardless of any insurance company arbitrary determination of usual and customary rates.  
  
Adult and Minor Patients 
Adult patients are responsible for payment at the time services are rendered. The adult accompanying a minor and the parents(or  
guardians) of the minor are responsible for full payment.  
  
Missed Appointments 
A fee (at the rate of a normal office visit)  will be charged for missed appointments and appointments that are cancelled with less  
than 24 hours notice.  
  
I have read the financial policy as detailed above. I understand and agree to this financial policy. 
  
Acknowledgement of Receipt of Notice of Privacy Practices 
I have received a copy of the Notice of Privacy Practices from the above named practice.
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Name (Last, First, Middle):  Male Female


Date of Birth:  SSN: Single Married Divorced Other:


Street Address: City: State: Zip:


Home Phone: Cell Phone: Office Phone:


Email: Fax:


Spouse/Parent Name: Relationship:


Emergency Contact: Relationship:


Contact Cell Phone:


Insured Person's Name:


Relationship to Patient:  SSN:


Insurance Name: Group/Plan ID:


Employer: Phone:


New Patient Registration


INSURANCE INFORMATION


PATIENT INFORMATION


I acknowledge that the information provided above is true and correct to the best of my knowledge. I understand that it is my  
responsibility to provide a written communication to Dr. Smita Warrier or the office of any change in my information from 
that stated above.


Signature of Responsible Party DateRelationship to Patient


How did you hear about us? 


Friend/Family Another Doctor Other


Name of person or office:


REFERRAL INFORMATION


Phone Book Marketing Flyer Internet


Date of Birth:







