
Robert .J. Benke, D.D.S., P.C. 

CONFIDENTIAL PATIENT DENTAL AND MEDICAL HISTORY 

Please print and complete all information which w ill be held strictly confidential. 

Patlenfs Name: __________________________________Marital status 

Address:_____________________--:-_ __City: ___________ State: _ ___Zip: ____,____ 

Birthdate: --- --------Soc. Sec. No.: _ __________e- Mail:____________ __________ 

Home/Cell Phone:----------Work Phone: ___________ Employer=-----------'--------,--- ­

Person Responsible for Account_________________ Home Phone: _________Work Phone: --------­

By providing us with your landline or cell phone number(s). you give express authorization to contact you at those numbers. This express authorization also applies to any 
landline or cell phone number(s) you may acquire in the future. Phone calls to you may be made utilizing automated dialer technology. Providing your phone number(s) 
is not a condition of receiving our services. 

Do You Have Dental Insurance? YES NO Referred by: ______________ _ _ __________ 

Physician Name: ----------------- Physician's Phone: ----- -------­

Gender 
If Female, please answer the following: Circle Any Drugs You Are Taking 

M F 

DO 
y N Penicillin Aspirin Codeine 

D D Are you using Birth Control or Hormones? Tylenol Steroids Insulin 
D D Are you pregnant? - Number of weeks _ ___ _ 

Blood Thinners Sulfa Drugs Dilantin D D Are you nursing? 


D D Have you reached menopause? 
 Fosamax Actonel Bon iva 

High Blood Pressure or Heart Medicines 

List other medications here._ ___ __________________ 

y N Conditions y N Conditions y N Conditions y N Allergies 

DO Abnormal Bleeding DO Fever Blisters DO Pace Maker DO Aspirin 

DO Allergies/Asthma DO Frequent Headaches DO Psychiatric Problems DO Codeine 

DO Anemia DO Gastric Reflux DO Radiation Therapy DO Dental Anesthetics 

DO Angina Pectoris DO Glaucoma DO Rheumatic Fever DO Erythromycin 

DO Arthritis DO H.I.V. orAIDS DO Seizures DO Jewelry 

DO Artificial Heart valve DO Hay Fever DO Sickle Cell Anemia DO Latex 

DO Artificial Joints (when?) DO Heart Attack 

DO Heart Murmur 

DO Sinus Problems 

DO Stroke 

DO Metals 

DO Penicillin 

DO Blood Transfusion DO Heart Surgery DO Thyroid Problems DO Tetracycline 

DO Cancer-chemotherapy DO Hemophilia DO Tuberculosis Other (list)

DO Congenital Heart Defect DO Hepatitis A • B • C DO Ulcers 

DO Diabetes DO High Blood Pressure DO Venereal Disease 

DO Difficulty Breathing DO Jaw Joint Pain DO Yellow Jaundice 

DO Drug Abuse DO Kidney Problems DO Other 

DO Emphysema DO Liver Disease 

DO Epilepsy DO Mitral Valve Prolapse 

DO Fainting Spells DO Osteoporosis 

, 

EMERGENCY CONTACT: Name & Phone number 

Name ______________ _________________Phone_______ -'------------­

Rev. 3/17 



Please print and complete all information which will be held strictly confidential. 

Are you in good health?....................................... .................................. Yes 


Have you been hospitalized in the last two years?....................... ......... Yes 


Do you have excess urination or thirst? .................... ............................ Yes 


Do you ever cough up blood?................................................................ Yes 


Do you wear contact lenses? ............ .................................................... Yes 


Are you seeing a medical doctor now?.................................................. Yes 


May we contact your physician regarding your health?......................... Yes 


Have you ever taken fused intravenous Aredia or lometa?................. Yes 


Fosamax orActonel, Boniva? ................................................................ Yes 


Do you have dry mouth? ........ .... ................................... ........................ Yes . 


Do you have any problems with your jaw joint? ..... .......................... ..... Yes 


Do you grind or clench your teeth together? .... ................................ ..... Yes 


Do you smoke or chew tobacco I snuff I marijuana I vape? .................. Yes 


No How often do you brush per day? and floss per day? 

No Do your gums bleed when brushing/flossing?....................................... Yes No 

No Do you avoid brushing any area of your mouth?................................... Yes No 

No What area? 

No 

No Do your teeth hurt when in contact with: (circle) 

No Hot Sweet Cold Sour 

No Any serious problems with dental treatment?... ................. .................... Yes No 

No Explain 

No 

No 

No 

No 

Date of last dental visit - - ---- ­ ------ ­ -

I understand that a service charge of 1.5% per month (min. of $0.20), annual percentage rate of 18%, may also be charged for balances over 30 days past due. 

A $25.00 service fee will be charged if account is sent to collection. 


I also understand that even if I have dental insurance, I am responsible for ANY balance due. 


Patient's Signature (or parent of child) Date 

LANGUAGE ASSISTANCE SERVICE 

We will take responsible steps to provide free-of-charge language assistance services to people who speak languages we are likely to 
hear in our practice and who don't speak English well enough to talk to us about the dental care we are providing, 

SPANISH 
Tomaremos acciones razonables para proporcionar servicios de asistencia linguistic gratuitos a aquellas personas cuyo leguaje 
escuchemos frecuentemente en nuestro consultorio y que no hablen un ingles lo suficientemente bueno como para hablar con 
nosotros sobre el servicio odontologico que suministramos. 

Other language translation services available. Please ask. 

Robert J . Benke, DDS, PC complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability or sex. 

Acknowledgement of Receipt of Notice of Privacy Practices 

-You May Refuse to Sign This Acknowledgement­

! have received a copy of this office's Notice of Privacy Practices. 

Print Name - --------------- --- ­

Signature_________ _____,..________ 
Date ------ - - ­

Privileged information may also be discussed with: - -------------- until revoked. 
(Date of revocation is ) 

-----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: 

0 Individual refused to sign 


0 Communication barriers prohibited obtaining the acknowledgement 


0 Emergency situation prevented us from obtaining acknowledgement 


0 Other (please specify) 


2010/2013 American Dental Association (revisod). AU Rights Reserves. 

Reproduction of this material by dentists and their staff is pennitted. Any other use, duplication or distribution by any other party requires the prior written approval ofthe American 

Dental Association. This material is educational only, does not constitute legal advice. It covers only HIPAA, not other federal or state law. Changes in applicable laws or regulations 

may require revision. Dentists should contect qualified legal counsel for legal advice, including advice pertai ning to HIPAA compliance, the HITECH Act, and the U.S. Department of 
Health and Human Services rules and regulations. 



Robert J. Benke, D.D.S., P.C. 
3705 W. 12th St., Ste 3C 

Greeley, CO 80634 

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. 


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 11/01/2017, 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: 

o 	 Prevent or control disease, injury or disability; 
o 	 Report child abuse or neglect; 
o 	 Report reactions to medications or problems with products or devices; 
o 	 Notify a person of a recall, repair, or replacement of products or devices; 
o 	 Notify a person who may have been exposed to a disease or condition; or 
o 	 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 w ritten 
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 f ile a compla int wit h us or with the U.S. Department of Health and Human 
Services. 

Our Privacy Official : Dr. Robert J. Benke 

Telephone: 970-356-2120 Fax: 970-356-1013 

Address: 3705 W. lih St., St e. 3C Greeley, CO 80634 

E-mail : rjbdds@drrobertbenke.com 

Reproduction of this material by dentists and t heir staff is permitted. Any other use, duplication or distribution by any other party requires the 
prior written approval of t he American Dental Association. This material is educat ional only, does not constitute legal advice, and covers only 
federal, not state, law. Changes In applicable laws o r regulations may require revision. Dentists should contact their personal attorneys for 
legal advice pertaining to HIPAA compliance, t he HiTECH Act, and the U.S. Department of Health and Human Services rules and regulations. 

© 2010, 2013 American Dental Associat ion. All Rights Reserved. 
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