
 
  
  
  
  

  
  
We are delighted to welcome you to our practice and are pleased that you chose us to serve your dental needs.  
We are serious about providing superior dental care and proud of our dedication to our patients.  Our goal is 
to help you feel and look your very best through excellent dental care.  
  
Your New Patient Appointment will take approximately 2 hours.  To facilitate being seen just as soon as 
possible at the time of your appointment, we would appreciate it if you would complete the enclosed Patient 
Information Form before your arrival.  Please remember to bring it with you at the time of your appointment 
or: 
 
Mail:  Williams & Sivie, DDS, 5800 Coit Rd, Ste 800, Plano, TX 75023 
Email:  appointment@williamsandsivie.com 
Fax: 972-867-4796 
 
the completed form back to us as soon as possible. 
 
To learn more about your visit and our practice, visit our website at www.WilliamsAndSivie.com 
  
If you are unable to make the appointment you have scheduled with us, please notify us at least 24 hours in 
advance.  We would be glad to reschedule the appointment at a more convenient time, if necessary.  In the 
meantime, we look forward to meeting you and serving your needs.  
  
Thanks again for choosing Williams & Sivie, DDS.  
  
Sincerely,   
  
  
  
Dr. Brad Williams  
Dr. Nicole Sivie  
  
  
P.S. Remember to bring any Insurance (Medical or Dental) cards that might apply to you or your family 

when you come.  We can then include this information with your records.  

  



Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed, and how you can get ac-
cess to this information.  Please review it carefully.

If you have any questions about this Notice please contact our Privacy Officer or any staff member in our office.

Our Privacy Officer is Jim Moore - 469.342.8300, Extension 508

This Notice of Privacy Practices describes how we may use and disclose your protected health information to 
carry out your treatment, collect payment for your care and manage the operations of this clinic.  It also de-
scribes our policies concerning the use and disclosure of this information for other purposes that are permitted 
or required by law.  It describes your rights to access and control your protected health information.  "Protected 
Health Information" (PHI) is information about you, including demographic information that may identify you, 
that relates to your past, present, or future physical or mental health or condition and related health care ser-
vices.

We are required by Federal law to abide by the terms of this Notice of Privacy Practices.  We may change the 
terms of our notice at any time.  The new notice will be effective for all protected health information that we 
maintain at that time.  You may obtain revisions to our Notice of Privacy Practices by accessing our website, call-
ing the office and requesting that a revised copy be sent to you in the mail or asking for one at the time of your 
next appointment.

A. Uses and Disclosures of Protected Health Information

By applying to be treated in our office, you are implying consent to the use and disclosure of your protected 
health information by your doctor, our office staff and others outside of our office that are involved in your care 
and treatment for the purpose of providing health care services to you.  Your protected health information may 
also be used and disclosed to bill for your health care and to support the operation of the practice.

Uses and Disclosures of Protected Health Information Based Upon Your Implied Consent

Following are examples of the types of uses and disclosures of your protected health care information we will 
make, based on this implied consent.  These examples are not meant to be exhaustive but to describe the types 
of uses and disclosures that may be made by our office.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your 
health care and any related services.  This includes the coordination or management of your health care with a 
third party that has already obtained your permission to have access to your protected health information.  For 
example, we would disclose your protected health information, as necessary, to another physician who may be 
treating you.  Your protected health information may be provided to a physician to whom you have been referred 
to ensure that the physician has the necessary information to diagnose or treat you.
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In addition, we may disclose your protected health information from time-to-time to another physician or health 
care provider (e.g., a specialist or laboratory) who, at the request of your doctor, becomes involved in your care 
by providing assistance with your health care diagnosis or treatment.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care 
services.  This may include certain activities that your health insurance plan may undertake before it approves or 
pays for the health care services we recommend for you such as making a determination of eligibility or coverage 
for insurance benefits, reviewing services provided to you for medical necessity, and undertaking utilization re-
view activities.  For example, obtaining approval for procedures may require that your relevant protected health 
information be disclosed to the health plan to obtain approval for those services.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to sup-
port the business activities of this office.  These activities may include, but are not limited to, quality assessment 
activities, employee review activities and staff training.

For example, we may disclose your protected health information to interns or precepts that see patients at our 
office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name 
and indicate your doctor.  Communications between you and the doctor or his assistants may be recorded to 
assist us in accurately capturing your responses. We may also call you by name in the reception area when your 
doctor is ready to see you.  We may use or disclose your protected health information, as necessary, to contact 
you to remind you of your appointment. 

We will share your protected health information with third party "Business Associates" that perform various 
activities (e.g., billing, transcription services for the practice).  Whenever an arrangement between our office 
and a Business Associate involves the use or disclosure of your protected health information, we will have a writ-
ten agreement with that Business Associate that contains terms that will protect the privacy of your protected 
health information.

We may use or disclose your protected health information, as necessary, to provide you with information about 
treatment alternatives or other health-related benefits and services that may be of interest to you.  We may also 
use and disclose your protected health information for other internal marketing activities.  For example, your 
name and address may be used to send you a newsletter about our practice and the services we offer, we will 
ask for your authorization.  We may also send you information about products or services that we believe may 
be beneficial to you.  You may request that these materials not be sent to you.

Uses and Disclosures of Protected Health Information That May Be Made With Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written authoriza-
tion, unless otherwise permitted or required by law as described below.

For example, with your written, signed authorization, we may use your demographic information and the dates 
that you received treatment from our office, as necessary, in order to contact you for fundraising activities sup-
ported by our office.  

You may revoke any of these authorizations, at any time, in writing, except to the extent that your doctor or the 
practice has taken an action in reliance on the use or disclosure indicated in the authorization.
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Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or Opportu-
nity to Object

In the following instance where we may use and disclose your protected health information, you have the op-
portunity to agree or object to the use or disclosure of all or part of your protected health information.  If you 
are not present or able to agree or object to the use or disclosure of the protected health information, then your 
doctor may, using professional judgment, determine whether the disclosure is in your best interest.  In this case, 
only the protected health information that is relevant to your health care will be disclosed.

Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, a relative, 
a close friend or any other person you identify, your protected health information that directly relates to that 
person's involvement in your health care.  If you are unable to agree or object to such a disclosure, we may 
disclose such information as necessary if we determine that it is in your best interest based on our professional 
judgment.  We may use or disclose protected health information to notify or assist in notifying a family member, 
personal representative or any other person that is responsible for your care of your location or general condi-
tion.  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 or other individuals involved in 
your health care.

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 the use or dis-
closure is required by law.  The use or disclosure will be made in compliance with the law and will be limited to 
the relevant requirements of the law.  You will be notified, as required by law, of any such uses or disclosures.

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 purpose of controlling disease, injury or disability.  We may also disclose your protected health 
information, if directed by the public health authority, to a foreign government agency that is collaborating with 
the public health authority.

Communicable Diseases: We may disclose your protected health information, if authorized by law, to a person 
who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading 
the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight agency for activities au-
thorized 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 govern-
ment regulatory programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to a public health authority that is autho-
rized by law to receive reports of child abuse or neglect.  In addition, we may disclose your protected health in-
formation 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 of applicable Federal and state laws.
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Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative 
proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure is ex-
pressly 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 (I) legal process and other-
wise 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.

Workers' Compensation: We may disclose your protected health information, as authorized, to comply with 
workers' compensation laws and other similar legally-established programs.

Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the 
Secretary of the Department of Health and Human Services to investigate or determine our compliance with the 
requirements of Section 164.500 et. seq.

B. Your Rights

Following is a statement of your rights with respect to your protected health information and a brief description 
of how you may exercise these rights.

You have the right to inspect and copy your protected health information. This means you may inspect and ob-
tain a copy of protected health information about you that is contained in a designated record set for as long as 
we maintain the protected health information.  A "designated record set" contains medical and billing records 
and any other records that your doctor and the Practice uses for making decisions about you.

Under Federal law, however, you may not inspect or copy the following records:  psychotherapy notes; informa-
tion complied in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, 
and protected health information that is subject to law that prohibits access to protected health information.  
Depending on the circumstances, a decision to deny access may be reviewed.  In some circumstances, you may 
have a right to have this decision reviewed.  Please ask your doctor if you have questions about access to your 
medical record.

You have the right to request a restriction of your protected health information. This means you may ask us 
not to use or disclose any part of your protected health information for the purposes of treatment, payment or 
healthcare operations.  You may also request that any part of your protected health information not be disclosed 
to family members or friends who may be involved in your care or for notification purposes as described in this 
Notice of Privacy Practices.  Your request must be in writing and state the specific restriction requested and to 
whom you want the restriction to apply.

Your provider is not required to agree to a restriction that you may request.  If the doctor believes it is in your 
best interest to permit use and disclosure of your protected health information, your protected health informa-
tion will not be restricted.  If your doctor does agree to the requested restriction, we may not use or disclose 
your protected health information in violation of that restriction unless it is needed to provide emergency treat-
ment.  With this in mind, please discuss any restriction you wish to request with your doctor.

4



You may request a restriction by presenting your request, in writing to a staff member in our office.  The staff 
member will provide you with "Restriction of Consent" form.  Complete the form, sign it, and ask that the staff 
member provide you with a photocopy of your request initialed by them.  This copy will serve as your receipt.

You have the right to request to receive confidential communications from us by alternative means or at an al-
ternative location. 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 or 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.

You may have the right to have your doctor amend your protected health information. This means you may 
request an amendment of protected health information about you in a designated record set for as long as 
we maintain this information.  In certain cases, we may deny your request for an amendment.  If we deny your 
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a 
rebuttal to your statement and will provide you with a copy of any such rebuttal.  Please ask your doctor if you 
have questions about amending your medical record.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 
information. This right applies to disclosures for purposes other than treatment, payment or healthcare opera-
tions as described in this Notice of Privacy practices.  It excludes disclosures we may have made to you, to family 
members or friends involved in your care, pursuant to a duly executed authorization or for notification purposes.    
The right to receive this information is subject to certain exceptions, restrictions and limits.

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.

C. Complaints

You may complain to us, to the Texas Attorney General’s Office, or the Secretary of Health and Human Services, 
if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our 
Privacy Officer of your complaint.  We will not retaliate against you for filing a complaint.

Our Privacy Officer is Jim Moore, a Certified HIPAA Professional.  You may contact our Privacy Officer in writing 
at our office address or by calling 469.342.8300, Extension 508.  Our website may offer additional information 
about the complaint process.

This notice was published and becomes effective on May 10, 2016.
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Acknowledgement of Receipt of Notice of Privacy Practices 
Consent to Use and Disclosure of Protected Health Information

Notice of Privacy Practices
Review our Notice of Privacy Practices for a more complete description of how your Protected Health Informa-
tion may be used or disclosed.  It describes your rights as they concern the limited use of health information, 
including your demographic information, collected from you and created or received by this office.  You may 
choose to review the Notice prior to signing this consent.  By signing below, you acknowledge that we have given 
you a copy of our Notice of Privacy Practices.

Use and Disclosure of your Protected Health Information
Your Protected Health Information will be used by our practice or may be disclosed to others for the purposes of 
treatment, obtaining payment, or supporting the day-to-day health care operations of this office.

Requesting a Restriction on the Use or Disclosure of Your Information
You may request a restriction on the use or disclosure of your Protected Health Information.
Our office may or may not agree to restrict the use or disclosure of your Protected Health Information.
If we agree to your request, the restriction will be binding with our office.  Use or disclosure of protected infor-
mation in violation of an agreed upon restriction will be a violation of Federal privacy standards.

Revocation of Consent
You may revoke this consent to the use and disclosure of your Protected Health Information.  However, you must 
revoke this consent in writing.  Any use or disclosure that has already occurred prior to the date on which your 
revocation of consent is received will not be affected.

   By my signature below I give permission to use and disclose my health information.

						



   Print Patient’s Full Name

   Witness Signature



Notice of Electronic Disclosure

Notice of Electronic Disclosure of Protected Health Information

If Dr. Williams or Dr. Sivie obtains or creates information about your health, Williams & Sivie is required by law 
to protect the privacy of your information. Protected Health Information (PHI) includes any information that 
relates to:

	 •  Your past, present, or future physical or mental health or condition;
	 •  Health care provided to you; and,
	 •  Past, present, or future payment for your health care.

Neither Dr. Williams nor Dr. Sivie may disclose your PHI electronically without your authorization unless allowed 
by law. For example, Williams & Sivie may share your PHI through approved, secure electronic methods for the 
purpose of treatment, payment for health care services, or health care operations such as case management or 
care coordination. 

Dr. Williams and Dr. Sivie may also need to share your PHI electronically for public health purposes such as pre-
venting and controlling the spread of infectious diseases or for certain disaster relief efforts. 

For a complete list of reasons that Williams & Sivie is allowed by law to share your PHI, please refer to the Wil-
liams & Sivie Notice of Privacy Practices.

If you believe Dr. Williams or Dr. Sivie have violated the obligations described in this notice, you have the right to 
file a complaint with our Privacy Officer or with the Texas Attorney General’s Office.



  Chart #:   
FOR OFFICE USE ONLY 

Patient Information 
Patient Name:   _______________________________________________________Date:  ________________

         Title           Last            First             MI                       (Preferred Name) 
   Gender:       Family Status:   

Birth Date:    _______Driver's License No.  Social Security #:   
Phone (Home):    (Work):    Ext:   Email: 
Fax:  Cell: 
Address:  

 Street         Apartment # 

City    State              Zip Code 

Health Information 
Reason for this visit:  
Have your ever had any of the following?  Please check those that apply:

 AIDS 
 Allergies __________ 

__________ 
 Anemia   
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 
 Dizziness 
 Epilepsy 
 Excessive Bleeding 
 Fainting 

 Glaucoma 
 Growths 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Jaundice 
 Kidney Disease 
 Liver Disease 
 Mental Disorders 
 Mitral-Valve Prolapse 
 Nervous Disorders 

 Pacemaker 
 Pregnancy 

    Due date:_________ 
 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Stomach Problems 
 Stroke 
 Tuberculosis 
 Tumors 
 Ulcers 
 Venereal Disease 

 Codeine Allergy 
 Penicillin Allergy 
 Taken Phen-fen 
 Taken Redux 

OTHER: 
 _________________ 

 _________________ 

• Have you ever had any complications following dental treatment?  Yes   No 
 If yes, please explain:  

• Have you been admitted to a hospital or needed emergency care during the past two years?  Yes   No 
 If yes, please explain:  

• Are you now under the care of a physician?  Yes   No 
 If yes, please explain:  

• Name of Physician:   Phone:  

• Do you have any health problems that need further clarification?  Yes   No 
 If yes, please explain:  

• Please list any medication that you are currently taking:

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever 
have any change in my health, I will inform the doctors at the next appointment without fail. 
_________________________________________________________________  Date: 
   Signature of patient, parent or guardian 

Referral Information 
Name of person or office referring you to our practice:   

ICE:



Spouse or Responsible Party Information 
The following is for:    the patient's spouse     the person responsible for payment 
 

Name:    
                     Male    Female                                Married    Single    Child    Other   
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext: ______  Best time to call:   
 

Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code 

Employment Information 
The following is for:    the patient                   the person responsible for payment 
 

Employer Name:      Occupation:   
 

Address:       
                                 Street                                                                                   City,                  State        Zip Code                                                                                         Phone 

Insurance Information 
Primary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 

Insurance Plan Name and Address:     
 

   
Secondary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:   
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other ___________________ 
 

Insurance Plan Name and Address:     
 

   

Consent for Services 
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends upon reimbursement from the patients for the costs incurred in their 
care and financial responsibility on the part of each patient must be determined before treatment. 
 
All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed. 
 
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental 
services.  This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account.  
However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company. 
 
A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are 
satisfied. 
 
I understand that the fee estimate listed for this dental care can only be extended for a period of three months from the date of the patient examination. 
 
In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at 
the time said services are rendered, or within five (5) days of billing if credit shall be extended.  I further agree that the reasonable value of said services shall be as billed unless objected to, 
by me, in writing, within the time for payment thereof.  I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or 
condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. 
 
I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form. 
 

I have read the above conditions of treatment and agree to their content. 
 
                                                                                                                         Date:                            Relationship to Patient:   
Signature of patient, parent or guardian 
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	Notice of Privacy Practices
	Williams & Sivie, DDS
	OUR LEGAL DUTY We are required by applicable federal and state law to maintain the privacy of your health information.  We are also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information.  We must follow the privacy practices that are described in this Notice while it is in effect.  This Notice takes effect April 1, 2003, and will remain in effect until we replace it.
	USES AND DISCLOSURES OF HEALTH INFORMATION  We use and disclose health information about you for treatment, payment, and healthcare operations.  For example:
	PATIENT RIGHTS Access:  You have the right to look at or get copies of your health information, with limited exceptions.  You may request that we provide copies in a format other than photocopies.  We will use the format you request unless we cannot practicably do so.  (You must make a request in writing to obtain access to your health information.  You may obtain a form to request access by using the contact information listed at the end of this Notice.  We will charge you a reasonable cost-based fee for expenses such as copies and staff time.  You may also request access by sending us a letter to the address at the end of this Notice.  If you request copies, we will charge you $0.10 for each page, $18.00 per hour for staff time to locate and copy your health information, and postage if you want the copies mailed to you.  If you request an alternative format, we will charge a cost-based fee for providing your health information in that format.  If you prefer, we will prepare a summary or an explanation of your health information for a fee.  Contact us using the information listed at the end of this Notice for a full explanation of our fee structure.)
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