


Daniel L. Custis, DDS, PC

141 N 5th St

Custer, SD 57730

Patient Name Today's Date

Soc Security # Date of Birth

Mailing Address Home Telephone

911 Address Cell Phone

E-Mail Address

Business Address Responsible Party

DENTAL HISTORY Y N

Do you have pain in or near your ears?

Do you have any unhealed injuries or inflamed areas in or around your mouth?

Have you experienced any growth or sore spots in your mouth?

Does any part of your mouth hurt when clenched?

Have you ever had Novocaine anesthetic?

Any reactions to allergic symptoms to Novocaine?

Any difficult extractions in the past?

Prolonged bleeding following extractions in the past?

Trench Mouth?

Do your gums bleed?

Have you ever had instruction on the correct method of brushing your teeth?

Have you ever had instruction on the care of your gums?

Do you chew on only one side of your mouth? If so why?

Do you at the present time have any dental complaints?

Do you habitually clench your teeth during the night or day?

When was your last full mouth X-Ray taken? Where?

Any part of your mouth sore to pressures or irritants (cold, sweets, etc.)?  If so locate

Name of employer

Dental Insurance company

Person to contact in case of emergency

Relationship

Home telephone number

Business phone number

I understand that payment is expected at the time that services are rendered. 

Signature Date

IF PATIENT IS A MINOR, PLEASE COMPLETE THE FOLLOWING INFORMATION

Parent/Guardian Marital Status Single       Married       Separated       Widowed       Divorced

Please circle one

Mother's Name

Address

Father's Name

Address

Guardian's Name

Address

(605) 673-2011

info@drcustis.com

www.drcustis.com
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/UR &ACILITY IS COMMITTED TO PROTECTING AND฀UNDERSTANDING THE
IMPORTANCE OF SAFEGUARDING YOUR PERSONAL HEALTH INFORMATION� 7E฀ARE
REQUIRED฀BY FEDERAL฀L AW TO MAINTAIN THE PRIVACY OF HEALTH INFORMATION
THAT฀IDENTIFIES YOU OR THAT COULD฀BE USED TO IDENTIFY฀YOU �KNOWN AS
h0ROTECTED (EALTH )NFORMATIONv� AND REFERRED TO HEREAFTER AS 0()	� 7E
ARE฀ALSO REQUIRED TO PROVIDE YOU WITH THIS .OTICE� WHICH EXPLAINS OUR
LEGAL DUTIES AND฀PRIVACY PRACTICES WITH RESPECT฀TO 0() THAT WE฀COLLECT
AND MAINTAIN� 4 HIS .OTICE DESCRIBES YOUR฀RIGHTS UNDER FEDERAL฀L AW AND
STATE LAW� WHERE฀APPLICABLE� RELATING TO YOUR 0()� 7E฀ARE REQUIRED฀BY
FEDERAL฀L AW TO ABIDE BY THIS .OTICE� (OWEVER� WE RESERVE THE RIGHT฀TO
CHANGE THE 0RIVACY 0RACTICES OUTLINED IN THIS .OTICE฀AND MAKE THE NEW
PRACTICES EFFECTIVE FOR ALL 0()� S THAT WE MAINTAIN� 3HOULD WE MAKE SUCH
A฀CHANGE� WE WILL DISPLAY THE REVISED .OTICE IN OUR FACILITY AND MAKE IT
AVAILABLE TO YOU฀UPON REQUEST�
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2 OUTINE 5SES AND $ISCLOSURES OF 0R OTECTED ( EALTH ) NFOR MATION & OR
4 REATMENT� 0AYMENT� OR ( EALTH # ARE /PERATIONS

/UR &ACILITY IS PERMITTED฀UNDER FEDERAL฀L AW TO USE฀AND฀DISCLOSE YOUR
0() WITHOUT YOUR SPECIFIC PERMISSION FOR THREE TYPES OF ROUTINE
PURPOSES� TREATMENT� PAYMENT� AND฀HEALTH CARE OPERATIONS�
/UR &ACILITY WILL USE OR DISCLOSE YOUR 0() AS DESCRIBED฀BELOW� 9 OUR
0() MAY BE USED AND฀DISCLOSED฀BY OUR STAFF AND OTHERS OUTSIDE OF THIS
&ACILITY THAT ARE INVOLVED IN YOUR CARE฀AND TREATMENT� 3ET OUT BELOW ARE
EXAMPLES OF THE USES AND฀DISCLOSURES OF YOUR 0() WE฀ARE PERMITTED TO
MAKE FOR THESE ROUTINE PURPOSES� 7HILE THIS LIST฀IS NOT MEANT฀TO BE
EXHAUSTIVE� IT SHOULD GIVE YOU AN IDEA OF THE฀EVERYDAY USES AND
DISCLOSURES hBEHIND THE SCENESv THAT ARE฀ESSENTIAL TO THE฀CARE YOU
RECEIVE�

4 REATMENT� 9 OUR 0() CAN฀BE USED AND฀DISCLOSED฀BY THIS &ACILITY FOR
TREATMENT PURPOSES� &OR EXAMPLE� YOUR 0() WILL BE USED฀BY OUR &ACILITY
TO COORDINATE OR MANAGE YOUR DENTAL CARE฀AND RELATED SERVICES� !LL
INFORMATION IS RECORDED IN YOUR DENTAL RECORD� WHICH IS NECESSARY FOR
DENTAL PROVIDERS TO DETERMINE WHAT฀TREATMENT YOU SHOULD RECEIVE�
$ENTAL PROVIDERS WILL ALSO RECORD ACTIONS TAKEN฀BY THEM IN THE฀COARSE OF
YOUR TREATMENT AND฀NOTE YOUR฀REACTIONS� 7E MAY ALSO DISCLOSE YOUR
0() TO PROVIDERS OR FACILITIES THAT MAY BE INVOLVED IN YOUR CARE฀AFTER
YOU LEAVE OUR FACILITY OR CARE�
% XAMPLES OF HOW฀WE WILL DISCLOSE INFORMATION FOR TREATMENT MAY
INCLUDE� REFERRING� HOSPITALS�฀L ABORATORIES� PHARMACIES�

0AYMENT� 9 OUR 0() CAN฀BE USED AND฀DISCLOSED FOR PAYMENT PURPOSES�
&OR EXAMPLE� WE MAY COMMUNICATE YOUR 0() TO YOUR INSURANCE
COMPANY SO THAT฀IT฀CAN฀PROCESS PAYMENT FOR YOUR TREATMENT�

$ENTAL # ARE /PERATIONS� 9 OUR 0() CAN฀BE USED AND฀DISCLOSED TO ALLOW
US TO CONDUCT DENTAL CARE OPERATIONS� WHICH GENERALLY ARE THE
ADMINISTRATIVE฀ACTIVITIES AND TO MONITOR THE QUALITY OF CARE฀AFTER YOU
LEAVE OUR FACILITY OR CARE�
% XAMPLES OF HOW฀WE WILL USED AND฀DISCLOSE INFORMATION� FOR EDUCATION
AND TRAINING� TO ASSESS฀SERVICES THAT WE MAY WANT฀TO฀OFFER IN THE FUTURE�
TO฀ORGANIZATIONS THAT EVALUATE� CERTIFY OR LICENSE HEALTH CARE PROVIDERS�

/THER % XAMPLES OF ( OW 4 HIS & ACILI TY - AY 5SE 9 OUR 0R OTECTED
( EALTH ) NFOR MATION

!DVICE OF !PPOINTMENT AND฀3ERVICES� /UR &ACILITY MAY CONTACT YOU
TO PROVIDE฀APPOINTMENT REMINDERS OR INFORMATION ABOUT฀TREATMENT OR
INFORMATION THAT MAY BE OF INTEREST฀TO YOU� 4 HE FOLLOWING APPOINTMENT
REMINDERS MAY BE USED� POSTCARD MAILED TO THE฀ADDRESS PROVIDED฀BY
YOU� TELEPHONING YOUR HOME฀AND LEAVING A MESSAGE ON YOUR ANSWERING
MACHINE OR WITH THE INDIVIDUAL ANSWERING THE PHONE�

& AMILY�& R IENDS� /UR &ACILITY MAY DISCLOSE TO A� FAMILY MEMBER� FRIEND
OR ANY OTHER PERSON IDENTIFIED฀BY฀YOU� YOUR 0() DIRECTLY RELEVANT฀TO
SUCH฀PERSON� S INVOLVEMENT WITH YOUR CARE OR THE PAYMENT

FOR YOUR CARE� /UR &ACILITY MAY ALSO USE YOU 0() TO NOTIFY A FAMILY
MEMBER� A PERSONAL REPRESENTATIVE� OR ANOTHER PERSON RESPONSIBLE FOR
YOUR CARE� OF YOUR LOCATION� GENERAL HEALTH CONDITION OR DEATH� )N EITHER
CASE� WE WILL EXERCISE OUR PROFESSIONAL JUDGMENT AND฀DISCLOSE ONLY THE
0() THAT฀IS DIRECTLY RELEVANT฀TO THE PERSON� S INVOLVEMENT WITH YOUR CARE�

/THER 5SES AND $ISCLOSURES OF 0R OTECTED ( EALTH ) NFOR MATION 7 E
- AY - AKE 7 ITHOUT 9 OUR 7 R ITTEN !UTHOR IZATION

)N GENERAL� WE฀ARE REQUIRED TO฀OBTAIN YOUR SPECIFIC WRITTEN AUTHORIZATION
TO USE OR DISCLOSE YOUR 0()฀F OR PURPOSES UNRELATED TO TREATMENT�
PAYMENT� OR DENTAL�HEALTH CARE OPERATIONS� (OWEVER� THERE฀ARE
EXCEPTIONS TO THIS GENERAL RULE UNDER WHICH WE฀ARE PERMITTED OR
REQUIRED TO MAKE฀CERTAIN฀USES AND฀DISCLOSURES OF YOUR 0() WITHOUT
AUTHORIZATION� 4 HESE SITUATIONS INCLUDE�

" USINESS !SSOCIATE� /UR &ACILITY MAY USE฀AND฀DISCLOSE 0() TO฀ONE OR
MORE OF ITS BUSINESS ASSOCIATES IF WE OBTAIN SATISFACTORY WRITTEN
ASSURANCES� IN ACCORDANCE WITH APPLICABLE LAW� THAT฀THE BUSINESS
ASSOCIATE WILL APPROPRIATELY SAFEGUARD YOUR 0()� ! BUSINESS ASSOCIATE IS
AN ENTITY THAT ASSISTS OUR &ACILITY IN฀UNDERTAKING SOME฀ESSENTIAL
FUNCTION� SUCH AS A BILL ING COMPANY THAT ASSISTS OUR &ACILITY IN
SUBMITTING CLAIMS FOR PAYMENT�

0ERSONAL 2 EPRESENTATIVE� 7E MAY USE฀AND฀DISCLOSE YOUR 0() TO A
PERSON WHO HAS THE฀AUTHORITY TO REPRESENT YOU IN MAKING DECISIONS
RELATED TO YOUR HEALTH CARE�

% MERGENCY 3ITUATIONS� 7E MAY USE฀AND฀DISCLOSE 0()฀F OR THE PURPOSE
OF OBTAINING฀OR฀RENDERING EMERGENCY TREATMENT฀TO YOU฀PROVIDED THAT WE
ATTEMPT฀TO฀OBTAIN YOUR CONSENT AS SOON AS POSSIBLE� 7E MAY ALSO USE
AND฀DISCLOSE 0() TO A PUBLIC OR PRIVATE฀ENTITY� AUTHORIZED฀BY LAW OR ITS
CHARTER TO ASSIST฀IN฀DISASTER฀RELIEF� FOR THE PURPOSE OF COORDINATING YOUR
CARE�

2 EQUIRED฀BY THE ( EALTH AND ( UMAN฀3ERVICES� 7E MAY BE REQUIRED TO
DISCLOSE YOUR 0() TO THE 3ECRETARY OF (EALTH AND (UMAN 3ERVICES TO
INVESTIGATE OR DETERMINE OUR COMPLIANCE WITH FEDERAL PRIVACY LAW�

2 EQUIRED฀BY , AW� 7E MAY USE OR DISCLOSE YOU 0() TO THE฀EXTENT฀THAT
THE USE OR DISCLOSURE IS OTHERWISE REQUIRED฀BY STATE OR FEDERAL฀L AW�

0UBLIC ( EALTH� 7E MAY DISCLOSE YOUR 0() WHEN REQUIRES BY LAW TO
PROVIDE INFORMATION TO A PUBLIC HEALTH AUTHORITY TO PREVENT OR CONTROL
DISEASE�

!BUSE OR .EGLECT� )F YOU฀HAVE BEEN A VICTIM OF ABUSE� NEGLECT� OR
DOMESTIC VIOLENCE� WE MAY DISCLOSE YOUR 0() TO THE GOVERNMENT
AGENCY AUTHORIZED TO RECEIVE SUCH INFORMATION�

( EALTH /VERSIGHT� 7HEN AUTHORIZED฀BY LAW� WE MAY DISCLOSE YOUR 0()
TO A HEALTH OVERSIGHT AGENCY� ! HEALTH OVERSIGHT AGENCY IS A STATE OR
FEDERAL AGENCY THAT OVERSEES THE HEALTH CARE SYSTEM� 3OME OF THE
ACTIVITIES MAY INCLUDE฀AUDIT� INVESTIGATIONS� INSPECTIONS� AND LICENSURE�

* UDICIAL AND !DMINISTR ATIVE 0R OCEEDINGS� 7E MAY USE฀AND฀DISCLOSE
0() IN RESPONSE TO A฀COURT ORDER OR A LAWFULLY ISSUED SUBPOENA�

, AW % NFORCEMENT� 7E MAY DISCLOSE YOUR 0() TO A LAW ENFORCEMENT
AGENCY� SUCH AS PROVIDING INFORMATION TO POLICE฀ABOUT฀THE VICTIM OF A
CRIME�

# OR ONERS� - EDICAL % XAMINERS AND & UNERAL $IRECTOR S� 7E MAY
DISCLOSE YOUR 0() TO A฀CORONER� MEDICAL EXAMINER� OR A FUNERAL DIRECTOR
IF IT฀IS NEEDED TO CARRY OUT฀THEIR DUTIES�

2 ESEARC H� 7E MAY DISCLOSE YOUR 0() TO RESEARCHERS WHEN THE RESEARCH
IS BEING CONDUCTED฀UNDER ESTABLISHED฀PROTOCOLS TO ENSURE THE PRIVACY OF
YOUR INFORMATION�

3ERIOUS 4 HREAT฀TO ( EALTH AND฀3AFETY� 7E MAY DISCLOSE YOUR 0() IF
WE BELIEVE IT฀IS NECESSARY TO PREVENT A SERIOUS AND IMMINENT฀THREAT฀TO
THE PUBLIC HEALTH OR SAFETY AND IT฀IS TO SOMEONE WE REASONABLY BELIEVE IS
ABLE TO PREVENT OR LESSON THE THREAT�
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! CKNOWLEDGEMENT OF 2 ECEIPT OF .OTICE OF 0R IVACY 0R ACTICES

0ATIENT OR 3UBSCRIBER .AME� ????????????????????????????????????????

) �?????????????????????????????????????????�
�0RINT NAME OF PERSON SIGNING BELOW	

!CKNOWLEDGE RECEIPT OF THE .OTICE OF 0RIVACY 0RACTICES� WHICH EXPLAINS LIMITS ON WAYS IN WHICH OUR OFFICE
MAY USE OR DISCLOSE 0ERSONAL (EALTH )NFORMATION TO฀PROVIDE SERVICE� BY $R� $ANIEL #USTIS AND 3TAFF�

3IGNED�?????????????????????????????????? $ATE�???????????????? )NITIAL฀I F฀F AMILY EXEMPT ????

)F NOT SIGNED฀BY PATIENT� PLEASE INDICATE RELATIONSHIP�??????????????????????????

./4% � 0ARENTS MUST HAVE LEGAL CUSTODY� , EGAL GUAR DIANS AND CONSERVATOR S MUST SHOW PR OOF�

4 HIS฀SECTION TO BE FILL ED OUT ONLY BY $R � # USTIS� S /FFICE

0ATIENT DID RECEIVE THE .OTICE OF 0RIVACY 0RACTICES� BUT DID NOT SIGN THIS !CKNOWLEDGEMENT OF 2 ECEIPT
BECAUSE�

;= 0ATIENT฀LEFT OFFICE BEFORE !CKNOWLEDGEMENT COULD฀BE SIGNED

;= 0ATIENT DOES NOT WISH TO SIGN THIS FORM�

;= 0ATIENT CANNOT SIGN THIS FORM BECAUSE�?????????????????????????????????????????

0ATIENT DID NOT RECEIVE THE .OTICE OF 0RIVACY 0RACTICES BECAUSE�

;= 0ATIENT REQUIRED EMERGENCY TREATMENT�

;= 0ATIENT DECLINED THE .OTICE฀AND SIGNING THIS !CKNOWLEDGEMENT�

;= /THER�?????????????????????????????????????????

.AME� ??????????????????????????????????????????
�0RINT NAME OF PROVIDER OR PROVIDER� S REPRESENTATIVE	

3IGNED� ????????????????????????????????????????? $ATE�?????????????????????
�3IGNATURE OF PROVIDER OR PROVIDER� S REPRESENTATIVE	
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