
PATIENT INFORMATION

Name: Date: SS#:

Address: Date of Birth: Age:

City/State/Zip:       Male           Female Marital Status:        Married           Single

Occupation: E-mail address:

Employer: Phone (H): (      ) Phone (C): (      )

Employment Address: Phone (W): (      )

Referring Dentist: EMERGENCY CONTACT:
PERSON RESPONSIBLE
FOR THIS ACCOUNT: Contact Phone #: Relationship:

SPOUSE OR PARENT

Name: Birth Date:

Employer: Occupation:

Phone #: (      )

FIRST NAME

CITY STATE ZIP

LAST NAME

FIRST NAME LAST NAME

DENTAL INSURANCE INFORMATION

Do you have dental insurance?          Yes            No      (If yes, fill out below.)

Insurance Company Name: Insurance Group #:

Employee Name: Employer Name:

Employee ID #: Employee Birth Date:

Insurance Company Address: Relationship to Patient:

Insurance Company Phone #: (      )

FINANCIAL RESPONSIBILITY (AND INSURANCE INFORMATION RELEASE):
I understand I am financially responsible for all charges whether or not I have insurance. I, the undersigned, have insurance coverage and assign
directly to DR. PARIS, DR. SHUMAKER and DR. MILLER all dental benefits, if any, otherwise payable to me for services rendered. I hereby authorize
the doctor to release all information necessary to secure payment of benefits.

Signed: Date:

FIRST NAME

STREET ADDRESS

STATECITY ZIP CODE

LAST NAME

DENTAL HISTORY

1. Chief complaint: 5. Have you lost many teeth?          Yes          No
If Yes, Why?        Decay          Gum Disease          Other

2. Have you had regular check-ups?          Yes          No
6. Are you apprehensive about receiving dental treatment?        Yes        No

3. When was your last dental visit?
7. Any complications during previous dental treatments?        Yes        No

4. Do your gums bleed when brushing or flossing?          Yes          No Please briefly describe:

FIRST NAME LAST NAME

(NEXT PAGE)

Leslie J. Paris DDS, MSD, PC    Nicholas D. Shumaker DDS, MS, PLLC    Nicole R. Miller DDS

)

FIRST NAME

(

LAST NAME



MEDICAL HISTORY

 Referring Dentist:

Patient Name: Date of Birth: Age: E-mail Address:

Name of family Physician:  Telephone #: (      )

Physician Address:

Do you have, or have you had, any of the following? (Please Circle)

Do you use alcohol?       Yes       No     # Drinks/Week: _____  Do you use tobacco (or marijuana)?       Yes       No    Amount/Day: _____  x # Years: _____

 YES NO Do you have any disease, condition, or problem not listed above? (If YES, list:)

 YES NO Have you ever been hospitalized and/or had surgery? (If yes, please list most recent:)

   When: Why:

   When: Why:

 YES NO Are you under the care of a physician now? Explain:

 YES NO Are you taking medication, drugs, pills, vitamins or herbal supplements (if YES, list:)

 YES NO Are you allergic or sensitive to aspirin, penicillin, or any other drugs or medicine? Explain:

 YES NO Have you ever been treated for cancer with an I.V. drug like Zometa or Aredia?

 YES NO Have you ever taken a bisphosphonate medication for osteoporosis, such as Fosomax? If so, how long?           yrs           months

 YES NO If female, are you pregnant now? Delivery Date:                                                      Are you nursing?         Yes         No

 YES NO If female, are you Post Menopause?

 YES NO Have you been out of the United States in the past 6 months? Where?

I consent to treatment as necessary or desirable to care of  the patient first named above, for diagnosis of dental disease, deformity, or treatment of dental
emergency. In case of dental emergency, I consent to treatment, as deemed necessary by the doctor, understanding the procedures will be explained in
advance. I understand it is solely my responsibility to report any changes in the above information to this office. I consent to my x-rays and dental records
being sent to my general dentist and my general dentist sending x-rays and dental records to Dr. Paris, Dr. Shumaker and/or Dr. Miller for their use. 

Signed: Date:

FIRST NAME

Patient/Parent/Guardian Leslie J. Paris, D.D.S., M.S.D. / Nicholas D. Shumaker, D.D.S., M.S. / Nicole R. Miller, D.D.S.

LAST NAME

Heart disease

High blood pressure

Artificial heart valve

Stroke

Anticoagulant
or Blood thinner

Blood disease
or Bleeding disorder

Anemia
(Current/Chronic)

HIV or AIDS

Diabetes  A1C%_____

Stomach disease
Ulcers or Reflux

Lung disease

Asthma

Sleep Apnea

Liver disease
or Hepatitis (Type___)

Kidney Disease

Thyroid disease

Skin disease

Hysterectomy

Head injury
or Brain injury

Tumor or Cancer history

Chemotherapy

Radiation Therapy

Allergies (Seasonal or Foods)

Latex allergy or sensitivity

Sinus Problems

Canker or Cold sores

Facial or Oral trauma

Seizures or Epilepsy

Fainting

Bone disease
or osteoporosis

Arthritis

Joint Replacement

Mental Health Therapy

The following fields will pre-populate (from pg. 1) once this form is submitted, please skip: 
Referring Dentist, Patient Name, Date of Birth, Age and Email Address!



970-207-4061

COMMITMENT TO APPOINTMENT

Your name in our appointment book is a bond of trust. It represents a mutually understood agreement that you will 

we will not tolerate frequent cancellations or short notice cancellations (or a fee may be assessed). We certainly 
understand that, on occasion, circumstances do arise that prevent patients from keeping scheduled appointments. 
As a courtesy to our other patients, we kindly request three working days notice when rescheduling 

Failed/no show 
appointments or cancellations with less than three working days notice may be assessed a cancellation 
charge. Patients who are more than 10 minutes late for their appointment may be rescheduled.

COMMITMENT TO FINANCIAL POLICY

We are committed to providing you with the best possible care, and we are pleased to discuss our professional fees 

*Payment is due at the time of service. We may require pre-payment for some services.

*If insurance is involved, co-payment and any deductible are to be paid at the time services are rendered.

*Because every insurance plan is different, we do request full payment for initial/new patient exams on the date 
of service.

not a guarantee of payment. (We simply do not have the manpower to follow up on every 
insurance claim; and doing so would ultimately increase your dental costs.) HOWEVER, IF YOUR 
INSURANCE COMPANY DOES NOT PAY THEIR PORTION WITHIN 60 DAYS OF THE DATE OF 
SERVICE YOU MAY BE ASSESSED A FINANCE CHARGE, WHICH WILL BE YOUR FINANCIAL 
RESPONSIBILITY. IF YOUR INSURANCE COMPANY DOES NOT PAY THEIR PORTION WITHIN 
60 DAYS OF THE DATE OF SERVICE THE BALANCE IS DUE AND IS YOUR RESPONSIBILITY.

**We accept cash, check, MasterCard, Visa, Discover, American Express and Care Credit.

Dental insurance should be regarded as dental assistance. It is designed to help you pay some of the cost of dental 
treatment. Because there are so many dental insurance companies and programs, it is nearly impossible for us to 

insurance is meant to be a partial aid to defray professional fees. It is not designed to cover the entire cost of dental 
treatment.

Insurance is a contract between you and your insurance company. We are typically not a party to this contract. We 
courtesy to our patients. We are not required to become involved in disputes between you and 

your insurance company regarding deductibles, co-payments, covered charges, secondary insurance, or other 

has negotiated with the insurance carrier, and the amount of money that you choose to pay in premiums.

I understand that I am responsible for all costs of dental treatment regardless of what my insurance carrier 
may or may not pay.

Patient Date



Northern Colorado Periodontics
Leslie J. Paris, D.D.S., M.S.D., P.C.

Nicholas D. Shumaker, D.D.S., M.S., P.L.L.C.
Nicole R. Miller, D.D.S.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign this Acknowledgement**

I,  have reviewed a copy of this office’s Notice of 
Privacy Practices.

(Print patient name)

(Signature of patient or patient’s representative)

(Date)

I hearby authorize one or all of the designated parties below to request and receive the release of 
any protected health information regarding my treatment, payment or administrative operations 
related to treatment and payment. I understand that the identity of designed parties must be 
verified before the release of any information occurs.

Name: Relationship:

Name: Relationship:

Name: Relationship:   REFERRING DOCTOR(S)

I give my permission for the following:

Leave a message on my answering machine/voicemail: Yes No
Speak with any family member in my home about my care: Yes No
Speak with any family member calling our office concerning my care: Yes No

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:

 Individual refused to sign

 Communications barriers prohibited obtaining the acknowledgement

 An emergency situation prevented us from obtaining acknowledgement

 Other (please specify)

By completing this page you acknowledge you have reviewed/read
the following 4 pages (pages 5-8) outlining our Privacy Policies



HIPAA PRIVACY FORM 1

Notice Of Privacy
Practices

Purpose: This form, Notice of Privacy Practices, presents the information that federal law
requires us to give our patients regarding our privacy practices. {Note: this form may need 

laws.}

We must provide this Notice to each patient beginning no later than the date of our first
service delivery to the patient, including service delivered electronically, after April 14,
2003. We must make a good-faith attempt to obtain written acknowledgement of
receipt of the Notice from the patient. We must also have the Notice available at the
office for patients to request to take with them. We must post the Notice in our office in
a clear and prominent location where it is reasonable to expect any patients seeking
service from us to be able to read the Notice. Whenever the Notice is revised, we must
make the Notice available upon request on or after the effective date of the revision in a
manner consistent with the above instructions. Thereafter, we must distribute the
Notice to each new patient at the time of service delivery and to any person requesting
a Notice. We must also post the revised Notice in our office as discussed above.

© 2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party
requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).



Northern Colorado Periodontics
Leslie J. Paris, D.D.S., M.S.D., P.C.

Nicholas D. Shumaker, D.D.S., M.S., P.L.L.C.
Nicole R. Miller, D.D.S.

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.

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 01/01/03, 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. We reserve the right to make the changes in our privacy practices and the new terms of our 
Notice effective for all health information that we maintain, including health information we created or received before we 

the new Notice available 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.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing 
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. 

of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, 

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, 
you may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give 
us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures 
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose 
your health information for any reason except those described in this Notice.

To Your Family and Friends: 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, friend or other person to the extent necessary 
to help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care:
identifying or locating) a family member, your personal representative or another person responsible for your care, of your 
location, your general condition, or death. If you are present, then prior to use or disclosure of your health information, we 
will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or emergency 
circumstances, we will disclose health information based on a determination using our professional judgment disclosing 
only health information that is directly relevant to the person's involvement in your



healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, xrays,
or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without
your written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the
health or safety of others.

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 of protected health information of inmate or patient under certain
circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment

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

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 $14.00. 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.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your health information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last 6 years, but not before April 14, 2003. 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 these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our

Alternative Communication: You have the right to request that we communicate with you about your health
information by alternative means or to alternative locations. {You must make your request in writing.} Your
request must specify the alternative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Amendment:
writing, and it must explain why the information should be amended.) We may deny your request under certain
circumstances.

Electronic Notice:
receive this Notice in written form.



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 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 written complaint to 

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.

Fort Collins Office

Telephone: 970-207-4061   Fax: 970-207-0051

E-mail: office@nocoperio.com

Address: 4033 Boardwalk Drive  Suite 100, Fort Collins, CO 80525

Greeley Office

Telephone: 970-351-6166   Fax: 970-673-8732

E-mail: greeley@nocoperio.com

Address: 3400 W. 16th Street  Suite 5x, Greeley, CO 80634

©2002 American Dental Association
All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other party 
requires the prior written approval of the American Dental Association.

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).




