
Marcia L. Valente, D.M.D., P.C.
467 Main Street 

Post Office Box 250 
Oxford, Massachusetts 01540

PATIENT INTRODUCTION
Please Print Patient Information Date

Name: 1 Prefer to be called:
Address: City: State: Zip
Phone ( ) Work Phone ( 1 Cell Phone ( )
The best time to contact me is: n A.M. n P.M. on my [H Home phone □ Work phone HI Cell phone
Date of Birth: M or F Social Security Number:
Check Appropriate Box: □ Minor □ Single □ Married □ Widowed □ Separated ^ Divorced
If Student, Name of School City/State 1 1 FT riPT
Spouse or Parent's Name: Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Email Address

Section II
Relationship to Patient: □ Self 
Name:

Responsible Party
Spouse □ Parent □ Other

Cell Phone:(____)
Address:
City: State: Zip: Phone: ( }
Employer Work Phone ( ) SSN#

Section III Insurance Information
Name of Insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Insurance Company Grp# ID#
Ins Co. Address: Ins Co. Phone:

DO YOU HAVE ANY ADDITIONAL INSURANCE? QYes □ No IF YES, COMPLETE THE FOLLOWING ------------
Name of Insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Insurance Company: Grp # ID#
Ins Co. Address: Ins Co. Phone:

Assignment of benefits: I hereby authorize payment directly to physician of benefits due 
me for his services as described above. I understand I am financially responsible for
charges not covered by this authorization._________________________________________

Date Signature

Release of information: I hereby authorize the physician and / supplier to release any
information required to process this claim form._____________________________________

Date Signature

See other side



HEALTH HISTORY

Date
Name

What was this exam for?_
Date of last health care exam:------------ :-----------—
Have you been hospitalized m the last 5 years? (Please circle)

If yes, reason:

Ho Yes

who are currently providing you care:

concerning your health.

St. fohn’s Wart or Kava-Kava? ------ No YesJ— * Am « Actonel* Boniva®)? If
awe you 
go when did the treatment

Please list any dietary or
1.
3.
5.



'Women: Are you pregnant?
If no, are you planning a pregnancy in the near future?
Are you a nursing mother?
Are you taking birth control pills?

AbnormalBlood Pressure? (Please circle)
Have you ever received a diagnosis of “high blood pressure”?
What is your normal blood pressure? S /D Today:

Are you allergic or have you had a reaction to.
a. Local anesthetics..........................................................................................
b. Penicillin or other antibiotics.....................................................................
c. Aspirin, Ibuprofen or Tylenol....................................................................
d. Codeine, Valium® or other sedatives................................................. .......
e. Latex or Metals
£ Other (please specify)_________________ ______________________

No Yes
No Yes
No Yes
No Yes

No Yes

/

No Yes
No Yes
No Yes
No Yes

Do vou use tobacco? Ifyes, circle type: smoke chew How much per day? For how long/------ No Yes

Do you ’“rant tn qi'h 11 sin p tobacco? ------- —----------------- ------- No Yes

Do YOU consume alcohol? Ifves, approximately how many alcoholic beverages per week/-----------------_ No Yes

Do vou use any mood altering drugs other than those previously listed.-------------- _— ---------—-------- — No Yes

Weight and Lhet consmera 
Meals per Day

aons
Dietary Restrictions Food Allergies

Sugar in your diet (circle one): none slight moderate high —---------------—--------------

DOCTOR’S USE ONLY
Comments rat patient interview concerning medical history:

gjgntfifant findings from questionnaire or oral interview:

Dental management considerations:

1 understand the above information is necessary to provide me with dental care in a scfe and efficient manner. / have 
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to ask 
the respective health care provider or agency, who may release such information to you. I will notify the doctor of change in 
my health and medication.

Patient (Print Name) Patient Signature Date

Doctor (Print Name) Doctor Signature Date



Marcia L. Valente, D.M.D., P.C.
Patient Name

Informed Consent for General Dental Procedures

You, the patient, have the right to accept or reject dental treatment recommended by your dentist. Prior to consenting to 
treatment, you should carefully consider the anticipated benefits and commonly known risks of the recommended 
procedure, alternative treatments, or the option of no treatment.

Do not consent to treatment unless and until you discuss potential benefits, risks, and complications with your dentist and 
all of your questions are answered. By consenting to the treatment, you are acknowledging your willingness to accept 
known risks and complications, no matter how slight the probability of occurrence.

It is very important that you provide your dentist with accurate information before, during, and after treatment. It is 
equally important that you follow your dentist’s advice and recommendations regarding medication, pre and post 
treatment instructions, referrals to other dentists or specialists, and return for scheduled appointments. If you fail to 
follow the advice of your dentist, you may increase the chances of a poor outcome.

Please read and initial the items below and sign at the bottom of the form.

Treatment to be provided

I understand that during my course of treatment that the following care may be provided:

Examinations Preventive Services Restorations

Crowns/Bridges/V eneers Endodontics Other *Patient Initials

Drugs and Medications

I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling 
of tissues; pain, itching, vomiting and/or anaphylactic shock (severe allergic reaction). *Patient Initials______

Changes in Treatment Plan

I understand that during treatment it may be necessary to change or add procedures because of conditions found while 
working on the teeth that were not discovered during examination, the most common being root canal therapy following 
routine restorative procedures. I give my permission to the dentist to make any/all changes and additions as necessary.
*Patient Initials_______

I give permission to the dental office to bill my dental insurance provider for the treatment provided, if applicable.
*Patient Initials

*Patient Signature Date



MARCIA L. VALENTE, D.M.D., P.C,

... NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED ANO 

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 A
We are required oy applicaoie federal ana stale law to maintain me privacy of your health information, yyg gi^g 
required to give you tills Notice eoou: our privacy practices, our legal duties, and your rights concerning your health 
information. We must follow tne privacy practices mat are described in this Notice while it is in effect. This Notice 
takes effect 04/14/03 8„a 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 ngnt to make tne changes in our privacy practices anti the 
new terms of our Notice effective for ai! health information that we maintain, including neaitn information we creat 
ed or received before we mode the changes. Before we make a significant cnange m our privacy practices, we win 
cnange this Notice and make si* new Notice availaa* upon request.

Vdu may request s copy of Our Notice at any time. For more information aocut our privacy practices, or for addition­
al copies c> tms Notice, please contact us using me information listed as me end of this Notice.

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

1 reatmem: We may use or disclose your health information to a physician or other healthcare provider pro­
viding treatment to you

Payment: We may use and disclose ycur health information >0 obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare oper­
ations. Healthcare operations include quality assessment and improvement activities reviewing the competence or 
qualifications of healtneere professionals, evaluating practitioner and provider performance, conducting training 
programs, accreditation, certification, licensing or crectentieiing activities.

Your Authorization: in addition u> cv.r use of you; nealm information for treatment, payment or healthcare opera­
tions. you may give us written authorRation to use your health information or to disclose it to anyone for any pur­
pose. If you give us an au!ncnzaiioa you may revoke it in writing at any time. Your revocation will r.c* affect any use 
or disclosures permitted cy ycur authorization wniie 1! was In effect. Unless you give us a written authorization, we 
cannot use or disclose your neaitn information for any reason except those described in this Notice. .

To Your Family and Friends: We must disclose vein health information to you. as described in tne 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 nelp with your health cere or with payment for your healthcare, but only if you agree thee 
we may do so.

Persons Involved In Caro: We may use or disclose neaitn information to notify, or assist in tne notification of 
(including icJentiiymgor Iccah 'oj a family member, ycur personal representative or another person responsible for 
your care, of your location, yet general condition, or death. if you are present, tnefc prior to use or disclosure of ycur 
health information, we wii! provide you wiin an opportunity to object to such uses or disclosures. In tne event of your 
incapacity or emergency circumstances, we will disclose health information based on 3 determination using our 
professional judgment disclosing cniy health information that is directly relevant to the person's involvement in your 
neattneare. We win also use out proiessionaljuogmant ana our experience with common practice to make reason­
able inferences of your oast interest m allowing a person to pick up lined Prescriptions, medical supplies, x-rays, or 
other similar forms’of health imormattcn.

Marketing Health-Related Services: We wilt no: use your neaitf. information for marketing communications 
without your written auntortzstion

Required by Law; We may i.*s« or disclose ycur heaKri information when we are required to do so by law.

Abuse or Neglect: We nicy disclose your heaim information to appropriate authorities if we reasonably believe that 
you are a possible victim cf aoc.se. neglect, or domestic violence or t?ia possible victim of otner crimes. We may dis­
close ycur health informa'ion ic tne extent necessary >.0 avert a serious threat to your nealm or safety or the health 
or safety of others.



National Security: We ma^sciose to rviilitary authorities me health information of Armed Forces personnel under 
cenain circumstances. We may disclose to authorized federal officials nsaitn information required for lawful intelli­
gence. 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 circum­
stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment 
reminders {such as voicemail messages, postcards. or letters)

PATIENT RIGHTS
Access: You nave the right to look at 01 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 0y using tne contact Information listed at the end of this Notice. We will charge you 
a reasonable cost-cased fee for expenses sucn as copies and staff time. You may also request access by sending us 
a letter to the address at me end of this Notice, if you request copies, we will charge you $0.20 for each page.

per nour for staff time to locate and copy ypur health information, and postage if you want the copies mailed 
to you. If you request an alternative format, we will charge a cost-cased fee for providing your health information in 
mat 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 tne end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You nave tne right to receive a list of instances in wnich we or our business associates 
disclosed your health information for purposes, other man treatment, payment, neaitncare operations and cenain 
other a cavities, for me last 6 years. Out no: Defora April 14. 2003. If you request mis accounting more than once in a 
12-montn period, we may charge you a reasonable. cost-cased fee for responding to these additional requests.

Restriction: You have tne 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, due if we do. we wilt aside oy our 
agreement {except in an emergency)

Alternative Communication: You have tne ngm to request that we communicate with you about your health infor­
mation Oy alternative means or to aiteruativa locations. {You must matte your request in writing.) Your request must 
specify the alternative means or location, and provide satisfactory explanation now payments will du handled under 
the alternative means or location vou request.

Amendment: Vou nave the right to reQuest tfwz we amend your health information, (your request must Os in writing, 
and it must explain vvny me information should oe amended.) We may ejeny your request under cenain circumstances.

Electronic Notice: if you receive mis Nonce on our Weo site or oy electronic moil (e-mail), you are entitled to 
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 mat we may nave 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 tne use or disclosure of 
your health information or to have us communicate witn you ay alternative means or at alternative locations, you 
may complain to us using me contact information fisted at tne end of this Notice. You also may suomit a written 
complaint to tne U.S. Department of Health and Human Services. We wilt provide you with tne address to fils your 
complaint with me U.S. Department of Health and Human Services upon request.

We support your ngnt to the privacy of yOur nealtn information. We will not retaliate in any way if^ou choose to file 
a complaint with us or with tne U.S. Ospartmara of Health anti Human Services.

Contact Officar- Marcia L Vaiente. D.M.D.________________ _______ _ ______ _

Telephone: (508) 987-8125 ___;8X. (508) 987-2187______ __ _

£*maii;__ . __________________________

Aoo'ess Post Office Box 250 Oxford, Massachusetts 01540

>'• 2002 Ajmcftcan 0ei'*a* A^.ncutvc.»

Ah Reserved

fi&qXOCJuClkx'i &X3 u$£ Q» Uus fCfm Qy UYDir is ppfrrwutxj, Asxy <x!ier uSc. »Of OfetfiOutioitof U& farivi Oy »xyCUXX party requires* tfic prior
written approval d the American Ooual As&eda^v v

This Form is educational only eo** not coostiuae legal advice. covers only t'ecfarat. not state, taw (August 14, 2W2).



Marcia L. Valenle, D.M.D., P.C.

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

*>

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

Please Print Name

Signature

Dare

 Far Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but 
acknowledgement could not be obtained because:

D Individual refused to sign

□ Communications barriers prohibited obtaining the acknowledgement

□ An emergency situation prevented us from obtaining acknowledgement

□ Other (Please Specify)

^ ArrxxicaT As££x?aUon 
AH fSgnts Reserved

Tim Form is SdueaSrm* only. ones not eonartuta legal Mvica. ana tan only federat not sMa. Is* (August 14.2002).



COVID-19 Consent for Dental Treatment

You are receiving dental care during the events of a COVID-19 National Emergency. Please be 
advised that there may be risks in being in proximity of dentists, patients or staff. We are 
taking precautions to limit the spread of disease, yet there is still a possibility of transmission.

I have read and understand the risks of seeking and receiving dental care at this time and hold 
harmless Dr. Valente, her staff and the corporation of Marcia L. Valente, DMD,PC for any 
infection or health issues I might develop as a result of my presence at the office of Dr. Valente 
or as a result of my treatment in said office.

Signed

Date


