Houston Oral Healthcare Specialists

Lewis C Cummings DDS MS

Periodontics Dental Implants Oral Health Education

Personal Information

Patient Name
Mr/Mrs/Ms

Address

City State Zip Code

Place of Employment Occupation

Home Number Cell Number

Date of Birth Email

Preferred Pharmacy Cross Street

Social Security Number (for insurance and reimbursement purposes only)

Emergency Contact (name & number)

Name of Parent or Guardian

Patient Acknowledgment for receipt of Notice of Privacy Practices consent/limited Authorizations and Release form.
You make refuse to sign this acknowledgement and authorization. In refusing, we may not be allowed to process your insurance claims.

Date

The patient signing acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare facility. A copy
of this signed, dated document shall be effective as the original. My signature will also serve as a PHI document release should | request
treatment of radiographs to be sent to other attending doctor(s)/facilities in the future.

Print Patient Name

Patient Signature

Please list any other parties who are actively involved in your health care and who can have access to your health
information.

Name Relationship
Name of General Dentist/Referring

Dentist

This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule,
provide you this information with your acknowledgement and consent.
|

1110 Kingwood Drive Ste 105, Kingwood TX 77339 832.777.0038 www.hohcs.com
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