
Richard J. Healy D.D.S. Inc. 
2151 S. College Dr. Suite 201 

Santa Maria, Ca 93454 
805-928-3928 

FINANCIAL POLICY 

We strive to deliver the finest and most comprehensive healthcare available today. If you have 
dental insurance, we will gladly process your claim as a courtesy. Your estimated portion is due 
at the time services are rendered. A 1% finance charge will be added to all accounts carrying a 
balance of 6o days or greater. 

We are dedicated to making top-quality care as cost-effective as possible. To assist you with your 
healthcare investment, we provide the following payment options: 

Payment Method 

Cash or Check 
Many of our patients take advantage of our 5% prepayment courtesy discount for treatment over 
$1000. 
Visa, Mastercard, Discover, and American Express 3% prepayment courtesy discount for 
over $i000. 

Scheduled Appointments 

Our practice is dedicated to quality care and exceptional service. 
Your appointment time is reserved especially for you. Any change in the schedule 
affects many people. If you are running late, please give us a call. 

Thank you for selecting us to serve your dental needs. 

Sincerely, 
Ashley Nelson 
Business Coordinator 



RICHARD J. HEALY D.D.S. INC 
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 1-1-00, and will remain in 
effect until we replace it. 

We reserve the right to change our policy practices and the term of this Notice at any time, provided such changes are permitted by 
applicable law. We reserve the right to make changes in our privacy practices and the new terms of our Notice effective for all 
health information that we maintain, including health information that we created or received before we made changes. Before we 
make a significant change in our privacy, we will change this Notice and make this 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 DISCLOSURE 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 for 
you. 

PAYMENT: We may use or disclose your health information to obtain payment for service we provide to you. 

HEALTHCARE OPERATIONS: We may use and disclose your health information in connection with our healthcare operations. 
Health care operations include quality assessment and improvement activities, reviewing that competence or qualifications of 
healthcare professionals, evaluating practitioners and provider and provider performance, conducting training programs, 
accreditation, certification, licensing or credential* activities. 

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 disclosure 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: We may use or disclose heath information to notify, or assist in the notification of (including 
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 of disclosures. In the event of your incapacity or emergency circumstance, 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, x-rays, 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 by law. 

NATIONAL SECURITY: We may disclose to the military authorities the health information of Armed Forces personnel under 
certain circumstances. We may disclose to authorize federal officials health information required for lawful intelligence, 
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement officials 
having lawful custody of protected health information of inmate or patient under certain circumstances. 



APPOINTMENT REMINDER: 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 have the right to look at or get copies of your health iuformation, 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 iuformation. You may obtain a form to request access by using the 
contact information listed at the end of this Notice. You may also request access by sending us a letter to the address at the end of 
the Notice. If you request copies, we will charge you $ 0.50 for each page, $ 15.00 per hour for staff time to locate and copy your 
health information, postage if you want the copies mailed to you. If you request an alternate 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 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). 

DISLOSURE ACCOUNTING: You have the right to receive a list of instances in which we or our business associates disclose 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 agreement (except in an 
emergency). 

ALTERNATIVE COMMUNICTION: You have the right to request that we communicate with you about your health by alternative 
means of 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 
request. 

AMENDMENT: You have the right to request that we amend your health information. (Your request must be in writing, and it must 
explain why the information should be amended.) We may deny your request under certain circumstances. 

ELECTRONIC NOTICE: If you receive this Notice on our Web site by electronic (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 any 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 the access to 
your health information or in the response to a request that you made to amend or restrict the use of your health information or to 
have us communicate with you by alternative means or at alternative location, 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. We will provide you with the address to file your complaint with 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. 

Acknowledgement of Receipt of Notice of Privacy Practices. 

Patient Signature 	 Date 	  



Invitation Information 

May we thank someone for inviting you? 	 Or did you find us on your own? 

Family member 	 ❑ Our Web Page 

Coworker 	 ❑ Church bulletin 

Friend 	 111 Facebook 

Doctor 	 ❑ Other 	  

Richard J. Healy D.D.S. Inc. 

PATIENT INFORMATION 
(Confidential) 

Patient Information (confidential) 

Patient Name: 	 Preferred Name: 	  

Address 	 City: 	 State: 	Zip: 	  

Home phone 	 Work phone 	 ext 	Cell 	  

Birth Date: 

 

Social Security Number:  	Email: 	  

  

Would you like to receive email correspondence from our office? ❑ Yes ❑No 

Would you like us to send you text messages confirming appointments? CI Yes ❑ No 

Please review each of the following regarding electronic communications. 

1. All electronic communications from our practice will be encrypted. 
2. You are responsible for providing the dental practice of any updates to your email address. 
3. You are able to receive information electronically and store it securely away from any public computer. 
4. You may withdraw your consent to electronic communication by calling our office at 805-928-3928. 

Responsible party (if other than patient) 

Name: 	  

Address 	 City: 	 State: 	Zip: 	  

Home phone 	 Work phone 	 ext 	Cell 	  

Birth Date: 

 

Social Security Number:  	Email: 	  

  



Richard J Healy D.D.S. Inc 
2151 S. College Dr. Suite 201 

Santa Maria, Ca 93454 
805-928-3928 

CONSENT FOR SERVICE 

I voluntarily and knowingly request and consent to the services, treatments and/or procedures recommended by the dentist and to all 
diagnostic methods deemed appropriate by the dentist which may include, but not be limited to, x-rays, study models, imagery and 
other aids. I authorize the dentist to perform all such services, treatments and/or procedures and in utilizing such diagnostic 
methods. 

I understand that the practice of dentistry is not an exact science and I acknowledge that no guarantees have been made to me 
concerning the results of the services, treatments, procedures and/or diagnostic methods that have been recommended. I also 
understand that the use of anesthesia carries with it significant risks that have been explained to me. 

I understand and acknowledge that I am fully and completely responsible for the payment of all costs associated with the services, 
treatments, procedures and/or diagnostic methods performed and utilized by the dentist and others. I acknowledge that any 
insurance coverage or managed care benefit that I may have is based on a contract between my insurance company or managed care 
company and me, my spouse and/or my employer. The dentist is not a party to this contract and the services, treatments, procedures 
and/or diagnostic methods are provided to me. Therefore, I acknowledge that I am fully responsible for the payment of all sums 
owed to the dentist for the services, treatments, procedures and/or diagnostic methods provided to me. As a courtesy to me, the 
dental office will bill my insurance company or managed care company and I acknowledge that I will remain liable for any and all 
amounts not paid by the insurance company or managed care company for any reason (including but not limited to the insurance 
company or managed care company declining coverage after initially approving it) or if the insurance company or managed care 
company fails for any reason to reimburse the dentist within 30 days after being billed by the dentist. I acknowledge that it is my 
responsibility to provide the dentist with my current insurance or managed care information and any changes thereto. 

All returned checks will be subject to a $35.00 returned check fee. Any account balance that remain unpaid for 90 days from the 
date of service shall accrue interest at the rate of 1% per year and may be referred to a collection company or attorney. In the event 
that this occurs, I understand that I will be liable for the collection costs of $35.00 Further, in the event any unpaid account balance 
is referred to an attorney for collection, I agree also to be responsible for all costs and a reasonable attorney's fees incurred in the 
connection there within. 

I consent to the dentist's use and disclosure of my health information to my insurance company or managed care company and any 
agent thereof. I hereby assign to the dentist all of the insurance and managed care benefits due to me for the services, treatments, 
procedures and/or diagnostic methods provided to me and I authorize my insurance company and/or managed care company to 
make payment directly to the dentist for the costs associated there within. 

I further consent to be contacted by the dentist, any agent of the dental office, or any collection agency (or agent thereof) or attorney 
to whom an unpaid account balance has been assigned or referred by mail at any address that I provide to the dental office and/or 
facsimile, email or phone number (whether a cell phone or a landline) at any facsimile number, email address or phone number 
(whether a cell phone or landline) that I provide to the dental office or any agent of the dental office. 

Date: 	 Relationship to patient: 	  
Signature of patient, parent or guardian 



Richard J Healy D.D.S. Inc 
2151 S. College Dr. Suite 201 

Santa Maria, Ca 93454 
805-928-3928 

PRIMARY INSURANCE INFORMATION 

Name of Insurance: 	 Phone #: 	  

Policy Holder: 	 is policy holder a patient? ❑ Yes ❑ No 

Date of Birth: 	 SS# 	  

Employer: 	  

Group# 	 ID#: 	  

Patient's relationship to policy holder: 0 Self 0 Spouse 0 Child ❑ Other: 	  

SECONDARY INSURANCE INFORMATION 

Name of Insurance: 	 Phone #: 	  

Policy Holder: 	 is policy holder a patient? ❑ Yes ❑ No 

Date of Birth: 	 SS# 	  

Employer: 	  

Group# 	 ID#: 	  

Patient's relationship to policy holder: ❑ Self ❑ Spouse ❑ Child ❑ Other: 	  

Please read and sign for insurance purposes. I authorize the release of information and understand that I am responsible 
for all costs of dental treatment. I hereby authorize payment to the above named dentist. 

Date: 	  
Signature of patient, parent or guardian 



Time 2:46 PM 
	

Dr. Richard Healy 
	

Date 2/5/2020 

Medical History 
Patient Name: 
	

Birth Date: 
	

Data Created: 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be 
taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions. 

Are you under a physician's care now? 
Ores ON0 

 Yes 0 N0 

0 Yes  0 N0 

0 Yes 0 No 

Yes 0 N0  

0 Yes 0 rio 

Yes 0 N0 

Ores ONG 

O res Otto 

❑ Nursing? 

If yes 

If yes 

    

     

Have you ever been hospitalized or had a major operation? 

    

Have you ever had a serious head or neck injury? 

Are you taking any medications, pills, or drugs? 

Do you take, or have you taken, Phen-Fen or Redux ? 

Have you ever taken Fosamax, Boniva, Actonel or any other 
medications containing bisphosphonates? 

Are you on a special diet? 

Do you use tobacco, cannabis or vape? 

Do you use controlled substances? 

If yes 

   

— 

If yes 

- 

If yes I r 

If yes L 

  

  

  

  

If yes 

   

Women: Are you... 

❑ Pregnant/Trying to get pregnant? 

   

El Taking oral contraceptives? 

 

Are you allergic to any of the foilowing? 

❑ Aspirin 
	

❑ Penicilin 
	

❑ Codeine 
	

❑ Acrylic 

❑ Metal 
	

❑ Latex 
	

[..] Sulfa Drugs 
	

❑ Local Anesthetics 

Other? 
	

If yes 

Do you have, or have you had, any of the following? 

AIDStrtIV Positive Ores 0 NG Cortisone Medicine Yes 0 NG Hemophilia Yes QNo Radiation Treatrnents Yes 0 NG 

Alzheimer's Disease Ores 0 NG Diabetes Yes QNo Hepatitis A Ores 	No Recent Weight Loss Yes QNo 

Anaphylaxis Ores 0 N0  Drug Addiction Yes 0  Na Hepatitis B or C Yes QNo Renal Dialysis Yes Q No 

Anemia Ores QNo Easily Winded Yes 0  Na Herpes O res QNo Rheumatic Fever yes ONG 

Angina Ores QNo Emphysema Yes 0 rio High Blood Pressure Yes QNo Rheumatism Ores Otto 

Artfyitis/Gout Ores Otto Epilepsy or Seizures Yes 0 NG High Cholesterol 0 res 	No Scarlet Fever res 0 N0  

Artificial Heart Valve Ores QNo Excessive Bleeding Yes 0  Na Hives or Rash Yes QNo Shingles Ores Otto 

Artificial Joint Ores 0 No Excessive Thkst Yes 0 NG Hypoglycemia Yes QNo Sickle Cell Disease Ores Otto 

Asthma Ores QNo Fainting Spells/Dizziness Yes 0 NG Irregular Heartbeat Yes QNo Sinus Trouble O res Otto 

Blood Disease Ores QNo Frequent Cough O res Otto Kidney Problems Yes 0 No Spina Bifida Ores 0 N0  

Blood Transfusion Ores Otto Frequent Diarrhea Ores Otto Leukemia O Yes 0 No Stomach/Intestinal Disease O res QNo 

Breathing Problems Yes QNo Frequent Headaches Ores ONG Liver Disease 0 Yes O No Stroke Ores 0 N0  

Bruise Easiv O res 0 No Genital Herpes Ores Otto Low Blood Pressure Yes 0 NG Swelling of Limbs Ores 0 No 

Ores 0 N0  Glaucoma Ores ONG Lung Disease Yes 	No Thyroid Disease Ores 0 NG Cancer 

Chemotherapy Ores QNo Hay Fever Ores 0 NG Mrtral Valve Prolapse Yes 0 NG Tonsillitis Ores 0 NG 

Chest Pains Ores 0 N0  Heart Attadc/Failure Ores 0 NG Osteoporosis O res 0N0 Tuberculosis Ores 0 NG 

Cold Sores/Fever Blisters Ores 0 No Heart Murmur Ores 0 NG Pain in Jaw Joints Yes 0 N0  Tumors or Growths Ores 0 NG 

Congenital Heart Disorder Ores QNo Heart Pacemaker Yes 0 No Parathyroid Disease Yes QNo Ulcers Ores 0 NG 

Convulsions Ores 0 NG Heart Trouble/Disease Ores 0 N0  Psychiatric Care O Yes QNo Venereal Disease Yes 0  Na 

Yellow Jaundice Ores 0 NG 

Have you ever had any serious illness not listed above? 0 Yes 0 N0  If yes 

  

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient's) health. It is my 
responsibility to inform the dental office of any changes in medical status. 

Signature of Patient, Parent or Guardian: 

Date: 	  



Richard J. Healy D.D.S. Inc 

DENTAL HISTORY 
(Confidential) 

What is the reason for your visit today? 	  

Date of last dental visit 	 Last Dental Cleaning 	 Last Full Mouth X- rays 

What was done at your last dental visit? 	  

Previous Dentist's Name 	  

Address 	 Phone # 	  

How often do you have dental examinations? 	  

How many times a day do you brush your teeth? 	 How often do you floss? 	  

Do you use any other dental aids? (tooth picks, etc.) 	  

Do you have any dental problems now? 	If yes, please describe: 	  

Have you ever had: 

❑ Orthodontic Treatment 
	

❑ Oral Surgery 	❑ Periodontal Treatment 

❑ OcclusaV Mouth Guard 	❑ Serious Injury to Mouth or Head 

If so please describe, including cause: 	  

Are you satisfied with your smile? 	Do you have concerns about your long term oral health? 	 

Additional Comments: 
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