[image: image1.jpg]



Mark A. Broussard, DDS,     Stuart F. Taylor, DDS,     Lara H. Leonards, DDS
Family Dentistry

W E L C O M E

Thank you for selecting our DENTAL TEAM!  We will always offer you the most up to date care available.  To help us meet your dental needs, please fill out these forms for us.  Yes, we hate forms too, but this information is important.  Thank you for your cooperation.

	PATIENT  INFORMATION


Name____________________________ Soc. Sec. # _______________ Birth Date _______

Wish to be called __________________________ Male Female     

Address ___________________________________________________________________

City/State/Zip ______________________________________________________________

Home Phone _______________________________________________________________

Who will be paying for dental services? _________________________________________

Whom may we thank for referring you to our office? _______________________________

How long since last hygiene appointment?  _______________________________________

	PARENT OR GUARDIAN INFORMATION


Name ________________________________ Relation to patient ___________________

Birth Date ________ Drivers License # ____________ Social Sec. #_________________

Your Employer ______________________________ Occupation ___________________

Insurance Company Name __________________________ Date of coverage ___________

Name ________________________________ Relation to patient___________________

Birth Date _______ Drivers License # _____________ Social Sec. # _________________

Employed by ____________________________ Occupation _________________

Insurance company Name ___________________________________________________

Address _________________________________________________________________

City/State/Zip ____________________________________________________________

We are sorry we do not accept divorce decrees as assignments of responsibility for a child’s dental treatment.  The parent accompanying the child will pay for the services and seek reimbursement from the other parent.  I, the undersigned, agree to pay for the attorney fees and other costs of collections in the event it becomes necessary to use attorney services to secure payment for this account.

___________________________________

__________________________________________________

Date 





Signature of Parent or Guardian
	HOW CAN WE CONTACT YOU?


Home Phone __________________ Work Phone ______________________ Ext.______

Cellular Phone _________________ Email _____________________________________
Where do you prefer to receive calls? Home Work Cellular 

When is the best time to reach you? Time ____________ Days M T W Th F

Please list names and phone numbers of two people who will know how to reach you in case of an emergency.

Name: __________________________________ Phone Number ____________________

Name: __________________________________ Phone Number ____________________

MEDICAL CONCERNS

We understand that you are here for us to help you care for your teeth and gums.  Medications you are taking and health problems you may have could make a difference in how we treat your dental problems.  This information is very important.  Thank you in advance for your cooperation.  Indicate which of the following you have had or have at the present.

HEART PROBLEMS

Heart Disease / Attack

YES    NO

Heart Failure


YES    NO

Angina Pectoris


YES    NO

Congenital Heart Disease

YES
NO

Heart Murmur


YES
NO

High Blood Pressure

YES 
NO

Arteriosclerosis


YES 
NO

Mitral Valve Prolapse

YES
NO

Artificial Heart Valve

YES
NO

Heart Pacemaker


YES
NO

Heart Surgery


YES
NO

Rheumatic Fever


YES
NO

Stroke



YES
NO

BLOOD PROBLEMS

Blood Transfusion

YES
NO

Hemophilia


YES
NO

Anemia



YES
NO

Sickle Cell Disease

YES
NO

Bruise Easily


YES
NO

GASTROINTESTINAL

Ulcers



YES
NO

Diabetes



YES
NO

Thyroid Problems

YES
NO

Liver Disease


YES
NO

Yellow Jaundice


YES
NO

Hepatitis A (Infectious)

YES
NO

Hepatitis B (Serum)

YES
NO

MUSCLES / BONES

Arthritis



YES
NO

Rheumatism


YES
NO

Jaw Joint Pain


YES
NO

Cortisone Medication

YES
NO

Artificial Joints (hips, knee, etc.)
YES
NO

BREATHING PROBLEMS

Emphysema 


YES
NO

Chronic Cough


YES
NO

Tuberculosis


YES
NO

Asthma



YES
NO

Hay Fever


YES
NO

Allergies or Hives

YES
NO

Sinus Trouble


YES
NO

Sleep Breathing Disorder

YES
NO

GENERAL CONCERNS

Kidney Trouble


YES
NO

Venereal Disease


YES
NO

A.I.D.S



YES
NO

H.I.V. Positive


YES
NO

Epilepsy or Seizures

YES
NO

Fainting or Dizzy Spells

YES
NO

Psychiatric Treatment

YES
NO

Drug Dependence

YES
NO

Radiation Therapy

YES
NO

Chemotherapy


YES
NO

Glaucoma


YES
NO

Ever take Fen-Phen?

YES
NO

Physician’s Name ____________________________________________________________________________

Are you under a Physician’s care at this time
YES
NO
For what condition _________________________

Please list any medication you are now taking (including over the counter medications.) ____________________

___________________________________________________________________________________________

Have you ever had an allergic reaction to anything?
Penicillin   Codeine Latex   Other_____________

FOR FEMALES ONLY:

Are you pregnant? 
YES, what month? __________ 
NO
 Are you nursing? YES
 NO   

 Are you taking birth control pills?
YES
NO

I understand the above information is necessary to provide me with dental care in a safe and efficient manner.  I have answered all questions truthfully and to the best of my knowledge.

Patient _______________________________________________ Date ______________________________
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA), I have certain rights to privacy regarding my protected health information.  I understand that this information can and will be used to:

•
Conduct, plan and direct my treatment and follow-up among the multiple            healthcare providers who may be involved in that treatment directly and indirectly.

•
Obtain payment from third-party payers.

•
Conduct normal healthcare operations such as quality assessments and physician certifications.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization at any time at the address below to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or health care operations.  I also understand Acadiana Smiles is not required to agree to my requested restrictions, but if agreed upon then they are bound to abide by such restrictions.

I ________________________ authorize the release of information including diagnosis, records, claim information, and financials to the following:

NAME: ____________________________   PHONE NUMBER: _______________________

NAME: ___________________________    PHONE NUMBER: _______________________

NAME: ___________________________     PHONE NUMBER: _______________________

Patient Name ____________________________________________________________

Relationship to Patient _____________________________________________________

Signature _______________________________________________________________

       Date ________________________
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Mark A. Broussard, DDS,     Stuart F. Taylor, DDS,     Lara H. Leonards, DDS
NOTICE OF PRIVACY PRACTICES
                                 Your Health Information & Your Rights

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESS THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Effective Date: February 16, 2026

OUR RESPONSIBILITIES
We are required by law to:

•
Maintain the privacy of your protected health information (PHI)

•
Provide you with this Notice of Privacy Practices

•
Follow the terms of this notice

•
Notify you if a breach of unsecured PHI occurs

This notice remains in effect until replaced. Any significant changes will be posted in our office and available upon request

.

HOW WE MAY USE AND SHARE YOUR HEALTH INFORMATION
We may use or disclose your health information for the following purposes:

Treatment – To provide, coordinate, or manage your health care, including sharing information with specialists.

Payment – To bill and collect payment from you, your insurance company, or a third party.

Health Care Operations – For quality improvement, training, licensing, audits, and business operations.

People Involved in Your Care – With your permission, we may share information with family members, friends, or patient representatives involved in your care or payment.

Required or Allowed by Law, including:

•
Public health and safety activities

•
Reporting abuse, neglect, or domestic violence

•
Law enforcement and legal proceedings

•
Health oversight and government audits

•
Workers’ compensation claims

•
National security and military activities

•
Disaster relief efforts
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Mark A. Broussard, DDS,     Stuart F. Taylor, DDS,     Lara H. Leonards, DDS
Special Privacy Protections Apply
Certain records (mental health, substance use disorder treatment, HIV-related, and genetic information) are protected by additional federal and state laws. We comply with all applicable requirements.
USES THAT REQUIRE YOUR WRITTEN AUTHORIZATION
We will obtain your written permission before:

•
Sharing psychotherapy notes

•
Using information for marketing

•
Selling health information

•
Any other use not described in this notice

You may revoke an authorization in writing at any time.

YOUR RIGHTS

You have the right to:

•
Access your records (paper or electronic copies)

•
Request corrections to your health information

•
Request restrictions on certain uses or disclosures

•
Request confidential communications

•
Receive an accounting of certain disclosures

•
Be notified of a breach of unsecured PHI

•
Receive a paper copy of this notice at any time

QUESTIONS OR COMPLAINTS
If you have questions or concerns, or believe your privacy rights were violated, you may contact us or file a complaint with the U.S. Department of Health and Human Services.

You will not be retaliated against for filing a complaint.

PRIVACY OFFICIAL CONTACT INFORMATION

Name: ____________________________________________

Phone: __________________________
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Mark A. Broussard, DDS,     Stuart F. Taylor, DDS,     Lara H. Leonards, DDS
Office Guidelines

We would like to take this time to welcome you to our practice.  Listed below is a brief introduction to our policies that are important to our practice.  It will provide you with the expectations of our patients.

At Acadiana Smiles, LLP, we gladly accept Medicaid for new patients ages 18mo through 16 years.  In order for us to provide quality dental service in a timely and professional manner, we work by appointments only.  Our policy states that you will get a confirmation call/text before your scheduled appointment.  This call/text must be returned promptly in order for your appointment spot to be kept on our schedule.  We must speak with the parent or guardian for the appointment to be considered confirmed. If a message is left on a machine or with a family member, we must receive confirmation from the parent or guardian. If the number we have on file is disconnected, unreachable, or not accepting calls when the confirmation phone call is made 2 days prior to the appointment date or if this office does not receive a return phone call by the day before the appointment, the appointment will be forfeited.  This office will not reschedule the patient after two missed appointments.  We ask that you respect the appointment time given and do your best to arrive on time as we will do our best to see you as close to your appointment time as physically possible.  Thank you for your cooperation with these matters.  We look forward to providing your child with excellent dental care.

· Let the dentist know any reasons your treatment cannot be followed as soon as possible

· Be respectful of the dentist and their staff

· Be respectful of the rights of the other patients

· Follow the dentist’s rules and regulations about patient care and conduct while at the dental office

· Ask the dentist questions about the care you receive

· Understand your dental problems and work with the dentist to decide treatment goals

· Make good decisions about your dental health and avoid things that can damage it

· Report unexpected changes in your dental condition to your dentist

· Due to limited space in our office, please only bring the patient and one parent/guardian to the appointment

· Keep all appointments and arrive on time.  If you are unable to do so for any reason, call the dentist office as soon as you can

Patient 

Guardian Signature







Date

