James H Eaker DDS PA
Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you
can get access to this information. Please review it carefully.
If you have any questions about this Notice please contact the Privacy Officer.
tarheelsmiles@gmail.com
Effective Date: April 14, 2003

Revised: May 22, 2016

We are committed to protect the privacy of your personal health information (PHI).
This Notice of Privacy Practices (Notice) describes how we may use within our practice or network and
disclose (share outside of our practice or network) your PHI to carry out treatment, payment or health care
operations. We may also share your information for other purposes that are permitted or required by law.
This Notice also describes your rights to access and control your PHI.
We are required by law to maintain the privacy of your PHI. We will follow the terms outlined in this
Notice.
We may change our Notice, at any time. Any changes will apply to all PHI. Upon your request, we will
provide you with any revised Notice by:
•
•
•

Posting the new Notice in our office.
If requested, making copies of the new Notice available in our office or by mail.
Posting the revised Notice on our website: (www.tarheelsmiles.com).

Uses and Disclosures of Protected Health Information
We may use or disclose (share) your PHI to provide health care treatment for you.
Your PHI may be used and disclosed by your dentists, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care
services to you.
EXAMPLE: Your PHI may be provided to a dentist or specialist to whom you have been referred
for evaluation to ensure that the practitioner has the necessary information to diagnose or treat
you. We may also share your PHI from time-to-time to another dentist or health care provider
(e.g., a specialist or laboratory) who, at the request of your dentist, becomes involved in your care
by providing assistance with your health care diagnosis or treatment to your dentist.
We may also share your PHI with people outside of our practice that may provide medical care
for you such as home health agencies.
We may use and disclose your PHI to obtain payment for services. We may provide your PHI to
others in order to bill or collect payment for services. There may be services for which we share
information with your health plan to determine if the service will be paid for.
PHI may be shared with the following:
•

Billing companies

•
•
•

Insurance companies, health plans
Government agencies in order to assist with qualification of benefits
Collection agencies

EXAMPLE: You are seen at our practice for a procedure. We will need to provide a listing of services
such as x-rays to your insurance company so that we can get paid for the procedure. We may at times
contact your health care plan to receive approval PRIOR to performing certain procedures to ensure
the services will be paid for. This will require sharing of your PHI.
We may use or disclose, as-needed, your PHI in order to support the business activities of this
practice which are called health care operations.
EXAMPLES:
•
•
•

Training students, other health care providers, or ancillary staff such as billing personnel to
help them learn or improve their skills.
Quality improvement processes which look at delivery of health care and for improvement in
processes which will provide safer, more effective care for you.
Use of information to assist in resolving problems or complaints within the practice.

We may use and disclosure your PHI in other situations without your permission:
•
•

•

•
•
•
•

•
•
•

If required by law: The use or disclosure will be made in compliance with the law and will be
limited to the relevant requirements of the law. For example, we may be required to report
gunshot wounds or suspected abuse or neglect.
Public health activities: The disclosure will be made for the purpose of controlling disease,
injury or disability and only to public health authorities permitted by law to collect or receive
information. We may also notify individuals who may have been exposed to a disease or may
be at risk of contracting or spreading a disease or condition.
Health oversight agencies: We may disclose protected health information to a health oversight
agency for activities authorized by law, such as audits, investigations, and inspections.
Oversight agencies seeking this information include government agencies that oversee the
health care system, government benefit programs, other government regulatory programs and
civil rights laws.
Legal proceedings: To assist in any legal proceeding or in response to a court order, in certain
conditions in response to a subpoena, or other lawful process.
Police or other law enforcement purposes: The release of PHI will meet all applicable legal
requirements for release.
Coroners, funeral directors: We may disclose protected health information to a coroner or
medical examiner for identification purposes, determining cause of death or for the coroner or
medical examiner to perform other duties authorized by law
Medical research: We may disclose your protected health information to researchers when
their research has been approved by an institutional review board that has reviewed the
research proposal and established protocols to ensure the privacy of your protected health
information.
Special government purposes: Information may be shared for national security purposes, or if
you are a member of the military, to the military under limited circumstances.
Correctional institutions: Information may be shared if you are an inmate or under custody of
law which is necessary for your health or the health and safety of other individuals.
Workers’ Compensation: Your protected health information may be disclosed by us as
authorized to comply with workers’ compensation laws and other similar legally-established
programs.

Other uses and disclosures of your health information.

Business Associates: Some services are provided through the use of contracted entities called
“business associates”. We will always release only the minimum amount of PHI necessary so that
the business associate can perform the identified services. We require the business associate(s) to
appropriately safeguard your information. Examples of business associates include billing
companies or transcription services.
Health Information Exchange: We may make your health information available electronically to
other healthcare providers outside of our facility who are involved in your care.
Treatment alternatives: We may provide you notice of treatment options or other health related
services that may improve your overall health.
Appointment reminders: We may contact you as a reminder about upcoming appointments or
treatment.
We may use or disclose your PHI in the following situations UNLESS you object.
•

•
•

We may share your information with friends or family members, or other persons directly
identified by you at the level they are involved in your care or payment of services. If you are
not present or able to agree/object, the healthcare provider using professional judgment will
determine if it is in your best interest to share the information. For example, we may discuss
post procedure instructions with the person who drove you to the facility unless you tell us
specifically not to share the information.
We may use or disclose protected health information to notify or assist in notifying a family
member, personal representative or any other person that is responsible for your care of your
location, general condition or death.
We may use or disclose your protected health information to an authorized public or private
entity to assist in disaster relief efforts.

The following uses and disclosures of PHI require your written authorization:
•
•

Marketing
Disclosures of for any purposes which require the sale of your information

All other uses and disclosures not recorded in this Notice will require a written authorization from you or
your personal representative.
Written authorization simply explains how you want your information used and disclosed. Your written
authorization may be revoked at any time, in writing. Except to the extent that your doctor or this practice
has used or released information based on the direction provided in the authorization, no further use or
disclosure will occur.
Your Privacy Rights
You have certain rights related to your protected health information. All requests to exercise your rights
must be made in writing. Please request a form from our front desk or submit your request to the Privacy
Officer by email at top of document.
You have the right to see and obtain a copy of your protected health information.
This means you may inspect and obtain a copy of protected health information about you that is
contained in a designated record set for as long as we maintain the protected health information.
If requested we will provide you a copy of your records in an electronic format. There are some

exceptions to records which may be copied and the request may be denied. We may charge you a
reasonable cost based fee for a copy of the records.
You have the right to request a restriction of your protected health information.
You may request for this practice not to use or disclose any part of your protected health
information for the purposes of treatment, payment or healthcare operations. We are not required
to agree with these requests. If we agree to a restriction request we will honor the restriction
request unless the information is needed to provide emergency treatment.
There is one exception: we must accept a restriction request to restrict disclosure of information
to a health plan if you pay out of pocket in full for a service or product unless it is otherwise
required by law.
You have the right to request for us to communicate in different ways or in different locations.
We will agree to reasonable requests. We may also request alternative address or other method of
contact such as mailing information to a post office box. We will not ask for an explanation from
you about the request.
You may have the right to request an amendment of your health information.
You may request an amendment of your health information if you feel that the information is not
correct along with an explanation of the reason for the request. In certain cases, we may deny
your request for an amendment at which time you will have an opportunity to disagree.
You have the right to a list of people or organizations who have received your health information
from us.
This right applies to disclosures for purposes other than treatment, payment or healthcare
operations. You have the right to obtain a listing of these disclosures that occurred after April 14,
2003. You may request them for the previous six years or a shorter timeframe. If you request
more than one list within a 12 month period you may be charged a reasonable fee.
Additional Privacy Rights
•
•

You have the right to obtain a paper copy of this notice from us, upon request. We will
provide you a copy of this Notice the first day we treat you at our facility. In an emergency
situation we will give you this Notice as soon as possible.
You have a right to receive notification of any breach of your protected health information.

Complaints
If you think we have violated your rights or you have a complaint about our privacy practices you can
contact:
Privacy Officer: email address is tarheelsmiles@gmail.com
You may also complain to the United States Secretary of Health and Human Services if you believe your
privacy rights have been violated by us.
If you file a complaint we will not retaliate against you for filing a complaint.
This notice was published and becomes effective on April 13, 2003 and was revised on May 22, 2016

JAMES H. EAKER, D.D.S. P.A.
4208 S. Alston Avenue, Suite 100
Durham, North Carolina 27713
919-544-5620
info@tarheelsmiles.com
WELCOME TO OUR PRACTICE
NAME______________________________________________

SEX:

M

F

NAME YOU PREFER TO BE CALLED__________________ DATE OF BIRTH:__/__/__
HOME ADDRESS:________________________________________________
______________________________________ZIP CODE__________
HOME TELEPHONE__________

WORK TELEPHONE __________

CELL PHONE_________________ email ADDRESS____________________________
EMPLOYER__________

OCCUPATION:_________________

NAME OF SPOUSE/PARENT____________ PARTY RESPONSIBLE FOR PAYMENT______
WHO MAY WE THANK FOR REFERRING YOU? ________________________________
YOUR HOBBIES, INTERESTS, PETS, ETC.____________________________________
***********************************************************************
MEDICAL AND DENTAL HISTORY
GENERAL HEALTH:

EXCELLENT

GOOD

FAIR

POOR

PHYSICIAN'S NAME______________PHONE #_________________________
WHAT IS THEIR SPECIALTY?_________
YEAR OF LAST PHYSICAL_____ CURRENTLY BEING TREATED FOR______________
LIST ANY MEDICINES YOU ARE TAKING NOW (over if necessary)_____________
______________________________________________________________________
DO YOU HAVE ALLERGIES TO:PENICILLIN CODEINE NOVOCAINE
(PLEASE CIRCLE)
ANYTHING ELSE____________________

LATEX

WOMEN: ARE YOU NURSING?____PREGNANT?____ IF YES, HOW MANY WEEKS_______
DO YOU TAKE MEDS FOR OSTEOPOROSIS? (Fosamax, other?)
NAME OF ADDRESS OF PREVIOUS DENTIST ____________________
_____________________________________
Telephone # __________
_____________________________________
WOULD YOU LIKE FOR US TO REQUEST YOUR PREVIOUS DENTAL RECORDS?________

PAIN

MEDICAL AND DENTAL HISTORY (CONTINUED)
HAVE YOU BEEN TOLD BY ANYONE THAT YOU NEED TO BE PREMEDICATED BEFORE DENTAL
TREATMENT? __________________IF YES, WHY?______________________
PLEASE CIRCLE (YES OR NO) IF YOU HAVE HAD ANY OF THESE CONDITIONS:
IF CIRCLED, INDICATE APPROXIMATE AGE OF ONSET.
HEART TROUBLE/MURMUR
YES NO
FAINTING SPELLS
YES NO
MITRAL VALVE PROLAPSE
YES NO
RHEUMATIC FEVER
YES NO
HIGH /LOW BLOOD PRESSURE
YES NO
JOINT REPLACEMENT
YES NO
PACEMAKER /CHEST PAIN
YES NO
HERPES/COLD SORES
YES NO
ANEMIA/ABNORMAL BLEEDING
YES NO
GONORRHEA/SYPHILIS
YES NO
DIABETES type I / II
YES NO
LIVER/KIDNEY TROUBLE YES NO
POSITIVE TUBERCULOSIS TEST
YES NO
STROKE
YES NO
ASTHMA OR HAY FEVER
YES NO
EPILEPSY/SEIZURES
YES NO
HEPATITIS/JAUNDICE
YES NO
POSITIVE TEST FOR HIV YES NO
ARTHRITIS
YES NO
AIDS/ HIV infection
YES NO
GLAUCOMA
YES NO
THYROID PROBLEMS
YES NO
SINUS PROBLEMS
YES NO
CANCER TX/ RADIATION YES NO
SHORTNESS OF BREATH
YES NO
REFLUX/ULCERS/GI ISSUES YES NO
SLEEP APNEA/DISORDER
YES NO
OTHER_______________________
**********************************************************************
IT IS NATURAL TO HAVE SOME ANXIETY ABOUT DENTAL TREATMENT. IS THERE ANYTHING
WE CAN DO OR NOT DO TO MAKE YOUR VISITS ANY MORE PLEASANT?
____________________________________________________________________
ANY RECOMMENDED DENTAL CARE THAT YOU HAVE YET TO COMPLETE? (LIST AS YOU ARE
ABLE)_____________________________________________________________
HOW CAN WE HELP YOU?_________________________________________________
DATE OF LAST DENTAL VISIT (APPROXIMATE)______ DENTIST NAME_____________
I BRUSH MY TEETH ___ TIME(S) PER DAY AND FLOSS (DAILY/ __X/WEEK /NEVER)
OTHER DENTAL PRODUCTS YOU USE:______________________________________
CIRCLE THE NUMBER OF ALL THAT APPLY TO YOU:
---------------------------1. X-RAYS TAKEN IN LAST 3 YEARS: IF YES, CIRCLE ONE OR MORE BELOW.
"BITEWINGS" / PANORAMIC / FULL SERIES / I CAN'T REMEMBER
2. ORTHODONTIC TREATMENT (BRACES) (AT WHAT AGE ?______)
3. I HAVE DENTURES THAT ARE REMOVABLE/
4. SOME TEETH ARE SENSITIVE-IF YES, CIRCLE (HOT/COLD/SWEETS/ PRESSURE)
5. TOOTHACHE OR PAIN CIRCLE (TMJ(JAW JOINTS)/ FACE/ NECK/ SINUSES)
6. JAW JOINT CLICKS- IF YES, CIRCLE (ON CHEWING / OPENING)
7. CLENCH OR GRIND TEETH- IF YES, CIRCLE (DAY / NIGHT)/HAVE NIGHTGUARD
8. I RATE MY SMILE: (POOR) 1 2 3 4 5 6 7 8 9 10 (GREAT)/JUST AS I WANT
9. WOULD LIKE TO CHANGE THE APPEARANCE OF SOME TEETH
10. FOOD CATCHES BETWEEN SOME TEETH
11. GUMS BLEED ON BRUSHING
12. I HAVE BEEN TOLD I HAVE GUM DISEASE (TREATMENT DATE IF ANY_____)
13. I HAVE DRY MOUTH - MODERATE / SEVERE
I certify that the above information is correct.
PATIENT SIGNATURE_________________________________
THANK YOU!

