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1 f Privacy Practices for the offices of Lee
and Van Mieghem, DDS. The Statement of Privacy Practices describes the types of uses and
disclosures of my protected health information that might occur in my treatment, payment for services,
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Welcome!

In order for us to be prepared for your
upcoming appointment, please complete the
enclosed packet of forms and bring with you to
your appointment.

1) Patient Registration/Medical History Forms

Fill out completely, front and back. Bring your
dental insurance card(s) to your appointment.

2) Acknowledgement of Receipt of Statement of
Privacy Practices

Fill out, sign, and date after reading Statement of
Privacy Practices

3) Financial Policy

Please read, sign and date
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