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PATIENT REGISTRATION

9/30/2016DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By

Previous Dentist

Emergency Contact

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Emergency Contact #

POLICY HAS WP





Patient and Insurance Financial Agreement & Office Policy 

 
Welcome to our office, we are honored that you have chosen to partner with us for your dental care and we plan to be 

your preferred dental health care provider.  

If you have insurance benefits we will do our best to help you understand and best utilize your benefits although the 

actual contract of the insurance policy term is between you, the subscriber/patient, and the insurance group supplying 

your dental benefits.  Please remember you are financially responsible for your account with our office, regardless of 

insurance agreement or understanding(s).  

1. We accept payment for services by cash, check, MasterCard, Visa, American Express and/or CareCredit. 

2. If you have dental insurance we will be happy to file your dental claims, as a courtesy to you.  Ultimately what 

insurance does not cover, you would be responsible for, regardless of any estimates provided prior-to. 

3. If your insurance does not cover the full amount billed to them, you may be billed any additional amount.  You will 

receive an estimate of your insurance portion and patient portion prior to any treatment rendered so that you will be 

financially prepared.  

4. When treatment is rendered, our stall will brief you on the costs and ask that your estimated co-payments and/or 

charges to be paid at the time of service.  We may require a deposit at the time of appointment for some services that 

cost more than $200.  Our office will let you know of any required deposit in advance.  We will file insurance claims 

and accept explanation of benefits from the insurance carrier.  After receiving payment through your insurance we will 

process any credits/balances due via an account statement and that will be mailed to your home, we ask that 

balances be paid within 14 days of that statement date.  In the event that your insurance group does not reimburse 

services within 45 days from the date of services rendered we ask that you pay the balance in full and coordinate with 

the insurance group to reimburse you.  

5. If you do not have insurance, if your insurance pays you, or if you exceeded your annual/period maximum, 

payment in full is expected at the time of service unless prior arrangements have been made, in writing, these 

arrangements must be made prior to treatment being rendered and cannot be requested after treatment rendered.  

6. Estimates provided will be honored for 90 days from presentation.  In the event that the clinical conditions warrant 

a different treatment you will be notified of those changes and given the altered estimate, prior to the start of the 

treatment.  

7. In the event of non-payment or after 90 days in default status, a service charge of 1.5% per month or 18% annually 

will be added to any outstanding balances not paid within 30 days of the current monthly billing statement.  All 

accounts in which effort to pay is not made will be subject to collections proceedings.  

8. Our offices requires 48 hours’ notice for any cancellations.  A charge of $50 may be charged to any account to 

which this policy is not met.  Voicemails, emails, text messages are not an acceptable form of cancellation and it is 

expected that an attempt to get contact the office is made.  

Thank you for reviewing our financial and insurance policy.  We will make every effort to explain your cost to you 

before your treatment so we can avoid any misunderstandings and focus on your dental health.  If you have any 

questions, please ask, we are here to serve you.  

By signing this document, you are agreeing that you have read and fully understand the policy 

within and you agree to abide by this policy.  You also agree you have been given the opportunity 

to receive a copy of this document.  

 

____________________________     _____________ 
Patient Signature       Date 
 



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 

USES AND DISCLOSURES 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 to you, or to family and friends you approve. 

Payment:  We may use and disclose your health information to obtain payment for services we provide to you. 

Healthcare Operations:  We may use and disclose your health information in connection with our healthcare operations.  
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications 
of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation, 
certification, licensing or credentialing 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. You also 
have the right to request restrictions on disclosure of PHI (Personal Health Information), or alternative means of 
communication to ensure privacy. 

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 to do so by law or national 
security activities. 

Abuse or Neglect:  We may disclose your health information to appropriate authorities when we suspect abuse or 
neglect. 

Appointment Reminders:  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 information with limited exceptions.  If you request 
copies, we will charge you a reasonable fee to locate and copy your information, and postage if you want the copies 
mailed to you. 

Amendment:  You have the right to request that we amend your health information. 

QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or 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 
access to your health information or in response to a request you made to amend or restrict the use or disclosure of your 
health information or to have us communicate with you by alternative means or at alternative locations, 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 with the U.S. Department of Health and Human Services. A Privacy/Contact Officer has been 
designated for this office. The Privacy Officer can be contacted by simply contacting the office and asking to speak to the 
Office Manager who serves as the Privacy Officer. 



PATIENT ACKNOWLEDGEMENT OF 
THE NOTICE OF PRIVACY PRACTICES 

AND CONSENT FOR USE AND DISCLOSURE OF 
PERSONAL HEALTH INFORMATION 

Print Patient’s Name Date 

I,             , acknowledge that   
(Signature of Patient or Parent or Legal Guardian) 

I have received a copy of this office’s NOTICE OF PRIVACY PRACTICES or that this office’s  

NOTICE OF PRIVACY PRACTICES was made available to me to receive. 

I,             , consent to the use and disclosure of my 
(Signature of Patient or Parent or Legal Guardian) 

personal health information by your office for Treatment, Billing/Payment and Healthcare 

Operations as outlined in the NOTICE OF PRIVACY PRACTICES. 
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