
Last First MI

Insured's Birth Date:__________________ ID #: __________________ Group#: __________________
Insured's Address:________________________________________________________________ _________

Street City State Zip Code

Street City State Zip Code

Consent for Services

I have read the above conditions of treatment and payment and agree to their content.

_____________ Relationship to Patient:_________________________________________________ Date:

______________________________________________________________ Relationship to Patient:Date:
Signature of guarantor for payment/responsible party

Spouse or Responsible Party Information
The following is for:  the patient's spouse the person responsible for pay

Name:

M a l e   F e m a l e _____________ M a r r i e d   S i n g l e   C h i l d   O t h e r _____________

Social Security #: ________________________________

________________________________

________________________________

__ Birth Date: ___________________________

Phone (Home): _______________ (Work): _____________ Ext: _______ Best time to call: _________

Address:
Street Apartment#

City State Zip Code

Employment Information
The following is for:  the patient the person responsible for payment

Employer Name: __________________________________ Occupation: __________________________

Address:__________________________________________________________________________________ 
Street City, State    Zip Code Phone

Insurance Information
Primary

Name of Insured: _________________________________________ Is insured a patient? Yes  No

Insured's Employer Name: ________________________________________________________________________
Address:

Patient's relationship to insured:  Self  Spouse  Child  Other ___________
Insurance Plan Name and Address:__________________________________________________________________

Secondary

Name of Insured: _________________________________________ Is insured a patient? Yes No
Last First MI

Insured's Birth Date:__________________ ID #: __________________ Group#: __________________

Insured's Address: ________________________________________________________________ _________
Street City State Zip Code

Insured's Employer Name: ________________________________________________________________ ________

Address: ________________________________________________________________ _________
Street City State Zip Code

Patient's relationship to insured:  Self  Spouse  Child  Other ___________________

Insurance Plan Name and Address:__________________________________________________________________

_________________________________________________________________________

____________________________________________________________

____________

____________

Signature of patient, parent or guardian

As a condition of your treatment by this office,financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care

and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

A service charge of 1.5% (18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

If your account is placed with a Collection Agency, a collection-fee of up to 33.3% may be added to your account and shall become a part of the Total Amount Due. You will be responsible for any and 

all reasonable collection fees including collection fees, reasonable attorney fees and court cost.

You agree, that in order for us to service your account or to collect any amounts you may owe, we and our collection agencies may contact you by telephone at any telephone number associated 

with your account, including wireless telephone numbers, which could result in charges to you. We and our collection agencies may also contact you by sending text messages or emails, using any

 email address you provide to use. Methods of contact may include using pre-recorded/artificial voice messages and/or use of an automatic dialing device, as applicable 

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me by the Doctor,or at my request, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at  the time

 said services are rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing,

 within the time for payment thereof.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.



HIPPA INFORMATION:

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all administrative

matters related to  your care are handled appropriately. this specifically includes the sharing of information with other healthcare

providers, laboratories, health insurance payers as is necessary and appropriate for your care. Patient records will not be available to

persons other than the office staff. You agree to the normal procedures utilized within the office for the handling of charts, patient

records, PHI and other documents or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S mail, or by

any means convenient for the practice and/ or as requested by you. We may send you other communications informing you of changes to

office policy and new technology that you might find valuable or informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must agree to

abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents which may include phi by government

Agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor.

6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or services

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may change, add, delete or modify any of these provisions to better serve the needs of both the practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change in certain

policies used within the office concerning you PHI. However , we are not obligated to alter internal policies to conform to your request.

I,                                                              HEREBY CONSENT AND ACKNOWLEDGE MY AGREEMENT TO THE TERMS SET FORTH ABOVE AND

ANY SUBSEQUENT CHANGES IN OFFICE POLICIES.

Signature

DateParent/Guardian Signature (If Necessary

Date

The Health Insurance Portability and Accountability Act (HIPAA)provides safeguards to protect your privacy. Implementation of

HIPAA requirements officially began on April 14, 2003. There are rules and restrictions on who may see or be notified of your Protected Health

Information (PHI). These restrictions do not include the normal interchange of information necessary to provide you with office services. HIPAA

provides certain rights and protections to you as the patient. We balance these needs with our goal of providing you with quality professional

service and care. Additional information is available from the U. S. Department of Health and Human Services. www.hhs.gov

VERIFYING INSURANCE/INSURANCE PAYMENT:

NEW INSURANCE as well as CHANGES IN INSURANCE must be provided to this office prior to an appointment. Failure to provide correct and

current insurance information may result in the entire bill being your responsibility. As a courtesy to you, we will verify your insurance for

eligibility benefits prior your appointment as well as any time that you notify us of a change in your coverage. The insurance companies do not

guarantee payment based on the information that they provide us.

I__________________ hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the named dentist or

dental entity, All remaining balances on your treatment plans that are not covered by your insurance , are your financial responsibility.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is

personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections

from insurance companies and will credit any such collections to the patient's account. However, this dental office cannot render services on the

assumption that our charges will be paid by an insurance company.

PAYMENT:

Payment is due AT THE TIME OF SERVICE. Additionally, if you have a balance following an insurance payment from a

previous visit, you will be expected to pay that amount as well. Once treatment is rendered, no refunds will be issued. If additional procedures

are required during the course of treatment, the patient is responsible for the cost of additional treatment.

CHANGES IN PERSONAL INFORMATION:

Changes in your address or telephone numbers should be kept current with our office. If this office is unable to contact you by telephone or

mail and your balance is overdue, your account will be sent to a collection agency.
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