Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
Tor help us meet all your dental healthcare needs, please fill out
“ this form completely in ink. If you have any questions or need
assistance, please ask us - we will be happy to help.
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1, Do yonar gumes bleed while brushing or lossing ...
2. Are your teeth sensitive to hot or cold Beeddsfoods? ..
3. Are your teeth sensitive to sweet or sour lquids/foods? -
) Do v feel pain to any of your leethe e

8. Do yomu have frequient headaches? o

9. Doy clench or grind vour teeth?
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| Pavment is due in full at the time of treatment unless prior arrangements have been approved

This office accepts insurmnce, Fundersiond that Tam respensible for payment of services sendered and also responsible for paying any co-payment and
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I unclerstemnd that the information that | have given today is correct to the best of my Imowledge. | also understand that this information will be held in
the strictest confidence and it is my responsibility to inform this office of any changes in my medical stats. [ authorize the dental staff o perform oy
necessary dental services that [ may need during diagnosis and treatment, with sy informed consent
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PATIENT CONSENT FORM

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

. Conduct, plan and direct my treatment and follow up among the multiple
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 been informed by you of your Notice of Privacy Practices containing a more
complete description of the uses and disclosures of my health information, I have been
given the right to review such Notice of Privacy Practices from time to time and that |
may contact this organization at any time at the address below to obtain a copy of the
Notice of Privacy Practices.

I understand that 1 may request in writing that you restrict how my information is used or
disclosed to carry out treatment, payment or health care operations. I also understand you
are not required to agree to my requested restrictions, but if you do agree then you are
bound to abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent
that you have taken action relying on this consent.
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Signature

Relationship to Patient
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Financial Policy

We are committed to providing you with the best possible care. If you have dental
insurance, we are anxious to help you receive your maximum allowable benefits. In order
to achieve this we need your assistance and your understanding of our payment policy.

Payment for services is due at the time of services unless payment arrangements have
been approved in advance by our staff. We accept cash, checks, MasterCard, Visa,
American Express, Discover and Debit Cards. We will be happy to file your insurance
claim-form for you and accept assignment of benefits.

Returned checks and balances older than 30 days may be subject to additional charges.

We will gladly discuss you proposed treatment and answer any questions relating to
your insurance.

You must realize, however, that:

1. Your insurance is a contract between you, your employer and the insurance
company. We are not a party to that contract.

2. Our fees are generally considered to fall within acceptable range by most
insurance companies, and therefore are covered up to the maximum allowance
determined by each carrier. This applies to companies that pay a percentage (such
as 50% or 80%) of “U.C.R.” “U.C.R.” is defined as usual. customary and
reasonable. This statement does not apply to companies that reimburse based on an
arbitrary “schedule” of fees, which bears no relationship to the current standard
and cost of care in this area. If your insurance company decides to pay less than
what we have estimated- you are responsible for the unpaid balance. This is a
matter between you and your insurance carrier as parties to the contract. In order to
keep fees contained we cannot use our staffs time to track non-payment from
insurance companies.

3. Not all services are a covered benefit in all contracts. Some insurance companies
arbitrarily select certain services they will not cover.

We must emphasize that, as dental care providers, our relationship is with you, not your
insurance company. While the filing of insurance claims is a courtesy that we extend to
our patients, all charges are your responsibility from the date the services are rendered.
We realize that temporary financial problems may affect timely payment of your account.
If such problems do arise, we encourage you to contact us promptly for assistance in the
management of your account.

If you have any questions about the above information or any uncertainty regarding
your insurance coverage, PLEASE don’t hesitate to ask us. We are here to help you.
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