
 

Welcome! Thank you for choosing our office for your dental needs.  

Please fill out the following form with your personal information to help us provide the best care 

possible. Accurate details will ensure smooth communication and efficient handling of your medical 

needs. Thank you for your cooperation. 

 

New Patient Information 

Full Name: _________________________________Preferred Name: ______________________ 

Date of Birth: _________________________Gender: ___________________________ 

Home Address: _____________________________________________________________ 

Email: _____________________________________________________ 

 

Emergency Contact 

Name: ____________________________________________________ 

Relationship: _______________________________________________ 

Phone Number: _____________________________________________ 

 

Insurance Information (if applicable) 

Primary Insurance Company: __________________________________________ 

Policy Holder Name: __________________________________________ 

Date of Birth of Policy Holder: __________________________________________ 

Policy Number: _____________________Group Number: __________________________ 

Relationship to Patient (Self / Spouse / Child / Other): __________________________ 

Secondary Insurance Company (Type NA if not applicable): ______________________________ 

Policy Holder Name: __________________________________________ 

Date of Birth of Policy Holder: __________________________________________ 

Policy Number: _____________________Group Number: __________________________ 

Relationship to Patient (Self / Spouse / Child / Other): __________________________  



 

Patient Treatment and Financial Policy 

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with 

the highest quality dental care and your optimum oral health. 

The following is a statement of our Financial Policy. We require that you read, agree to and sign prior to any 

treatment. 

Please note: Payment is due at the time service is provided. Our office accepts cash, personal checks, MasterCard, Visa, 

Discover and American Express. Additional fees will be applied for returned checks. All account balances over 90 days 

are subject to a late fee. 

If you pay by cash: This Good Faith Estimate shows the costs of items and services that are reasonably expected for 

your health care needs for an item or service. The estimate is based on information known at the time the estimate was 

created. 

The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment. You 

could be charged more if complications or special circumstances occur. 

If you have insurance: As a courtesy to you, we will help you process all of your dental insurance claims. We will 

provide an insurance estimate to you. Please understand, it is not a guarantee that your insurance will pay exactly as 

estimated. Insurance coverage is subject to limitations, exclusions, waiting periods, frequency, age restrictions, 

deductibles and maximums which are your responsibility. 

All charges you incur are your responsibility, regardless of your insurance coverage. Our practice is committed to 

providing the best treatment for our patients and we charge what is usual and customary for our area. 

We ask that you sign this form and/or any other necessary documents that may be required by your insurance company. 

This form instructs your insurance company to make payment directly to our office. You authorize the release of any 

information concerning your (or your dependent's) health care advice and treatment provided for the purpose of 

evaluating and administering claims for insurance benefits. 

Deductible, co-payment and co-insurance, which is the estimated amount not covered by you insurance company, is due 

at the time we provide the service(s) to you. 

Insurance payments are ordinarily received within 45-60 days from the time of filing a claim. If your insurance company 

has not made payment within 60 days, we will ask that you contact your insurance company to make sure payment is 

expected. 

If payment is not received or your claim is denied, you will be responsible for paying the full amount at that time. 

We will cooperate fully with the regulations and requests of you insurance company that may assist in the claim being 

paid. Our office will not, however, enter into a dispute with your insurance company over any claim. 

Minors accompanied by the parent or legal guardian: The parent or legal guardian accompanying a minor, who has 

consented to treatment, are responsible for full payment at time of service. Unaccompanied Minors: The parent or 

legal guardian is responsible for full payment at time of service. Treatment consents and payment arrangements with the 

parent or legal guardian must be made prior to appointment or non-emergency treatment may be denied. 

Missed Appointment (s) and Cancellations: 

Our goal is to provide treatment in a timely manner with as few visits as necessary. In order to provide the best services 

to our patients, we require at least a 24-hour notice for cancellations or for re-scheduling your appointments. We 

understand that unforeseen circumstances may arise, which may result in canceling or missing your appointment. A 

charge of $50 will be applied for missed, short notice or cancelled appointments. Multiple failed appointments may result 

in being dismissed from the dental practice. 



Consent: 

I have read, understand and agree to the above terms and conditions. I authorize my insurance company to pay my 

dental benefits directly to my dental office. I understand responsibility for payment for dental services provided in this 

office for myself or my dependents is mine, due and paid at the time services are rendered. 

Communications with you: In order to enhance patients' care and experience with us, we may contact you after your 

visit in order to request feedback on your experience by phone call, SMS text message, e-mail, voicemail, or mobile 

application, some of which may be via automated means. We may also listen to and record phone conversations with us 

for training purposes or to evaluate the quality of our service. By signing below you understand and agree to be 

contacted in this manner with communications related to this visit, and any future visits. In the future, you may opt-out 

of receiving text messages by notifying us in writing (including responding via text message).  

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF FINANCIAL POLICY 

I,                                                            , received a copy of this office’s Notice of Financial Policy on                                

. 

 

Patient Signature and Date:                                                                            

 

 



 

HIPAA Compliance Patient Consent Form 

 

Patient Name:   

Responsible Party Name:   

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. 

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by your signature 

that you have reviewed our notice before signing this consent. 

The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. 

You have the right to restrict how your protected health information is used and disclosed for treatment, payment or 

healthcare operations. We are not required to agree with this restriction, but if we do, we shall honor this agreement. The 

HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for 

treatment, payment, or healthcare operations. 

By signing this form, you consent to our use and disclosure of your protected healthcare information and potentially 

anonymous usage in a publication. You have the right to revoke this consent in writing, signed by you. However, such a 

revocation will not be retroactive. 

By signing this form, I understand that: 

• Protected health information may be disclosed or used for treatment, payment, or healthcare operations. 

• The practice reserves the right to change the privacy policy as allowed by law. The practice has the right to 

restrict the use of information, but the practice does not have to agree to those restrictions. 

• The patient has the right to revoke this consent in writing at any time and all full disclosures will then cease. 

• The practice may condition receipt of treatment upon the execution of this consent.  

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF HIPAA PRACTICES 

I,                                                 , received a copy of this office’s Notice of HIPAA Practices on                                . 

 

Patient Signature and Date:                                                                            

 

 



 

NOTICE OF PRIVACY PRACTICES – HIPAA & 42 CFR PART 2 

 

This Notice of Privacy Practices ("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.  Protected health 
information (PHI) includes information that identifies you and relates to your past, present, or future physical 
or mental health or condition, the healthcare services you receive, or payment for those services. Some types 
of health information, including records related to Substance Use Disorder (SUD), receive additional 
protections under federal law, including regulations found at 42 CFR Part 2, in addition to HIPAA. These 
enhanced protections are explained later in this Notice.   

OUR PLEDGE REGARDING YOUR HEALTH INFORMATION - We understand that your health 
information is personal and confidential. We are committed to protecting the privacy and security of your 
protected health information (PHI). We are required by law to:  

• Maintain the privacy of your PHI  

• Provide you with this Notice of our legal duties and privacy practices  

• Follow the terms of this Notice  

• Notify you if a breach occurs that may have compromised the privacy or security of your 
information  
 

HOW WE MAY USE AND DISCLOSE YOUR PHI : 

Treatment – We may use and disclose your PHI to provide, coordinate, or manage your dental care and 
related services.  

Payment – We may use and disclose your PHI to obtain payment for services provided to you.  

Healthcare Operations – We may use and disclose your PHI for practice operations, including quality 
assessment, staff training, legal compliance, auditing, and business planning.  

Appointment Reminders – We may use or disclose your PHI to contact you about appointments, reminders, 
or treatment alternatives.  

Required by Law – We may use or disclose your PHI when required by federal, state, or local law.  

Emergencies – We may use or disclose your PHI in emergency situations as necessary to protect your health 
or safety.  

Public Health Activities – We may disclose PHI for public health purposes, including disease prevention and 
reporting.  

Military, National Security, and Protective Services – We may disclose PHI as required for military activities, 
national security, and protective services.  

Research – We may use or disclose your PHI for research purposes when approved by law and with 
appropriate safeguards.  

Legal Proceedings – We may only disclose PHI in response to a valid court order or other lawful process or 
by your written consent.  

Marketing – We will not use your PHI for marketing purposes without your written authorization.  



Personal Representatives – We may only disclose your PHI to a personal representative authorized by you in 
writing.  

Business Associates – We may share your PHI with business associates who perform services on our behalf. 
These business associates are required by law to safeguard your information.  

Workers’ Compensation – We may disclose PHI for workers’ compensation or similar programs that provide 
benefits for work-related injuries or illness.  

SPECIAL PROTECTIONS FOR SUBSTANCE USE DISORDER (SUD) RECORDS  

Some health information is considered especially sensitive and receives enhanced protection under federal 
law, including information related to Substance Use Disorder (SUD). Even if this practice is not a substance 
use treatment provider, these protections may apply if we receive, maintain, or transmit SUD-related 
information as part of your health record.  

How SUD Information May Be Used  

SUD-related records may be used and disclosed for treatment, payment, and healthcare operations, as 
permitted by law, unless you request additional restrictions. Prohibition on Legal Use SUD-related records 
may not be used against you in criminal, civil, or administrative proceedings without your written consent or a 
specific court order. Redisclosure Limitations -SUD-related information may not be redisclosed unless 
permitted by law. Additional restrictions may apply beyond standard HIPAA rules. Fundraising Restrictions - 
Your SUD-related information will not be used for fundraising purposes without your consent. You have the 
right to opt out of fundraising communications.  

 

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION  

You have the right to:  

• Access – Obtain a copy of your PHI  

• Amendment – Request corrections to your PHI  

• Accounting of Disclosures – Receive a list of certain disclosures of your PHI  

• Restrictions – Request limitations on how we use or disclose your PHI  

• Confidential Communications – Request communications in a specific manner/location  

• Fundraising Opt-Out – Opt out of fundraising communications  

• Breach Notification – Be notified of breaches of unsecured PHI  

• Complaints – File a complaint with the OCR without retaliation  
 
CHANGES TO THIS NOTICE - We reserve the right to change this Notice. Any changes will apply to all 
PHI we maintain. The updated Notice will be available upon request, in our office, and on our website.  

 

 



 

 



 

 


