
PATIENT TNFORMATTO N CONFIDENTIAL
PATITNI #

Sccicag,+rqflri{nbe-
(PLEASE PRINT)

NAME

ADDRESS

sIRTHDATT

-CELI.PHONE

HOME PHONE

STATE-/

PROV. 

-__

ztPt
P.C.

cHEcxappRpopnr^Tr sox, D urNon fl s,xou E uonrrro E ovoncro f wroowro fPARENT/CUARDIAN'S EiIPLOYER
WORX PHONF
STATE/ Z tPt

STPARAIED

8US'N€S5 ADDRFSS
sP6usaoii---- " clrY
PARENI/CUARDIAN'S NAME EMPLOYIR

IF PATIENT IS A STUDENT, NAME OF SCHOOL / COTIECT

WHOM MAY WE IHAN( FOR REFERRING YOU?

PERSON TO CON]ACT IN CASE OF AN EMERCENCY

\AME OF INSURED

BIRTHDATT

PHONE

RELAIIONSHIP

TO PATIENT

UNION OR TOCAL #
STAIEI ztPt
PROV.

DATE EMPLOYED

PROV, ---
WOR( PHONE

P.C

CIIY PROV. _
STArt/

NAME OF EMPLOYER
WORX PHONE

ADDRESS Of €MPIOYER

INSURANCE COMPANY

tNs. CO. 
^DDRESS

HOW MUCH IS YOUR OEDUCTIBLE?

DO YOU HAVT ANY ADDIT

MMI OF INS{JRI D

BIRTHDA'E

NAME OF IMPLOYER

ADDRESS OF EMPTOYER

INSURANCE COMPANY

rNs. co. ADDRtss

HOW MUCH IS YOUR DEDUC TIETE?

CROUP #

cr)
HOW MUCH H^VE YOU USED?

IONAT INSU RANCE?

ss #/slN

CITY

. HOW MUCH HAVT YOU

--- P.C

=--"..-=_..- Ctw
PROV__ ___ 

GROLp *

NO Ir YES, COMPLFIE IH
NETAIIONSHIP

TO PATITNT

--- 

--- 

DAIE €MPTOYED

WOR( PHONE

MAX. ANNUAL BENEFIT?

f FortowtNc:

zt

-=- P.C.

sulx# 
oR rocAi#

PRov. .-;'i'
.=- MAX. ANNUAT BENEFIT?

x

WORX PHONT

NAME OF PERSON RESPONSIETE FOR THIS ACCOUNT

IS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? Yts NO

FINANCIAL INSTITUTION
EMPLOYER

ADDRESS

DRIVER'S LTCENSE * BIRTHDATE

SICNAIURI

INSURANCE INTORMAIION

SI6NATURE OT PAIIENI OR PARENT/C UARDiANIFM INOR

USED?

o r9aa co(*cLr r aooa!7 r r.o

ss #/stN

DATT

E-MAIL

--.*

siAiET--__-7iFii--
PROV. .--- P.C. -_-

RISPONSIT}LE PARTY

RELATIONSI{IP

E,MAIT
HOMT PHONE

CELL PHONE

lvEs



r.re slv*. Dlrs

E gboft Ellfrry

Arnq]c.r d.nEt !..E Er q-- r r..r r|. r€ n r! rut rq, 61l!, rd, rEilr 6 . rt of F.r o{rt body. rt lth slatoin t'n yo/ Dy lsE, 6 r'..tal! lt l Fs dy !. iLia, c

rr. rou ".0.r r thtt,o.. t <... r.,,

d.,. /o!.!.r 5..n r'o.on.i'r.d ori.d. 6t.r ot.tei6n,

Or- Or,b lfrs

Ov- Ort lfy.'

B.'. v.q.v.' h.d...ho!t i..d o'n.d 'nurtt
Ar.you t.r'nc.rv fr.d rc{rona, onlr. or6rula?

Oo vo! !.r.. or n.y. yoc t.t.n. Phcn.Fd ot RcduI?

i.r. vou .yd l.t6 Foth& 16r.r.,A<tond o. rv otlE
6.o'(!l,onr (onl.r^i^a b,rohotphoiairt,

,.a yo! o^ ..oao.l d,al?

Oo vou ur..o.tol.d.!bn...E?

OY.. Olo

OY.. Oi.o

OY.. Oib

OY.. Ols

Cr.tn! or.l co rx.@c?

rrFr l .

OY6 Oib

Ovo 915

OY.. Ol5

,. @ ...rct D ,!Y ot tfE &.ne '
rj^.e'd
D!,.1.I

DP.rdrlln

fl L.G

E 
pr.o..io'Try'i9 16 o.t o,.ei.itt

Do yo! h.,c, d h.v. voc h.d. ..Y of thc ftlo*lgi

trnnn, 50.11./Ol:,rs

H.Et rroralCDl.r.

DC.od.'E

C)3{.oia.
E^('y'r(

[]lo..l&-dt a

tr

Cold so'../Fnr ALt

a- Jd't.lH..no6cdr

OY6 O !,io

OY.. Oib

OYlr Ol.
Ova Oto

OY- Ob
OYGt Olo
OY6 Oi.
C)16 Oib
OY6 016

Oy., Ob
OY6 Ol.
Ova Ono

Oi.! OiE

OY.r Oib
OY. ONo

OY.r Ob
Ova Ob
Ovcr Orr
Ovo Oto

OY- ONo

OYc. Oro

OYG. 016

Ove Oto
OY.. Otro

Ot- O!5
OYB Or.
Or.. Oi6
Or., Oib
Or. Ox.

OY€ 016

OY.. Otr6

OY!. Olt
OY.. ON"

O Y.. ONo

Orc. Orb

Ot ' Oib
OYr. Ono

Or.. Or.

*otrE VhtBnn IOE

C)Y6 ONc

Ov- Oto

OY., Oi6
Ovrr Ors
OY6 On

Ova Ou
016 Olb
OY6 Ob
016 Orr
Ovcr Oro

OYr Or|o

Orr. Oib
Ovcr Oro

OY.' ,j16

OY.. C)no

OY.. Oto
Ov€ Ob
OY.. Oib

Ovr Ots
OY6 Orb

't.'. voL.y.r h.d.nt t..06 rll.... not lrrt.d.bo'.? Ov- Ott fr!
_.1

]ffiftJlffiE.H?JES*H#'.D .''i'td' L$.rrt t'.r r!,iq rr,,t rllr'rh *' h r..{rq. Bmv (c s'..''r.) h.drt. rr!.y

5O..tJr. ofP.!.nt P.rnrt a (!..d..;

x
Date

i-,Yn Oilo
,l y., i)16
(:) Y.r Oi5
() t.r Or5

':,y.' O|!
()r.. Oib
aYE Oib
(-r Y.. Oib
O rer Orb
(_r Ys Or.o

O Y.r Olb
DY.r Oib

O Yr. Ots

Ovrl Om
OY.' Oib

f,vl Oro
(-) Ys Orb

O Ylr Ono

016 Ol.

E Nvrr..!'



PA'RENT GOT{SENT FORifi

I undorstand that, under the Hsalth lnsuranc€ Forrabiliry & Acoountabllity Act of 19s6 (tilPAA), I

have certain rights to prt a6y regardlng my protoctod hoalth lnformatlon. I urds6tand thct thls

inrormation can and wlll be used to:

. Conduct, phn and dlrect my treatment and fu[orv-up among the multlple hoalthcare

provlders who may be lnvohrecl ln that treatment dlracty and indir€ctly.

. Obtain paynant from thlrd-parg peFrs

. Conduct normal healthcars ap6fatlon6 such as guality aseessrRents €rnd phydcian

certltlcatlons'

I have been intormed by you of your Nof/Co of PftvAq Prac?roes contqinlng a more complete

descripilon ol the uses and diccloaur€s o, rsry hsanhlinfurmatioii. I hsvE b€en glven 1fie right to

reniew sueh Notice ol prtvaEy Piad@o grlor 1o slgning thls c\ons€nt' I underotrard that thh

organization has the right to ohang6 tE t{oda ol Pr'wacy P/,lcd,ceg fito,m tlms to trn€ and that I may

"ont"a 
tht. organlzatlon at any tlme dttho a(ftlraso below to obtaln a cun€nt copy of lhe Nodco of

Prlvacy Practlces

I understand that I may reguegt in wffiing thet you restrlct how my pri\.ate infofination is used or

dlsclosed to carry out troatment, paymert of health care operations. I also understand you are not

required to agree to my r€qu€stBd restrlcttqrs, hrt tl you do agree then yrou are bound to abid6 by

such r€strictions. .

Patlent Name:

Signature:

RelatlonshlP to Patient:

Date: ,ri:'

Itlt rnlan'll.r agre

a-..

I

I undersland that [inay r€voke thls consontin wrltlng at any ti{ne, 8)(c6pt to tha €xt€nt that }rou have

taken action relying on this consont'



Oral Cancer Screening Consent Form

Yes lauthorize the clinician to perform the oral cancer examination. t

accept the financial responsibility for this enhanced examination.

NO I decline the oral cancer screening at this time.

Signature

Print Name

Date:

our practice continually seeks advances to ensure that we are providing the
optimum level of oral health care to our patients. we are concerned about oral
cancer and screen every patient.

one American dies every hour from oral cancer. Late detection of oral
cancer is the primary cause of both incidence and mortality rate of oral cancer
continue to increase. As with most cancers, age is the primary risk factor for oral
cancer. Tobacco and alcohol use are the other major predisposing risk factors, but
more than 2s% of oral cancer victims have no such lifestyle risk factors. oral cancer
by patient profile is as follows:

lncreased Rlsk: patients ages 1g-39 ( sexually active patients 16-1g /Hpv )

High Risk: Patients age 40 and order, tobacco users (any age within 10 years)

Highest Risk: Patients age 40 and older, tobacco and or alcohol use: previous
history of oral cancer

This enhanced examination is recognized by the ADA { American Dental
Association) using code D0431. This exam may not be covered by your insurance.

our fee for this exam is S20. This fee is due at time of service when checking out.



PAYMENT ARRANGEMENT FORM

Printed Name of Patient:

Payment Agreement:

I agree that I am responsible for all services rendered to the PATIENT and that PAYMENT is due
and payable to the PRAcflcE at the time services are rendered. I understand that Health,
Dental, and Accident insurance policies are an arrangement between my insurance carrier and
me. I agree to pay all deductibles and co-pays at the time of service. tf I have DUAL covERAGE,
My co-pay and/or deductible will be based on pRtMARy covERAGE. sEcoNDARy covERAGE
will no longer be filed by our office. when you receive your EoB (Estimate of Benefits) from
your primary, mail that off to your secondary insurance and they will mail you a check. I also
understand that if the practice can't verify insurance benefits eligibility for me prior to
treatment that I will pay in full for the services at the time they are rendered. I understand the
Practrce can and will

1. Charge a late fee if payment is not received on my account by the DUE DATE.

2. An amount equal to s35, but not to exceed the maximum amount permitted by law for
each NSF CHECK.

3. A fee in the amount of $25 for each appointment missed/canceled without at least a 4g
hour notice.

I agree to the extent permitted by law, that if my account balance is referred to any agency or
attorney for collection purposes, to pay reasonabre attorney's fees and any expenses or costs
relatinS to the collection proceeding, including court cost. I understand that if treatment and or
care is suspended at ANy flME by the patient or responsible party, ALL FEES for professional
services rendered will be immediately due and payable. I authorize payment directly to the
PRACTICE.

RESPONSIBLE PARTY:

Name:

Street Address:

Cell Phone S

City: State:_ Zip: _

I acknowledge having signed a copy of the practice's Notice of privacy practices. I agree that a
photocopy ot this authorization is as valid as the original.

Signature of Responsible party: 
Date:

DOB: _ SSN#


