riease compilete all secnons entrely

PATIENT INFORMATION
Patient name: Goes by:
Last, First, Ml
Date of Birth Marital Status SSN#
Address:
Street Apartment#
City State £ip Code
Phone (Home): (Work): (Cell):
Email address:
Emergency Contact:
MName Phone number

EMPLOYMENT INFORMATION
Employer name: Occupation:

Address:

Street City, State  Zip Code Phones

PERSON RESPONSIBLE FOR ACCOUNT

Name: Relationship to Patient:

Employer Name and Address:

Employer Phone #
DENTAL INSURANCE INFORMATION
Prima
Name of [nsured: Date of Birth:
Last, First, Mi

Insurance Plan Name and Address:

Insurance Group #: ID #

Secondary

MName of Insured: Date of Birth:
Last, First, M1

Insurance Plan Name and Address:

Insurance Group# [D#

Employer Name and Address:

Employer Phone#



PATIENT HEALTH HISTO
Please check all that apply;

AIDS Hay Fever Pacemaker Tumors
Anemia Head Injuries Pregnancy Due Ulcers
Arthritis Heart Disease Date: Venereal Disease
Artificial Joints Heart Murmur Radiation Codeine Allergy
Asthma Hepatitis Treatment Penicillin Allergy
Blood Disease High Blood Respiratory Diabetes
Cancer Pressure Problems Other:
Epilepsy Jaundice Rheumatic Fever
Excessive Kidney Disease Sinus Problems
Bleeding Liver Disease Stomach
Fainting Mental Disorders Problems
Glaucoma Nervous Stroke
Growths Disorders Tuberculosis
Regular Medications:
Medicine: Dosage/Reason:

Current Physician's name, address, and phone number:

Please list all allergies below:

Please give dates and description of all hospitalizations or surgeries:

Please describe any dental complications:
Whom may we thank for referring you to our office?

To the best of my knowledge, all of the preceding answers and information provided are true and correct.
If | ever have any change in my health, [ will inform the doctors at the next appoiniment without fail

__ Date:

Signature of patient, parent or guardian

As a condition of your teatment by this office, financial amangements must be made in advance. The practice depends wpon reimbursement from
the pabents for the costs incumed in their care and financial responsibilty an the part of each patient must be determined befare treatment,

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

Patients who carry dental insurance understand that all dental services fumished are chamed direcily 1o 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 assistin making collections
from insurance companies and will credit any such callection the patient's account. However, this dental office cannot render services on the
assumpdion that our changes will be paid by an insurance compary.

A senvice charge of 1 %% per month (18%) per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless
previously written financial amangements are satisfied.

| understand that the fee estimate listed for this dental care can only be extended for a perod of six months from the date of the patient
examination,

In consideration for the profiessional services randened to me, or at my request. by the Doctor, | agree to pay therefore the reasonable value of said
services to said Doclor, or his assignee, at the time said services are rendered, or within five (5) days of biling if credit shall be extended. | 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 thereal, |
further agree that a waiver of any breach of any fime or condition hereundar shall not constitute a waiver or any further larm or condition an |
further agree to pay all costs and reasonable attormey fees if suit be instituted hereundar.

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

| have read the above conditions of freatment and payment and agree o their content.
Date: Relationship to Fatient:

Signature of patient, parent or guardian
Date- Relatilonship to Patient

Signature of guarantor of paymentiresponsible party




ASSIGNMENT OF BENEFITS AGREEMENT

Our office will accept an assignment of benefits from your insurance company with the
provisions listed below. It is important to understand, though, that the agreement
regarding your dental benefits is between you, your employer, and your insurance
company. The obligation you have with our practice Is to pay for treatment, regardless of
the amount that may or may not be reimbursed by your insurance company. The following
provisions identify our policies governing insurance claims.

+ Although we are willing to complete insurance information forms and submit a claim
on your behalf, we do not accept responsibility for the ocutcome of the transaction.
Completing insurance forms is a courtesy we extend to you in an effort save you time
and to facilitate payment to our office from your insurance company. By having our
office process your insurance forms, it is important that you understand that this does
not eliminate your financial obligation for your treatment.

+ We require you to sign this agreement and/or any other necessary assignment
documents that may be required by your insurance company. This instructs your
insurance company to make payment directly to our office.

+ We require you to pay the estimated copayment, which is the amount not covered by
your insurance company, at the time we provide service to you. The copayment is only
an estimate of charges and may be found to be insufficient after review by your
Insurance company.

+ Insurance payments ordinarily are received within 30-860 days from the time of t:ﬂlling_. If
your insurance company has not made payment to our office within 60 days, we will ask
you to pay the entire balance at that time. You will be responsible for seeking
reimbursement from your insurance company at that time.,

+ Our office does not guarantee that your insurance company will pay for treatment you
receive from our practice. We perform routine insurance billing procedures upon
verification of coverage. However, if your claim is denied, you will be responsible for
paying the full amount at that time.

+« Qur office will not enter into a dispute with your insurance company over any claim,
although we will provide necessary documentation your insurance company reguests
to sort out any confusion or questions that may arise. We will cooperate fully with the
regulations and requests of your insurance company. It is ultimately your responsibility
to resolve any type of dispute over payments made or not made by your insurance
company.

| HAVE READ AND ACCEPT TERMS AND CONDITIONS OF THIS ASSIGNMENT OF
BENEFITS AGREEMENT. | AUTHORIZE MY INSURANCE COMPANY TO PAY MY
DENTAL BENEFITS DIRECTLY TO THE DOCTOR.

Print Name

Signature of Patient/Responsible Party Date



Consent for Purposes of Treatment, Payment and Healthcare Operations

| consent to the use or disclosure of my protected health information by Don M. Chaney DDS, PA Cosmetic
and Family Dentistry for the purpose of diagnosing or providing treatment to me, obtaining payment for my
health care bills or to conduct health care operations of Don M. Chaney DDS, PA. | understand that diagnosis
or treatment of me by Don M, Chaney DDS, PA may be conditioned upon my consent as evidenced by my
signature on this document.

| understand | have the right to request a restriction as to how my protected health information is used or
disclosed to carry out treatment, payment or healthcare operations of the praclice. Don M. Chaney DDS, PA
Cosmetic and Family Dentistry is not required to agree to the restrictions that | may request. However, if Don
M. Chaney DDS, PA Cosmetic and Family Dentistry agrees to a restriction that | request, the resfriction is
binding on Don M. Chaney DDS, PA Cosmetic and Family Dentistry and Don M. Chaney DDS, PA.

| have the right fo revoke this consent, in writing, at any time, except to the extent that Don M. Chaney DDS,
PA or Don M. Chaney DDS, PA Cosmetic and Family Dentistry has taken action in reliance on this consent.

My "protected health information” means health information, including my demographic information, collected
from me and created or received by my physician, another health care provider, a health plan, my employer or
a health care clearinghouse. This protected health information relates lo my past, present or fulure physical or
mental health or condition and identifies me, or there is a reasonable basis to believe the information may
identify me.

| understand | have a right to review Don M. Chaney DDS, PA Cosmetic and Family Dentistry's Notice of
Privacy Practices prior to signing this document. The Don M. Chaney DDS, PA Cosmetic and Family
Dentistry's Motice of Privacy Practices has been provided to me. The Notice of Privacy Practices describes the
types of uses and disclosures of my protected health information that will occur in my treatment, payment of my
bills or in the performance of health care operations of the Don M. Chaney DDS, PA Cosmetic and Family
Dentistry The Notice of Privacy Practices for Don M. Chaney DDS, PA Cosmetic and Family Dentistry is
also provided at the front desk .This Notice of Privacy Practices also describes my rights and the Don M.
Chaney DDS,PA Cosmetic and Family Dentistry's duties with respect to my protected health information,

Don M. Chaney DDS, PA Cosmetic and Family Dentistry reserves the right to change the privacy praclices
that are described in the Notice of Privacy Practices. | may obtain a revised notice of privacy practices by
calling the office and requesling a revised copy be sent in the mail or asking for one at the time of my next
appointment.

Signature of Patient or Personal Representative

Mame of Patient or Personal Representative

Date

Description of Personal Representative's Authority
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