Hollymead Dental Arts

Dental Insurance Information

Policy Holder:

Relationship to Patient:

Policy Holder’s DOB:

Policy Holder's SS#:

Policy Holder’s Employer:

Insurance company:

Insurance address:

Insurance Phone Number:

ID/Member Number:

Group Number:

How did you hear about our office?

» Dentist:

» Advertisements:

» Family/ Friends:

» Insurance/ Other:




Assignment of Benefits
For the office of

Hollymead Dental Arts

Our practice will accept an assignment of benefits from your insurance company with the conditions

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 all treatment and services we provide to you, 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 outcome of the transaction. Completing insurance
forms is a courtesy we extend to you in an effort to save you time and to facilitate payment to our
practice from your insurance company. By having our practice 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 practice.

We require you to pay the estimated copayment, which is the amount not covered by your

insurance company at the time we provided 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 receiving within 30 days from the time of billing. If your

insurance company has not made payment to our practice within 30 days, we will ask you to pay

the entire balance at that time. You will be responsible for seeing reimbursement from your

insurance company at that time.

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

% Our practice will not enter into a dispute with your insurance company over any claim, although
we will provide necessary documentation your insurance company requests 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 to our practice.

WE DO NOT FILE WORKMANS COMP.

J
%

%
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I HAVE READ AND ACCEPT THE TERMS AND CONDITIONS OF THIS ASSIGNMENT OF
BENEFITS AGREEMENT. Il AUTHORIZE MY INSURANCE COMPANY TO PAY MY
DENTAL BENEFITS DIRECTLY TO HOLLYMEAD DENTAL ARTS.

PRINT NAME (PATIENT) SIGNATURE OF RESPONSIBLE PARTY DATE



Financial Agreement
For the office of
Hollymead Dental Arts

This agreement is to inform you of your financial obligation to our practice. We are committed to
providing you with the most comprehensive dental care, using only the highest quality materials and
technology available in the market today. We are also committed to providing you with up-to-date
information and educational tools so that you may fully participate in maintaining optimum oral health.
This financial agreement is intended to facilitate our ability to provide excellent service to you while
minimizing our administrative costs. |

All charges you incur are your responsibility regardless of your insurance coverage. We must
emphasize that as your dental care provider, our relationship is with you, our patient, not with your
insurance company. Your insurance policy is an agreement between you, your employer and the
insurance company. Our practice is not a part of that agreement. If payment from your insurance
company is not received within 30 days from the date of service, you will be expected to pay the balance
in full.

As a courtesy to you we will help you process your insurance claims. You may direct your insurance
company to pay your benefits directly to our practice by signing the authorization on the assignment of
benefits agreement. For our practice to file your insurance claims, you must bring a completed dental
insurance form, dental insurance card or proof of insurance to each appointment.

Your estimated copayment for treatment, which is the amount not covered by your insurance, is due at
the time treatment is provided. Your estimated copayment may be adjusted after the time of the
treatment depending upon the final reconciliation of the insurance payment. Our practice accepts cash,
check, care credit and all major credit cards payment.

Returned checks and balances older than 31 days will be subject to collection fees or finance charges at
the rate of 1.5% per month (18% annually). An account over 31 days with a balance pending is your
responsibility and we request you follow up with your insurance company. Accounts over 60 days past
due will be subject to your collection agency for further legal processing.

Additionally, our office may charge you for appointments that you do not keep and for appointments
that you do not allow a 24 hour business day notice of cancellation. Please do not hesitate to ask if you
have any questions regarding this financial agreement. We are committed to providing you with the
ultimate experience in dental care.

PRINT NAME (PATIENT) SIGNATURE OF RESPONSIBLE PARTY DATE



HIPAA ACKNOWLEDGEMENT/CONSENT FORM
I'understand that I have certain rights to privacy regarding my protected health information.

These rights are given to me under the Health Insurance Portability and Accountability Act of 1996
(HIPPA). I understand that by signing this consent I authorize you to use and disclose my protected
health information to carry out:

» Treatment including direct or indirect treatment by other healthcare providers involved in my
treatment.

> Obtaining payment from third party payer's)e.g. my insurance company.

» The day-to-day healthcare operations of our practice.

I have also been informed of and given the right to review and secure a copy of your Notice of
Privacy Practices, which contains a more complete description of the uses and disclosures of my
protected health information and mu rights under HIPPA. I understand that you reserve the
right to change the terms of this notice from time to time and I that I my contact you at any
time to obtain the most current copy of the notice I understand that I have the right to request
restrictions on how my protected health information is used and disclosed to carry out
treatment, payment and healthcare operations, but that you are not required to agree to these
requested restrictions. However, if you do agree, you are then bound to comply with these
restrictions. I understand that I may revoke this consent in writing at any time. Any use or
disclosure that occurred prior to the date I revoked this consent is not affected.

Print Patient Name

Signature Date

Relationship to Patient (if patient unable to sign)

I give permission for my protected health information to be disclosed for purposes of
communicating results, findings and care decisions to the individuals listed below. I
understand I can add or remove any individuals at any time.

Name Relationship Phone Number




M Ed | Cal I nfO rmation Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Please explain:
\.

(Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact lenses? ... . ......... Oooog l Do you use controlled substances (drugs)? S R Ooo0oo
Joint Replacement. Have you had an orthopedic total joint i Do you use tobacco (smoking, snuff, chew, bidis)? ... aoag
(hip, knee, elbow, finger) replacement? O O O | fso, how interested are you in stopping?
Date: IF yes, have you had any complications? Circle one: VERY / SOMEWHAT / NOT INTERESTED A -
S et — ) : - =
Are you taking or scheduled to begin taking an antiresorptive agent | Do yoes oink leohiplic beveroges i ooao
(like Fosamax®, Actonel’, Atelvia, Boniva®, Reclast, Prolia) for | If yes, how much alcohol did you drink in the last 24 hours?
osteoporosis or Paget's disease? . .. .. ... e st O 0O O | ifyes, how much do you typically drink i n a week? -
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
UeEinent ‘Mth Sl anteLor pruve duen: (ke Aredie’, 2""‘5'“? JEEVR PregRantd s st S s &b e L [ 0
for bone pain, hypercalcemia or skeletal complications resulting from Number of Weake:
Paget's disease, multiple myeloma or metastatic cancer?....... ooao Taking birth control pills or hormonal replacement? ... st e 151
Date Treatment began:. VT e WS A o Dre e b e i e S IECIRl T
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals Ooo0oo
Lacal anesthetics B &8 B Latex (rubber) Ooono
Aspirin O00 lodine OooOoo
Penicillin or other antibiotics O 0O O  Hayfever/seasonal Oooo
Barbiturates, sedatives, or sleeping pills OO0 Anmals ooo
Sulfa drugs OO0 Ffood oo0o
Codeine or other narcotics O 00 Other goa
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
o Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart valve... ... Oooog ‘ Autoimmune disease....... 000 Glaucoma........ ooao
Previous infective endocarditis ... ENERE ‘ Rheumatoid arthritis ... [0 0O [0  Hepatitis, jaundice or
Damaged valves in transplanted heart .0 O O | Systemic lupus |IV.EF e 5 Ehe
Congenital heart disease (CHD) j SrtEmais =8 a8 EplIery ) hals
Unrepaired, cyanotic CHD.............. A o0 0 Y ] PRI it mrent 00 0 Frtingspelsor seizes stala
| . . .
Repaired (completely) inlast 6months . ... .. .. ... o R Hronchilis uoao fou;zisogsl;z:ﬁ;orders OB
| 1 “
Repaired CHD with residual defects . ooQo | Emphysema ooao Sl ooo
— Sinus trouble 0Ooao R
Except for the conditions listed above, ontibiotic prophylaxis is no longer recommended Tuberculosis Ooo Do you snore? . ooao
for any other form of CHD Mental health disorders oooD
Cancer/Chemotherapy/ Specify:
Radiation Treatment OO0 i
Yes No DK Yes NoDK 4 _ ‘ - Recurrent Infections ooo
Cardiovasculardisease ... O O O  Mitral valve prolapse. O QO ©hestpanuponeerton,. oo Type of infection:
ANQING. 0O 0OQ Pacemaker............ OO0 Chronicpain. . -ooao Kidney problems. .. ooo
Arteriosclerosis O O O Rheumatic fever... .. O O g Diabetes Typelorll. ooao Night sweats ooo
Congestive heart failure O O O  Rheumatic heart disease O O g Fatingdisorder 000  osteoporosis ooao
Damaged heart valves O O O Abnormal bleeding O Ooag Malnutrition O O O persistent swollen glands
Heart attack OO0 Anemia. o O OO Gastrointestinal disease.. OO0 O inneck ooao
. fl : Severe headaches/
Heart murmur... ... O O O 8loed transfusion O OO GE Reflux/persistent miaraines ooo
oo ooo If yes, date: heartburn Ooaoano 9 -
LW blaod pressure N Severe or rapid weightloss ... 0 O O
; Hemophilia 0O OO |Ulers ooao
High blood pressure ... & 0E i i
) ) Sexually transmitted disease . OO O O
: AIDS or HIV infection O O O  Thyroid problems Ooa ) N
Other congenital Excessive urination ooao
heart defects.. . 0O 0O 0O  Arthritis 0O O 0O Stroke Ooa
Has a;h)TsiEi;l-'l_or previous dentist recommended that you take antibiotics pi'!(; to your dental tr;:;t;e?t?-.- ............... . —_—- lji-lj a
Name of physician or dentist mEking recommendation: 7 Phone: include orea code
— ( } —
Do you have any disease, condition, or problem not listed above that you think | should know about? Ooono

completion of this form.
Signature of Patient/Legal Guardian:

-

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the

__ Date:

Signature of Dentist:
=>4

—— e ——

Comments:

FOR COMPLETION BY DENTIST




Health H|Story Form ADA Amferican Dental Association®

America’s leading advocate for oral health

Uall Today's Date: ]

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questicns concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

Name: Home Phone: include area code Business/Cell Phone:. include orea code
Lost First Middle ( ) ( )
Address: o o City: State: - p e
Mailing address
Occupation a R Heightt 'Weight:- Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: 7 Relationship: Home Phone: Include orea code Cell Phone: include area code
( ) ( )

If you are completing this form for another persan, what is your relationship to that person? - B
Your Narne Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
Active Tuberculosis. . . ... e o : - R G oog
Persistent cough greater than a 3 week duration ooo
Cough that produces blocd OooOoog
Been exposed to anyone with tuberculosis 8.0 E
ff you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )
Dental I nformatlon Please mark (X) your responses to the following questions.

Yes No DK } Yes No DK |
Do your gums bleed when you brush or floss? [ Oooag Do you have earaches or neck pains?. . - . Oooo
Are your teeth sensitive to cold, hot, sweets or pressure? S Ooo0on j Do you have any clicking, popping or discomfort in the Jaw? Ooo0oDo
Is your mouth dry? 00 0O 0O | Doyoubruxor grind your teeth? OoQg
Have you had any periodontal (qum) treatments? 0Ooaog Do you have sores or ulcers in your mouth? OooDo
Have you ever had orthodontic (braces) treatment? O O O | Doyouwear dentures or partials? ooo
Have you had any problems associated with previous dental treatment? O O O | Doyou participate in active recreational activities? i 0o0oa
Is your hame water supply fluoridated? . . . .0 O O | Haveyouever had aserious mjury to your head or mouthﬂ s .Oo0Qg
Do you drink bottled or filtered water? . . 0O OO Dateofyourlast dentalexam: - e
If yes, how often? (Check one;) DAILYD] / WEEKLY 0 / OCCASIONALLY O What was done at that time?
Are you currently experiencing dental pain or discomfort? . 0o -

o ‘ Date of last dental x-rays:

What is the reason fdr—yo?agﬁfaf\;sffadéy?

How do you feel about your smile?

\

M Ed | Cal ! ﬂfo Mm at 10N piease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

If yes, what condition is being treated?

Yes No DK Yes No DK |
Are you now under the care of a physician? .. R (= e [ Have you had a serious illness, operation or been hospitalized
Physician Name. o Phone: include area code | i tt"f past Sx?ilfi?; L ST & £ E] E o
( ) | If yes, what was the illness or problem?

Address/City/State/ Zip: o ‘

| Are you taking or have you recently taken any prescriptiori =

or over the counter medicine(s)? . i OooQog

Are you in good health? . o OooOQg |ifso please list all, including vitamins, natural or herbal preparations
Has there been any change in your genefai health within the pastyear? ... 0 O O and/or dietary supplements

Date of last physical exam:

L

® 2012 American Dental Association
Form 5500



