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TIME 01:52 PM

ID:

First Name:

Chart ID:

Patient ls: I Policy Holder f] Responsible Party

PATIENT REGISTRATION

Last Name:

Prefened Name:

DATE2/26/2025

Middle Initial:

Responsible Party ( if someone other than the patient )

Middle Initial:

Address: Address 2:

Pager:

f,Responsible Party is also a Policy Holder for Patient [frimary Insurance Policy Holder f] Secondary Insurance Policy Holder

Address: Address 2:

Home Phone: Work Phone: Ext: Cellular:

Sex: f, Male f] Female Marital Status: I Manied f] singte f] Divorced I Separated I widowed

E-mail: [I would like to receive correspondences via e-mail.

EmploamentIFull Time f]rart rime IRetired
status:

Student Status:flFull Time IRart time

Pref. Dentist:

Prel Pharmacy:

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to Insured:f Self ISpou." Ictrla Iotte.

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

. Address 2:

City, State, Zip:

Rem. Benefits:

Relationshiptolnsured:ISelf f]Spouse [-lctrita l-lotr,e.



WELCOME TO OUR DENTAL GROUP

We are happy that you have chosen our group as your dental health provider. The dentist and staff are

looking forward to a long healthful relationship with all or our patients.

Our primary concern is your oral health and dental needs; we will strive to provide you with the best
quality a professional care that you desire and deserve.

ln order to provide timely appointments for all patients, we ask that you please cancel an appointment
which you have scheduled and that you are unable to keep, by at least 24 hours before that
appointment time. This will enable us to provide that valuable time for another patient and/or an

emergency. ln fairness to all, a charge of 55.00 per 15 minutes of scheduled time will be billed if your

appointment is not cancelled. We record the cancellation/broken appointments in your medical legal

records.

Naturally the cost of dental care is a concern to all patients. lt is customary to have the patient's share or
co-payment paid as the service is rendered unless special arrangements have been discussed and agreed

upon by the office manager. ln order to keep our fees at the lowest reasonable levels possible, we must
have a precise and just payment procedures. While only a small minority of our patients fall into the
following category, we must inform you that returned checks and balances older that 30 days may be

subject to additional collection fees and late payment fee 1 %% per month to any balance owed, in the

event of default to pay, reasonable collection charges and/or attorney fees will be added as provided by

law.

Your dental coverage is a contract between you, your employer and the lnsurance Company. We are not

a part of that contract. Not all services are a covered benefit in all contracts. Some lnsurance companies

arbitrarily select certain dental services they do not cover. No special letters or words to them will
change that coverage. lf you request, we will give you good faith estimate of charges after your

examination. Those estimates are subject to change if you decide on a different course of treatment and

use of different materials, or a biomechanical need encountered during the treatment phase. The

estimate is not a guarantee of the price. lt is your responsibility to know your insurance coverage, not

ours. There are thousands of policies and payment schedules. We cannot know precisely what you or
your employer has purchased. You are personally responsible for the entire fee for professional services

rendered.

lf you have any questions regarding your dental care, privacy rights, or any other needs that we should

know, please feel free to speak to your dentist or the office management regarding you concern.

Remember we want to help and encourage your participation in your good oral health goals.

By signing this form you are allowing Newport Center Dental Group to bill and receive insurance

payment from your dental insurance if !'ou have insurance. lf you have no insurance full payment is due

at the time of service.

Thank you, and welcome to our dental group.

Patient's signature Date



Dental Group Practice Information
Notice Of Privacy Practices-Effective Date: April 1412003

This notice is required by law by the Privacy Regulations Created as a
Result of the Health Insurance Portability and Accountability Act of 1996 (HIPPA)

This notice describes how medical information about you or your child (as a patient of this practice) may
be used and disclosed and how you can get access to this information. Please review it carefully,

A full legal version of this notice is available. If you would like a copy of the full version,
please see our front ofhce staff,

At this Dental Group we have always kept your health information secure and confidential. A new law
requires us to continue maintaining your privacy, to give you this notice, get your signature, and to follow
the terms of this notice. Without this notice we cannot treat you or process.your insurance. This form is
unalterable by law. The law permits us to use or disclose your health information those involved in your
treatment. For example, a discussion of or copy of your records may be sent to another physician or dentist
that we refer you to. We may use of disclose your health information for payment of your services, for
example, we may send a report of your care to your insurance company.
We may use or disclose your health information for our normal healthcare operations. For example, when
you arrive we will ask you to sign in, or one of our staffwill enter your information into our computer. We
may share your information as needed with our business associates, such as our answering service or
medical record storage company. We have a written contract with each business associate that requires
them to protect your privacy.
We may use your information to contact you. For example, we may send newsletters or other information
to you in the mal. We may call you to confirm your appointment or give you test results. If you are not
home, we may leave this information on your answering machine or with the person that answers the
phone. In an emergency, we may disclose your health information to a family member or another person
responsible for your care.
We may release some or all of your health information when law requires it. If this practice is ever sold,
your information will become the property of the new owner. Except as described above, we will not use
or disclose your health information without your prior written authorization.

You may request in writing that we not disclose your health information as described above. We will let
you know if we can fulfill your request.
You have a right to know of any uses or disclosures we make with your information beyond normal uses.

As we will sometimes need to contact you, we will use whatever address or telephone number you prefer.
You have the right to transfer copies of your health information to another practice. We will mail your files
for you. There will be a cost (as allowed by law) for the time and materials to copy and send your records,
you have the right to see and receive a copy of your health information; with few exceptions. You must
give us a written request regarding the information you want to see. If you also want a copy of your
records, we will charge you a reasonable fee for the copies as the law allow.
You have the right to request an amendment or change to your health information. You must give us your
request to make changes in writing. If you wish to include a statement in your file, please give it to us in
writing. We may or may not make the change, we will not remove nor alter earlier documents, but will add

new information. You have a right to receive another copy of this notice. If we change any of the details of
this notice you will be notified.
If you feel that your rights have been violated, you may file a complaint with the Department of Health and

Human Services, 200 Independence Ave. S.W., Room 509F, Washington,DC-20201. You will not be
retaliated against for filling complaint. Before filing a complaint, please contact our office and ask for our
Manager and Privacy Officer.

Signature Date


