
PATIENT INFORMATION 

 

 

Patient’s Name _____________________________________ date of birth _________________________ 

 

Address _______________________Apt #____ city _______________state _______ zip code _________ 

 

Social Security # _______________________ Home #____________________ Work #_______________ 

 

Cell # ____________________________ email address _________________________________________ 

 

How did you hear about us? _______________________________________________________________ 

 

 

INSURANCE INFORMATION 

 

Insurance co. name __________________________ Billing address_______________________________________ 

 

Phone # __________________ Group # ________________________ ID #________________________________ 

 

Subscriber’s name _________________________________________Date of birth __________________________  

 

Subscribers SS# _______________________________Employer name ___________________________________ 

 

 

 

HIPPA PRIVACY 

 

I understand that according to the Federal Hippa law that this office is unable to discuss my treatment, account balance or 

any other matters pertaining to me unless I indicate that they may do so. 

 

I agree that the following people can be informed of any association that I may have with this office including but not 

limited to treatment, diagnosis, financial arrangement, account balances and my general well being. 

 

Please list below:       Name                                             Phone Number 

               1.  _________________________________________________________________________________  

2. _____________________________________________________________  

3. _____________________________________________________________  

4. _____________________________________________________________  

This consent applies until I ask that a name be deleted or a new form replaces this one.Patient  

 

 

XSignature_______________________________________________Date____________________________ 

 



 
 

2112-A Danville Road                   Decatur, AL  35601                   Phone-256.353.8696            fax-256.353.7388 

 

Welcome!  Our entire team is pleased that you have insurance benefits to help you and your family with the cost of your 

dental care.  We would like to help you obtain the maximum use of these benefits. With this in mind, please read the 

information on our insurance claims process so we can work together to ensure this benefit. 

DO YOU ACCEPT MY INSURANCE? HOW MUCH WILL THEY PAY? 

We currently accept most private insurance plans, which means that we work with hundreds of companies. 

Although we maintain computerized histories of payment by a given company, they do change. Therefore, it is impossible 

to give you a guaranteed quote at the time of service. We estimate your portion based on the most up-to- date information 

we have, but it is only an estimate. 

I THOUGHT I PAID MY PORTION, BUT I RECEIVED A BILL. WHY? 

We base the patient portion of your b i l l  on our most current date, but there are several factors that can affect this 

estimate. For example, there may be a deductible, or you may have received treatment in another office prior to joining our 

office. Insurance companies do not inform us of any charges to your benefits. We do, however, investigate your benefits as 

thoroughly as possible. 

INSURANCE DID NOT PAY, NOW WHAT? 

We bill your insurance as a courtesy. Dental insurance is a contract between the employer and the patient. It has no 

connection at all to us as your dental office. The extent of coverage varies greatly from company to company, sometimes 

even within a company. It has absolutely nothing to do with the level of service provided by us, and the fee charge for 

these services. 

An often-misunderstood term used by many insurance companies is "UCR". This is an arbitrary fee ceiling at 

which the insurance company wil l  stop reimbursement. These fee ceilings were often set 10-15 years ago. After this 

ceiling, coverage for a particular procedure may cease, meaning the patient will have an extra portion that is due. Despite 

our best efforts at giving you an accurate estimate, a patient will occasionally owe the amount of the difference. Again, this 

has nothing to do with the fee charged but the level of coverage negotiated by the insurance company. 

 

FINANCIAL OPTIONS 

 

We request payment for your portion at the time of service. We do have several methods of payment that are 

designed to help you and your family get the quality of care that you deserve. Please feel free to ask any staff member if 

there is anything we can do to serve you. 

We welcome you to our family and look forward to help you get the healthy, beautiful smile that you deserve. 

 

CANCELLATION OF APPOINTMENT POLICY 

Hygiene appointments=$25 per hour /Doctor appointments =$25 per 30 minutes 

 

I have read, understand and accept the terms of the above outline policies for insurance handing and financial commitments 

that I may incur as a result of treatment.  I also, aknowledge that there is a cancellation fee for any appointments cancelled 

with less than 24 hours notice.   

 

 

 

 

X Signature______________________Relationship to patient______________Date ______________________________ 


