meeeessssssmn Get Acquainted p——————

About Your Smile, P.C.

SECTION 1

Patient Name Birthdate

Last First Initial Mo. Day Yr.
Name of Spouse
Or if Child, Name of Parent(s)

Last First Initial Last First Initial

Mailing Address
City/State/Zip Phone (H) (W)
Patient/Parent Work For: Spouse/Other Parent Work For:

Who is responsible for payment not covered by insurance?
How did you find out about our office? Sign O Yellow Pages O Insurance Directory O Frienddd AdD  Patient d

E-mail Address:

Patient Social Security Number: - -

SECTION 2
Dental Insurance — 1% Coverage (/f you have Keystone Mercy, Health Partners or AmeriChoice, skip to Section 3)

Employer Job Title #Yrs. at this job Name of Ins. Co.

Employee Name Employee Date of Birth

Mo. Day Yr.

Address of insurance Company:

Telephone # of Ins. Company Insured Social Security # - -
Program or Policy # Union or Group #
FOR STAFF USE ONLY ucrR ppol] Hmo [

Annual Max $ Deductible $ P OP CNB Perio Ortho
Dental Insurance — 2" Coverage
Employer Job Title #Yrs. atthisjob  Name of Ins. Co.
Employee Name Employee Date of Birth

Mo. Day Yr.

Address of insurance Company:

Telephone # of Ins. Company Insured Social Security # - -
Program or Policy # Union or Group #
FOR STAFF USE ONLY ucrR ppold Hmo O

Annual Max $ Deductible $ P OP CNB Perio Ortho

SECTION 3

| certify that | have provided ALL insurance information. Federal and state law require that About Your Smile, P.C. collect from
insurance carriers in a specific order.

| Certify that I will notify About Your Smile, P.C. of any updates of this information.

Patient or Guardian X Date

Signature Mo. Day Yr.
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About Your Smile, P.C.

SECTION 4
| hereby authorize and request the performance of dental services for the patient...

Age:

Print Patient Name

| also give my consent to any advisable and necessary dental procedures, medications, or anesthetics to be administered by
the attending dentist or his/her staff for diagnostic purposes of dental treatment.

If authorization is for a child, | AUTHORIZE THE USE OF RESTRAINTS during dental treatment by the attending dentist or by
his/her supervised staff.

I understand that | am responsible for payment of any denial of coverage due to failure to disclose use of benefits at another
office.

| understand that Payment in Full is due at time of service by credit card, cash or verified insurance coverage.

| understand that a Missed Appointment Charge will apply for appointments missed with less than one (1) business day
notice before appointment.

| have received a copy of this form.
| have had all of my questions answered,
Date:

(Signature of Responsible Party) Month Day Year

SECTION 5

NOTICE OF PRIVACY PRACTICES

In accordance with The Privacy Rule “Standards for Privacy of Individually Identifiable Health Information” of April 14, 2001 we
are notifying you about your privacy rights. Information collected in the course of Treatment, Payment or Health Care
Operations (TPO) is governed by our Privacy Policy. A copy of our current Privacy Policy is available from our front desk for
review.

You have the right to revoke consent in writing, except to the extent that we have taken action in reliance on the consent.

You may request, but we are not obligated to honor, restrictions on use or disclosure of health information for purposes of
Treatment, Payment or Health Care Operations (TPO). We are bound by any restriction to which we agree.

Signing this does not permit us to sell your name, to disclose information to an employer for employment decisions or to
disclose information for eligibility for life insurance.

You have the right to review our privacy practices prior to signing this consent.
Date:

(Signature of Responsible Party) Month Day Year

For Office Use Only

Notes:
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