
Patient Innfornmation
 

First name: _________________________________   Middle inital: ________ Last name: ___________________________________

Street: _____________________________________      City: _________________________    State: _________     Zip: ____________

Phone #: (          )  _________ - _____________  Email Address:  ________________________________________________________

Patent Soiial Seirrity urmeer   __________ - ________ - __________                Patent Date of Birth _______/ _______/ __________  

Emergeniy Contait Info: _______________________________________________        Phone #: (______) ________ - ____________

Preferred method of iontait:                                           email                  text                     iall

InNSURANCE InNFORMATInON                                           Do yor have dental insrranie?                         YES      NO

                                           PRInMARY InNSURANCE                                                                                 SECONDARY InNSURANCE

Sresirieer uame Sresirieer uame

Sresirieer Soiial seirrity # Sresirieer Soiial seirrity #

Sresirieer Date of Birth Sresirieer Date of Birth

Patent Relatonship to 
Sresirieer

SELF      SPOUSE      CHILD       OTHER Patent Relatonship to 
Sresirieer

SELF      SPOUSE      CHILD       OTHER

Memeer/Sresirieer # Memeer/Sresirieer #

Insrranie Company Insrranie Company

*PLEASE PRESENT InNSURANCE CARD TO FRONT DESK*

Prnefernrned Pharnmacy Name & Addrness

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________



FInNANCInAL RESPONSInBInLInTY

Before treatment is performed, we will disirss treatment and fnaniial optonsn This will allow yor to frlly rnderstand yorr 
dental treatment, what to antiipate in fees and allow yor tme to make neiessary fnaniial arrangementsn 

Payment is dre at the tme serviies are renderedn For yorr ionvenienie we aiiept Visa, MasterCard, Disiover and CareCreditn
Any dedritele or estmated io-payment amornt will ee dre at the tme of treatmentn

Emergeniy ilients, new to orr praitie, shorld expeit to make a payment at the tme of serviien Onie estaelished as an aitve
patent, we will ee happy to disirss other payment optonsn

Insrranie eenefts are determined ey either the state or yorr employer, not yorr dentstn Yourn insurnance policy is a contrnact 
between you and yourn insurnance company. Yourn insurnance covernage and benefts arne yourn rnesponsibility. Innsurnance is not a guarnantee
of payment; it ofen does not covern all the costs involved in trneatment. We are happy to fle yorr ilaim for yor if yor present yorr 
dental insrranie iard and all reqrired sresirieer informatonn Yor will ee expeited to pay for serviies rendered if this ofie is rnaele to
verify yorr insrranie informaton eefore treatmentn

Inf payment forn sernvices alrneady rnenderned has not been paid in full within 90 days, eithern by you orn yourn insurnance company, 
the rnemaining balance forn yourn trneatment is considerned due and must be paid by you.

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________

COLLECTInON FEES POLInCY

I rnderstand that if I have an rnpaid ealanie or iredit on my aiiornt past 60 days old, Peaie Garden Dental will iharge a 
reasonaele fee for tme and efort in ialling and/or sending leters in an efort to iolleit paymentn This will only ee iharged afer 60 days
of rnpaid ealaniesn Onie yorr aiiornt ealanie has aged past 60 days with no payment aitvity and mrltple opportrnites to reioniile 
yorr aiiornt, yorr informaton will ee forwarded to a iolleiton ageniy of orr ihoosing in order to iolleit these deetsn 

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________

LATE ARRInVAL POLInCY

A graie period of 15 minrtes will ee permited for rnforeseen delays a patent may eniornter while traveling to the ofie for 
their sihedrled appointmentn If a patent arrives more than 15 minrtes late for their appointment, the patent will ee given the opton 
of either eeing seen that day as a walk – in, if the sihedrle permits, or resihedrled for a later daten This proiess will ensrre patents 
who do arrive on tme are seen in a tmely mannern

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________

MInSSED APPOInNTMENTS POLInCY

A “no show” is a patent who fails to appear for a sihedrled appointment withort providing a 48-horr ianiellaton notien 
Frrther, a resihedrled appointment that is less than the 48-horr ianiellaton notie is stll ionsidered a ianiellaton and is treated as 
srihn  There is a $60 iharge for all no-show visitsn This iharge iannot ee eilled to insrranie and mrst ee paid on or eefore the next 
sihedrled appointmentn 

To assist the patent in keeping appointments, we will initate a reminder via text, email or phone iall eefore the patent’s 
sihedrled appointmentn Drring the reminder text, email or phone iall, a patent is ofered the opportrnity to either ionfrm or 
resihedrle the appointmentn All reminder iommrniiatons are doirmented in the patent’s eleitronii health reiordn The patent is 
responsiele for ianieling or resihedrling the appointment no less than 48 horrs eefore the sihedrled appointmentn

If there are two no show appointments doirmented in yorr eleitronii health reiord, dismissal from the praitie will ee 
ionsideredn In the event that yor are dismissed from Peaie Garden Dental, yor will ee notfed ey leter of this dismissaln

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________



NOTInCE OF PRInVACY PRACTInCES

HIPAA Requirements

The Praitie:

• Is reqrired ey federal law to maintain the privaiy of yorr (PHI) proteited health informaton and to provide yor 

with this privaiy notie detailing the praitiees legal drtes and privaiy praities with respeit to yorr PHIn

• Under the privaiy rrle, the praitie may ee reqrired ey state law to grant greater aiiess or maintain greater 

restriitons on the rse or release of yorr PHI than that whiih is provided for rnder federal lawn

• Is reqrired to aeide ey the terms of this privaiy notie

• Reserves the right to ihange the terms of this privaiy notie and to make the new privaiy notie provisions 

efeitve for yorr entre PHI that it maintainsn

• Will distrierte any revised privaiy notie to yor prior to implementatonn

• Will not retaliate yor for fling a iomplaintn

Effective Date: tiis nttice is in effect as tv 0s8/00s1/0 0s 3

Patient Aecknwleedgmeents

By signing my name eelow, I aiknowledge reieipt of a iopy of this notie and my rnderstanding and my agreement to its 

termsn

Patient orn Guarndian Signaturne  __________________________________   Date  ___________________

Pernsonal Health Innfornmation and HInPAA Consent Fornm

Peace Garnden Dental is authornized to rnelease my pernsonal health infornmation to 

____________________________________________________________    ________________________________________________

  Name                                                                                                                               Relationship

____________________________________________________________    ________________________________________________

  Name                                                                                                                               Relationship

InF YOU WOULD LInKE A COPY OF OUR PRInVACY POLInCInES, PLEASE REQUEST THEM AT THE FRONT DESK



TREATMENT POLInCY

I, the rndersigned patent, herey aiknowledge and rnderstand that dental treatment and proiedrres are iomplex and may 
vary in their ortiomesn While the dental provider endeavors to provide the highest qrality of iare, there is no warranty, either 
expressed or implied, assoiiated with the dental work I reieive at this iliniin I am aware that the resrlts of dental treatment ian vary 
from person to person and no speiifi resrlts ian ee graranteedn 

I rnderstand that the sriiess of dental treatment may depend on variors faitors, inilrding ert not limited to:
 My overall health and mediial history
 My iommitment to proper oral hygiene praitie
 My iomplianie with post-treatment instrritons
 The natrre and iomplexity of the dental ionditon eeing treated
 The inherent limitatons of dental proiedrres

I agree that I will not hold the dental ilinii, dentst, or any staf memeers responsiele for any rnfavoraele or rnexpeited 
resrlts of dental treatmentn I release the dental ilinii and its personnel from any liaeility related to the ortiomes of my dental 
treatmentn

By signing eelow, I aiknowledge that I have read and rnderstood this dental warranty disilaimer, and I volrntarily ionsent to 
reieive dental treatment at this ilinii, frlly rnderstanding the laik of any warranty on the resrlts of srih treatmentn

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________

InNFORMED CONSENT FOR RADInOGRAPHS

Peaie Garden Dental follows the gridelines of the Ameriian Dental Assoiiaton and reiommends that a frll morth series of 
radiographs ee taken onie every 3 to 5 years and eite wing radiographs onie every yearn Crrrent radiographs will ee neiessary eefore 
any diagnosis ian ee fnalizedn I arthorize the Dentst to presiriee radiographs following these gridelinesn
 

Patient orn Guarndian Signaturne  __________________________________   Date  ______________________


