Reservation/Cancellation Policy

Our practice is sensitive to busy schedules. We strive to provide high quality dental care in
the most efficient manner possible. Because we value your time, we reserve a place for you
to see the hygienistand doctor, Your reservation helps us ensure we utilize your time most
effectively and ensures that other patients receive the same quality care that you receive,
Your reservation ensures that the time reserved is of supreme quality with our highly
credentialed hygienist and doctor, We ask that you review our reservation/cancellation
policy and acknowledge this policy with your signature below.,

+  With your permission, the practice will communicate reservation reminders via text
messaging and telephone calls.

+  We ask thatall new patients arrive several minutes (e.g. 15) prior to your
reservation time in order to allow for completion of necessary new patient forms.

= We ask that reservation cancellations be made at least 48 hours ahead of the
scheduled reservation time.

+ The practice understands that emergencies can sometimes arise. Therefore,
Lumber River Dental will work with you to reschedule your reservation if you must
cancel less than 24 hours prior,

+  Areservation cancellation less than 24 hours prior can disrupt the quality time that
other patients receive. Therefore, a second reservation cancellation under 24 hours
prior will resultin you having to pay a $50 deposit for future reservations. This
depositreservation fee must be paid atleast 4 days in advance. The deposit wﬂl be
applied toward the dental care you receive.

+ A broken reservation withoutany notification also results ina $50 depositpaid 4
days in advance of future reservations. The deposited funds will be applied toward

the dental care you receive.

*+  The practice reserves the right to modify this policy at any time in the future.

Patient Date

Lumber River Dental Representative  ~ Date



Financial Policy

We understand that dental care can be expensive which is why Lumber River Dental
strives to he innovative with payment options. Our goal is to remove financial barriers
so that you and your family can receive dental care at our practice, We ask that you
take a moment to review this policy and acknowledge it with your signature.

+ Payment for dental care is expected at the time of service.
* We will strive to verify your insurance benefits prior to treatment, However,
you dental carrier only provides us an estimate of benefits, Any remaining

balance becomes your financial responsibility.

+  Wewillfile a claim on your behalf if the practice is in network with your
dental insurance provider.

+ Law requires that this practice collect your copay for dental care received.

* It'simportant to us that our patients have options to pay for their dental care,
Qur practice provides financing options so that you can pay for your care on
a monthly basis. Please ask our team member for questions about details.

+  We accept cash, check, Visa, MasterCard, and Discover,

+ Retuned checks are subject to a $30 fee.

* Accountbalances greater than 90 days are subject to being forwarded to a
collection agency.

+ The practice reserves the right to modify this policy at any time in the future.

Patient Date

Lumber River Dental Representative Date




Primary Dental Insurance Information

(Ciny]

G

Name of Insured: (Last) (First) (A1)
Insured's Birth Date: [D3# Groupi#:
[nsured's Address: |

{State) (Zip)
Tnsured's Employer Name:
Employer's Address:

(Stare)__ (ip)
Patdient's relationsiip to insured: T Self (2 Spouse 0 Child 3 Gther
Insurance Plan Name:
Insurance Address:

(State) (Zip)

(City)

Please let us know ifyou have secondary dental insurance.

As a conditian of treatment by this office, financial arrangements must be made in advance, The
practice depends upon reimbursement from patieats for the costincurred in their care. Financial

Consentfor Services

rasponsibility on the partof each patient must be determined before treaument. 1

Patients with dental insurance understand thatall dental services are charged directly to the

patientand thathe or she is personally responsible for payment of all dental services. This office

will acceptassignment of benefits from mestinsurance companies, however, the patient is always
responsible for any balance their insurance company does not caver.

{understand thatany fee estmate for this dental care can only be extended for a period of ninety
days from the date of the patient's examination.

In consideration for the professional services rendered to ma by this practice, 1 agree to pay the
charges forthe services at the time of treatment. 1 further agree to pay all costs and reascnable
atrorney fees if account goes into collection.

[0 1 have read the above conditions of treatmentand paymentand agree to their consent.

Signature:

Date:

Reladonship to the Patient
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To day’s;‘ Date

Name (Last) (First)

(1)

Have you had dental xwrays within the last 12 months?

I€s0, please bring copies of
the x-rays to your dental appointment, If you choose not to obtain those x-rays, we will need to take

anew series of x-rays which consistof a panorex and bitewing »-rays.

Whatis the reason for your visittoday?

- Have you had hip/knee replacement surgery or any heart surgery within the lasttwo years?
Ifyes, pleaselet us know so thatwe may determine whether you may need an

antibjoticprior to your appointment.

Woutd you consider yourself to be in fairly good health?

O Yes O No

Within the past year, have there been any changes in your general health?

O Yes O No

What is the date (or approximate date] of your last medical and dental exam?

Your Primary Care Physician's name, address & phone number?

Do vou have or have you ever had any of the following?

Yes No

D Abnormal Bleeding

O Anemia

C Artificial bones/joints
i Blood Disease/Transfusion
3 Colids

3 Emphysemz

O Fainting

Ci Glaucoma

2 Heart Disease

O Hepetitis

G High Blood Pressure
0O Jaundice

I Liver Disease

T ¥erveus Disorders

3 Premedicarion needed
0 Psychiatric Problems
3 Rheumatic Fever

0O Stroke

O Tuberculosis/TB

O Ulcers

goooaoooonooooopaaann

WOWLEN ONLY: Are you pregnant?
DYes OMNa [fyes, due date?

Yes

oQoooo0QAdQOaooCooooan

No .
Calcohol/Drug Abuse
3 Arthritis

O Asthma

O Cancer

0 Diabetes

i3 Epilepsy

O Frequent Headaches

DHayfever/Seasonal Allergies
O Heart Murmur/ditral Valve Prolapse

Q) Fever Blister/Herpes
O HIV

0 Kidney Disease

O Mental Disorders

0 Pacemaker

O Pregrancy

0 Radiation Treatment
(J Sinus Problems

O Thyroid Problems

O Tumors

{0 Venereal Disease/VD

eme




Are yvou allergic to any of the following?

Yes No¢ Yes No

O I Peniciliin & 0 Codeine

g DNovotaine O T Aspirin

O X Sulfa Drugs O U Latex

| 0 Amaozxicillin G 0O Other

QYes ONo Have you ever had complications following dentzl treatment?

OYes ONo Are you currently under the care of a physician due to a specific condition?
Oves OWNo Have you been hospitalized within the Jast 5 years due to a surgery or illness?
QYes ONo Do you use tobacco products (smoking or chewing)?

OYes ONo Do you require the use of corrective lenses (contacts or glasses)?

QvYes [ONo Do you have any conditions, diseases, etc,, notlisted above?

Please list any medications (prescription and non-p rescription) that you are taking?

How freguently do you brush your teeth? (3 3+/day D2Xperday O1X/day O Weekly
How frequenty do you floss your teeth? U i+/day 0 2-6 weekly U1-6 monthly O Never

OYes ONo Do your gums bleed when you brush or floss?

OYes UNo Do your teeth experience sensitivity 1o cold or hottemperaturas?

Oves ONo Ace any of your teeth currently causingyou pain?

OYes OMo Do you grind your teeth (either consciously or during sleep)?

QYes ONo ° Areanycfyourteeth loose, orareyou concerned aboutany teeth loosening?
OYes CNo Do you currently have any dental implants, dentures or partials?

OYes [No Do you saore?

DO Yes ONo Would you like your teeth whiter?

Authorization

I hereby certify that1 have read and understand the previous Information and thatitis accurate and
true w0 the best of my knowledge, | acknowledge thet providing incorrectand Jor inaccurate
information has the potential to being hazardous to my health.

Izurhorize the diagnosis of my dental health by means of radiographs, study models, phoctographs,
or othec diagnostic 2ids deemed appropriate.

[ authorize the dentist to release any informaton including the diagnosis and records of reatment
or examination for myself and my dependent(s) to third-party insurance carriers, payors, znd/or
healthcare providers. [ authorize the payment from my insurance carrier to submit payment
directly to the dentistor dental pracdce to be ap plied directly to any outstanding balance on my
account.

{understand that [ am financially vesponsible for any outstanding balance for services provided
thatare not fully covered by insurance, and I may be billed for this remaining balance. 1 consentand
zgree to be financially responsible for payment of all services rendered on my behalf or on behalf of
my dependents (ifany).

Patient/Parent or guardian

Doctors Signature !
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Patient Information

Please take a momentto enter or update your information to help us ensure the quality of your care
is excellent

Name (Last) (First) 851y
Title: Preferred Name :

Gender: (O Male O Female Family Status: O Married O Single O Child Q Other
Date of Birth: Email Address:

Address:

{Ciny) (State) (Zip)
Phone: (home) {work) {mobile)

Emergency Contact Name and Phone Number:

Whom may we thaok for referring you. to our practice?
Y

Responsible Party Information

Name {Last) {(First) (D

Title; Gender; [0 Male 0 Female Family Status: O Married O Single 11 Othier
Date of Birth: Social Security #: ’
Phone: (home) (work) {mobile) ,
Address:
(Ci) (State)________ (zZiD) '

EmploymentInformation
The followingis for: U the patient O the person responsible for payment

Employer Name: Phone: .

Address:

(Ciwy) (State) ___ (Zip)
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Acknowledgement of Receipt
QOf Notice of Privacy Practices

Patient Name & Address:

T have received a copy of the Notice of Privacy Practices for the above

named practice.

Signature Date

For Office Use Only

We vwere unable to obtain a yrritten acknowledgement of receipt of the Notice of

Privacy Practices because:

o An emergency existed & a signature was not possible at the time,

a The individual refused to sign.

A copy was maiied with a request for a signature by return roail.

u}
o Unableto communicale with the patient for the following reason:
o OQOther:

Prepared By

Signature

Date

e v e

Vote emtti—t s v aeses ga



Authorization for Release of Information — Compound Release

Name of Patient Date of Birth

. is authorized to release protected health information
about the above named patientin the following manner and to identified persons.

Eotity to Receive Information. e " Description of information to be released” Check gach
Check each person/entity ’(hat You approve 1o recei ve . ﬁtatcan be ﬂvcn fo pcrson/entity o tne lcf‘c in mc same
information: - . ST sechigng v
(] voice Meil L Results of fan tests/N-rays
- Other,
] spouse (provide name and phone number) L Cl Financial . . .
' ) D Wledical o
(] parent (provide name and phons number) [ Financiat
[ fedical
3 Email conm_mnicaﬁon—}’févide emiil address® - - [ ] Financial L "

[ Medical )
*[p order for emeil communication fo oceur, pleau;e accept [ Breach notification -
the disclosure below: e

! For email communication [ understand that if email is not senfin an encrypted manner there is a sisk it could be
acccssed maoproprra.elx L stlll elecc to recewe ernaﬂ commumcatloa

D Commwucatlon about, t-eatmeur. ahemahves even if this ofﬁccw being compcnsatpd for making he coramumcahon

Patient Rights:

« T have the right to revoke this authorization at any time.

+ Imay inspector copy the protected health information to be disclosed. as described. in this document.

« Revocation is not sffective in cases where the information has alrsady been disclosed but will be effective

going forwacd.

«  Information used or disclosed as a result of this authorization may be subject to redisclosure by the recipient
and may no longer be protected by federal or state Taw.
- 1 have the right to refuse to sign this authorization and that my treatment will notbe conditioned on signing.

The information. is released at the patient’s reguest and this authorization will remain in effect until
revoked by the patient.

Date

Signature of Patient or Personal Representative
#Description of Personal Representative's Authonty (attach necessary documentation)

Revised August 2013




Anuthorization to Release Health Information

Patient Information:

Name of Patient Date of Birth
Address

City, State, Zip’ : Phone

At my request the following information may be released:

O Entire record [0 Financial records O Office visit notes

O Marketing* [0 On site record review by the patient

O Psychotherapy notes — if this box is checked only psychotherapy notes may be released.
[0 Diagnostic studies (list):

O Other as listed

*Financial compensation is received for this communication.

Entity or person who will receive the information:

Name l\ U b&f/ Rfl Ve D%’J”l lL"L/
Address 6'““ 8 H?”(ﬂ&‘t Dnve
City, State, Zip Lumberton. NC 28358 phond410)474-258]

This authorization shall be in effect until the information has been forwarded as requested or
until the course of treatment is complete.

Patient Rights:

» [ have the right to revoke this authorization at any time.

e I may inspect or copy the protected health information fo be disclosed as described in this document.

e Revocation is not effective in cases where the information has already been disclosed but will be
effective going forward.

e Information used or disclosed as a result of this authorization may be subject to redisclosure by the
recipient and may no longer be protected by federal or state law.

« 1have the right to refuse to sign this authorization and that my treatment will not be conditioned on
signing.

1 understand that released information may include a communicable disease diagnosis such as HIV.

Date

Signature of Patient or Personal Representative

Revised August 2013




