
PATIENT INFORMATION       DATE  _________________________ 

 

Dr. Mr. Mrs. Ms. PATIENT NAME   ____________________________________________________________________ 
      (Last)         (First)                       (MI) 
 
Street Address  ______________________________________________ City__________________________________ 
 
State ____________ Zip ____________How would you like to be confirmed? (check one)__text  __e-mail  __phone call  
 
 
Home Telephone: ____________________ Bus Telephone: ___________________ Cell #: _______________________ 
 
Birth date ___/________/________       Social Security # _______ /________/________ E-mail:_____________________           
 
 
Whom may we thank for referring you?  ____________________Name _______________Insurance Co. 
 
 
 _______________Other 
 
 
IN CASE OF EMERGENCY, WHO SHOULD WE NOTIFY?   Relationship: 
  
Name                  Address/City/                    Phone____________________ 
 
 
PERSON RESPONSIBLE FOR ACCOUNT    IF OTHER THAN YOU, PLEASE COMPLETE   
 
  
NAME                  NAME      Relation 
 
Address/City/State/Zip      Address/City/State/Zip  
     
Telephone#      Telephone# 
 
IF YOU ARE COVERED BY DENTAL INSURANCE, PLEASE FILL OUT FOLLOWING 
 
Is this policy in your name? YES NO 
 
If NO, whose name is It under? _______________________________________________________________________ 
 
Relationship to you? Spouse   Parent    (If parent, is name different from patient? _____________________________ ) 
 
Birth date of the policyholder ___________________ Soc Security# of policyholder ___________________________ 
 
Name of group dental program ___________________ Subscriber ID Number ________________Group#___________ 
 
Employer Name 
 
Employer Address/City/State/Zip   
 
Insurance Company 
 
Insurance Company Address/City/State/Zip 
 
Insurance Company Telephone#   
 
 
AUTHORIZATION  I authorize insurance  payment  to be paid directly to the dental office. I understand that I am  

                                            responsible for all costs of dental treatment and for balances not covered by the insurance carrier.  

    I authorize the dental office to administer such medications and perform diagnostic and  

    therapeutic procedures necessary for proper care. The above information is correct  to the best of my  

                                            knowledge. 

                                           

                                            Please allow us the courtesy of at least a 24 hours notice for any  appointment 
change, or a charge will be applied.        

                                             

 

  
   SIGNATURE     DATE 
 
 







	  

	  	  	  	  	  FINANCIAL	  POLICIES	  
	  
	  	  	  	  	  We	  are	  dedicated	  to	  providing	  you	  the	  highest	  quality	  dental	  care	  and	  personal	  service.	  	  	  Providing	  
	  	  	  	  	  our	  patients	  this	  level	  of	  customer	  service	  requires	  some	  financial	  and	  insurance	  policies.	  	  It	  is	  very	  	  
	  	  	  	  	  important	  that	  you	  read	  carefully	  and	  understand	  each	  of	  the	  following	  statements.	  
	  
	  
	  	  	  	  INSURANCE	  
	  	  	  	  As	  a	  courtesy	  and	  convenience	  to	  our	  patients	  we	  are	  happy	  to	  assist	  in	  filing	  your	  insurance	  claims.	  
	  	  	  	  However,	  your	  insurance	  is	  a	  contract	  between	  you,	  your	  employer	  and	  the	  insurance	  company.	  	  	  
	  	  	  	  Longwood	  Dental	  Group	  is	  not	  a	  party	  to	  this	  contract.	  	  Therefore,	  all	  charges	  are	  your	  responsibility.	  	  	  
	  	  	  	  Our	  office	  will	  submit	  your	  dental	  claims	  to	  your	  first	  and	  if	  applicable	  your	  secondary	  insurances	  as	  a	  
	  	  	  	  courtesy.	  	  It	  is	  your	  responsibility	  to	  provide	  us	  with	  your	  current	  insurance	  information,	  understand	  	  
	  	  	  	  your	  benefits,	  monitor	  what	  has	  been	  paid	  to	  our	  office	  and	  be	  aware	  the	  balance	  remaining	  in	  
	  	  	  	  your	  insurance	  benefits.	  	  	  
	  
	  	  	  CHARGES	  
	  	  	  We	  require	  all	  deductibles	  and	  co-‐payments	  be	  paid	  at	  time	  of	  service.	  	  We	  have	  no	  control	  over	  what	  
	  	  	  your	  insurance	  company	  will	  or	  will	  not	  pay.	  	  We	  will	  estimate	  your	  dental	  treatment	  to	  the	  best	  of	  our	  
	  	  	  ability.	  	  However,	  all	  charges	  for	  treatment	  are	  ultimately	  the	  patient’s	  responsibility.	  	  Please	  be	  	  
	  	  	  advised:	  	  if	  your	  account	  becomes	  *90	  days	  delinquent,	  the	  account	  will	  automatically	  be	  sent	  to	  a	  
	  	  	  collections	  agency	  and	  a	  50%	  service	  fee	  assessed.	  
	  	  	  *	  excludes	  payment	  plans	  in	  compliance,	  extending	  beyond	  90	  days	  
	  
	  	  APPOINTMENTS	  
	  	  We	  require	  confirmations	  of	  all	  appointments.	  	  You	  may	  choose	  the	  method	  of	  confirmation	  most	  
	  	  convenient	  (email	  /	  phone	  /	  text).	  	  	  
	  	  We	  require	  48	  hour	  notice	  (2	  business	  days)	  to	  cancel	  or	  reschedule	  an	  appointment.	  	  All	  cancellations	  	  
	  	  must	  be	  received	  by	  phone.	  	  	  Please	  be	  advised,	  there	  may	  be	  a	  charge	  up	  to	  $100.per	  hour	  of	  the	  	  
	  	  doctor	  or	  hygiene	  time	  for	  appointment	  cancelled	  without	  2	  business	  day	  notice.	  
	  
	  
	  	  I	  grant	  permission	  to	  the	  staff	  of	  Longwood	  Dental	  Group	  to	  contact	  me	  by	  phone	  at	  home,	  work	  or	  on	  
	  	  my	  cell	  to	  discuss	  matters	  related	  to	  the	  above.	  	  I	  have	  read,	  understand	  and	  agree	  to	  the	  above	  
	  	  statements.	  
	  (minors	  must	  have	  signature	  of	  parent	  or	  guardian	  before	  being	  seen)	  

	  
	  
	  
SIGNATURE	  ________________________________________	  ___	  	  	  	  	  	  	  DATE	  _____________________	  	  	  	  	  	  	  	  	  	  	  
	  	  	  	  
	  	  	  	  	  	  	  	  	  	  	  



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 

LONGWOOD DENTAL GROUP 

 

 

 

I understand that, under the Health Insurance Portability & Accountability Act of 1966 

(“HIPAA”), I have certain rights to privacy regarding my protected health information. I 

understand that this information can and will be used to: 

 

• Conduct, plan and direct my treatment and follow-up among the multiple 

healthcare providers who may be involved in that treatment directly and indirectly. 

• Obtain payment from third-party payers. 

• Conduct normal healthcare operations such as quality assessments and physician 

certifications. 

 

I acknowledge that I have been informed by you of your Notice of Privacy Practices 

containing a more complete description of the uses and disclosures of my health 

information. I have been given the right to review such Notice of Privacy Practices prior 

to signing this consent. I understand that this organization has the right to change its 

Notice of Privacy Practices from time to time and that I may contact this organization at 

any time at the address below to obtain a current copy of the Notice of Privacy Practices. 

 

I understand that I may request in writing that you restrict how my private information is 

used or disclosed to carry out treatment, payment or health care operations. I also 

understand you are not required to agree to my requested restrictions, but if you do agree 

then you are bound to abide by such restrictions. 

 

I understand that I may revoke this consent in rigthing at anytime, except to the extent 

that you have taken action relying on this content. 
 

 

Patient Name: ____________________________________________________________ 

 

Signature: _______________________________________________________________ 

 

Relationship to Patient: _______________________________________________ _____ 

 

Date: _____/_____/_____ 

 

OFFICE USE ONLY 

 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of 

Privacy Practices Acknowledgement, but was unable to do so as documented below. 

 

Date: _____/_____/____ Initials:_________ Reason: _____________________________ 
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