
             Date:____________ 

Welcome 
Name:___________________________________ Date of Birth ____________________Sex __________ 

Address: ___________________________________________City_____________State ___Zip ________ 

Social Security_______________ Home Phone_________________ Cell Phone_____________________ 

Email___________________________________________ Driver’s License ________________________ 

Check:            Minor ___        Single ___        Married ___         Divorced ___         Widowed___ 

Patient (or Guardian) Employer______________________________ Phone_____________ City_______ 

Spouse (or Guardian) Employer_____________________________Phone______________City________ 

How did you hear about us? ______________________________________________________________ 

Emergency Contact______________________________________ Phone_________________________ 

Responsible person for account ___________________________________________________________ 

If you are filling this form out on behalf of another person, what is your relationship? 

Name________________________________________________ Relationship_____________________ 

 

Primary Insurance                                                             Secondary Insurance 

Insured’s Name__________________________ 

Employer_______________________________       

Member ID/SS#__________________________        

Insured’s DOB___________________________         

Insurance Co.____________________________ 

Insurance Co. Address_____________________          

Insurance Phone #________________________ 

Group #________________________________ 

Insured’s Name__________________________ 

Employer_______________________________ 

Member ID/SS#__________________________ 

Insured’s DOB___________________________ 

Insurance Co.____________________________ 

Insurance Co. Address_____________________ 

Insurance Phone #________________________          

Group # ________________________________          



 
 

Financial Policy 
 

All co-payments, deductibles and non-covered services are due when services are rendered.  If 
you have dental insurance, we will estimate your benefits to the best of our ability.  However, as 
the patient or the subscriber, you are responsible to know your insurance benefits, exclusions and 
policy details.  If you are insured by two carriers, we will collect the portion estimated not to be 
covered by the primary plan. Once the secondary plan pays their portion, we will then send a 
refund or credit your account.  Hardin Cosmetic and Family Dentistry will not take responsibility 
if an insurance company does not pay for treatment.  We can only provide an estimate of 
benefits, not a guarantee of payment. 
 
All co-payments, deductibles and non-covered services are due when services are rendered.  
Prior to your dental treatment, we do our best to provide you with an estimation of your total 
investment.  All, if any, financial arrangements or options are to be done before the treatment is 
rendered.  Insurance companies have 60 days to make payment on a claim.  Inquiries after this 
time become the subscriber’s responsibility.  Cash, Check, Visa, MasterCard, American Express, 
Discover and financing are all available.  
 
I understand that I am financially responsible for all services whether or not paid by my 
insurance carrier.  In the event that my account is not paid, I agree to pay all cost of collection, 
including attorney fees, court cost, any billing charges and interest fees. A finance charge of 1.5% 
occurs on the account if the balance is not taken care of within 90 days and will continue until 
paid. 
 
 
Patient Signature: _____________________________________ Date: __________ 
I have read and understand the policy written above. 
 
Guarantor Signature: __________________________________ Date: __________ 
(if different from patient) 
 
If you are going to be unable to keep your scheduled appointment time, we ask that you please 
have the courtesy to call the office at least 48 hours prior to the appointment.  Hardin Cosmetic 
and Family Dentistry reserves the right to charge a fee for any appointment failed or 
cancelled without a 48 hour notice.  A patient or family may be dismissed from the practice due 
to failed appointments or failing to keep account balances paid.   
 
 

Assignment of Benefit Form: 
I do hereby give permission to Hardin Cosmetic and Family Dentistry, to complain on 
my behalf, to the insurance commissioner and to my insurance carrier for delaying of any 
payment on my claims.  I understand that by law, my insurance company is required to 
pay promptly and can be held accountable for not doing so.   
 
Patient Signature: _____________________________________ Date: ___________ 







 

HIPAA Acknowledgement and Confidential Communication Agreement 

Patient Name:________________________________________________       DOB: _________________ 

I, ____________________, hereby acknowledge that I received a copy of this dental practice’s Notice of 
Privacy Practices.  I further acknowledge that a copy of the current notice will be posted in the reception 
area, and that I will be offered a copy of any amended Notice of Privacy Practices at each appointment. 

Signature: ____________________________________________ Relationship:___________________ 

Release of Information 

□ I authorize the release of personal information, such as diagnosis, treatment, finances and other 
personal information, to the following individuals. (Leave blank if this does not apply) 
Name:________________________________________ Relationship:___________________ 
Name:________________________________________ Relationship:___________________ 
Name:________________________________________ Relationship:___________________ 

□ I authorize Hardin Cosmetic and Family Dentistry to contact me at the following: 
Telephone:_________________________  May we send text? Yes ______No______ 
Email: __________________________________ 
If unable to reach me: 

□ You may leave me a detailed message 
□ You may leave a message asking me to return your call 

I understand that this agreement remains in effect until revoked by me in writing.  Please understand 
that revocation of this consent will not affect any action we took in reliance on this consent before we 
received your revocation, and that we may decline to treat you or to continue treating you if you revoke 
this consent. 

Signature: ___________________________________________ Date: ________________ 

If this consent is signed by a personal representative on behalf of the patient, complete the following: 

Representative’s Name:__________________________________ Relationship:________________ 

_____________________________________________________________________________________ 

(For Office Use Only) 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment was not 
signed because: 

□ Individual refused to sign 
□ Communication barriers prohibited obtaining the acknowledgement 
□ An emergency situation prevented us from obtaining acknowledgment 
□ Other (Please Specify) 

 
All Rights Reserved.  Reproduction of this form by dentist and their staff is permitted.  Any other duplication or distribution of 
this form by any other party requires prior written approval of the American Dental Assocation. 


