Welcome

Today’s Date / /

. Y

Patient’s Last Name

Patient’s First Name

What do you prefer to be called?

Mailing Address

City State Zip
How did you learn about our office? [ ]TV [ JRadio [ ]Coupon
i [ ]Friend/Family: [ Jother:

| WHAT IS THE BEST WAY TO CONTACT YOU:
[ ]JHome phone [ ]Cell phone [ JWork phone [ JEmail

Home Phone #
Cell Phone #

Work Phone #
E-mail Address
* Birth

Date / / Age SS #
Employer

How long?

7N\

BRILLA DENTAL GROUP
Sonrie, LLa Vida Es Buena

/\—/

 DENTAL INSURANCE

Do you have Dental Insurance [ ]Yes
Primary Insurance

[ INo

Policy Subscriber’s Name
Relation Birth Date / /
Subscriber’s ID# or S.S.#
Subscriber’s Employer
Phone #
Secondary Insurance
Subscriber’s ID# or S.S.#
Subscriber’s Employer
Phone #

Preferred Language: [ ] Spanish [ ] English Name
| Relation
Home Phone #
. . Work Phone #
F]egsglfl ultimately responsible for the account: Cell Phone #
[ ] Other: Name Relation Medical Doctors Name
W Billing Address Ehone
‘ | Other Person (if any) you authorize us to
. discuss your care or treatment with:
City State Zip .
* Home Phone #
| Cell Phone # R S s . -
1 Work Phone # The Health ‘“30!’?“‘(52 Portability
Hmall Adiess and Accountability Act (HIPAA
4 SS# Driv. Lic. # [ have had full opportunity to read and consider the

Intended Payment Method:
[ Jeash [ Jcheck [ ]CareCredit [ ]Financing [ Jcredit card

1 . I have had full opportunity to read and consider the contents of the

1 complete Financial Policy of Brilla Dental Group
1 - I hereby authorize assignment of my insurance rendered.

1 - I am solely responsible for any balance not paid by my insurance.

- 1 know that Payment-in-full is due at time of visit, unless other
1 arrangements have been made. _ )
1 - Tauthorize release of information required to process claims.

| - I know that a $45 fee will be incurred for any returned check.

5 - ] am aware that if my account is not paid within 90 days that I will be

responsible for all fees and charges incurred in collecting.

- I am aware that failing to cancel & not showing up for an appointment

may incur a a min. of $50 per hr. to a max. 200 “No-Show” Fee.
| - ] am aware that requests for duplicate x-rays must accompany the
designated fee.

| Signature Date:

contents of this office’s Notice of Privacy
Practices. | understand that, by signing this form,

[ am giving my consent to the use and disclose any
of my health information to carry out treatment,
payment activities, and healthcare operations.

Signature Date:

f

Representative completing the consent on behalf of the patient:

' {Name Relationship

YOU ARE ENTITLED TO A COPY OF THIS CONSENT UPON
REQUEST and MAY REQUEST A COPY OF OUR NOTICE OF
PRIVACY PRACTICES. YOU MAY REVOKE THIS CONSENT
‘ AT ANY TIME. :
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