
TIME 10:14 AM

PATIENT REGISTRATION

DATE 6/26/2020

Patient Information

Additional Comments:Referred By::

Emergency Contact::

Emergency Phone::

Pharmacy Phone::

Primary Insurance Information

Responsible Party (if someone other than the patient)

ID:

First Name:

Policy Holder

Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct: .00

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00

Soc. Sec:Age: Drivers Lic:

Chart ID:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:





Patient Financial Agreement 

Dear Patient, 

This letter sets forth our office financial payment policy. 

I understand that as a recipient of dental care I, the undersigned, am responsible for all charges regardless of my 
circumstances for reimbursement.  Full payment is due at the time of delivery of service.  I agree that the 
determination of the professional services to be rendered by my doctor and the fees to compensate the doctor for 
these services are matters which concern my doctor and me.  I understand that I have the primary duty and 
obligation to pay my doctor for services provided, notwithstanding any contract I may have with any third party 
payer (for example, insurance company, employer, etc.). 

The undersigned hereby authorizes the release of any and all information of documents to all parties related to 
obtaining my insurance benefits for claims submitted on behalf of myself and/or dependents.  I further expressly 
agree and acknowledge that my signature on this document authorizes my doctor and all necessary parties to 
submit claims to obtain benefits, for services rendered, without obtaining my signature on each and every claim to 
be submitted for myself and/or dependents, and that I will be bound by this signature as if the undersigned has 
personally signed the particular claim.   

As a courtesy, we will help process all dental insurance claims.  Please understand that we will provide an 
insurance estimate to you; however, it is not a guarantee that insurance will pay exactly as estimated.  Insurance 
coverage is subject to limitations, exclusions, waiting periods, frequency, age restrictions, deductibles and 
maximums which are your responsibility.  We will do all we can to ensure your estimate is as accurate as possible.  

I hereby authorize my insurance company to pay the hereby assign directly to Mundy Mill Dental, P.C. all benefits.  
I understand that I am financially responsible for all charges incurred.  I further acknowledge that any insurance 
benefits, when received by and paid will be credited to my account, in accordance with my insurance company’s 
assignment.  Any unpaid charges are my responsibility.   

All charges that I incur are my responsibility, regardless of insurance coverage and are due at the time of service.    
If I default on any balance not paid for by insurance and my account is referred to a collection agency or attorney, I 
will be responsible for all costs of collecting monies owed, including interest, court cost, collection, collection 
agency an attorney fees.  Any and all advance collection fees incurred by the practice will be included in my final 
bill.   

Payment may be made with cash, check, credit card, (Discover, Visa, MasterCard, and American Express) and 
CareCredit.  There is a $35.00 service charge for a returned check. 

I UNDERSTAD THAT IT IS MY RESPONSIBILITY TO KNOW WHAT THE TERMS OF MY INSURANCE ARE, AND IN 
COMPLIANCE WITH THOSE TERMS, AGREE TO THE FOLLOWING: 

1. Providing this office with complete and accurate billing information, including, but not limited to, a 
current insurance card and authorization numbers.  I am responsible for all visits and procedures not 
properly authorized.   

2. I will pay all applicable co-pays and outstanding patient balances as they become due.  All patient 
balances are due at each visit unless otherwise arranged.   

I give my consent to provide dental care and treatment to the below named patient deemed necessary and proper 
in diagnosing or treating his/her/my physical condition.  

I HAVE READ AND AGREE TO THE TERMS OUTLINED ABOVE 

SIGNED (patient or guardian) ________________________________________________ DATE________________ 

FOR (print patient name) ________________________________________________________________________ 



MUNDY MILL DENTAL, P.C. 
 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

 

 
SECTION A:  PATIENT GIVING CONSENT 

 
Name:________________________________________ DOB: __________________________ 
 
Address: _____________________________________________________________________ 
 
Cell/Home Phone ____________________Dependent Children:_________________________ 
 

 
SECTION B: TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

 
Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health 
information to carry out treatment, payment activities, and healthcare operations. 
 
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether 
or not to sign this Consent.  Our Notice provides a description of our treatment, payment activities, and healthcare 
matters about our protected health information. 
 
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we change 
our privacy practices, we will issue a revised Notice of Privacy Practices, which will contain the changes.  The 
changes may apply to any of your protected health information that we maintain. 
 
You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time.  Please 
contact Mundy Mill Dental PC at 770-534-3350. 
 
Right to Revoke:  You will have the right to revoke this Consent at any time by giving us written notice of your 
revocation submitted to the Contact Person listed above.  Please understand that revocation of this Consent will 
affect any action we took in reliance on this Consent before we received your revocation, and that we may decide 
whether to treat you or to continue treating you if you revoke this Consent. 

 

 

Section C: SIGNATURE 
 
I have had full opportunity to read and consider the contents of this Consent form and Notice of Privacy 
Practices and understand that, by signing this Consent form, I am giving my consent to your use and 
disclosure of my protected health information to carry out treatment, payment activities, and health 
care operations. 
 
Signature: ___________________________________________________Date:____________________ 
 
If this Consent is signed by a personal representative on behalf of the patient, complete the following: 
 
Personal Representatives’s Name: _______________________________________________________ 



 

 

 

 

 

 

 

 

APPOINTMENT CONFIRMATIONS 
 

 

Name__________________________________________________ Date_______________ 

 

Home Phone ___________________________________ 

 

Cell Phone_______________________________________ 
 

Receive Text Messages  _____YES      _____NO 
 

 

Email Address________________________________________________________ 
 

Receive Emails        _____YES      _____NO 
 

 

 

 

 

 

 

 

 


