NEW PATIENT ACCOUNT INFORMATION
Who is responsible for the dental investment?

Last Name

First Name

M.I.

___________________________________

_____________________ _____________ _________________

ADDRESS

CITY

STATE

ZIP

(___)_____________________

(___)__________________ ____________________________________

CELL PHONE NUMBER

HOME NUMBER

EMAIL ADDRESS

________________________________________

________________________________________________

S.S.#

DRIVER’S LICENSE ID#

First Visit Examination and Payment Information: Policies and Agreement
We accept payment by: CASH, CHECK, VISA, MASTERCARD, AMERICAN EXPRESS, DISCOVER, CARE CREDIT

Initial visit entails a comprehensive dental examination to formulate a thorough diagnosis and treatment plan. The
examination includes a full series of intraoral radiographs, photographs or limited treatment if needed to relieve pain or
discomfort.


I authorize any intraoral radiographs, photographs and supportive documentation necessary for a complete diagnosis and
proper dental treatment.



I authorize the release of any necessary information including the diagnosis and records of treatment to third party payers
and/or other health practitioners.

Patients with insurance are expected to pay the copayment and deductible at the time of service. Patients without insurance are
expected to pay the pre‐determined fee at the time of service.
Your insurance coverage is a contract between you and your insurance company, not our office. Insurance companies reimburse
at various amounts based on each individual contract. HAVING INSURANCE IS NOT A SUBSITUTE FOR PAYMENT OR CHARGES AND
YOU ARE RESPONSIBLE FOR FULL PAYMENT OF YOUR ACCOUNT WITHIN 45 DAYS OF SERVICE, REGARDLESS OF THE STATUS OF ANY
INSURANCE CLAIM.


I have read and understood the above polices and authorizations. I agree to be ultimately responsible for all services
rendered on my behalf or my dependent.

X___________________________________________________________
Signature of patient or parent of minor

X _____________________
Date

INSURANCE AGREEMENT
Thank you for choosing South Shore Dental Care for your dental health needs. Excellence in dentistry and patient satisfaction are
our utmost priority. It is our goal to provide you with the best quality dental treatment.

As a service to our patients, we will prepare all of the necessary insurance forms. However, we remind you that your
policy is an agreement between you or your employer and your insurance company, not between your insurance company
and our office.
We can make no guarantee of any estimated coverage, but we will do our best to see that you receive your maximum
benefits. Please keep in mind that you are responsible for your total obligation should your insurance benefits result in less
coverage than anticipated. If you would like to know what your expected coverage will be, we will submit a pretreatment
estimate. Your insurer will generally send a detailed response within four to six weeks.
I acknowledge that I have read the above statement.
__________________________________________________________________________________________
Signature
Date
APPOINTMENT POLICY
Because we reserve time exclusively for each patient, we ask that, if possible, you not change your appointment. If you
can't keep your scheduled appointment, we require a minimum of 48 hours notification so we can make your reserved time
available for other patients. To notify us of any change, please call our office during business hours or leave us a message.
In order to maintain the most efficient schedule for our patients, our Appointment Policy is as follows:
- Broken appointments (without 48-hour notification) may incur a fee of $75.00 per scheduled hour.
I acknowledge that I have read the above statement.
__________________________________________________________________________________________
Signature
Date
PHOTOGRAPHY AGREEMENT
Dr. Stutman often takes photographs for the purpose of case documentation, laboratory communication, continuing
education, lectures and slide presentations, as well as various dental articles and publications including before and after
photos on our website.
I hereby grant permission to South Shore Dental Care, to use any and all photography for the purposes stated above. I also
acknowledge that this is done voluntarily and without compensation.
__________________________________________________________________________________________
Signature
Date

NOTICE OF PRIVACY PRACTICES
ACKNOWLEDGEMENT
I understand that under the Health Insurance Portability & Accountability Act of 1996 (“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 received your Notice of Privacy Practices containing a more complete description of the uses
and disclosures of my health information. 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.
Name _______________________________________________ Date ___________________
Signature ________________________________ Relationship _________________________

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: ____________________________

