
PATIENT INFORMATION

Name:  ____________________________________________________________________________________
 LAST FIRST MIDDLE INITIAL

Address:  __________________________________________________________________________________
 STREET CITY STATE ZIP

Phone: HOME ( _____) __________________     Social Security #:  __________________________________

 MOBILE ( _____) __________________     Date of Birth:  _____________________       Male       Female

 WORK ( _____) __________________     Email:  ___________________________________________

 May we contact you at work?       Yes      No       May we e-mail appointment confirmation?       Yes      No

Employer:  ____________________________________________________     Job Title: ___________________

Emergency Contact:  ____________________________________________     ( _____ ) __________________

INSURANCE
PRIMARY DENTAL CARRIER

Subscriber Name:  ______________________________    Relation to Patient:  ___________________________

Employer:  ____________________________________    Date of Birth:  _______________________________

Insurance Company and Address:  ______________________________________________________________

Insurance ID or SS #:  ___________________________    Group #:  ___________________________________

SECONDARY DENTAL CARRIER

Subscriber Name:  ______________________________    Relation to Patient:  ___________________________

Employer:  ____________________________________    Date of Birth:  _______________________________

Insurance Company and Address:  ______________________________________________________________

Insurance ID or SS #:  ___________________________    Group #:  ___________________________________

INSURANCE AUTHORIZATION STATEMENT (Sign & Date)

I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me.  
I understand that I am responsible for all costs and dental treatment. I hereby authorize the Dental Office to 
administer such medications and perform such diagnostic and therapeutic procedures as may be necessary for 
proper dental care. The information on this page and the medical history is correct to the best of knowledge.

Signature:  ___________________________________________________    Date:  _______________________



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT (Sign & Date)
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPPA”), 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 physical certifications.

I have received, read and understand 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 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.

Signature:  _________________________________________________     Date:  ________________________

INSURANCE & PAYMENT OPTIONS (Sign & Date)
The cost of periodontal treatment varies depending upon your needs. After Dr. Remien has examined you and 
determined the appropriate treatment, he will provide you with an estimate of the cost. If you have dental benefits, 
your carrier may cover some or all of your costs. Prior to proceeding with the treatment, fees and financial  
arrangements will be discussed with you so that you can make an informed decision and plan accordingly. 
As a courtesy to you, we will bill your insurance company and do all that we can to help you maximize any  
insurance benefit that you have. We view dental insurance as a “bonus” benefit that many patients unfortunately 
don’t have. It should not dictate the type of treatment we offer nor should it dictate the type of treatment you 
choose to proceed with. Ultimately, services and treatment rendered you are your financial obligation and you, 
not your insurance company, will be held responsible for such.
For your convenience we accept Visa, MasterCard, and Discover credit cards. While we are unable to provide 
financing for care, we do work with CareCredit™ and Wells Fargo to offer financing options.

Signature:  _________________________________________________     Date:  ________________________

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgment on this Notice of Privacy Practices Acknowledgment, but was 
unable to do so as documented below:

Reason:  ________________________________________________________________     Initial and Date:  ____________








