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Thank you for selecting Designing Smiles to care for your smile! We will strive to provide you with the best possible dentistry and patient care. To help us meet all your dental needs, please fill out this form completely in ink. If you have any questions or need assistance, please ask us- we will be happy to help! 

>> PATIENT INFORMATION (CONFIDENTIAL) <<		                      	             Date _____________________________

Name___________________________________________________________________ Soc. Sec. # ____________________________
Birth date____________________________ Please Circle    Male   or  Female     [   ] Single [   ] Married [   ] Widowed  [   ] Divorced
Address_____________________________________________ City ___________________________ State _______ Zip ___________
Employer: ____________________________________________________________ Occupation ______________________________
Whom may we thank for referring you? _____________________________________________________________________________

>> CONTACT INFORMATION <<

Home Phone __________________________ Work Phone__________________________ Cell Phone __________________________
E-mail ________________________________________________________________________________________________________
In the event of an emergency, who should we contact?
Name ________________________________________________________ Relationship _____________________________________
Home Phone __________________________ Work Phone___________________________ Cell Phone _________________________


>> RESPONSIBLE PARTY <<

Who is responsible for the account?
Name __________________________________________________________ Relationship ___________________________________
Birthdate ______________________________________________________  Soc. Sec. # _____________________________________
Address___________________________________________ City __________________________ State _______ Zip ______________
If there is no insurance how do you intend to pay today?        [   ] Check        [   ] Cash       [   ] Credit Card       [   ] Care Credit

>> INSURANCE INFORMATION <<

Primary Dental Insurance					

Insurance Co. ___________________________________________________ Phone #_____________________________________
Subscriber’s I.D.#(or Soc. Sec. #)________________________________________  Subscriber’s DOB ________________________
Group #__________________________________________ Relationship to Subscriber____________________________________ 
Is there a Secondary Insurance? _________________________________________________________________________________
Do you have Medical Insurance? [  ] Yes  [  ] No   Insurance Name:______________________________________________________

>> AUTHORIZATION <<
I authorize Dr. James M. Tynecki D.D.S.  & the Designing Smiles Staff to release any information, including the diagnosis and records of any treatment or examination rendered to me or my child, to third party payers and/or other health practitioners, to the extent permitted by law. 
I understand my insurance carrier may pay less than the actual bill for services or the estimated insurance payment.  I agree to be responsible for payment of all services rendered on mine or my dependant’s behalf within 60 days of treatment, regardless if insurance payment has been received.  

X________________________________________________________________________________________________    Date _________________________________
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Financial Policy

Thank you for choosing Designing Smiles!  Our primary mission is to deliver comprehensive, comfortable and affordable treatment to each of our patients.  Payment for service is expected at the time that service is provided.  Cash, personal check and credit card (Visa and Mastercard) payments are accepted.  If a cash payment is made for services over $500.00 a 5% discount will be extended to you. For larger, more comprehensive treatment plans of $900.00 or more, a 10% deposit is required to secure your initial treatment appointment.
Please choose how you will be paying for today’s service:
___ Cash
___ Check
___ Visa or Mastercard                              
If you have dental insurance:
	As a courtesy, we will file your claim for you.  We will accept direct payment from most insurance companies.  Our fees may be different from the schedule of ‘allowable’ fees from your insurance company.  If we participate with your insurance company, we will adjust the fees accordingly.  If we do not participate with your insurance company, the balance due for treatment will be your responsibility.  All services will be charged directly to the patient and the patient is ultimately responsible for the account regardless of insurance coverage.

I understand and agree that all services rendered to my dependents and I will be charged directly to me.  I further understand that I am personally responsible for payment.  If I terminate treatment, all fees for treatment completed will be immediately due and payable.  If the fees for professional services are not paid in accordance with this contract, reasonable attorney fees, finance charges and disbursements will be included in the computation of the amount due.  Finance charges are applied at the rate of 1.5% per month.  $25.00 delinquent fees will be added to any account due past 60 days of service.  Further, if your account is in default and turned over for collections, all collection fees will be added to the amount owed.

________________________________    ___________________________________   ______________
Print Name                                                   Signature                                                          Date
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
Section A:  Patient Giving Consent
Name:_____________________________________________________________________________________________________
Address:___________________________________________________________________________________________________
Social Security#:_____________________________________________                   D.O.B.:__________________________________
Telephone: __________________________________________ E-mail:_________________________________________________
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 to sign this Consent.  Our Notice provides a description of our treatment, payment activities and healthcare operations, of the uses and disclosures we may make of your protected health information, and of other important matters about your protected health information. A copy of our Notice accompanies this Consent.  We encourage you to read it carefully and completely before signing this Consent.
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.  Those 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 by contacting:
Office Manager, Designing Smiles               1350 West Hamilton Street, Allentown PA 18102                         610-437-0330
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 not affect any action we took in reliance on this Consent before we receive your revocation, and that we may decline to treat you or to continue treating you if your revoke this Consent.
Signature
I, _______________________________________________, have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices.  I 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 caregiver on behalf of the patient, complete the following:
Caregiver’s Name: ________________________________________________________________________________ 
Relationship to Patient: ________________________________________________________________________________________
YOU ARE ENTITILED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT.
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