Patient Registration

Circle title:

Mr.

Ms.

Mrs.

Dr.

Other: _____________

Name: ________________________________________________________
First
Middle Initial
Last
Sex (circle): F

M

Date of Birth:

/

/

Social Security # ________________________________________________
Phone Numbers: Home _________________ Business ___________ x______
Cell ___________
Street: _________________________________________________________
City : ______________ State: __________________ Zip: ________________
General Dentist: __________________ Referred By: ____________________
(first and last name) Please write “same” if referred by general dentist
In case of emergency contact: ____________________ Phone: _____________

Dental Insurance Information
Name of Insured _________________________ Relationship to Patient ____________________
Date of Birth ____________________________ Social Security Number ______-______-______
Policy Holder’s Employer _________________________________________________________
Insurance Co. Name _________________________ Group # _____________ Policy ID# _______
Insurance Co. Address _______________________ City __________ State ____ Zip __________
Telephone (

) _________________

Financial Policy : Dental Insurance is offered to employees or members through companies,
unions, and associations. Dental benefits, however, vary from one plan to the next. Some plans base
the amount of your benefit on a schedule of fees arbitrarily developed by insurance companies. So,
you may receive less reimbursement than your dental plan appears to promise. For example, if your
plan pays 80 percent of the cost of dental treatment, it may mean 80 percent of the fee chosen by the
insurance company, not the actual fee charged by this practice. Most plans allow you to choose your
own dentist; others require you to receive care from a limited number of dentists. Because we value
our relationship with patients, we believe you should have the right to seek care from the dentist of
your choice. Your treatment will be determined by your dental needs and your general health, not by
your dental benefit plan. It is not in your best interest to compromise your treatment to fit an
insurance program’s benefits. As a courtesy to you, my staff will complete all required forms and file
them electronically to expedite the reimbursement process. Your insurance claim will be submitted
by our office one time. We will resubmit your insurance claim only if there was an error made by our
office in the initial submission process. Therefore, it is imperative that the insurance information
given to our office is the most current. Payment will be made to Easley Periodontics, PA. If your
insurance company does not reimburse for the service (s) rendered, you are responsible for the
payment. If you do not have dental insurance, payment is due in full at time of service. Please note
that Medicare will not pay for most dental care services; we do not accept Medicare.
Some services may require medical insurance submission (the most common is oral biopsies). In
those specific cases, we will ask for your medical insurance information. Many people have the
misconception that medical insurance will reimburse for periodontal and other oral surgery services.

Patient Signature : ___________________________________________ Date : ____________________

Easley Periodontics, PA
Notice of Privacy Practices
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that requires all medical records and
other individually identifiable health information used or disclosed by us in any form, whether on paper or orally kept properly
confidential. This act gives you, the patient, significant new rights to understand and control how your health information is used. We
have prepared this explanation of how we are required to maintain the privacy of your health information and how we may use and
disclose your health information.
We may use and disclose your medical records only for each of the following purposes: treatment, payment, and health care
operations.

Treatment means providing, coordinating, or managing health care and related services by one or more health care
providers. An example of this would include a dental examination.

Payment means such activities as obtaining reimbursement for services, confirming insurance coverage, billing, or
collection activities, and utilization review. An example of this would be filing a claim to your insurance company for
payment.

Healthcare operations include the business aspects of running our practice, such as conducting quality assessment and
improvement activities, auditing functions, cost management analysis, and customer service. An example would be an
internal quality assessment review.
We may also create and distribute de-identified health information by removing all references to individually identifiable
information.
Any other uses and disclosures will be made only with your written authorization. You may revoke such authorization in writing
and we are required to honor and abide by that written request, except to the extent that we have already taken action relying on
your authorization.
You have the following rights with respect to your protected health information, which you can exercise by presenting a written
request to the Privacy Officer:

The right to request restrictions on certain uses and disclosures of protected health information, including those
related to disclosures to family members, other relatives, close personal friends, or any person identified by you. We
are, however, not required to agree to a requested restriction. If we do agree to a restriction, we must abide by it
unless you agree in writing to remove it.

The right to reasonable requests to receive confidential communications of protected health information from us by
alternate means or at alternate locations.

The right to inspect and copy your protected health information.

The right to receive an accounting of disclosures of protected health information.

The right to obtain and we have the obligation to provide you with a paper copy of this notice from us at your first
service delivery date.

The right to provide and we are obligated to receive a written acknowledgement that you have received a copy of our
Notice of Privacy Practices.
We are required by law to maintain the privacy of your protected health information and to provide you with notice of your legal
duties and privacy practices with respect to protected health information.
This notice is effective as of July 1, 2004 and we are required to abide by the terms of the Notice of Privacy Practices currently in
effect. We reserve the right to change the terms of Notice of Privacy Practices and to make the new notice provisions effective for all
protected health information that we maintain. We will post and you may request a written copy of a revised Notice of Privacy
Practices from this office.
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have
us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed
at the end of this notice. You may also submit a written complaint with the U.S. Department of Health and Human Services. We will
provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request. We
support your right to the privacy information. We will not retaliate in any way if you choose to file a complaint with us or with the
U.S. Department of Health and Human Services.
Contact: Wendy King
P.O. Box 1010
Easley , SC 29641

Signature: _________________________________________ Date: ________________

