Patient Information & Consent Form

Please GIVE THE RECEPTIONIST your Insurance card and Driver’s License

Date:

or other form of ID to be scanned into your patient file.

Name

Date of Birth / !/

Address:

*Social Security#{needed for insurance claims)

Person Financially Responsible

Home #

Permission to leave a message on your Home #

Permission to leave a message on your Cellular #

Email Address

Cell Phone #
Yes or No initials
Yes or No initials

Email Reminders and Statements: Y or

(Note: E-mails are password protected, they are not encrypted)

Emergency Contact

Relation to Patient

Emergency Contact Phone Number

Patient’s or Guardian’s Employer Name:

Who can we thank for referring you to us?

Dental Insurance Information

Primary Dental Insurance

Group #

Policy Holder Name:

Policy Holder’s Employer:

Policy Holder's Social Security #*

Policy Holder’s Member ID:

Policy Holder’s Date of Birth: / /

“Insurance claims cannot be submitted without the Policy Holder’s Social Security Number. If patient refuses to
release this information, full fees will be collected at time of service and patient will be responsible for submitting

insurance claim.

Notice of Privacy Practices

I acknowledge Albright Dental Practice’s Notice of Privacy Practices (HIPAA) Law for myself and my dependent

children.

Signature:

Date:

I have been made aware that Dr. Albright’s Cancellation Policy for appointments requires 48 business-hours

notification. Failure to cancel within that designated time results in a $50.00 missed appointment fee.

Signature:

Date:




Time 1(:52 AM

Patient Hama:

Dr. 5ehn afbright

Eaglesoft Medical History
Bith Date:
/ /

Dare Creared:

Date 1/12/2013

akhough dental persenne! primardy treat the area in and around your mouth, your mauth is 8 park of your gatire body. Heath 9mblem§ that You sy have, or
medication that you may be taking, could have an impertant ntemeltionship with the dentistry you wil receive. Thank you for answering the following questions.

Are vou under a physician's care now? as

Have you ever heen hospitelized or had a major ooYes

operation?

Have you ever had & sericus head or neck injury? _-Yes .

Are you taking any medications, pills, or drugs? - yes

Do vou take, or have vou taken, Phen-Fan or Redwd? Tas

Have you ever taken Fosamax, Boniva, Actonsl or s

any other medications containing bisphosphonates?

Ara you o a special diet? - Yas |

Do you use tobacco? Yeag
Viamen: Are you...

T Fregnant Trying to get pragnant? I Mursing?
Are you allergic to any of the followng?

i Aspirin T Penicitlin

" Metal Clatex

Other? b

De vou se controlled substances? Yeg

Do vou have, or hava you had, any of the folewing?

AIMSFHDN Positive vas T Mo | Cortisone Medgdigine
Alizheimer's Disease ~Yas " o |piabetas

Anaphylaxis - ¥es Mo | Drug Addiction

Anernia Yes . Mo | Easily winded

Anging S Yas - MO | Emphysema
Arthritis/Gaut . Yes Mo | Epilepsy or Seizures
Artificial Heart vake . Yes T Moo | Ewcassive Bleading
Artificial Joint ~¥es T-Ho | Excessive Thirst ;s
Asthma S ¥es . Mo |Fainting Spelis/Digziness -
8lood Disease _Yes MO ) Freguent Cough

glood Transfusion Yes | Mo |frequent Diarrhea
Braathing Problems . Yes Mo | Frequent Headaches
Sruise Easily ©-¥es oMo | Genital Herpes

Cancar - Yes | M | Glaucoma
Chemotherapy CoYes Moo | Hay Fever

Chest Pains o Yes No | Heart AttackFailure
Cold Soras/Fever Bisters  Yes Mo | Heart Murmur
Cargenitsi Heart Disorder  © Yes Mo | Heart Pacamaker
Comvulsions " Yas - Ho | Heart Trouble/Dissass
Have you ever had any seriocus ilnass not listed Tovas

Comuments:

C o hle
C- D
]
T Mo
o
o Ho
_-FHg

Mo

o

v Cadeine
" Sulfa Drugs

- Taking oral contraceptves?

IFywas

Hyas

. He | Hemophilia . Yas Mo | Radiation Treatments Yes g
CoHe | Hepatitis A _ Yes . o |Recent Weight Loss C Yes Mo
Mo | Hepetitis 5 or C Yes Mo | Renal Dialysis Yes Mg
D Ha | Herpes Yes - Mo | Rheumatic Fever Yas | tio
THe | digh Blood Pressura ‘Yes | Ho o | Rheumatism Yes | Mo
_-We {High Cholestersl o Yes - Ho | scarlet Fever Yes | ho
e lhves or Rash _ Yes . o | shingles Yes | Ho
He | sypoglycemia . Yeas | Ho | sickle Cell Disease Ves . Mo
Mo | Iregular Heartheat o Yes . Mo sinus Trouble Yes - Ho
. He  |Kidney Problems Y2g - Mo | Spina Bifida Yes Mo
. Ho eukemiz CYes . Moo | Stomadyintestinal Disease Yes Mo
. Mo |Liver Disease Y83 - MO | Stroke - Yes o
He | Lew Blood Pressurs ¥as -, Mo | Swealiing of Limbs Yes - MNo
Ho i Lung Diseass o Yes Mo | Thyroid Disease Yas Mo
Ho | wlitrat Valve Prolanse - Yes - Mo | Tonsiliis Yes _ Ho
Ho 1 Ostenporosis . Yes - Mo Tubsradosis Yes - Ho
Ho | Pain in Jaw Joints © Yes Mo |Tumors or Growths Yes Mo
fo | parsthyroid Disease . Yes- Ho o |Ulcers fa5 MG
Ho | Psychigbric Care C ¥Yes . o No  |venereal Disease Yas = bo
Yeliow Jaundice e¥Yss Totlo

Fuas | !

To the best of my knowiedge, the quastions or this form have been accurstely answerad, Iundersnd that providing incerrect information can be dangerous to my (or
patignt's} hesith, It i my regponsbiity to nform the denial office of any ¢hanges in medical status.

Signature of Patient, Parent ar Guardian:

X

Date:



Albright Dental Practice - Dr. John H. Albright, D.D.S.

Financial Policy

It is the policy of Albright Dental Practice to have a Financial Policy that clearly .outiines patient anc_i prapt_ice_ ‘
responsibilities. We are committed to providing our patients with the best possible dentaﬂ care while minimizing
administrative costs. This Financial Policy has been developed with these objectives In mind, and to avoid any
misunderstandings or disagreements concerning payment for professional services.

Please read the following carefully:
For all patients: ‘ _ ]
« Appointments missed or not cancelled within 48 hours will incur a $50.00 “Failed Appointment
Fee.

For patients who do not have insurance:

e Patients who do not have any insurance coverage are expected to pay for services rendered at the time of visit.
Financia! assistance may be available for qualified patients. If a patient feels that he or she may qualify for assistance,
it should be discussed with the financial administrator at the appointment check in, not after services are rendered.

For patients who are currently covered by insurance:

« The patient is responsible to provide us with valid dental insurance information, and should bring their insurance
card to each visit. The patient is responsible for notifying us of insurance changes or new insurance information
at the time of check-in for your visit.

« Qur office participates with Delta Dental Premier, MetLife, Aetna and NCAS. As a courtesy we will process claims
for most dental insurances unless we are not able to submit to them because of out of network agreements. For
patients that are members of a participating insurance, we will submit a claim on their behalf to the insurance company.

if you have a plan that our practice participates with:

» The patient is responsible to pay any co-payment or any portion of the charges as specified by the plan at the time
of visit.

« Any dental services not covered by an individual's insurance plan are the patient's responsibility and payment in full is
due at the time of visit.

If you have a plan that our practice does not participate with:

« |f a patient has insurance that we do not participate in, we will submit a claim to the insurance company on your behalf
(as a courtesy) and the difference in payment (if any) will be the patient's responsibility.

« |f a patient is a member of an insurance company that mails the payment for service directly to the patient; then the
patient is responsible for payment at time of service and their insurance company will send their reimbursement (if any}
to their residence.

Financial responsibility:

« Any outstanding patient balance that is either not paid in full or under a payment plan agreement will be transferred to
an outside collection agency if the account balance is not paid in full or the payment plan is not upheld by the patient.

« The patient is responsible for contacting Albright Dental Practice to inform us of any address or phone number
changes. Failure to report a current address and phone number with an unpaid balance will result in an outside
collection agency acting on our behalf.

Concerns about dental coverage:

e Albright Dental Practice submits claims and pre-determinations to a patient's insurance company on the patient's behalf
as a courtesy; however, we do not have an agreement of coverage with your insurance company. The agreement for
coverage is between the patient and the patient's insurance company. If a patient has a concern with coverage, please
contact the patient's insurance company.

» Albright Dental Practice is not responsible for what insurance companies cover or do not cover. Our concer is with
providing our patients with the best dental care possible. Additionally, it is the patient's responsibility for tracking
remaining benefits. You will receive your remaining benefits at the bottom of every explanation of benefits document
that you receive by mail from your insurance company directly.

My signature on this document confirms that | have read and will adhere to Albright Dental Practice Financial
Policy Agreement for myself and dependent children:

(signature) / / (date)

(print name)




Dr. John H. Albright, D.D.S.
2804 Walbert Ave
Altentown, PA 18104
610-821-8024
610-821-8084
jhalbright@rcn.com

AUTHORIZATION FOR RELEASE OF IDENTIFYING HEALTH INFORMATION

Patient name:

Patient address:

Patient phone number:

I authorize the professional office of my dentist named above to release health information identifying me
[including if applicable, information about HIV infection or AIDS, information about substance abuse
treatment, and information about mental health services] under the following terms and conditions:

1. Detailed description of the information to be released: x-rays, insurance coverage, health
information, ete.

2. Towhom may the information be released: Oral Surgeon, Endodontists, Specialists, etc.

3. The purpose(s) for the release (if the authorization is initiated by the individual, it is permissible to
state "at the request of the individual" as the purpose, if desired by the individual): Doctor's referral.

4. List Name of person(s) to release medical information to:

5. Expiration date or event relating to the individual or purpose for the release: none

it is completely your decision whether or not to sign this authorization form. We cannot refuse to treat you
if you choose not to sign this authorization.

If you sign this authorization, you can revoke it later. The only exception to your right to revoke is if we
have already acted in reliance upon the authorization. If you want to revoke your authorization, send us a
writien or electronic note telling us that your authorization is revoked. Send this note to the office contact
person listed at the top of this form.

When your health information is disclosed as provided in this authorization, the recipient often has no
legal duty to protect its confidentiality. In many cases, the recipient may re-disclose the information as
he/she wishes. Sometimes, state or federal law changes this possibility.

I HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNING IT VOLUNTARILY. | AUTHORIZE
THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM.

Patient/Guardian signature Dated

If you are signing as a personal representative of the patient, describe your relationship to the patient and
the source of your authority to sign this form:

Relationship to Patient Print Name




