
Last First              Middle

Street City / State / Zip

SIGNATURE  (Parent if minor)                   Relationship  Date
 For All Patients

Last             First                                            Middle

  Patient’s Name  _______________________________________________________________________________________________

Address ________________________________________________________________________________________________________

Home Phone_____________/____________________________________ Cell Phone _____________/__________________________

Email Home __________________________________________________Email Work ________________________________________

Employer ____________________________________________________ Work Phone ______________________________________

Birthdate ______________________________    Male        Female      Married        Single        Divorced        Widowed

Social Security No.____________________________________________ Occupation________________________________________

  If Minor, List Parents' Names   Father _________________________Mother ___________________________________________

Street City / State / Zip

Street City / State / Zip

IF YOU WOULD LIKE US TO FILE INSURANCE CLAIMS ON YOUR BEHALF, PLEASE PROVIDE US WITH THE FOLLOWING INFORMATION.
OTHERWISE, PAYMENT IS THE PATIENT'S RESPONSIBILITY ON THE DAY OF SERVICE. THANK YOU.

Date ______________________________

 Whom may we thank for this referral?

   Dental Insurance Information    (Please provide a copy of your Dental Insurance Card.)

Do you have Dental Insurance?   YES   NO   Name of Insurance Company__________________________________________

Dental Insurance Company Address _______________________________________________________________________________

Name of Policy Holder ___________________________________________________________________________________________

Social Security No. ____________________________________________Birthdate _________________________________________

Employer  ___________________________________________________ Group No. ________________________________________

Employer Address ______________________________________________________________________________________________

Employer Phone ______________/_______________________________ Relationship to Patient _____________________________

  Emergency Information

Name _______________________________________________________ Relationship ______________________________________

Complete Address ______________________________________________________________________________________________

Home Phone__________________________________________________Work Phone ______________________________________

  Getting to Know You

Is another member of your family a patient in our practice? Name _____________________________________________________

When was your last dental visit?___________________ When was the last time you had complete dental X-rays?_____________

Former Dentist:  Name, Address, Phone ____________________________________________________________________________

Why did you select our office? _____________________________________________________________________________________

We are all very pleased to meet you, and look forward to meeting your friends and family.

Continued

Street City / State / Zip

Dental
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Relationship to Patient-------------------------- 

Parent/Responsible Party's Signature---------------------- 

5. I agree to be responsible for payment of all services rendered on my behalf or my 
dependents. I understand that payment is due at the time of services unless other 
arrangements have been made. I agree to pay my fees at time of service and all fees 
associated with the collection process including but not limited to, attorney fees and court 
cost if my account becomes delinquent. 

4. I give consent to the doctor's designated staffs use and disclosure of any oral, written or 
electronic health records that are individually identifiable as mine for the purpose of 
carrying out my treatment, payment and health care operations. I understand that only the 
minimum amount of information necessary to provide quality care will be used or 
disclosed and that a notice fully outlining the protection of my personal health 
information is available. 

3. I agree t the use of anesthetic, sedatives and other medication necessary. I fully 
understand that using anesthetic agents embodies certain risk. I understand that I can ask 
for a complete recital of any possible complications. 

2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually 
agreed upon by me and to employ such assistance as required to provide proper care. 

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, 
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of 
(name of patient) 's dental needs. 

Consent for Treatment 



PATIENT CONSENT FORM
(HIPAA)

I understand that I have certain rights to privacy regarding my protected health
information. These rights are given to me under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). I understand that by signing this consent I
authorize you to use and disclose my protected health information to carry out:

Treatment (including direct or indirect treatment by other healthcare
providers involved in my treatment)
Obtaining payment from third party payers (e.g. my insurance
company)
The day to day healthcare operations of your practice

I have also been informed of, and given the right to review and secure a copy of your
Notice of Privacy Practices, which contains a more complete description of the uses
and disclosures of my protected health information, and my rights under HIPAA. I
understand that you reserve the right to change the terms of this notice from time to
time and that I may contact you at any time to obtain the most current copy of this
notice.

I understand that I have the right to request restrictions on how my protected health
information is used and disclosed to carry out treatment, payment, and health care
operations, but that you are not required to agree to these requested restrictions.
However, if you do agree, you are then bound to comply with this restriction.

I understand that I may revoke this consent, in writing, at any time. However, any
use or disclosure that occurred prior to the date I revoke this consent is not affected.

Signed this ____ day of ________________, 2021

Print Patient Name: _____________________________

Relationship to Patient: __________________________

Signature: _____________________________________



1005 Green
Lane

Levittown, PA 19057
P (215) 915-0505
F (267) 585-3341

www.hi-techdental.org

Appointment Cancellation Policy

We strive to render excellent dental care to you and the rest of our patients. In an attempt to be
consistent with this, we have an Appointment Cancellation Policy that allows us to schedule
appointments for all patients. When an appointment is scheduled, that time has been set aside for
you and when it is missed, that time cannot be used to treat another patient.

Our policy is as follows:

We require that you give our office 24 hours notice in the event that you need to reschedule your
appointment. This allows for other patients to be scheduled into that appointment. If you miss an
appointment without contacting our office within the required time, this is considered a missed
appointment. A fee of $20.00 will be charged to you; this fee cannot be billed to your insurance
company and will be your direct responsibility. No future appointments can be scheduled nor can
records be transferred without the payment of this fee.
Additionally, if a patient is more than 20 minutes late without prior notice for a scheduled
appointment, we will consider this a missed appointment and the $20.00 late fee will be charged.
If you have any questions regarding this policy, please let our staff know and we will be glad to
clarify any questions you have.

We thank you for your patronage.

I have read and understand the Appointment Cancellation Policy of the practice and I agree to be
bound by its terms. I also understand and agree that such terms may be amended from
time-to-time by the practice.

I, ___________________________ (print name), have received a copy of Hi-Tech Dental Group
Appointment Cancellation Policy.

Signature Date



Office Financial Policy

Welcome to Hi-Tech Dental Group. We are happy to have you as our patient and look forward to offering
you and your family the finest dental care available. We know that providing complete comprehensive
dental services includes discussing all treatment and financial information.
Before treatment is performed, we will discuss treatment and financial options. This will allow you to
fully understand your dental treatment, what to anticipate in fees and allow you time to make the
necessary financial arrangements.
We request that any co-payments, deductibles, and any services not covered by your insurance plan be
paid at the time the service is provided. The balance is your responsibility whether we provide services
that are not covered by your insurance company or your insurance company did not pay for provided
services. By federal law, waiving the patient’s insurance responsibility is a violation between our office
and private insurance companies. The same laws apply to Medicare, Medicaid and Tricare patients.
Payment is due at the time services are rendered. If, for any reason your insurance company did not pay
for provided services or services were rendered as out-of-network we will send you a statement along
with an explanation of benefits from your insurance company.

For your convenience we accept cash, checks, Visa, MasterCard, money orders or registered checks. Care
Credit may also be available to you.

Emergency clients, new to our practice, should expect to make a payment at the time of service. Once
established as an active patient, we will be happy to discuss other payment options.
If payment for services already rendered has not been paid in full within 60 days, either by you or your
insurance company, the remaining balance for your treatment is considered due and must be paid by you.

Financial arrangements are available for comprehensive dental treatment. Please speak to us to make
arrangements prior to commencing treatment.

Past due/unpaid balances

In the event that Hi-Tech Dental Group  must retain a collection agency or law firm to collect past due
balances owed to Hi-Tech Group, you agree to pay any and all collection agency fees, court costs,
attorney fees or incidental costs associated with collecting.

I have read and understand this financial policy.

________________________      _________________________ ____________
Printed Name                                Signature Date
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