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Mills Park Dental, P.A.

Financial Policy Agreement, Assignment of Benefits and General Authorizations

Thank you for choosing Mills Park Dental as your dental health care provider. We are committed to
providing you with the highest quality dental care, so that you may fully attain optimum oral health.

Payment is due at the time service is rendered. Our office accepts personal checks, Mastercard and
Visa. CareCredit financing is available upon request and approval.

Appointments: As a courtesy to our office and to other patients, we would like at least 48 hours prior to
cancelling an appointment. This time is kept especially for you and we appreciate advance notification
in order to plan your time. Any two consecutive cancellations or no shows will be charged a $75 fee.

Insurance

As a courtesy to you we will help you process all your insurance claims. Please understand that we will
provide an insurance estimate to you, however it is not a guarantee that your insurance will pay exactly
as estimated. Your insurance company and your plan benefits ultimately determine the amount paid.
We will, of course, do all we can to make sure your estimate is as accurate as possible.

All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize
that as your dental care provider, our relationship is with you, and not with your insurance company.

At Mills Park Dental we are committed to providing the best treatment for our patients and as a patient
you are responsible for payment. Insurance payments are ordinarily received within 30 days from the
time of filing. If your insurance company has not made a payment within 30 days, we will ask that you
contact your insurance company to make sure payment is expected. If payment is not received or your

claim is denied, you will be responsible for the full amount at that time.

We thank you for the opportunity to serve your dental health care needs and welcome any questions
you may have concerning your care or our financial policy.

| HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS. | AUTHORIZE MY
INSURANCE COMPANY TO PAY MY DENTAL BENEFTS DIRECTLY TO MILLS PARK DENTAL, P.A.

Patient Signature (Parent of Child)

Date







PATIENT CONSENT FORM

[ understand that I have certain rights to privacy regarding my protected dental 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 (i.e. my insurance company).

The day-to-day healthcare operations of your practice, such as:

o Sending a recall appointment reminder to my home or email.

o Leaving appointment, billing or dental information on my answering
machine/voicemail/email

o Giving permission to share appointment, billing or dental information witk
people at my contact address or contact telephone numbers.

[ have also been informed of, and given the right to review and secure a copy if requested
of your Notice of Privacy Practices, which contains a more complete description of the
uses and disclosures of my protected dental 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 anytime to obtain the most current copy of this
notice.

[ understand that I have the right to request restrictions on how my protected dental
health information is used and disclosed to carry out treatment, but that you are then
bound to comply with this restriction.

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

Signature of Patient Date

Printed Name of Patient
~ Self Spouse Parent/Guardian Please Circle

Mills Park Dental, P.A.
Dr. Anne Reid
1327 North Mills Avenue
Orlando, FL 32803
www.millsparkdental.com







Mills Park Dental, P.A.
1327 North Mills Avenue, Orlando, FL 32803

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:

Have you ever been hospitalized or had a major operation? () Yes (O No If yes, please explain:

Have you ever had a serious head or neck injury? () Yes (O) No If yes, please explain:

Are you taking any medications, pills, or drugs? () Yes () No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No

Are you on a special diet? () Yes (O No

Do you use tobacco? () Yes (O No
Do you use controlied substances? () Yes (O No

Women: Are you
Pregnant/Trying to get pregnant? O Yes O No

Taking oral contraceptives? () Yes () No Nursing? () Yes () No

Are you allergic to any of the following?

| Aspirin | ] Penicillin [] Codeine (] Acrylic  [] Metal [] Latex [ ] Local Anesthetics
| | Other If yes, please explain
Do you have, or have you had, any of the following?
AIDS/HIV Positive (O Yes(O No | Cortisone Medicine (O Yes(O No | Hemophilia (O ves O No | Renal Dialysis () Yes ) Ng
Alzheimer's Disease (O ves (O No | Diabetes (O ves (O No | Hepatitis A O ves (O No | Rheumatic Fever (D Yes ) Ng
Anaphylaxis (O ves (O No | Drug Addiction (O ves(O No | Hepatitis B or C (O ves O No | Rheumatism O ves O N
Anemia (O ves(O No | Easily Winded O YesO No | Herpes O Yes(O No | Scarlet Fever O ves N
Angina (O ves(O No | Emphysema (O Yes (O No | High Blood Pressure () Yes () No | Shingles ) ves ) N
Arthritis/Gout (O ves(O No | Epilepsy or Seizures () Yes (O No | Hives or Rash (O Yes(O No | Sickle Cell Disease O Yes O N
Arificial Heart Valve () Yes () No | Excessive Bleeding () Yes (O No | Hypoglycemia O Yes(O No | Sinus Trouble O ves O N
Artificial Joint (O ves (O No | Excessive Thirst (O Yes (O No | umegular Heartbeat () Yes() No | Spina Bifida () Yes () N
Asthma (O Yes(O No | Fainting Spelis/Dizziness() Yes () No | Kidney Problems (O Yes () No | Stomach/intestinal Disease () Yes () Nt
Blood Disease O ves() No | Frequent Cough O Yes(O No | Leukemia O ves(O No | Stroke O Yes O N
Biood Transfusion (O ves() No Frequent Diarrhea O ves (O No Liver Disease O ves O No Swelling of Limbs (O Yves () N
Breathing Problem (O ves (O No | Frequent Headaches () Yes (O No Low Blood Pressure () Yes () No Thyroid Disease (O Yes () N
Bruise Easily (O ves (O No | Genital Herpes (O ves(O) No | Lung Disease O ves() No | Tonsilitis O Yes O N
Cancer (O ves(O No | Gilaucoma (O Yes(O No | Mitral Vaive Prolapse () Yes () No | Tuberculosis O ves O N
Chemotherapy (O ves (O No | Hay Fever O ves(O No | PaininJawJdoints (O Yes(O No | Tumors or Growths (O Yes () N
Chest Pains (O ves(O No | HeanAttaciFailure (O Yes (O No | Parathyroid Disease () Yes() No | Uicers O Yes O N
Cold Sores/Fever Blisters () Yes () No | Heart Murmur (O ves(O) No | Psychiatric Care (O ves(O No | Venereal Disease (O Yes ) N
Congenital Heart Disorder() Yes () No | Heart Pace Maker O Yes(O No | Radiation Treatments() Yes () No | Yellow Jaundice O Yes (O N
Convulsions (O ves(O) No | Hean Trouble/Disease () Yes (O No | Recent Weight Loss (O Yes () No

Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE







Fatient Registration

Patient is: Policy Holder O Responsible Party O Preferred Name:

Responsible Party (if someone other than the patient)

First Name: Last Name: M.1.:
Address 1: Address 2: _

City: State: Zip: Pager:

Home Phone: Work Phone: Ext: Cell:

Birth Date: Social Security: Driver's License:

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Holder

O Secondary Insurance Policy Holder

Patient Information Patient Name:

Address 1: Address 2:

City: State: Zip: Pager:
Home Phone: Work Phone: Ext: Cell:

Sex: OMale O Female Marital Status: [0 Married [ Single 0[O Divorced O Separated [ Widowed

Birth Date: Age: Social Security: Driver's License:

Email: O | would like correspondences via email

Emerg. Contact: Relationship to Patient:

Emergency #:

Mother's Name: Father's Name:

Primary Insurance Information

Name of Insured:

Relationship to Patient: 0O Self O Spouse O Child O Other
Insured SSN: Insured Birth Date:
Ins. Company:
Employer:
Address: Address:
Address 2:
Address2:
City, State, Zip: City, State, Zip:
Rem. Benefit: Rem Deduct:

If you have secondary insurance, please notify our office upon your arrival.
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