
01:45 PMTIME

PATIENT REGISTRATION

9/14/2015DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

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

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





Highland Smiles Dental 
4925 McKinney | DALLAS TX, 75205 | (214) 528-9990 

 

Thank you for choosing - Highland Smiles Dental.  We would like to ensure that our patients have a 
positive experience from the moment they walk in, and continue that way for years to come. 
Therefore, we have made great efforts to provide an extensive variety of financial options for you and 
your family to maintain optimal dental health and beauty. 
 
Payment in full is required before treatment is started.  We will be happy to work with you, as a 
courtesy, to file your claim with your insurance company.  We will estimate your co-pay based on 
information we obtain from you and your insurance company.  The co-pay must be collected before 
treatment is started.  If your insurance company pays less than expected, or not at all, you will be 
billed the remaining balance.  Payment should be sent within 30 days upon receipt of the statement. 
 
It is very important that you provide us with your most current insurance information. If you have 
DMO or HMO your name has to be in our monthly list or we need a faxed eligibility from your 
insurance.   This is the only way we can provide you with an accurate estimate. 
 
Payment Options: 
You can choose from: 
 
-Cash, Check, Visa, Matercard, American Express, Discover and Care Credit for treatment over$1000. 
 
-Convenient Monthly Payment Plans* through Care Credit which will allow you to make payments over 
a period of 12months, interest free, depending on the amount financed. 
 
-For appointments that are more comprehensive ($250 or more) a $55 deposit is required to secure 
your appointment. 
 
-A fee of $55 will be charged per Hr.  for patients who miss or cancel more than 1 time in a calendar 
year without 48 hour notice. 
 
-For any checks that are returned back to the office by your bank there will be $30 charge. 
 
If you have any questions, please do not hesitate to ask.  
 
 
 
 
Patient, Parent or Guardian Signature     Date 
 
 
 
Patient Name (Please Print) 
 
*Subject to credit approval 



Highland Smiles Dental 

 
INDIVIDUAL PATIENTS AUTHORIZATION 

 
 

This form is to confirm your authorization to use or disclose your protected health information. 
 

 

1. Individual Patient (Or Personal Representative) Confirming the Authorization 
 

I give my authorization to use or disclose my protected dental information as described 
in Section 2 below.  I give this authorization voluntarily. 
 
Your Name: ________________________________________________________________ 
 
Your Street Address: ________________________________________________________ 
 
Your City: ___________________________State: ____________Zip: _________________ 
 
Your Telephone Number: _____________________________________________________ 
 
Your Email Address: _________________________________________________________ 
 
2. The Use And/Or Disclosure Authorized 
 
Name the people (and/or organization) and relationship   that you are authorizing us to 
release your personal protected information. 
 
 1._________________________________________________________________ 
 
 
 2._________________________________________________________________ 
 
 
 3._________________________________________________________________ 
 
 
 



 

Highland Smiles Dental 

Patient Consent for Use and Disclosure of Health Information 

(Federal HIPAA Privacy Regulations) 

 

Purpose of Consent: By signing this form, you 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 posted Notice of Privacy Practice before you 
decide whether or not to sign this Consent. Our Notice provides a description of our treatment, 
payment activities, and healthcare operations, as well as other important matter about your protected 

health information. Copies are available upon request. 

 

Right to Revoke: You have the right to revoke this consent at any time by giving us written notice. 

 

If you have any further questions, please contact highlandsmiles@outlook.com. 

 

 

Agreed to and accepted: 

_________________________________                          ___________ 

Patient Signature                                                                          Date 

4925 Mckinney Ave Suite#101   Dallas, TX 75205 214-528-9990 Fax: 214-528-9434 
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