Patient Financial Responsibility
For Dental Care

As a patient of the office of Dr.’s Faulkner and Lewis, I understand that as a recipient of
dental treatment, I, the undersigned, am responsible to Dr. Wayne L. Faulkner, D.D.S. for
all charges not covered by my insurance, including co-payments, deductibles and fees for
non-covered services. I understand that my insurance policy is a contract between me
and my insurance company and | have the primary duty and obligation to pay my dentist
for services rendered, T agree that if I do not have insurance or my insurance
company is not contracted by your office, full payment is due at the time of service.

Any balance remaining on the account after insurance pays will be due upon receipt of
my statement. | understand that if payment is not made, that Dr. Wayne L. Faulkner,
D.D.S. may take action to collect its fees. T agree to pay all costs incurred by Dr. Wayne
L.. Faulkner, D.D.S. for collecting its fees, including an additional thirty-three and a third
percent (33 1/3%) of the unpaid balance.

I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO KNOW
WHAT THE TERMS OF MY INSURANCE ARE, AND IN
COMPLIANCE WITH THOSE TERMS, AGREE TO THE FOLLOWING:

1. Provide the Dental office with complete and accurate billing information,
including current insurance card. _

2. 1 will pay all applicable co-pays and outstanding patient balances as they
become due. All co-pays and patient balances are due at each visit,

I HAVE READ AND AGREE TO ALL THE TERMS OUTLINED
ABOVE

SIGNED (patient or guarantor): Date:

FOR (print patient name):

Wayne L. Faulkner, DDS
6320 Venture Dr., Ste 102,103
Lakewood Ranch, Florida 34202
(941)907-1199



Patient HIPAA Consent Form

I understand that 1 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 (HIPPA). Tunderstand that by signing this consent | authorize you
to use and disclose my protected health information to carry out:

e Treatment (including direct or indirect treatment by other healtheare providers
involved in my treatment);

e Obtaining payment from third party payers (c.g. my insurance company);

e The day-to-day healthcare operations of your practice.

I have also been informed of, and given the right to review and sccure 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 HIPPA. 1 understand that
you reserve the right to change the terms of this notice from time to time and that [ may contact
you at any time to obtain the most current copy of this noticc.

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 than bound to comply with this restriction(s).

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

(Patient or Patient’s authorized representative) (Witness)

Date:

Wayne L. Faulkner, D.D.S.
6320 Venture Drive, Suite 102
Lakewood Ranch, Florida 34202
(941)907-1199

Form Originals Tatient FIUPPA Consent Torm 2007



DENTAL HISTORY

Reason for Today's Visit

Former Dentist

Address —_
Date of last dental care Date of tast dental X-rays
Check { ¢ ) it you have had problems with any of the Tellowing:
_ Bad breath L_ Grinding teeth 1 Sansitivity 1o hot
_ Bleeding gums _ Loose teeth or broken fillings 7] Sensitivity to sweets
_ Clicking of popping jaw L Periodontal treatment I} Sensitivity whan biting
_i Food coilection between leeth 2 Sensitivity 1o cold L Soras or growths in your mouth
How often do you floss7 . How aften do you brush?

MEDICAL. HISTORY

Physician's Name ‘ Cate of Last Visit

Have you had any serous iinesses or operations? _ Yes T No |f yes, describe

Have you ever had a blood transfusion? T Yes . No if y&s. give approximate dates

(Women) Are you pregnant? Tl Yes [ No Mursing? [lvYes {2 No  Taking birth control pills? T ¥aes _ No

Check { /)1 you have or have had any of the iollowing:

T AIDS L] Cortisone Treatments L Hepatitis L Bneumatic Fever
L Anemia ] Cough, Persistent " High Biood Pressure L Scarlet Fever
L Arthritis, Rheumatism L Cougn up Biood ZTHIV Positive [ Shortness of Braath
_ Artificial Hear Valves [ Diabetes _}Jaw Pain ) Skin Rash
U Artificial Joinis [ Epilepsy [ Kidney Disease [ Stroke
T Asthma L Fainting "1 Liver Disease ] Swelling of Feet or Ankles
" Back Probiems Z Glaucoma 2 Mitral Valve Proiapse o Thyrond Problams
L Blood Disease T Headaches 3 Nervous Problems {71 Tobaceo Habit
. Cancer ] Heart Murmur 1 Pacemaxer I Tonsilitis
[ Chemical Dependency [ Heart Problems 3 Psychiatric Care L Tuberculosis
T Chemotherapy Describe [} Radiation Treatment O Ulcer

Ul Cireulatary Problems 2 Hemopnilia [ Respiratory Disease { Venereal Disease

MEDICATIONS ALLERGIES

List medications you are currently taking:

AUTHORIZATION

Vauthorize my insurance company 1o pay 1o the dentist or dental group all insurance benetits otherwise payable 10 me for services
rendered. | authonze the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benetits.

Funderstand that 1 am flinancially responsible for all charges whether or not paid Dy insurance.

Signalure Date

Payment is due in full at time of treatment uniess prior arrangemnents have been approved.




REGISTRATION AND TREATMENT

Date . Hame Phong _
PATIENT INFORMATION

Name ' So¢. Sec. #

Last Mams First Name Middte Initial
Addrass -
City i State Zip
Sex [JM [JF Age_______ Binhdale —. Usingle [ Maried (I Widowed [ Separated [ Divorced
Patient Empioyad By i Qccupation .
Business Address Business Phong

Whom may we thank for raferring you?

In case of emergency who should be notified? Phone

PRIMARY INSURANCE

Parson Responsible for Account

Last Nama First Hlama ‘ Midcia il
Relation to Patient Birthdate Sac. Sec. #
Address (if diterent lrom patient’s), Phone..
City State Zip. -
Parson Responsible Employed By Qceupation
Businass Address Business Phone
Insurance Company__
Contract #.__ Group # Subscriber # —

Names of other dependents covared under this plan

ADDITIONAL INSURANCE

Is patient covered by additional insuranca? [T ves [ONo

Subscriber Nama. Relation to Patient Birthdata

Addrass (if different ram palient’s) .. Phone.

City_. State Zip_

Subscriber Employed 8y Business Phone. . -

insurance Cornpany.. : _Sec.Secow
Contract 4 Group #_ Subscriber #.

Namas of other dependents covered under this plan

Please Complete Above Information and Next Page
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