
          
New Pateen  Ieformatoe

First Name: ___________________________   MI: ______   Last Name: ______________________________________   

Preferred Name: ______________________    Date of Birth: _______________   SSN:                                                                      

☐ Male   ☐  Female           

Cell Phone: ___________________   Home Phone: _____________________   Work Phone: _____________________

Email Address: _____________________________________________________________

Home Address: _____________________________________________________________

City: _____________________________   State: __________   Zip Code: _______________

Employer/School: _________________________________________________   Occupaton: ______________________

In case of an emergency, who should be notiede _______________________   Phone Number: ___________________

How did you hear about Midtown Smilese

☐  Facebook   ☐  Google   ☐ Received something in the mail   ☐ Othere Please tell us! _______________________

☐  Referred by a friend/existng patent 

      Who may we thank for referring youe    ____________________________________________________________  

Primary Deenal  Iesuraece  Ieformatoe

Dental Insurance:    ☐Yes    ☐ No  

Policy Holder Name: _____________________________________________   Policy Holder DOB: __________________

Policy Holder Social Security Number: _________________________   Insurance Company: _______________________  

Policy Group Number: __________________________   Policy Holder ID Number: _______________________________

Provider Services Phone Number from back of card: _______________________________________________________



          
Secoedary Deenal  Iesuraece  Ieformatoe

Is the patent covered by an additonal dental insurance policy:    ☐Yes    ☐ No  

Policy Holder Name: _____________________________________________   Policy Holder DOB: __________________

Policy Holder Social Security Number: _________________________   Insurance Company: _______________________  

Policy Group Number: __________________________   Policy Holder ID Number: _______________________________

Provider Services Phone Number from back of card: _______________________________________________________

Release of Pronecned Healnh  Ieformatoe aed Assigemeen of Deenal  Iesuraece Beeefns 

I authorize Dr. Christaa  haua Mirabal, Dr. Rebecca Hughes, aad Midtowa  miles to disclose my aad/or my 

depeadeat(s) protected health iaformatoa to the above-aamed deatal iasuraace compaay(ies) aad their ageats for the 

purpose of obtaiaiag paymeat for services aad determiaiag iasuraace beaefts payable for related services accordiag to 

our Notce of Privacy Practces. I assiga all paymeats by my deatal iasuraace compaay for deatal services readered 

directly to Dr. Christaa  haua Mirabal, Dr. Rebecca Hughes, aad Midtowa  miles. I authorize the use of my sigaature oa 

all deatal iasuraace submissioas. I uaderstaad that I am faaacially respoasible for all charges iacurred for deatal services

received regardless if they are a covered service by my deatal iasuraace. 

______________________________________________________________            _______________________

Please print name of Patent, Parent, Guardian, or Personal Representatve                                  Relatonship to Patent

______________________________________________________________            _______________________

Signature of Patent, Parent, Guardian, or Personal Representatve                                                              Date



          
ACKNOWLEDGEMENT OF RECE IPT OF H IPAA POL IC IES AND PROCEDURES     

*You may refuse to sign this acknowledgement*

I have received aad reviewed a copy of Midtowa  mile’s privacy, security aad breach aotfcatoa policies aad 
procedures. I uaderstaad that I should ask Midtowa  mile’s Privacy Ofcial if I have aay questoas about these policies 
aad procedures.

______________________________________________________________            _______________________

      Please print name of Patent, Parent, Guardian, or Personal Representatve                              Relatonship to Patent

______________________________________________________________            _______________________

      Signature of Patent, Parent, Guardian, or Personal Representatve                                                           Date

FOR OFFICE USE ONLY

We atempted to obtain writen acknowledgement of receipt of our Notce of Privacy Practces, but acknowledgement 

could not be obtained because:

☐  Individual refused to sign

☐  Communicatons barriers prohibited obtaining the acknowledgement

☐  An emergency situaton prevented us from obtaining acknowledgement

☐  Other (Please Specify)

       _______________________________________________________________________________________________

       _______________________________________________________________________________________________



          

Aunhorizatoe no Release Pronecned Healnh  Ieformatoe

Patent’s Name: ___________________________________________     Patent’s Date of Birth: ____________________

I hereby authorize the use aad disclosure of the protected pateat iaformatoa to aayoae listed below.  I

uaderstaad that I may revoke this Authorizatoa at aay tme by aotfyiag this ofce ia writag. I uaderstaad 

that iaformatoa disclosed pursuaat to this authorizatoa may be subject to redisclosure by the recipieat aad 

may ao loager be protected by HIPAA Privacy regulatoas. I uaderstaad that my health care provider caaaot 

coaditoa treatmeat oa whether or aot I siga this Authorizatoa. This Authorizatoa will remaia ia efect uatl 

termiaated by me, ia writag, or the above-aamed pateat turas 18 years of age, or is ao loager a pateat of the

practce.

Name of person: __________________________________________          Relatonship to patent: __________________

Name of person: __________________________________________          Relatonship to patent: __________________

Name of person: __________________________________________          Relatonship to patent: __________________

Name of person: __________________________________________          Relatonship to patent: __________________

______________________________________________________________            _______________________

 Please print name of Patent, Parent, Guardian, or Personal Representatve                                  Relatonship to Patent 

______________________________________________________________            _______________________

 Signature of Patent, Parent, Guardian, or Personal Representatve                                                                 Date



          

Midnowe Smiles Fieaecial Policy

*PLEASE BE SURE TO READ CAREFULLY*

Geeeral Fieaecial Policy

 Dr. Hughes, Dr. Mirabal, and their team are commited to providing you with the best dental care and experience possible. 
 Our goal is to maximize your inancial resources to improve and/or maintain your dental health, and if you have dental 

insurance, we want to help you maximize your allowable beneits.
 Dentstry is a business, and excellent care cannot contnue be given to patents if there is not solid understanding and 

agreement between a patent and their dental health provider that payment is expected BEFORE services are rendered, unless 
payment arrangements have been approved.

 When we ile your dental insurance beneits as a courtesy to you, payment is expected BEFORE services are rendered, unless 
payment arrangements have been approved.

 Accepted forms of payment in our ofce is Cash, Check, Visa, MasterCard, or Care Credit
 The reason Midtown Smiles has a policy of payment BEFORE services are rendered, is because the last thing you want to do as a 

patent afer a dental appointment is pay. If payment is taken care of before the appointment, then the focus can juust be on 
having the best dental experience possible.

Deenal  Iesuraece Fieaecial Policy

 Your dental insurance is a contract between you, your employer, and your dental insurance company. We are not party to that 
contract

 Our services and fees generally considered fall within the usual and customary range, and should be covered at the maximum 
allowance determined by your insurance company.

 However, not all services that can be received in our ofce are a covered beneit in all dental insurance contracts
 Issues with beneits, fees, maximums, and covered services are to be taken up with your dental insurance company by you, the 

patent. We will be happy to assist you, but it is ultmately is your responsibility since you are who the dental insurance company
has the contract with. 

 All co-pays, deductbles, and/or previous balances are due BEFORE services are rendered.
 If we do not hear from your dental insurance about a dental claim that has been submited in 30 days, you will personally be 

billed for the remaining balance not covered by insurance. If/when your beneits are paid, we will reconcile your account.

CaecellatoenNo-show Policy

 We understand that life happens. 
 Please note our ofce is not open on Friday and cancellaton requests must be received by Thursday to be considered 48 hours 

notce 
 After 2 cancce22aniocs with  2ess th anc o8 h ourrs coice ancd/oor co-sh ows  your wi22 be re,urired/ to e2ance an coc-returcd/anb2e 20%  

d/eeosit to reserve anc aneeoictmect to be seec ant Mid/towc Smi2es.

Deliequeen Accouen Policy

 If your account is overdue for more than 90 days, your account will be released to a collecton agency.

______________________________________________________________            _______________________

 Please print name of Patent, Parent, Guardian, or Personal Representatve                                   Relatonship to Patent



          
______________________________________________________________            _______________________

 Signature of Patent, Parent, Guardian, or Personal Representatve                                                                 Date


