
P£bSL

Who were you referred fay?.

r««^r+ Relationship,Emei^ency CQntan — —

Emergenqr Contact Phone # —

Are other members of your family patients at this practice? If so, please list;

l\)ame Relationship

Authorlgatlon To Treat and Insurance Authorization

All professional services rendered are charged to the account holder. Payment in full, is due when
services are rendered. If you have dental Insurance, we will file as a courtesy. You are responsfbia for
your percentage at the time services are rendered. The account holder Is responsible for all fees
regardless of insurance coverage.

I authorize Tampa Rhodes- Bell, DWID, LLC to furnish information to Insurance carriers concerning my
treatment I assign to Tampa Rhodes-Bell, DMD, LLC all payments for dental services rendered to me
or to my dependents. I understand that I am responsible for any amount not covered by assigned
Insurance. 1 have read all the above and give Tampa Rhodes- Bell, OMO, LLC permission to treat
me/my child.

Signature • Date



Patiant Ragistratien Tamps Rhodes- Bell, DMD

Please complete the following confidential Information.

Patient Information
Date,

IMame.
Date of Birth _

Single iVlarried Divorced Widowed.

Male Female

If Child, Please give parent(s) name:.

Street Address —

CItv, state, Zip 2

Home Phoneai \ Office Phone#1.

Cell Phone#! ) Smaii Address:

Patlenfs Social security #

Account Information fPerson financially responsible for account)

fjame Relationship to Patient.

Date of Birth Social Securriy P..

Mailing Address

City, State, Zip.

Home Phone#i ) Office Phone#! \

Cell Phone #1 ) Email Address:

Dsntal insurants Informstlon

Employer Insurance Company.

Insured's IMame Insured's Date of Birth,

fnsured's ID# or SS#__ Sroup #



Health History

Patient's Naiine.
(Fleoss Print)

Areyoaingoodhealtii?? Yes No Arej'outajaiisaB.y^™Tfyes, wliatmediceaoav
now? Yes No

have Qp have vou-Qver had am
'(Ctrsle all ihatapply}

Heart ̂laease
OoronsCT bypass
Heart attack/angina
Mitral valve prolapse
RheumaHcfever
Heart pacemalcer
Heartsurserv'.
A(C18/MIV«
HepatltisAClnfectious)
Hepatitis b (Serum)
Liver disease
Yellow jaundice

Emphysema
"High blood pressure
Tuberculosis
Heart murmur

Artificial joint
Diabetes

Stroke
Kidney disease

Ulcers -

Sickle cell disease
Thyroid disease
8ei2uree/©silepsy

Are \/QU allergic to anv of thefp"Qwina:
(Circle all-aistapplsr)

penlclliln
Codeine
Aeplrin

irythromycin
Looa! ane^etic
Ampicliiin

Sinus trouble
Psychiatric treatment
Arthritis
Jaw iolnt pain
Dizzy spells
Cancer

Asthma
©old Ooro«/ F®yoi- Bite*®'®
Blood transfusion
Sekually transmitted disease
Anemia
Calcium Deficiency

Hovocain
Tetracycline
Latex products

Yes NO

Have-you had abnormal bleeding as
Oo you use tobacco products? Yes Mo

%

Afe you tafeing birth control pills? Yss No
Areyou on hormone replaoementtnerapy? Y®®



Welcome to our office! Our goal, as it o'lrtams^to th?''"!
patients can receive the dental treatment they need and dLire ^ "if'"so our
important to our professional relationship. Pleasrask ff vo! understanding of our Financial Policy is
your responsibility. ®ny questions about our fees. Financial Policy, or

paid at the time service is rendered. As a service°to patient portion must be
and allow 45 days for them to render oavment Aft insurance company for services
be due in full. If you haveTny qSons tT T
You will be informed of thrtSSnTlon^ answer them.
services and materials not paid bv their dem-ai h " ®ssoaated fees. Patients are responsible for charges for dental
the use and disclosure of orotectL health ? ®"®f'^ P'®"- ®*t®nt permitted by law, patient consents to
the dental Insurance dain?f^ r« ? i l nformatlon to carry out payment activities in connection with filing of
Mvable to vord^^^^^^^ ®^® authorizing direct payment of dental benefits, otherwise payapie to you, directly to Carrollton Dental Solutions.

^ ®''® to pay for services as they are provided and all account balances ate to be pata wanm so days unless prior written arrangements have been made. We accept cash, checks, debit and most
major credit cards. We also offer flexible financing options because we understand monthly payments can help
patients fit the cost of dentai treatment into their budgets. Any financial arrangements must be made prior to
starting treatment.

CareCredlfPinatKlng: We offer financing through CareCredit for those who qualify. With CareCredit, you can
finance 100% of your dental treatment and there are no upfront costs, no annual fees, and no pre-payment
penalties. CareCredit offers a full range of payment plans so you can find one that works well for you. CareCredit
also allows for revolving payments with variable interest rates and up to 12 months of 0% interest, it can be used
by the entire family for ongoing treatment without having to reapply.
Please call at least two business days in advance for changed appointments. Missed appointments without this
notification, or repeated cancellations, may Incur cancellations fees. We want to work with you to schedule
convenient appointments for your visits to our office.

Service Charges: The policy of this office is to charge 1% monthly interest (12% APR) or a billing charge that will be
applied to all accounts over 90 days past due. We will charge $35 for returned checks.

Collection Fees: Fees incurred to collect payment will be billed to and payable by the patient's account holder.

Financial Consent The patient {account holder) agrees to be fully responsible for total payment of treatment
rendered in this office.

i understand and agree to this Financial Policy and Agreement.

Signature of Patient/Responsible Party



Pmaft. f®cS7a«45-i733
i-ractfce Manager: Nfcole IWarfe

Pattentname.

Signsktre

^CKRfg

I recefved a copy of iwab/efon Derrtal Care. LLC Notfce of Privacy Pi
reeiicss.

.Date.

AUTHOREATION FOR release OF IDENTlFYiWG HEALTH IMFORIWATIOW

to inefo/lowfng people;

Name

fnfonnation identifying ms

Relationship.

Wame^

'Nams

Name

_ Relationship.

_ Relationship.

_ Reiedan6hfp_

Phone

Phone

Phone

Phone



■sr^'ssKss^---"'

. ,5^0, your health information ,0 raspaclthe pnvacy oly your care «ith your family " (hands unless you obiact, wa will also ^are relevant information ab
who are helping you with your denial can.
^'^ra^Srr^^'-remindymtof^^ijd^^^^
!2^'E?2u:5'LrM^S^e;u7SL«se,,« may mailJS. anawol^^^

"'iJl^ll'JIS'S'aT^Tusas or disclosures of your ' n "authorization form." The content of an "authorization form is determined by federally, sometimes, we may initiate the authorization process if the use or disclosure is our idea Some«m« you may Initiate the process if it's your idea for us to send your information to someone else. I ypicaiiy,
In this situation you will give us a property completed authonzation form, or you can use one of Ours.
If we initiate the proceM and ask you to sign an authorization form, you do not have to sign it. If you dO
not sign the authorization, we cannot make the use or disclosure. If you do sign one, you may revoke It
^ any time i^ess we have already acted in reliance upon it Revocations must be in writing. Send
them to the office contact person named at the beginning of this Notice.
YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

• askusto^iS?urL«"yIi;T<? "^®'^^^^ You can: treatment), payment or health care opSons 1!?^ not (except emergency agree, we must honor the restrictions S vS'u/^ ® but if we request to the office contact person at the SiSf J nr f m'i® send a written Notice. ^ne address, fex or E Mail shown at the beginning of this

• asktoseeortoaefnh«t«^ • ® *ne beginning of this
situations in whidi 'nformation By law the will be able to review or ham^ e^^ss or copyjna Fomi! ®'^® ® ^ '"n^ed



02/01/2018

M privacy practices
1025 Veterans Memorial Hwy SE #320

Mabfeton, GA 30126
Phone: 678-945-1708

Pm=;. uf^ 678-945-1733

- Practice Manager Nicole Marie

vve are

descnbes how we protect your

Pf^^NT. AND HEALTH CARE OPERATIONS
payment or health rarToiSns information is for treatment.
purposes are: setting or disclose information fortreatmerrt
faxing them to be filled* referrino vou to Annth^'H ramming yow teeth; prescribing medications and
qettino cooies of Jonr hI2fh^2? ̂ X ^ care or services; or I g coj^s of your health tnfonnation from another professional that you may have seen betbre us.
examples of how we use or disclose your health information for payment purposes are: asking you
about your health or dental care plans, or other sources of payment; preparing and sending bills or
claims; and collecting unpaid amounts (either ourselves or through a collection agency or attorney).
"Health care operations" mean those administrative and managerial functions that we have to do in order
to run our office. Examples of how we use or disclose your health information for health care operations
are: financial or billing audits; internal quality assurance; personnel
care plans; defense of legal matters; business planning: and outside storage of our records.

Sn not ask you for special written permission.

b= repoCBd^a specie
. whenastateorfederaliawmanoaies ion or surveillance;

. Kb«Ue^thpurpos^^^^^^
^ emmentai authorities about victims of suspected abuse, neglect or domestic . disclosures to governmental autno ^ the licensing of doctors; for

• SBisrssr-..--"---""-"""'



askustoamendyourheaHhinft™^- a . '^™"'^«"»'»slnninsof,his

your health jrrformafion ainnr. .i.:m. ® ®^ptement of your position, and we wiu inrtuw/if...;- will include it witfi

along whenew to make a '^'''' iohrmatlon, to iKona »
one 30 day atdeToTof la"'. toS^ have
the extension. If you want to ask us to ampLn ^''"9 °f
including your reasons for tha amanrima^^ «? ^®'th infonmation, send a written request,
mail ah,^ at at the add^asX o?E
Sal^'In!-?l!h«H y®"'' infomiation within the past six
!rf f. ♦! shorter penod if you want). By law, the list will not include: disclosures for purposes OT treatment, payment or health care operations; disclosures with your authorization; incidental
disclosures; disclosures required by law; and some other limited disclosures. You are entitled to
one such list per year vnthout charge. If you want more frequent lists, you will have to pay for
them in advance. We will usually respond to your request within 60 days of receiving it, but by
law we ran have one 30 day extension of time if we notihr you of the extension in writing. If you
want a list, send a vwitten request to the office contact person at the address, fax or E mail
shown at the beginning of this Notice.

• get additional paper copies of this Notice of Privacy Practices upon request. It does not matter
whether you got one electronically or in paper form already. If you want additional paper copies,
send a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Notice.

OUR NOTICE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choora to change

it We reserve the right to change this notice at any time as allowed by law. If we change this Notice,
the new priva^ practices will apply to your health information that we already have as well as to such
information that we may generate in the future. If we change our Notice Of Privaqr Practices, we will post
the new notice in our office, have copies available in our office, and post it on our Web site.

COMPLAINTS

If you think that we have not properly respected the privacy of your health
free to complain to us or the U.S. Department of Health and Human Services, Office for Civil Rights. V
will not retaliate against you if you make a complaint If you want to complain to us, serid
complaint to the office contact person at the address, fax or E mail shown at the beginning of this Notice.
If you prefer, you can discuss your complaint in person or by phone.

FOR MORE information about our privacy prances, call or visit the office contact person at
the address or phone number shown at the beginning of this Notice.

We


