
NEW PATIENT FORM

Basic Information

Name: Gender:

Preferred Name: DOB:

SSN #: Marital status:

Referral source: Employer:

Referred by: Occupation:

Contact Information Address Information

Mobile phone: Street address:

Home phone: City:

Email: State:

ZIP:

Emergency Contact Work Information

Full Name: Street address:

Phone number: City:

Relation: State:

ZIP:

Patient's signature: Date: 
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PRIVACY POLICY CONSENT

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPAA) requires all health care records and other 
individually identifiable health information (protected health information) used or disclosed to us in any form, 
whether electronically, on paper, or orally, be kept confidential. This federal law gives you, the patient, significant 
new rights to understand and control how your health information is used. HIPAA provides penalties for covered 
entities that misuse personal health information. As required by HIPAA, we have prepared this explanation of how 
we are required to maintain the privacy of your health information and how we may use and disclose your health 
information.

Without specific written authorization, we are permitted to use and disclose your health care records for the 
purposes of treatment, payment and health care operations.

Treatment means providing, coordinating, or managing health care and related services by one or more 
health care providers. Examples of treatment would include crowns, fillings, teeth cleaning services, etc.
Payment means such activities as obtaining reimbursement for services, confirming coverage, billing or 
collection activities, and utilization review. An example of this would be billing your dental plan for your 
dental services.
Health Care Operations include the business aspects of running our practice, such as conducting quality 
assessment and improvement activities, auditing functions, costmanagement analysis, and customer 
service. An example would include a periodic assessment of our documentation protocols, etc.

In addition, your confidential information may be used to remind you of an appointment (by phone or mail) or 
provide you with information about treatment options or other healthrelated services including release of 
information to friends and family members that are directly involved in your care or who assist in taking care of 
you. We will use and disclose your protected when we are required to do so by federal, state or local law. We may 
disclose your PROTECTED HEALTH INFORMATION to public health authorities that are authorized by law to 
collect information, to a health oversight agency for activities authorized by law included but not limited to: 
response to a court or administrative order, if you are involved in a lawsuit or similar proceeding, response to a 
discovery request, subpoena, or other lawful process by another party involved in the dispute, but only if we have 
made an effort to inform you of the request or to obtain an order protecting the information the party has 
requested. We will release your PROTECTED HEALTH INFORMATION if requested by a law enforcement official 
for any circumstance required by law. We may release your PROTECTED HEALTH INFORMATION to a medical 
examiner or coroner to identify a deceased individual or to identify the cause of death. If necessary, we also may 
release information in order for funeral directors to perform their jobs. We may release PROTECTED HEALTH 
INFORMATION to organizations that handle organ, eye or tissue procurement or transplantation, including organ 
donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor. 
We may use and disclose your PROTECTED HEALTH INFORMATION when necessary to reduce or prevent a 
serious threat to your health and safety or the health and safety of another individual or the public. Under these 
circumstances, we will only make disclosures to a person or organization able to help prevent the threat. We may 
disclose your PROTECTED HEALTH INFORMATION if you are a member of U.S. or foreign military forces 
(including veterans) and if required by the appropriate authorities. We may disclose your PROTECTED HEALTH 
INFORMATION to federal officials for intelligence and national security activities authorized by law. We may 
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disclose PROTECTED HEALTH INFORMATION to federal officials in order to protect the President, other officials 
or foreign heads of state, or to conduct investigations. We may disclose your PROTECTED HEALTH 
INFORMATION to correctional institutions or law enforcement HIPAA/@Notice of Privacy Practices.doc officials if 
you are an inmate or under the custody of a law enforcement official. Disclosure for these purposes would be 
necessary: (a) for the institution to provide health care services to

you, (b) for the safety and security of the institution, and/or (c) to protect your health and safety or the health and 
safety of other individuals or the public. We may release your PROTECTED HEALTH INFORMATION for workers' 
compensation and similar programs.

Any other uses and disclosures will be made only with your written authorization. You may revoke such 
authorization in writing and we are required to honor and abide by that written request, except to the extent that we 
have already taken actions relying on your authorization.

You have certain rights in regards to your PROTECTED HEALTH INFORMATION, which you can exercise by 
presenting a written request to our Privacy Officer at the practice address listed below:

The right to request restrictions on certain uses and disclosures of PROTECTED HEALTH INFORMATION, 
including those related to disclosures to family members, other relatives, close personal friends, or any other 
person identified by you. We are, however, not required to agree to a requested restriction. If we do agree to 
a restriction, we must abide by it unless you agree in writing to remove it.
The right to request to receive confidential communications of PROTECTED HEALTH INFORMATION from 
us by alternative means or at alternative locations.
The right to access, inspect and copy your PROTECTED HEALTH INFORMATION.
The right to request an amendment to your PROTECTED HEALTH INFORMATION.
The right to receive an accounting of disclosures of PROTECTED HEALTH INFORMATION outside of 
treatment, payment and health care operations.
The right to obtain a paper copy of this notice from us upon request.

We are required by law to maintain the privacy of your PROTECTED HEALTH INFORMATION and to provide you 
with notice of our legal duties and privacy practices with respect to PROTECTED HEALTH INFORMATION.

We are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve the right to 
change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for all 
PROTECTED HEALTH INFORMATION that we maintain. Revisions to our Notice of Privacy Practices will be 
posted on the effective date and you may request a written copy of the Revised Notice from this office.

You have the right to file a formal, written complaint with us at the address below, or with the Department of Health 
& Human Services, Office of Civil Rights, in the event you feel your privacy rights have been violated. We will not 
retaliate against you for filing a complaint.

For more information about our Privacy Practices, please contact:

Arlington Dental Group

3360 Tremont Rd.

Upper Arlington, OH 43221

614-451-7377



For more information about HIPAA or to file a complaint:

The U.S. Department of Health & Human Services Office of Civil Rights

200 Independence Avenue, S.W. Washington, D.C. 20201

8776966775 (tollfree)

HIPAA - ACKNOWLEDGEMENT OF RECEIPT

We at Arlington Dental Group are required by law to maintain the privacy of and provide individuals with the Notice 
of our legal duties and privacy practices with respect to protected health information. If you have any objections to 
the Notice, please ask to speak with a member of the practice in person or by phone. If you would like a copy of 
the Notice, please ask.

I hereby acknowledge that I have reviewed the HIPAA Notice of Privacy Practice document.

Patient's signature: Date: 

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our privacy practices, but acknowledgement could 
not be obtained because:

[ ] Individual refused to sign

[ ] Communication barriers prohibited the acknowledgement

[ ] Other (please specify)



FINANCIAL POLICY

At Arlington Dental Group, we want all of our guests to be able to comfortably afford dental care. We proudly offer 
the following financial policy so that our guests have the opportunity to decide which payment option is best for 
their needs.

Insurance

Your insurance is a contract between you, your employer, and your insurance company. Arlington Dental Group 
will gladly work with you to help you get the maximum benefit available to you. Most insurance plans do not cover 
100% of the treatment cost. We will ESTIMATE your coverage as closely as possible, but can make no 
guarantees as to what your insurance will pay. We understand that dental benefits are important to our guests. We 
ask for payment at time of treatment. We will then promptly file and follow up on your dental claims to ensure that 
you receive the correct maximum benefits. We offer several payment options for your portion of diagnosed 
treatment so that your care is not compromised due to financial concerns.

Payment Options

Cash or Check 
Mastercard, Visa, Discover, or American Express
Care Credit: A healthcare credit card that can be used for your dental and health care needs.
Unfortunately we are unable to accept 3rd party endorsed checks.

Our Appointment Agreement

Because we reserve time specifically for you and your dental treatment, it is vital that we receive appropriate 
notice for cancellations. If you find that you are unable to keep an appointment, we kindly ask 2 business days 
notice when rescheduling an appointment. Appointments not cancelled within 2 business days, or no-show 
appointments will be charged a $40 fee.

Please provide initials

FINANCIAL RESPONSIBILITY

I understand that payment is due at the time of service unless prior arrangements have been made. I understand 
that my insurance may cover a portion of the treatment; however, I am ultimately responsible for any balance on 
my account for services rendered.

I have read and fully understand the financial policies of this office.

Patient's signature: Date: 
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COMMUNICATION CONSENTS

EMAIL CONSENT FORM

PURPOSE: This form is used to obtain your consent to communicate with you by email regarding your Protected 
Health Information. Arlington Dental Group offers patients the opportunity to communicate by email. Transmitting 
patient information by email has a number of risks that patients should consider before granting consent to use 
email for these purposes. Arlington Dental Group will use reasonable means to protect the security and 
confidentiality of email information sent and received. However, Arlington Dental Group cannot guarantee the 
security and confidentiality of email communication and will not be liable for inadvertent disclosure of confidential 
information.

I acknowledge that I have read and fully understand this consent form. I understand the risks associated with 
communication of email between Arlington Dental Group and myself, and consent to the conditions outlined 
herein. Any questions I may have, been answered by Arlington Dental Group.

Patient's signature: Date: 
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TEXT MESSAGE TO MOBILE CONSENT FORM 

PURPOSE: This form is used to obtain your consent to communicate with you by mobile text messaging regarding 
your Protected Health Information. Arlington Dental Group, offers patients the opportunity to communicate by 
mobile text messaging. Transmitting patient information by mobile text messaging has a number of risks that 
patients should consider before granting consent to use mobile text messaging for these purposes. Arlington 
Dental Group will use reasonable means to protect the security and confidentiality of mobile text messaging 
information sent and received. However, Arlington Dental Group cannot guarantee the security and confidentiality 
of mobile text messaging communication and will not be liable for inadvertent disclosure of confidential information.

I acknowledge that I have read and fully understand this consent form. I understand the risks associated with the 
communication of mobile text messaging between Arlington Dental Group and myself, and consent to the 
conditions outlined herein. Any questions I may have, been answered by Arlington Dental Group.

Patient's signature: Date: 
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