Buie Clinic
REGISTRATION FORM
	

	Today’s date:
	PCP:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	❑ Mr.
❑ Mrs.
	❑ Miss
❑ Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	❑ Yes
	❑ No
	
	
	       /          /
	
	❑ M
	❑ F

	Street address:
	Social Security no.:
	Home phone no.:

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(           )

	[bookmark: bookmark=id.gjdgxs]Chose clinic because/Referred to clinic by (please check one box):
	❑ Dr.
	
	❑ Insurance Plan
	❑ Hospital

	❑ Family
	❑ Friend
	❑ Close to home/work
	❑ Social media/ Google   
	❑ Other
	

	E-mail address: 
	

	

	DENTAL INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Is this person a patient here?
	❑ Yes
	❑ No
	
	

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	
	
	
	(          )

	Is this patient covered by insurance?
	❑ Yes
	❑ No
	

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	
	
	       /       /
	
	
	$

	Patient’s relationship to subscriber:
	❑ Self
	❑ Spouse
	❑ Child
	❑ Other
	

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	
	
	
	

	Patient’s relationship to subscriber:
	❑ Self
	❑ Spouse
	❑ Child
	❑ Other
	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I understand that I am financially responsible for all fees upfront and any reimbursement from my insurance will be applied to my balance until paid in full after which reimbursement will be sent to me. I also authorize Buie Clinic or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
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Buie Clinic   Consent for Use and Disclosure of Health Information            Print Name ______________________________________________________      DOB:  ______________________            PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY.        Purpose of Consent:  By signing this form, you will 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 Notice of Privacy Practices before you decide whether to sign th is consent. Our  notice provides a description of our treatment, payment activities, and healthcare, operations of the uses and disc losures we may make  of your protected health information, and of other important matters about your protected health information. A copy of our n otice is  available on our website. We encourage you to read it carefully and completely before signing this con sent.          We reserve the right to change our privacy practices as described in our Notice of Privacy Practices; we will issue a revised   Notice of Privacy  Practices, which will contain the changes. Those changes may apply to any of your protected health information t hat we maintain.          You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by contacting:          Contact Person:   Buie Clinic     Telephone:   214 - 817 - 8612      Fax:    888 - 674 - 2404     Address:   540 Hawkins run rd.            Midlothian, Tx 76065         Right to Revoke:  You will have the right to revoke this consent at any time by giving us written notice of your revocation s ubmitted to the  contact person listed above. Please understand that revocation of this consent will not affect any action we took i n reliance of this  consent before we received your revocation and that we may decline to treat you or to continue treating you if you revoke thi s consent.          Signature:  I have had full opportunity to read and consider the contents of this consent form and your Notice of Privacy Pra ctices. I understand  that by signing this consent form I am giving my consent to your use and disclosure of my protected health inf ormation to carry out  treatment payment activities and health care operations.          Please list any persons you wish to have access to your account: (All areas of account will be accessible, unless documented  below.)        _________________________________________________________________________________________________________________    _________________________________________________________________________________________________________________      SIGNATURE ________________________________________________       DATE ___________________________    If not Patient, Print Name and Relation: ____________________________________________________________________             Buie Clinic Hipaa Form   
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      OFFICE POLICY AND CONSENT FORM   Please remember that we are here to serve you in a comfortable and professional atmosphere.  Our goal is to provide you with  the  very best quality of dental care.   INSURANCE AND PAYMENT POLICIES   ●   FEES FOR SERVICE AT OUR OFFICE WILL BE REQUESTED AT THE TIME OF YOUR VISIT.    For patients with Dental Insurance:   Your insurance is a contract between you, your employer, and the insurance company . Our office is an out of network  provider for all insurance plans .   Please make sure that you know your own insurance. We are not a party to that contract.  We will file your claim for you up to twice at no charge; however, if they dis pute after the second attempt all records may be  given on request for you to file. W e ask that you r full treatment total   be paid  at the beginning of the treatment period or in  accordance with your payment arrangements . Please understand that this is done as a  Courtesy to You . All account balances  are ultimately your responsibility. Please make sure that you know your own insurance. Not all services are a covered benefit   in all contracts.  Some insurance companies arbitrarily select certain services they will not cover. All in surance benefits are  set to reimburse to the insurance holder .       ●   Please note, for your convenience, we do accept   checks and cash as well as   VISA, MasterCard  and   Discover . We also accept  Care Credit for treatment over $5000. There is a  3% service fee   for  any and all Credit, Debit, and HSA   transactions.    OFFICE POLICIES   ●   Your appointment time is set aside especially for you.  We ask  for courtesy   to the Doctor and to other patients that you keep  your scheduled appointments.    If you must change or miss an appointment, we require a 48 - hour notice.  Cancellations,  last minute rescheduling or failure to show will result in a broken appointment charge of $80.00, or no reappointment. If  more than one family member is scheduled & fa ils to make their appointment a $80 cancellation fee will be assessed for  the first individual and $50 for each family member thereafter. This policy is strictly enforced due to our high volume of  patients.     ●   Our office will provide confirmation calls  or texts 2 days prior .  We ask that if we are unable to reach you, that you please  contact us as soon as possible to confirm your appointment.  Failure to do so may result in your appointment needing to be  rescheduled.     CONSENT   I have read and understand all the above information.   The undersigned hereby authorizes the Doctor to perform those diagnos tic  and treatment procedures, including local anesthesia and sedation, deemed necessary.  If I ever have any change in my health  or   change in my medication, I will inform the Doctor at the next appointment.  For insured patients, my signature below authoriz es  assignment of insurance benefits to the Doctor and authorizes the release of dental records to my insurance company.     Date:          Signature           (Patient, Parent or Guardian)  
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                                                                          BUIE CLINIC                                      DENTAL   &   HEALTH   HISTORY                                                                                                                                                       Patient Name:_____________________________________________________         Birthdate:____________________  

DENTAL HISTORY 

Chief Concern:_ ___________________________________________________________________________________   Referring Dentist:_____________________________   Date of last Dental visit:________________________________  

□ Bad Breath  □   Broken Fillings  □   Periodontal Treatment  

□ Grinding Teeth □   Clicking/Popping Jaw  □   Sensitivity to cold or hot  

□ Bleeding Gums □   Food Collection in teeth  □   Sensitivity to Sweets  

□ Loose Teeth □   Growths or Sores in mouth  □   Sensitivity when biting  

MEDICAL HISTORY 

Physician’s Name and Phone Number:_ __________________________________________________ Date of Last  Visit:________________                        Height: _______________     Weight: ___________________   Have you had any serious illness or operations?_ _________ If yes, describe:___________________________________   Have you ever had a blood transfusion?_________ if yes, Approximate dates:__________________________________   (WOMEN)     Are you Pregnant? ( YES / NO )              Nursing? ( YES / NO )               Taking Birth control?  ( YES / NO   )   Check   if you have or have had any of the following:  

□ Shortness of Breath □   Asthma  □   Hepatitis  □   Scarlet Fever  

□ Arthritis, Rheumatism □   Cough, persistent  □   High Blood Pressure  □   Anemia  

□ Artificial Heart valves □   Cough up blood  □   HIV/AIDS  □   Skin Rash  

□ Artificial Joints □   Diabetes  □   Jaw Pain  □   Stroke  

□ Cortisone Treatment □   Epilepsy  □   Kidney Disease  □   Glaucoma  

□ Back Problems □   Cancer  □   Liver Disease  □   Thyroid problems  

□ Blood Disease □   Headache  □   Mitral Valve Prolapse  □   Tobacco Habit  

□ Swelling of feet or ankles □   Fainting  □   Pacemaker  □   Tonsillitis  

□ Chemical Dependency □   Heart Murmur  □   Radiation Treatment  □   Tuberculosis  

□ Chemotherapy □   Heart Problems  □   Respiratory Disease  □   Ulcer  

□ Circulatory Problems □   Hemophilia  □   Rheumatic Fever  □   Venereal Disease  

Extra Explanation for Conditions Above:  __________________________________________________________________________________________________ __________________________________________________________________________________________________ ____________________ ______________________________________________________________________________    


