
E-mail:

Section 2

I would like to receive correspondences via e-mail.

Section 3

Employment
Status: 

Student Status:

Medicaid ID:

Employer ID:

Carrier ID:

Full Time Part Time Retired

Full Time Part Time

Pref.Dentist:

Pref. Pharmacy:

Pref. Hyg:

TIME 02:18 PM

PATIENTREGISTRATION
DATE 12/4/2019

ID:

First Name: 

Patient Is:

Chart ID:

Last Name: Middle Initial:

Preferred Name:

Responsible Party ( if someone other than the patient )

Secondary Insurance Information

Primary Insurance Information 

Name of Insured:

Insured Soc.Sec:

Employer: 

Address: 

Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to Insured: Self Spouse Child Other

Insured BirthDate:

Ins.Company:

Address: 

Address 2:

City, State,Zip:

Rem. Deduct:

Policy Holder Responsible Party

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

ResponsibleParty is also a Policy Holder for Patient Primary InsurancePolicy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex:

BirthDate:

Male Female

Age:

Marital Status: Married

Soc Sec:

Single Divorced Separated Widowed

Drivers Lic:

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer: Ins. Company:

Address: Address:

Address 2: Address 2:

City, State, Zip: City, State, Zip:

Rem. Benefits: Rem. Deduct:





CLIENT RIGHTS AND HIPAA AUTHORIZATIONS 

 

The following specifies your rights about this authorization under the Health Insurance Portability and 
Accountability Act of 1996, as amended from time to time “HIPAA”. 

1. Tell your provider if you do not understand this authorization, and the provider will explain it to you. 

2. You have the right to revoke or cancel this authorization at any time, except: (a) to the extent 
information has already been shared based on this authorization; or (b) this authorization was obtained 
as a condition of obtaining insurance coverage. To revoke or cancel this authorization, you must submit 
your request in writing to the provider at the following address: Biological Dentistry of Albuquerque 
10409 Montgomery Pkwy NE Suite 104 Albuquerque, NM 87111 

3. You may refuse to sign this authorization. Your refusal to sign will not affect your ability to obtain 
treatment, payment, enrollment or your eligibility for benefits. However, you may be required to 
complete this authorization form before receiving treatment if you have authorized your provider to 
disclose information about you to a third party. If you refuse to sign this authorization, and you have 
authorized your provider to disclose information about you to a third party, your provider has the right 
to decide not to treat you or accept you as a patient in their practice. 

4. Once the information about you leaves this office according to the terms of this authorization, this 
office has no control over how it will be used by the recipient. You need to be aware that at that point 
your information may no longer be protected by HIPAA. If the person or entity receiving this information 
is not a health care provider or health plan covered by federal privacy regulations, the information 
described above may be disclosed to other individuals or institutions and no longer protected by these 
regulations. 

5. If this office initiated this authorization, you must receive a copy of the signed authorization. 

6. Substance Use Disorders (SUD) Treatment records have enhanced protections. They cannot be used in 
legal proceedings without your consent or court order. If a use or disclosure of health information 
described above in this notice is prohibited or materially limited by other laws that apply to us, is is our 
intent to meet the requirements of the more stringent law. 

7. You have a right to an accounting of the disclosures of your protected dental information by the 
provider or its business associates. The maximum disclosure accounting period is the six years 
immediately preceding the accounting request. The provider is not required to provide an accounting for 
disclosures: (a) for treatment, payment, or dental care operations; (b) to you or your personal 
representative; (c) for notification of or to persons involved in an individual’s dental care or payment for 
dental care, for disaster relief, or for facility directories; (d) pursuant to an authorization; (e) of a limited 
data set; (f) for national security or intelligence purposes; (g) to correctional institutions or law 
enforcement officials for certain purposes regarding inmates or individuals in lawful custody; or (h) 
incident to otherwise permitted or required uses or disclosures. Accounting for disclosures to dental 
oversight agencies and law enforcement officials must be temporarily suspended on their written 
representation that an accounting would likely impede their activities. 

 

Patient Signature:            Date:     

Patient Name:        Relationship to Patient:     



FINANCIAL POLICY 

Thank you for choosing us as your dental care provider. We are committed to your treatment being 
successful. Please understand that payment of your bill is considered part of your treatment. The 
following is a statement of our financial policy which we require that you read and sign prior to any 
treatment. It is our hope that this policy will facilitate open communication between us and help avoid 
potential misunderstandings, allowing you to always make the best choices related to your care. 

INSURANCE: 

Please remember your insurance policy is a contract between you and your insurance company. We are 
not a party to that contract. As a courtesy to you, our office provides certain services, including a pre-
treatment estimate which we send to the insurance company at your request. It is physically impossible 
for us to have the knowledge and keep track of every aspect of your insurance. It is up to you to contact 
your insurance company and inquire as to what benefits your employer has purchased for you. If you 
have any questions concerning the pre-treatment estimate and/or fees for service, it is your 
responsibility to have these answered prior to treatment to minimize any confusion on your behalf. 

Please be aware some or perhaps all of the services provided may or may not be covered by your 
insurance policy. Any balance is your responsibility whether or not your insurance company pays any 
portion. 

PAYMENT: 

Understand that regardless of any insurance status, you are responsible for the balance due on your 
account. You are responsible for any and all professional services rendered. This includes but is not 
limited to: dental fees, surgical procedures, tests, office procedures, medications and also any other 
services not directly provided by the dentist. 

FULL PAYMENT is due at the time of service. If insurance benefits apply, ESTIMATED PATIENT CO-
PAYMENTS and DEDUCTIBLES are due at the time of service, unless other arrangements are made. There 
is a $35 fee for returned checks. 

MISSED APPOINTMENTS: 

Unless we receive notice of cancellation 24 hours in advance, you will be charged $65. Please help us 
maintain the highest quality of care by keeping scheduled appointments. 

I have read, understand and agree to the terms and conditions of this Financial Agreement. 

 

Patient Signature:            Date:     

Patient Name:        Relationship to Patient:     

 

 


