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Patient Registration
Patient Information

Patient Name: _________________________________________ Preferred Name:______________________________
Address, City, State, & Zipcode:_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Home Phone: ____________________ Work Phone: ______________________Ext: _____ Cellular: ________________
Sex:

□ Male □ Female

Marital Status: □ Married

□ Single □ Divorced □ Separated □ Widowed

Birth Date: ______________ Age: ______ Social Security: _________________ Driver’s License:__________________
E-mail: _____________________________________________

□ I would like to receive correspondence via e-mail.

Primary Insurance Information

Name of Insured: _________________________________ Relationship to patient: □ Self
Insured Social Security: ________________________________

□Spouse □ Child □Other

Insured Date of Birth:__________________________

Employer: ____________________________________

Insurance Company:________________________________

Address: _____________________________________

Address:__________________________________________

City, State, Zipcode: ____________________________

City, State, Zipcode:_________________________________

Authorization for the Release of Identifying Health Information

I authorize the professional office of my dentist named above to release health information identifying me [including if
applicable, information about HIV infection or AIDS, information about substance abuse treatment, and information about
mental health services] under the following terms and conditions:
Patient/Responsible Party Signature: _______________________________________________________________________
Relationship to patient: ________________________________
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Financial Arrangements
Optional Payment Terms:
•
•
•

Full Pay Cash Discount: We offer a 5% accounting courtesy for all treatment over $500 that is paid in full
prior to the commencement of treatment.
Full Pay Credit: We accept full or partial payment by Visa, MasterCard, American Express, or Discover.
Term Loan: By arrangement with Care Credit, we can offer our patients, upon approval, an interest-free
loan (up to 12 months) with no down payment, no annual fee, and no prepayment penalty. Ask for an
application.

There will be a fee for any additional procedure(s) NOT included in the original treatment plan.
Payment Policies
To maintain the practice operation and to prevent potential misunderstanding, we ask patients to accept and adhere
to financial arrangements regarding their dental treatment. Payments are expected at the time services are rendered.
We accept cash, check, check cards, and all major credit cards. Any treatment estimated above $300.00 must be
accompanied by a specific financial arrangement.
Dental Insurance
We are happy to assist you in filing the necessary forms to help you receive the full benefits of your coverage;
however, we can make no guarantee of any estimated coverage or payment. Because the insurance policy is an
agreement between you and your insurance company, we ask that all patients be responsible directly for all
charges. Please know we will do everything possible to see that you receive the full benefits of your policy.
I understand that if my account has been turned over to a third party collection agency for non-payment, there will
be a collection fee added to my bill of thirty five percent (35%), pursuant to Georgia Statutory Law “O.C.G.A.-131-148.”
Patients are responsible for the full amount of their bill.
Broken Appointments
Your appointment is time that has been reserved especially for you and we strongly encourage all patients to keep
their appointments. If you must change your appointment, we require a minimum of 24 hours notice to avoid a
cancellation fee.
I, ____________________________________, understand and agree to the above financial policy.
Patient’s or Responsible Party
Party’s Signature ________________________________________________ Date: ______________________
Financial Officer: _______________________________________________ Date: ______________________
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Our office is very unique and unlike any dental office you have ever been to. Your upcoming visit is an important first step
toward getting the dentistry you seek. We place a high emphasis on helping you determine your present as well as your
future dental needs, wants, and desires. Here are some things we are going to be talking about at your first visit. These are
some issues you may not have considered before. Please answer these questions in a way that best expresses how you feel.
Your answers will help us to prepare for your visit so that we may better serve you.
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Are you having any areas of concern? ________________________________________________
_______________________________________________________________________________
What do you think is the current state of your mouth’s health? ____________________________
_______________________________________________________________________________
How do you want us to get your mouth? (Check one):
 Pain relief/repairs only
 Average
 The best it can be
Tell us about your good dental experiences ____________________________________________
And the bad ones ________________________________________________________________
Why did you leave your last dental office? ____________________________________________
What about your smile would you like to improve? _____________________________________
_______________________________________________________________________________
What would it take for you to trust us to be your dentist? _________________________________
_______________________________________________________________________________
Do you have any family or friends that already come to our office?  Yes  No
What do you already know about our office and what are your expectations? _________________
_______________________________________________________________________________
Has fear ever been an issue for you in a dental office?  Yes  No
Has time ever been an issue for you in getting your dental work done?  Yes  No
Has the cost of dental treatment been a concern for you?  Yes  No If yes, what can we
do to help with this? _____________________________________________________________
We have the unique ability to look at your mouth from three different perspectives. Which of these would you like
us to you for you? (Please check all that apply)
 As a general dentist  As a cosmetic dentist  As a functional dentist
At what point do you want to us to initiate treatment? (please check one)
 When my tooth hurts or breaks  When something is worsening
 When it’s not ideal
What quality of dentistry do you want us to recommend?  Repairs  Average  Ideal/the best
What additional information would you like us to know? _________________________________
_______________________________________________________________________________
Your Name_____________________________________________________________________
How did you find out about our office? (please check all that apply):
 Personal referral from _____________________  Mail flyer  Newspaper
 TV  Internet
 Facebook
 Other ______________________________________
If you found us on the internet, what search words did you use? ____________________________
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HIPAA NOTICE OF PRIVACY PRACTICES ("Notice")
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.
The Dental Practice Covered By This Notice
This Notice describes the privacy practices of Lexington Family Smiles ("Dental Practice"). "We" and
"our" means the Dental Practice. "You" and "your" means our patient.
How to Contact Us/ Our Privacy Official
If you have any questions or would like further information about this Notice, you can either write to or
call the Privacy Official for our Dental Practice:

Dental Practice Name:
Privacy Official for Dental Practice:
Dental Practice Mailing Address:
Dental Practice Email Address
Dental Practice Phone Number:

Lexington Family Smiles
J. Michael Moulton, D.M.D.
2001 Augusta Highway Unit A
Lexington, SC 29072
info@lexingtonfamilysmiles.com
(803) 951-0991

Information Covered By This Notice
This Notice applies to health information about you that we create or receive and that identifies you.
This Notice tells you about the ways we may use and disclose your health information. It also
describes your rights and certain obligations we have with respect to your health information. We are
required by law to:
• maintain the privacy of your health information;
• give you this Notice of our legal duties and privacy practices with respect to that information; and
• abide by the terms of our Notice that is currently in effect.

Our Use and Disclose of Your Health Information Without Your Written Authorization
Common Reasons for Our Use and Disclosure of Patient Health Information
Treatment. We will use your health information to provide you with dental treatment or services, such
as cleaning or examining your teeth or performing dental procedures. We may disclose health
information about you to dental specialists, physicians, or other health care professionals involved in
your care.
Payment. We may use and disclose your health information to obtain payment from health plans and
insurers for the care that we provide to you.
Health Care Operations. We may use and disclose health information about you in connection with
health care operations necessary to run our practice, including review of our treatment and services,
training, evaluating the performance of our staff and health care professionals, quality assurance,
financial or billing audits, legal matters, and business planning and development.
Appointment Reminders. We may use or disclose your health information when contacting you to
remind you of a dental appointment. We may contact you by using a postcard, letter, voicemail, or
email.
Treatment Alternatives and Health-Related Benefits and Services. We may use and disclose your
health information to tell you about treatment options or alternatives or health- related benefits and
services that may be of interest to you.
Disclosure to Family Members and Friends. We may disclose your health information to a family
member or friend who is involved with your care or payment for your care if you do not object or, if you
are not present, we believe it is in your best interest to do so.
Less Common Reasons for Use and Disclosure of Patient Health Information
The following uses and disclosures occur infrequently and may never apply to you.
Disclosures Required by Law. We may use or disclose patient health information to the extent we
are required by law to do so. For example, we are required to disclose patient health information to the
U.S. Department of Health and Human Services so that it can investigate complaints or determine our
compliance with HIPAA.
Public Health Activities. We may disclose patient health information for public health activities and
purposes, which include: preventing or controlling disease, injury or disability; reporting births or
deaths; reporting child abuse or neglect; reporting adverse reactions to medications or foods; reporting
product defects; enabling product recalls; and notifying a person who may have been exposed to a
disease or may be at risk for contracting or spreading a disease or condition.
Victims of Abuse, Neglect or Domestic Violence. We may disclose health information to the
appropriate government authority about a patient whom we believe is a victim of abuse, neglect or
domestic violence.

Health Oversight Activities. We may disclose patient health information to a health oversight agency
for activities necessary for the government to provide appropriate oversight of the health care system,
certain government benefit programs, and compliance with certain civil rights laws.
Lawsuits and Legal Actions. We may disclose patient health information in response to (i) a court or
administrative order or (ii) a subpoena, discovery request, or other lawful process that is not ordered
by a court if efforts have been made to notify the patient or to obtain an order protecting the
information requested.
Law Enforcement Purposes. We may disclose patient health information to a law enforcement
official for a law enforcement purposes, such as to identify or locate a suspect, material witness or
missing person or to alert law enforcement of a crime.
Coroners, Medical Examiners and Funeral Directors. We may disclose patient health information
to a coroner, medical examiner or funeral director to allow them to carry out their duties.
Organ, Eye and Tissue Donation. We may use or disclose patient health information to organ
procurement organizations or others that obtain, bank or transplant cadaveric organs, eyes or tissue
for donation and transplant.
Research Purposes. We may use or disclose patient health information for research purposes
pursuant to patient authorization waiver approval by an Institutional Review Board or Privacy Board.
Serious Threat to Health or Safety. We may use or disclose patient health information if we believe
it is necessary to do so to prevent or lessen a serious threat to anyone's health or safety.
Specialized Government Functions. We may disclose patient health information to the military
(domestic or foreign) about its members or veterans, for national security and protective services for
the President or other heads of state, to the government for security clearance reviews, and to a jail or
prison about its inmates.
Workers' Compensation. We may disclose patient health information to comply with workers'
compensation laws or similar programs that provide benefits for work-related injuries or illness.

Your Written Authorization for Any Other Use or Disclosure of Your Health Information
We will make other uses and disclosures of health information not discussed in this Notice only with
your written authorization. You may revoke that authorization at any time in writing. Upon receipt of the
written revocation, we will stop using or disclosing your health information for the reasons covered by
the authorization going forward.
Your Rights with Respect to Your Health Information
You have the following rights with respect to certain health information that we have about you
(information in a Designated Record Set as defined by HIPAA). To exercise any of these rights, you
must submit a written request to our Privacy Official listed on the first page of this Notice.
Access. You may request to review or request a copy of your health information. We may deny your
request under certain circumstances. You will receive written notice of a denial and can appeal it. We
will provide a copy of your health information in a format you request if it is readily producible. If not
readily producible, we will provide it in a hard copy format or other format that is mutually agreeable. If
your health information is included in an Electronic Health Record, you have the right to obtain a copy
of it in an electronic format and to direct us to send it to the person or entity you designate in an
electronic format. We may charge a reasonable fee to cover our cost to provide you with copies of
your health information.
Amend. If you believe that your health information is incorrect or incomplete, you may request that we
amend it. We may deny your request under certain circumstances. You will receive written notice of a
denial and can file a statement of disagreement that will be included with your health information that
you believe is incorrect or incomplete.
Restrict Use and Disclosure. You may request that we restrict uses of your health information to
carry out treatment, payment, or health care operations or to your family member or friend involved in
your care or the payment for your care. We may not (and are not required to) agree to your requested
restrictions, with one exception. If you pay out of your pocket in full for a service you receive from us
and you request that we not submit the claim for this service to your health insurer or health plan for
reimbursement, we must honor that request.
Confidential Communications: Alternative Means, Alternative Locations. You may request to
receive communications of health information by alternative means or at an alternative location. We
will accommodate a request if it is reasonable and you indicate that communication by regular means
could endanger you. When you submit a written request to the Privacy Official listed on the first page
of this Notice, you need to provide an alternative method of contact or alternative address and indicate
how payment for services will be handled.
Accounting of Disclosures. You have a right to receive an accounting of disclosures of your health
information for the six years prior to the date that the accounting is requested except for disclosures to
carry out treatment, payment, health care operations (and certain other exceptions as provided by
HIPAA). The first accounting we provide in any 12-month period will be without charge to you. We will
charge a reasonable fee to cover the cost for each subsequent request for an accounting within the
same 12-month period. We will notify you in advance of this fee and you may choose to modify or
withdraw your request at that time.
Receive a Paper Copy of this Notice. You have the right to a paper copy of this Notice. You may
ask us to give you a paper copy of the Notice at any time (even if you have agreed to receive the
Notice electronically). To obtain a paper copy, ask the Privacy Official.

We Have the Right to Change Our Privacy Practices and This Notice
We reserve the right to change the terms of this Notice at any time. Any change will apply to
the health information we have about you or create or receive in the future. We will promptly revise the
Notice when there is a material change to the uses or disclosures, individual's rights, our legal duties,
or other privacy practices discussed in this Notice. We will post the revised Notice on our website (if
applicable) and in our office and will provide a copy of it to you on request. The effective date of this
Notice (including any updates) is in the top right-hand corner of the Notice.
To Make Privacy Complaints
If you have any complaints about your privacy rights or how your health information has been used or
disclosed, you may file a complaint with us by contacting our Privacy Official listed on the first page of
this Notice.
You may also file a written complaint with the U.S. Department of Health and Human Services Office
for Civil Rights.
The privacy of your health information is important to us. We will not retaliate against you in any way if
you choose to file a complaint.
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ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES
("Acknowledgement")
I acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy
Practices.
Patient Name (Please Print) _______________________________________________

______________________________________________________________________
Patient Signature OR Signature of Personal Representative
_________________________
Date
Authority of Personal Representative to Sign for Patient (check one):
□ Parent □ Guardian □ Power of Attorney □ Other: ______________________________
Please Note: It is your right to refuse to sign this Acknowledgement.
Dental Office Use Only
I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice of
Privacy Practices, but it could not be obtained because:
◊ An emergency prevented us from obtaining acknowledgement.
◊ A communication barrier prevented us from obtaining acknowledgement.
◊ The individual was unwilling to sign.

Other: _____________________________________________________________

_________________________________
Office Representative’s Signature

____________________
Date

