


Welcome to Somerset Dental Arts

279 E. Main Street
Somerville, NJ 08876

908-722-2999

Patient Name_______________________________ Birth Date___________ Date_____________

Cell Phone________________ Home Phone________________ Work/Other_________________

Social Security #____________________ Email______________________________________

Address___________________________________ City____________ State_______ Zip__________

Patient Employer/School_____________________________ Phone_________________________

Emergency Contact_______________________ Relation___________ Phone________________

Whommaywe thank for referring you? ______________________________________________

Dental Insurance:

Name of Carrier_________________________ Subscriber’s Name__________________________

Birth Date________ Social Security #_________________ Relation ______________________

Phone _______________ Group # __________________ Ins. ID#____________________________

Employer Name_____________________________________ Ins E�ective Date______________

Employer Address__________________________________________ Phone _________________

AUTHORIZATION:

I authorizemy insurance company to pay the dentist all insurance bene�its otherwise
payable tome for services rendered.

I authorize the use of this signature on all insurance submissions.

I understand and have been informed the uses and disclosures of all my health information
to be shared at the discretion of the dentist. (HIPAA compliance)

I understand that I am �inancially responsible for all fees and charges incurred at Somerset
Dental Arts whether or not paid by insurance.

___________________________________________________ _____________
Signature Date





NOTICE OF PRIVACY PRACTICES
Somerset Dental Arts

279 East Main Street
Somerville, NJ 08876

This notice describes how your dental information may be used and disclosed in
our office, and how you can get access to this information.

PLEASE REVIEW THIS INFORMATION CAREFULLY

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program
that requires that all medical/dental records and other individually identifiable health
information used or disclosed by us in any form, whether electronically, on paper, or orally,
are kept properly confidential. This Act gives you, the patient significant new rights to
understand and control how your health information is used.

USES AND DISCLOSURES OF HEALTH INFORMATION

Our office may use and disclose your dental records only for the following purposes;
treatment, payment and health care operations (TPO). TPO activities would include
managing and coordinating your dental treatment plan with one or more healthcare
providers, obtaining reimbursement for services, gathering insurance information, billing
or collections activities and utilization review. It would also include the business aspects of
running our practice, such as calling patients at home and/or at work (including leaving
voice messages) in reference to any aspect of the practice of carrying out the TPO, sending
appointment reminders by mail, filing insurance claims, coordinating laboratory work, and
providing information to our patients about health-related benefits and services that may
be of interest to you.

Any other uses and disclosures of your protected health information (PHI) will be made only
with your written authorization. You may revoke this authorization in writing at any time,
which our office will honor unless actions were already taken based on your previous
consent.

PATIENT RIGHTS

You have the following rights with respect to your protected health information (PHI)
which you can exercise by presenting a written request to our office. This includes access
to review or obtain copies of your PHI, with limited expectations. A reasonable cost-based
fee for expenses such as copies and staff time will accompany all requests for copies. You
may request the PHI be in a form other than photocopy, which will be honored unless we
cannot practically do so.



You have the right to request that additional restrictions be placed on the use and
disclosure of your PHI. We are not required to agree to these additional restrictions but if
we do,we will abide by our agreement (except in an emergency).

You have the right to request that we communicate with you about your PHI by alternative
means or locations. Your request must be very specific, detailed and must provide a
satisfactory explanation of how payments will be handled under the alternative means or
location you request.

You have the right to receive an accounting of disclosures of your PHI, not to date prior to
the effective date of the new HIPAA Privacy Practices in our office

You have the right to request that we amend your health information. Again your request
must be in writing, and we hold the right to deny your request under certain circumstances

You have the right to obtain a paper copy of this notice from us upon request.

QUESTIONS AND COMPLAINTS

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.
We will post these changes and you may request a written copy of our revised policy from
our office.

If you want more information about our privacy practice or have questions or concerns,
please notify us.

If you are concerned that we may have violated your privacy rights, or disagree with any
decision we made concerning the use and disclosure of your PHI, or as it pertains to your
patient rights, you may submit a formal complaint to our office in writing or file a
complaint with the U.S. Department of Health and Human Services. We will provide you
with the address to file your complaint upon request.

I HAVE REVIEWED AND UNDERSTAND THE ABOVE STATEMENTS

_____________________________ __________
Signature of Patient or Responsible Party Date

_____________________________
Patient Name (please print)



SOMERSET DENTAL ARTS
Policy on Financial Arrangements

Please read the entire form carefully, then sign and print the date on the back. The
following defines the financial policies of our practice.

It is our goal to ensure that each one of our patients receives the highest quality dental care
that we can provide. In order to achieve this goal for you, we are happy to offer (if needed)
viable options for your financial arrangements with our office.

Payment is due in full at the time treatment is rendered. We accept cash, check,
debit cards and all major credit cards. Our office accepts assignments on your dental
insurance and will handle processing your claim. If extended time is needed to pay for
treatment, CareCredit provides a monthly financial payout option which allows you to start
your dental treatment today.

PAYMENT OPTIONS

FULL PAYMENT:

Payment in full by cash, check, debit card, or credit card is due the day treatment is
rendered. The front desk coordinators will estimate the amount you owe for procedures
the doctor or hygienist has completed or those procedures which are in progress.

MONTHLY PAYMENTS:

We offer a monthly payment option through CareCredit, a financing company specific to
your healthcare needs. You can apply for CareCredit right here in our office and receive
approval within minutes. This financing option has no annual fee, can be used at other
healthcare offices, and has a variety of payment options, some with no interest. Ask us
about CareCredit today.



INSURANCE COVERAGE

We accept many different insurance plans. All plans have a unique schedule of covered
services, depending on the plan you or your employer have purchased. There is no
guarantee that the services will be covered. You, or the person responsible for this account,
will be responsible for payment of non-covered procedures. If you wish, we can send a
pre-determination to your insurance carrier. Although you will have the advantage of
knowing approximately what your insurance will cover, please be advised this process will
delay the necessary treatment.

CANCELLATION POLICY

Our time is as important as yours. We attempt to schedule as efficiently as possible to
reduce waiting time. We require and appreciate 24 hours of notice prior to your scheduled
appointment when canceling. In the event that you do not show up for your appointment
or do not give notice within the above time frame, your account may be charged up to, but
not exceeding, $75.00. Leaving a coherent message on the answering machine is acceptable
for canceling an appointment and will not be subject to the cancellation fees.

FINANCE CHARGES AND RETURNED CHECKS

In the event that your payment method is declined or payment arrangements are broken
without prior notification, your account will be charged a service fee of $25.00. There will
be a returned check fee of $25.00 for any bounced check. This fee is subject to increase,
depending on the bank’s charges and will be added to the outstanding balance. Accounts
with an outstanding balance for over 60 days will be sent to collections.

I acknowledge and understand the financial policies of Somerset Dental
Arts and I agree to them.

_________________________ __________
Signature of Patient or Responsible Party Date

_____________________________
Patient Name (please print)
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