Patient Registration Form
Meadowbrook Dental Office of Dr. Tejal Soni
3421 Five Points Drive Auburn Hills MI 48326

P: 248-373-0400 Email: MeadowBrookTeeth@Gmail.com

Patient Last Name: First: Middle Initial:
How do you wish to be addressed? Date of Birth: Male Female
Address: City: State: Zip:
Telephone (Mobile): (Home): (Work):

Email: Social Security Number:

Pharmacy Name: Pharmacy Phone #: Pharmacy Location:

How did you hear about our office? (list specific name if applicable)

Insurance Information
Primary Insurance Secondary Insurance

Subscriber Name:

Subscriber Name:

Insurance Company:

Subscriber ID: Insurance Company:
Group #: Subscriber ID:
Date of Birth: Group #:

Date of Birth:

Relationship to Subscriber: Self Spouse Child Other

. Relationship to Subscriber: Self Spouse Child Other
Employer Name:

Employer Name:

Employer Phone:

Employer Phone:

Insurance Company:

Insurance Company:

Please present your insurance card to be scanned for our records

Emergency Contact

Last Name: First: Middle Initial:
Relationship to Patient: Telephone ( Mobile Home Work):
Consent

| consent to the diagnostic procedures and dental treatment performed by my dentist, and to the release of information regarding my (or my
child’s) health care, advice, and treatment to another dentist, or for evaluating and administering any claims for insurance benefits. | consent to
the direct payment of my insurance benefits to the dentist or PS Dentistry PLLC and understand that my insurance benefits may pay less than
the actual bill for services and that | am fully responsible for any services unpaid or covered by my insurance as well as any account balance.

| attest to the accuracy of the information on this page.

Signature Printed Name:

(Responsible party, if under age 18)

Date:




CONSENT TO DENTAL PHOTOGRAPHY
Meadowbrook Dental Office of Dr. Tejal Soni
3421 Five Points Drive Auburn Hills MI 48326
P: 248-373-0400 Email: MeadowBrookTeeth@Gmail.com

l, (patient) authorize Meadowbrook Dental (PS Dentistry, PLLC) to take
photographs, and or videos of my face, jaws, mouth, and teeth, before, during, and after treatment. | consent to allow the
photographs to be used for the following purposes:

e Dental education including lectures and seminars
e Dental training
e Marketing (including websites, printed materials, patient education, social media)

| further understand that if the photographs and/or videos are used, my name or other identifying information will be kept
confidential.

| do not expect compensation, financial or otherwise, for the use of these photographs or videos.

LICheck this box if you do not want your full face picture used for any of the above purposes.

CONSENT FOR TREATMENT

| hereby authorize the doctor or designated staff to take x-rays, study models, photographs, and other diagnostic aids
deemed by the doctor to make a thorough diagnosis of my dental needs.

Upon such diagnosis, | authorize the doctor to perform all recommended treatment mutually agreed upon by me and
to employ such assistance as required to provide proper care.

| agree to the use of anesthetics, sedatives, and other medication as necessary. | fully understand that using anesthetic
agents embodies certain risks. | understand that | can ask for a complete recital of any possible complications.

| give consent to the doctor’s or designated staff’s use and disclosure of any oral, written, or electronic health records
that are identifiable as mine for the purpose of carrying out my treatment, payment, and healthcare operations. |
understand that only the minimum amount of information necessary to provide quality care will be used or disclosed
and that a notice fully outlined the protection of my personal health information is available.

| agree to be financially responsible for payment of all services rendered on behalf of myself or my dependents. |
understand that payment is due at the time of treatment unless other arrangements have been made. (Please review

financial policy for full consent).

Patient Signature Date




FINANCIAL POLICY
Meadowbrook Dental Office of Dr. Tejal Soni
3421 Five Points Drive Auburn Hills MI 48326
P: 248-373-0400 Email: MeadowBrookTeeth@Gmail.com

l, (patient or legal guardian), hereby agree to pay all charges submitted by this office
during the duration of treatment for the patient. | agree to pay all applicable deductibles and co-payments which may arise
during treatment for the patient. | understand that my dental insurance is my financial responsibility.

All co-pays are expected to be paid_at the time of service. It is your responsibility to know your insurance policy. We accept
most dental PPO insurance policies. It is up to you to know whether or not your insurance is in network with our
office/doctors as contracts and credentialing is constantly changing based on insurance limitations. It is impossible for us to
track all policies and be aware of the individual benefit and maximum for each plan. Please realize that it is a courtesy to you
that we verify dental benefits and provide you with an estimate of co-pay/deductibles. Certain appointments may require
payment to be made in full or a portion of the estimated copay to reserve an appointment. The responsible party is also
required to pay for treatment rendered to the patient which is not considered to be a covered service by third party insurers
or if there is a balance that remains after the insurance company has remitted payment to us. Regardless of what we might
calculate as your dental benefit in dollars, we must stress that you as the patient, parent or guardian is responsible for the
total cost of your dental treatment. You are responsible_at the time of your appointment, for any estimated deductible and
copayment amounts not covered by your insurance carrier. Once our office has received payment from the insurance
company, if any balance is remaining, you will be billed. In the event payments are not received by agreed upon dates, a 1.5%
late charge (18% APR) may be added to your account.

Cancellation or Missed Appointment Policy- In order to be respectful of our providers time as well as being able to
accommodate other patients that need to get into the schedule, a cancellation fee will apply to situations when we do not
receive a minimum of 48 hour notice for cancellations and reschedules (S50 for standard appointment times and $100 for
appointments 4pm or later as well as any Saturday appointments.) Furthermore, “no show” situations will result in a $100
penalty. These fees must be paid in full prior to scheduling another appointment at our office. Reoccurring cancellations and
missed appointments may result in dismissal from the office.

Payment Options- Payments may be made using cash, credit card (Visa, MasterCard, American Express, Discover) or Care
Credit. Care Credit is an outside financing company that allows you to make installments on your dental treatment at
minimal or no interest if you qualify.

Collection Policy- If circumstances force a patient’s account to be forwarded to a collection agency for further handling or if a
patient declares bankruptcy, they will be expected to prepay any future appointments. Please note that patients whose
accounts are not up to date must address the balance prior to being granted another appointment.

Patient Name Printed

Signature Date




NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Meadowbrook Dental Office of Dr. Tejal Soni
3421 Five Points Drive Auburn Hills MI 48326
P: 248-373-0400 Email: MeadowBrookTeeth@Gmail.com

I understand that, under the Health Insurance Portability & Accountability Act.of 1996
("HIPAA"), I have certain rights to privacy regarding my protected health information. I understand
that.this information can and will be used to:

e Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be
involved in that treatment directly and indirectly.

e Obtain payment from third-party payers.

e Conduct normal healthcare operations such as quality assessments and physician certifications.

I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of the uses and
disclosures of my health information. I understand that this organization has the right to change its Notice of Privacy
Practices from time to time and that I may contact this organization at any time at the address above to obtain a copy of the
Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out

treatment, payment or health care operations. I also understand you are not required to agree to my requested
restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name:

Signature:

Permission to disclose information to:

Date:

OFFICE USE ONLY

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices Acknowledgment, but was unable
to do so as documented below:

Date: Initials: Reason:

Dr. Tejal Soni PS Dentistry PLLC



