
Dleaoe tnke a fev minutes to r the folloviry

PATIENT

Date Soc. Sec. # Birthdate
Name

Home Phone

Address
Cell Phone

City State--
n Manied

zip

sex Ervr Er nMino, !singte nlong Term Partner n Divorced nwiaowea n Separated
Employer

Business Phone

Business Address
0ccupation

Who should we thank for referring you?

In case of emergency, who should we coltact?

PRIMARY

Person Responsible for Account

(0304)

Relationship to Patient Birthdate Soc. Sec. #
Address

City
State

Responsible Party Employed By

Business Address
Occupation

Business Phone

Insurance Company

Insurance Company Address

Subscriber I.D. #

AI)

Insured Name

Relationship to Patient Birthdate Soc. Sec. #
Address

Home Phone

City

Insured Employed By 
Business phone

Insurance Company

Form #4065

Please complete reverse side

zip

Insurance Company Address

Subscriber I.D. #
Group #



DENT
Former Dentist

City, State

Date of Last Dental Visit
Please check all that appty:

Bad Breath..... ....,....... f
Bleeding Gums ................................. I
Blisters on Lips or Mouth ................ I
Finger Nail Biting.,.......................... I
Grinding Teeth ................................. I
Lip or Cheek Biting ................ ......... f

Date of Last X-Rays

How 0ften Do You Floss?

How 0ften Do You Brush?

Loose Teeth or Broken Fillings.........f
0rthodontic Treatment .................... I
Pain fuound Ear............................... I
Peri odontal Treatment ..................... I
Sensitivity to C01d...........,.,....,......... I
Sensitivity to Heat ...........,.....,.......... I

Sensitivity to Sweets ..,........

Sensitivity When Biting .......,..,........ I
Frequent Headaches ......................... I
Jaw, Head or Neck Injuries .........,...,.I
Jaw Difficulty: Clicking and/or pain..I
Tooth Pain ..............,...I

MED
Physician's Name

Date of Last Visit
Yes

l. fue you curenfly under medical treatment? -
2. Have you ever had any serious illnesses

oroperations? ............. I
3. fue you currently taking any medication? .,.............. f
Please describe:

4, Do you smoke? .............I
5. Do you use alcohol, cocaine or other drugs? ............. I
6. Do you wear contact lenses? .. ........... I

! 8. (Women Onty) Are you:

No

T
T
T!I
T
trr

No

T

T
I

I

T

ASSI

Signature of Responsible party

I hereby authorize payment directly to 
,,-. -.- - -_ -!1, . for all insurance benefits othenuise payable to me forseryices rendered' I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all servicesrendered on my behalf or my dependents.

I authorize the above doctor and/or any prwider or supplier of services in this office to release the information required to secure thepayment ofbenefits' I authorize the use ofthis signaiure on all insurance submissions.

Date



OFFICE FINANCIAL POLICY

Payment is expected in full by cash or credit/debit card at each appointment as service isrendered. For y'ur convenience, Visa, Discover, Mastercard are accepted,

we will be happy to file your dental insurance claim on the first visit if we have received
confirmation of insurance coverage. YoU wlLL NEED To BE PREPARED To pAy ANy AMouNT
THAT IS DETERMIINED NOT PAYABLE BY YOUR ]NSURANCE PLAN, SUCH AS DEDUCTIBLE ANDCO-PAY PERCEN'IAGES.

To insure prompt and efficient patient care, we require a 24 hour notice to reschedule or cancelappointments' A S25 reactivation fee may be assessed in order to reschedui e if 24 hour noticeis not given, Failure to give a 24 hour notice or being a ,,no 
show,, for two appointments in a 12month period may result in dismissal from our practice.

we must emphasize that as health care providers, our relationship is with you, not your
insurance company' Your dental insurance is a contract between you, your employer and theinsurance company. we are not a party to that contract. As a ppo provider for your
insurance we ar€l Nor employees of the insurance company. you are ultimately responsiblefor checking with your insurance company regarding coverage. pre-treatment estimatesthrough your insurance company are encouraged but are no guarantee of coverage, per your
insurance company,

yable at the time of services (deductibles ano
ur Insurance company within 40 days after the
y for all dental services in full within L0 days of
ou will be reimbursed.

You are responsible for payment regardless of any insurance company's arbitrary determination
of payment' Please be aware that some services provided may be non-covered services by yourparticular plan. lt is your responsibility to know your ptan.

r ACCOUNTS OVER 90 DAYS ARE REFERRED TO AN OUTSIDE COTLECTION AGENCY FORcollEcrloNs. PATIENT/PARENT ls RESPoNstBLE FoR ALL coLLEcloN FEEs, AGENcy FEEs
AND ATTORNEY COURT COSTS INVOLVED IN COTLECTION.

I have read and understand the office FinancialPolicy and agree to abide by its contents.

AUTHORIZATION FOR TREATMENT
I authorize Dr. Heather Colson Hardy to
such diagnostic, photographic and thera m

The information provided in the patient
best of my knowledge. I grant the right
other information about my dental treatment to thi

Patient/Parent or Guardian Signature Date



C. Heather Colson, DMD, PC

I,

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

** You May Refuse to Sign This Acknowledgement**

have received a copy of this office's Notice of
Privacy Practices.

{Please Print Name}
I give permission for Dr. Colson and staff to
speak with the following pelsons regarding
mv dental care:

{Signature}

{Date}

For Office Use On

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be obtained because:

a Individual refused to sign
tr Communications barriers prohibited obtaining the acknowledgement
tr An emergency situation prevented us from obtaining acknowledgement
tr Other (Please Specify)

@2002 Arnerican Dental Association
AU Rights Reserved

Reproduction and use ofthis form by dentists arld their staff is peflnitted. Any other use, duplicatiol of this fofln by any other party
requires the prior written approval ofthe Arnerican Dental Association.

This for is edttcatiotlal only, does not contain legal advice, and covers only federal, not state law (august 14,2002)



C. Heather Colson DMD. PC
(NAME OF PRACTICE)

CONSENT F'OR IJSE AND DISCLOSIJRE
OF HEALTH INFORMATION

SECTION A: PATIENT GIVING CONSENT

NAME:

ADDRESS:

TELEPHONE:

PATIENT #: SOCIAL SECURITY#:

SECTION B: TO THE PATIENT- PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure ofyour protected health information to carry
out trgatment, 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 this
Consent. Our Notice provides a description ofour treatment, payment activities, and healthcare operations, ofthe uses and disclosures
we may make of your protected health information, and of other important matters about your protected health information. A copy of
our Notice accompanies this Consent. We encourage you to read it carefully and completely before singing this Consenl.

We reserve the right to change our privacy practices as described in our Notice ofPrivacy Practices, Ifwe change our privacy
practices, we will issue a revised Notice ofPrivacy Practices, which will contain the changes. Those changes may apply to any ofyour
protected health information that we maintain

You may obtain a copy ofout Notice ofPrivacy Practices, including any revisions ofour Notice, at any time by contacting:

Contact Person: Sylvia Harris, OM

Address: 3000 North Patterson Street Valdosta, Georgia 3 I 602

Telephone: 229-242-2449 Fax: 229-242-2699

Email : contactus@colsondental.com

Right to Revoke: You will have the right to revoke this Consent at any tinle by giving us written notice ofyour revocation submitted
to the Contact Persorr Iisted above. Please understand that revocation ofthe Consent will not affect any action we took in reliance on
this Consent before we received your revocation, and that we may decline to treat you or to continue treating you ifyou revoke this
Consent

SIGNATURE

I , have had full opportunity to read and consider the contents ofthis Consent form
and your Notice ofPrivacy Practices, I understand that, by signing this Consent form, I am giving my consent to your use and
disclosure ofmy protected health information to carry out treatment, payment activities, and health care operations

Signature: Date:

Ifpersonal representative on behalfofthe patient signs this Consent, complete the following:

Personal Representative's Name:

Relationship to Patient:



Patient Consent For Electronic Communication

You have requested that our practice communicate with you electronically. By utilizing our

practice's electronic selices, you agree tliat Dr. C. Heather Colson, DMD' PC, may send you

any of the following that you identifo as communication that can be sent through the Internet to

an email address you designate.

Consent and Acknowledgement

I, , in the presence of my dentist or the dental practice's
privacy official, agree that the practice may electronically communicate with me at the following
email address.

Ernail Address:

Patient Date of Birth (for verification purposes):

I acknowledge that the practice may send the following to my email. Check each that apply, and

then provide your initials at the end of each item selected.

tr Information about my invoice or accounts payable. (Initials)
tr Information about a specific dental visit.
o Information about my dental visit,

Specifu:

(Initials)
(lnitials)

Acknowledgement

You must acknowledge each of the following before we can send communications electronically.

All electronic communications from our practice will be encrypted.
I am responsible for providing the dental practice any updates to my email address.

I arn able to receive information electronically and store it securely away from any

public computer.
I can withdraw my consent to electronic communications by calling (229) 242-2449

Patient's Signature: Date:

If you do not want Electronic Communications
Please Complete The Following:

tr I do not want elecfi'onic communications:

Patient's Signatule: Date:



Verification of tdentity

Please provide us with the following information,

General Information

Name

Address

City _ State zip

Date of Birlh SS#

Driver''s License Number

Insurance Information

Name of Subscriber

State

Relationship to Subscriber

Group No. Individual No.

Resnonsible Partv. Who is responsible for charges todav?

Name

Address

City State Zrp

I certify that the above information is correct.

Signature of Patient Date

Personal Representative

Name of Personal Representative

Relationship to Patient

Driver's License Number State

For Internal Use

I verifl that I obtained a copy ofthe patient's photo ID and insurance card and made ofcopy ofeach for.our records.
Sisnatul'e

Date Patient Recold No.

Reproduction of this rnaterial by dentists and their staff is permitted Any other use, duplication or distribution by any other party
reqttires the prior written approval of the American Dental Association. This rnaterjai ii education only, does not coirstitLrte iegil
advice and covers only federal, not state, law. Changes in applicable laws or: regulations may require revislon Dentists should contact
their personal attonleys for legal advice pertaining to HIPA,{ compliance, the HITECH Act, and the US Departrnent of Health and
Humal Seryices rules and resulations


