
 

 

MEDICAL INFORMATION UPDATE 
 
 
Name: _________________________________________________________________ 
              Last     First    Date of Birth 
 

Address: ________________________________________________________________ 
 

Home Phone: _______________________ Work Phone: _________________________ 
 

Email: _____________________________  
 

Emergency Contact: _______________________ Relationship: ___________________ 
 
Emergency Contact Phone: _________________________________________________ 
 
        Yes No DK 
 
Are you now under the care of a physician?       
 

Physician Name:_____________________ 
 

Are you in good health?         
 

Has there been any change in your general  
health within the past year?         
 

If yes, what condition is being treated?________________________________________ 
 

Date of last physical exam:__________________________________________________ 
 

Have you had a serious illness, operation or  
been hospitalized in the past 5 years?        
 

If yes, what was the illness or problem?________________________________________ 
 

Are you taking or have you recently taken any  
prescription or over the counter medicine(s)?      
 

If so, please list all, including vitamins, natural or herbal preparations and/or diet 
supplements: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________ 
 
 
________________________________________________________________________ 
Patient Signature       Date 





Greene Comprehensive Family Dentistry
118 Stoneridge Drive, Suite #A

Ruckersville, VA. 22968 

Patient Information

Patient Name: ___________________________________________________________ 

Address:________________________________________________________________

City:____________________________ State:__________ Zip:____________________

Home Number: (      ) _______________ Work Number: (       ) ____________________

Cell Number: (       ) ________________  Email: ________________________________

Patient SS#: ________________________  DOB: _______________________________

Drive License #: ____________________  State of Issue: _________________________

Financially Responsible Party

Name: ____________________________ Patient Relation: ________________________ 

Address: ________________________________________________________________

City: _____________________________ State: _________________ Zip: ____________

Home Number: (       ) _______________ Work Number: (       ) ____________________

Cell Number: (       ) ________________ Email: ________________________________

Insurance Information

Policy Holder: _______________________  Patient Relation: _____________________

Policy Holder’s DOB: ________________  Policy Holder’s SS#:___________________

Policy Holder’s Employer:________________ Work Phone Number: (      )___________

Insurance Company:____________________ Phone Number: (      )_________________

Group #:_______________________  Subscriber ID #:___________________________

Emergency Contact Information

Emergency Contact:______________________ Phone Number: (       )_______________

Address:________________________________________________________________

City:_____________________________ State:__________________ Zip:___________



GREENE COMPREHENSIVE FAMILY DENTISTRY 

PATIENT FINANCIAL RESPONSIBILITY 

I ________________________________ hereby assign to Greene Comprehensive Family Dentstry all payments 
for all services rendered to myself and/or my dependents.  I understand that I am responsible for payment of 
any amount not paid by my insurance company and that billing my insurance company is a courtesy and not an 
obligaton of this offce.  

I acknowledge that any insurance claims pending beyond thirty (30) days are my responsibility.  I will 
immediately pay the balance if the account balance is more than thirty (30) days past due.  I understand that if I 
make a payment and Greene Comprehensive Family Dentstry thereafer receives payment from my insurance 
company, I will be reimbursed.  I understand that if my account is stll outstanding afer siity (60) days from the 
date of service(s), my account may be referred to a collecton agency or an atorney for collecton unless prior 
agreements are made.  

This offce partcipates as “Dental Proroviders” for Anthem, Cigna Radius, Delta Dental Premier, 
Guardian, MetLife and United Concordia.  If you have dental insurance with companies other than those listed 
above, you will be responsible for your co-payment TODAY according to your dental insurance plan.  We will 
submit today’s visit to your insurance company. Also that all estmates for co-payment are estimates you are 
responsible for what your insurance does not pay.

 I agree to pay interest on the total paid monthly balance at the rate of 18.00% APR, such 
interest to begin if the account is thirty (30) days past due and calculated from the date of 
service.

 I agree to pay all costs of collectons, including, but not limited to, thirty-fve percent (35%) 
collecton fees and atorney fees of thirty-three percent (33%), but not less than $200.00, 
regardless if suit is fled or not, as well as, all court costs.

 I authorize my employer to release all informaton regarding employment and salary 
verifcaton.

 I understand Greene Comprehensive Family Dentstry DOES NOT accept postdated checks.
 I understand Greene Comprehensive Family Dentstry DOES NOT accept payment plans and 

payment is eipected at every appointment unless otherwise stated.  
 Broken, missed, or canceled appointments without 24 hours prior notfcaton will be charged a 

missed appointment fee of $75.00.
 I will pay any expected deductiile and co-insurance amounts today and at each future ofce 

visit.

We are a medical practce and as such we will ask you to complete a Health History Form.  We will ask you for 
updates of your personal and medical informaton.  Prolease notfy our staf if there is a change in your health.  
Your health informaton is important to us and to your treatment here.  Your cooperaton in completng this 
informaton is appreciated.  

THERE WILL BE A FEE OF $35.00 FOR ALL RETURNED CHECKS

__________________________________ _____________________________ ____________
Prorint Name (Proatent) Signature of Responsible Proarty Date



GREENE COMPREHENSIVE FAMILY DENTISTRY

HIPAA PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected health 

information about you. The Notice contains a Patients Rights section describing your rights under the law. 

You have the right to review our Notice before signing this Consent. The terms of our Notice may change. If we 

change our Notice, you may obtain a revised copy by contacting our office. 

You have the right to request that we restrict how protected health information about you is used or disclosed for 

treatment, payment or health care operations. 

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, 

payment and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, 

such revocation shall not affect any disclosures we have already made in reliance on your prior Consent. The 

Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 

(HIPAA). 

The Patient understands that: 

 Protected health information may be disclosed or used for treatment, payment or health care operations. 

 The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice. 

 The Practice reserves the right to change the Notice of Privacy Policies. 

 The Practice is a member of statewide Prescription Monitoring Program.

 The Patient has the right to restrict the uses of their information. 

 The Patient may revoke this Consent in writing at any time and all future disclosures will then cease. 

 The Practice may condition treatment upon execution of this Consent. No insurance can be billed on the patient’s

behalf without this signed HIPAA consent form, therefore same day of service payment in full for any services 

will be required. 

I give my permission to discuss my treatment and or billing information with: _______________________________

Relationship to patient (check one):

 Spouse     Parent     Child     Grandparent     Grandchild     Legal Guardian

 Attorney (or representative) of patient     Other: ___________________________________________________

This HIPAA Consent was signed by: _____________________________ _________________________
Signature of patient or guardian Printed name of same 

Relationship to the patient (if other than patient):____________________ _________________________
Please print Today’s Date 

Signature of practice representative:______________________________

Updated 07/17/2014 


